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NURSING

Excellence in Patient-Centered Care




Announcement of the

 2010 Office of Nursing Services Innovations Awards 

The Office of Nursing Services (ONS) is pleased to announce the 2010 winners of the prestigious Nursing Services Innovations Award!    A list of the winning innovations and their accompanying narratives may be found below.  
Several entries were submitted from across VHA utilizing this year’s theme, Strategies for Implementing and Sustaining the Clinical Nurse Leader (CNL) Role.  While the winners represent the “best of the best,” all entries described valuable programs and initiatives led by VA nurses.  Due to the caliber of entries submitted for this year’s theme, the award review committee decided to select an additional five entries to recognize for their merit and innovation.  
All award recipients will be recognized in multiple venues, including the VHA Hotline Call, the National Nursing Conference Call, the Clinical Nurse Leader Call, and the annual VA Clinical Executive Conference in 2011.  During this conference, each team’s primary author will be formally recognized and presented with a plaque for their achievement. In addition, each of the award recipients will receive a team award 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.
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Cathy Rick, RN, NEA-BC, FACHE

Chief Nursing Officer 

2010 Office of Nursing Services Innovations Award Recipients

	Title of Submission
	VISN/Facility
	Primary Author
	Contributors
	Submission

	CNL Huddles for Improving Communication and Sustaining the CNL Role at VA TVHCS
	VA Tennessee Valley Healthcare System
	Melinda Davis, RN MSN CCRN CNL
	Sandra Walters, RN DNP  
Jacquetta Edwards-Malone, RN BSN BS CCRN FCCS  

Sandra Fox, RN MSN CNL 

 J.Rae Jacobson, RN MSN OCN CNL Francine Jamison, RN MSN 

Lynett King, RN MSN CNL

William Nylander, MD MBA 

Norma Patterson, RN MSN
	
[image: image3.emf]Tenn  Valley-Davis.pdf



	Journey to Excellence:  Implementation of the CNL Role
	VA Maryland Health Care System
	Robyn Mitchell, MSN RN-BC
	Ellen Asbury, RN MS CNL

Mary T. Dellario, RN MSN CNL

Linda V. Jefferson, PhD RN NEA-BC

Phillip Mackoiak, MD

Judith Sanford, RN MSN
	
[image: image4.emf]VA MD HCS  Submission Packet.pdf



	Piloting to Improve Patient Quality Care Process as a CNL Tactic
	VA Pittsburgh Healthcare System
	Karen Harrison, MSN CNL OCN
	Mary Rudy, RN NEA-BC

David Zellinsky, MD

Rosanne Zawinski, MN RN-BC

Tom Tear, RN-BC BSN

Barbara Hagarman, RN-BC MN
	
[image: image5.emf]Pittsburgh -  Harrison.pdf



	The CNL Journey:  SAVAHCS's Vision for Excellence   
	Southern Arizona VA Health Care System
	Sherri Porterfield, RN BSN CNL
	Glenda Riggs, RN CNL

Louis Debiasse

Robyn Oldaker-Hughes, RN MSN

Monica Valdez, RN BSN CNL

Martha Neuss, RN BSN CNL

Catherine Hoffman, RN BSN CNL

Claudia Dennen-Williams, RN BSN CNL

Chandra Gwinnup, RN BSN CNL
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	"Riding out the STORM": The CNL's Impact on Medication Reconciliation through Pro-Active Multi-Disciplinary Collaboration 
	Central Arkansas Veterans Healthcare System
	Sandee Foster, MNSc RN
	Julie Brandt, RN MSN NE-BC

Donna Edwards, RN MA NEA-BC

Kimberly Watson, PharmD BCPS

Sharon Oglesby, RN MSN

Lubna Maruf, MD
	
[image: image7.emf]Central AR -  Foster.pdf



	Implementation of the CNL Combined with CNS Collaboration:  An Innovation to Facilitate Practice
	Portland VA Medical Center
	Lynne A. Ludeman, RN-C BS MS CNL
	Jennifer Spiker, RN MS CNL

Jennifer Holmquist, RN MS CNS CIC CMSRN

Kimberly Kirkpatrick, RN MS CNL

Sherri Atherton, RN MS CNS CIC

Nancy Haller, RN MN CNL

Christine Locke, RN CNS DNP CNOR

Jaime Connelly, RN MS CNL CMSRN

Christine Valdez, RN MN CNS CNOR

Victoria Church, RN CNS

Michele Goldschmidt, RN EdD MS CNL

Thomas Ward, MD
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	The Minneapolis CNL Experience
	Minneapolis VAMC
	Sharon M. Myllenbeck, RN MA
	Shawna Clausen, RN MS CNL CRRN

Rhonda Donahue, RN MS CNL

Larisa Kusar, MD
	
[image: image9.emf]Minneapolis CNL  Experience - Myllenbeck.pdf



	Clinical Care Facilitator:  An Innovative Strategy in Pursuit of the CNL Role
	Central Arkansas Veterans Healthcare System
	Julie Brandt, RN MSN NE-BC
	Donna Edwards, RN MA NEA-BC

Karen J. Scott, RN MSN

Sharon Oglesby, RN MSN

Clifton Parnell, MD

Jean Zehler, RN-BC MSE NE-BC

Sheila Cox Sullivan, PhD RN CNE
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	The Role of the CNL in Implementing Remote Cardiac Telemetry
	Jesse Brown VA Hospital
	Susan Ottenfeld, RN MSN CNL
	Patricia Boylan, RN MSN CNL

James Brunner, MD

Claire L. Gangware, RN MSN CNL
	
[image: image11.emf]NorthChicago -  Ottenfeld.pdf



	Implementing and Sustaining the CNL Role at the DC VAMC
	Washington DC VAMC
	Leslie Rowan, RN MSN/Ed CWCN CNL
	Alma Holley, RN MPH CCM CNL

Cheryl Landry, RN MSN CNL

Stephanie Montague, RN MSN CNL

Leslie Rodriguez, RN MSN CNL

Ruby Wesley-Shadow, PhD RN

Delilah White, RN MSN

Charles Faselis, MD
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Honorable Mentions
	Title of Submission
	VISN/Facility
	Primary Author
	Contributors
	Submission

	Somewhere Over the Rainbow – Integrating Novice Nurses into the CNL Role
	Greater Los Angeles Healthcare System
	Sharon Valente, PhD RN
	Barbara Kennedy

Joan Cohen, PhD RN

Erik Ernst, DNP RN

Angela Albright, PhD

Marlene Brewster, RN MS
	
[image: image13.emf]GreaterLA -  Valente.pdf



	The CNL as Coordinator of Multidisciplinary Rounds
	Jesse Brown VA Hospital
	Claire L. Gangware, MSN RN CNL
	Susan J. White

Susan Ottenfeld, RN MSN CNL

Robert Hirschtick, MD

Patricia Boylan, RN MSN CNL
	
[image: image14.emf]NorthChicago -  Gangware.pdf



	Implementing and Sustaining the CNL Candidate Role Across Three Service Lines in a Level 3 VAMC
	St. Cloud VA Medical Center
	Renotta Stainbrook, CNS
	Breta Monroe, APRN

Lynn Donek, RN MPH

Margaret McCue, RN BS

Mary Randleman, RN BSN

Alice Delane, RN BSN

Sherrie Herendeen, MD
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	Re-Implementation of the CNL Role to Improve Sustainability and Effectiveness
	Cincinnati VA Medical Center
	Kristine M. Wilson, MSN RN CNL
	Ross Puterbaugh, RN MSN CNL

Brooke Sargent, RN MSN CNL

Sandra Dickens, MD
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	RN Attending
	VA Connecticut Healthcare System
	Jeanne Arsenault, APRN CNL
	Jockey Gorero, RN BSN

Aldo Peixoto, MD

Judith Hampel, RN MS
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Title: Piloting to Improve Patient Quality Care Process as a CNL Tactic: Piloting is Enlightening 


and Economical in Determining Best Fit 


 


Summary of Initiative (Abstract): The Clinical Nurse Leader (CNL) role is an innovative nursing 
response to meet the challenges presented in today’s demanding health care environment. The role, new 
to the field of nursing, presents limitless opportunity for implementation. Nursing leadership at VA 
Pittsburgh Healthcare System (VAPHS) decided on an innovative use of piloting the CNL role within two 
clinical areas – the acute medical/surgical and critical care – to determine the best fit for our patient 
setting and population. Through this pilot, VAPHS has experienced the unique benefits, as well as the 
realistic challenges, in implementing the CNL role within our organization. Overall, the results of the 
pilot demonstrated successful integration of the CNL position; in response VAPHS has dedicated 
additional FTE for sustaining this vital role.  
 
Implementation Date: August 2008 


 


Adoption of Innovation 


Response to designated need: VAPHS consistently being a leader in efforts to enhance care and safety for 
its Veteran population struggled with the idea of how best the CNL role fit within our organization. 
VAPHS nursing leadership, with a history of risk taking and familiarity with the concept of testing or 
trialing ideas, decided to implement a pilot program for the CNL role on an acute care medical/telemetry 
unit within Patient Care Services (PCS) and the Coronary Care unit (CCU). The PCS unit is a 35 bed 
medicine unit with 16 telemetry beds and 50 FTE. The telemetry component evolved over four years 
expanding from 4 beds to 16 beds with subsequent hiring and training of competent staff. Integral to the 
success of our telemetry expansion was the utilization of a Cardiovascular Clinical Nurse Specialist. CCU 
was a 6 bed unit with a seasoned staff and Nurse Manager. These units were selected due to significant 
changes as related to staffing. Significant changes in PCS included the hiring of a new Nurse Manager 
and Assistant Nurse Manager as well as extensive hiring of direct care nurses due to a number of the 
experienced PCS telemetry nurses having transferred into newly created positions in CCU. The CCU 
while having no change in management grew from a 6-bed unit to an 18-bed unit simultaneous to the 
implementation of a Critical Care attending service. These factors created the perfect environment to pilot 
the CNL role. 


Use of professional literature: Successful integration of the CNL into an established care delivery model 
requires careful consideration of the current best evidence to guide innovative adoption strategies. At the 
forefront of our pilot was “defining” and “differentiating” the role of the CNL from other advanced 
practice nurses within our organization. According to AACN (2007), the role of the CNL varies across 
care settings; however, common to all care settings is a focus on patient outcomes through the application 
and integration of research-based evidence to guide patient care. As such, we envisioned that the two 
CNL roles would evolve differently based on the specific needs of the unit they served. In keeping with 
AACN, our CNL role did not assume administrative functions and was grounded in the “generalist” 
paradigm. We also pulled from the work of Stanhope and Turner (2006) and two CNL pilot programs 
described by Smith, et al (2006) and Bowcutt, Wall and Goolsby (2006). Reoccurring themes became 
evident as we reviewed the evidence – including the need to articulate CNL specific competencies and the 
complexity of role adaptation (such as patient advocate, manager in the context of teams, information and 
outcomes, as well as systems analyst, clinician and educator). What also became clear was that successful 
implementation of this new role was not necessarily straight forward. For example, one challenge facing 
organizations is the lack of specific and easily qualified measurable indicators for this role. We utilized 
Rogers’ stages of innovation diffusion (as outlined in Stanhope et al., 2006) to understand the process of 
role assimilation for the CNL and recognized that in order for the CNL to be maintained as a viable role 
“ongoing implementation, and continuous use of the innovation must occur” (pg 386). The feasibility of 
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achieving Rogers’ final stage of “maintenance” was considered when evaluating our ability to sustain the 
roles post our pilot – specifically, the CNL role was considered sustainable for PCS, but not for CCU. 


Creative approach/adaptation and customized to fit needs of VAPHS: One goal of our pilot program was 
to solidify the role of the CNL to meet the needs of the organization and more importantly enhance unit 
functioning. For Critical Care, the CNL role was found to be redundant; in part due to excellent RN-to-
patient staffing, the development of a patient assignment free charge nurses, and a dedicated clinical 
education presence. In contrast, the role was found to be uniquely beneficial in PCS. For example, during 
the pilot, the PCS CNL collaborated with the unit manager and Patient Flow Collaborative workgroup to 
conduct two mini-pilots aimed at further clarifying the role of the CNL in conjunction with unit and 
organizational needs. We expand on these two mini-pilots. (1) Telemetry Team Leader Mini-Pilot: 
Cardiac telemetry is a 16 bed fast-paced, high patient turn over section with a 1:4 nurse patient ratio. The 
telemetry RN’s expressed unease regarding perceived fragmentation of care highlighting potential patient 
safety concerns. The CNL in conjunction with the Nurse Manager and Assistant Nurse Manager 
conducted a time analysis. The results indicated that staff spent a total of 8 hours to answer phones, 
respond to telemetry alarms, attend provider rounds, coordinate bed flow, assist with patient care, and 
associated housekeeping duties. In response, the CNL piloted the role of a dedicated telemetry team 
leader for a 2-month period. The goal of this mini-pilot was to explore and develop the needs of the role 
that would most support nursing practice, patient care needs and decrease length of stay. At the 
completion of this mini pilot, it was determined that while a designated telemetry team leader was 
essential, this role was not best encompassed under the domain of the CNL. As a result, a dedicated 
telemetry team leader role was put into practice. (2) Case Manager Mini-Pilot: As a member of VAPHS 
systems redesign, the PCS CNL collaborated on a project to indentify barriers to achieving accepted 
length of stay for patients admitted with chest pain. The identification of these barriers led to the 
development and implementation of a mini-pilot for a CNL case management role. During this pilot, the 
CNL further drilled down to identify barriers in the admission process which impacted overall length of 
stay for these patients. This mini-pilot provided data in numbers through concurrent utilization review and 
systems thinking to validate the need for case management to facilitate patient flow, decrease length of 
stay and improve care efficiency.  With the challenges to patient flow related to telemetry beds addressed, 
it became apparent that the CNL positively impacted not only the unit but the organization as well.  
However, as with the team leader, the role of case manager – while identified to be an organizational need 
– was determined not to rest under the role of the CNL. Although the role of case manager was ultimately 
determined not right for the CNL, through piloting case management the CNL was able to identify 
barriers to effective and efficient care. 
  
Nursing Leadership and Collaboration   
Nurse participation in development: Integrating the CNL is a journey to identify the needs of the micro-
system while essentially influencing the outcomes of the macro-system. In preparing for the CNL pilot, 
nursing leaders consulted with our labor partners (AFGE) and explained the CNL role. AFGE 
representative were encouraged to ask questions about the pilot project. Nurse leaders from the respective 
areas engaged staff in vigorous dialogue as issues pertinent to the pilot were explored – specifically the 
benefits, barriers and alternatives to the CNL role were discussed. Given that the role was new and 
concrete outcomes were difficult to articulate, the staff responded with trepidation at first; but through 
continued discussion, eagerly embraced the opportunity to participate in the pilot. Recognizing that the 
CNL role extends beyond nursing, interdisciplinary support was elicited and received. Both PCS and 
CCU nurse leaders partnered with key stakeholders to communicate the role expectations and anticipated 
outcomes associated with the CNL pilot.   


Wider nursing governance structure: In keeping with our Magnet journey, VAPHS is transforming 
clinical practice decision making from a traditional management model to frontline staff via shared 
governance. The CNL plays an important role as an expert generalist to support front line nursing staff in 
examining and critically thinking about the care they provide to their patients and make changes to policy 
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and procedure through evidence based practice (Smith et.al, 2006). The PCS CNL in collaboration with 
the unit Professional Practice Council (PPC) identified a key clinical focus related to the care of patients 
with CHF (in part because this group represents one of the unit’s largest patient populations). With 
performance measure as related to CHF discharge education being at or above the benchmark for 
completion of education, staff recognized the impact of delivering high quality nursing care was 
insurmountable as related to readmissions. The CNL examined the literature and quality care agencies for 
best practices in reducing CHF readmissions. Based on IHI initiatives, the CNL developed patient 
education materials which focused on the assessed intent of a patient to make lifestyle changes. As part of 
this innovative educational assessment, staff members were educated about tele-health services and 
assessing patients for inclusion of these services on discharge.  


Innovation successfully demonstrates collaboration: As discussed above, the PCS CNL collaborated with 
the interdisciplinary team on the telemetry team leader and case manager mini-pilots. During this pilot, 
the CCU CNL collaborated with frontline nurses and the Critical Care physicians on the following 
projects: (1) Improving Glucose Control: To improve outcomes of critically ill patients VAPHS 
implemented tight glucose control of surgical intensive care patients with positive outcomes in decreased 
infection and length of stay. With this success Critical Care (CC) leadership decided to implement 
glucose control protocol to all CC units including CCU. Nursing staff were instructed on a glucose 
control driven protocol program called the glucose wizard. The CCU CNL facilitated the implementation 
of this protocol. During the time the CNL led the glucose control protocol, critical iatrogenic 
hypoglycemia cases decreased to zero for 4 of the 6 months of the pilot.  (2) Facilitating Direct Discharge 
to Home: Due to the high demand for monitored acute care beds, CCU patients were being discharged 
directly to home rather than being transitioned to a lower level of care first. The CCU CNL identified this 
care situation as a potential area for improvement as the practice of arranging direct discharges to home 
was unfamiliar to both nursing and medical providers in this setting. The CNL helped to bridge this 
knowledge deficit, identify best practices associated with direct discharges to home, and assist in a 
smooth transition for the patient. During the course of the pilot, direct discharges to home from the CCU 
increased by 36% thus supporting VHA strategy 2 to provide timely/appropriate access to health care by 
enhancing patient flow. 


Dissemination via paper or publication: Outcomes of the CNL pilot were disseminated at VAPHS 
Nursing Grand Rounds – CNL Role: What is it and How Can it Help Me?  An abstract “Piloting: A 
Strategy for Implementing and Evaluating the Role of Clinical Nurse Leader” was submitted for 
presentation at the 22nd Greater Pittsburgh Annual Nursing Research Conference. Congruent with role 
implementation, practices for sustaining the CNL role over the long-term strengthened our academic 
partnership with University of Pittsburgh School of Nursing. The PCS CNL continues to act as an invited 
lecturer for the CNL curriculum. In addition, 100% of third year CNL students completed a precepted 
clinical experience at VAPHS. 
 


Scope of Initiative 


Impact one or more strategies in a single area: While the pilot was posted for 90 days it became evident 
that to best evaluate processes the time frame was too narrow and required an additional 90 days. It was 
clear within the first months that general medicine/telemetry benefited from the implementation of CNL. 
New nursing staff embraced the opportunity to have a nurse generalist available working side by side as 
they learned the complexities of the unit and patient care. Given the focus of achieving performance 
measures resulting in quality patient outcomes, the CNL demonstrated to staff how to individualize 
patient education thus contributing to obtaining compliance with CHF regime (Riegle, 2009). Being the 
outcomes manager, the CNL collaborated with Telehealth and partnered staff nurses with this modality of 
treatment to increase consults to this valuable patient centered program. In the role of systems analyst, she 
collaborated with Information Technology and providers to implement a free standing post discharge 
follow up appointment template contributing to success in a patient leaving our facility with an 
appointment in hand. The follow up appointment has been validated by Henandez, et al (2010) as 
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lowering the risk of 30 day readmission.  As such, VAPHS CHF readmission rate within 30 days dropped 
from 14% for March to September 2009 to 6% for October 2009 to March 2010.  Compared with a 
national rate of 25% (Ross, 2010) – not only does this speak volumes as to quality care but in addition 
positively impacts patient flow.   


Impacts one or more strategies in multiple areas: An opportunity to expand the utilization of the CNL as a 
case manager was undertaken as VAPHS was presented with a challenge to incorporate our VISN spoke 
facility as “one of our own”. In other words, Altoona VAMC patients, located 100 miles east, were now 
considered VAPHS patients with fee basing a thing of the past.  In discussion with executive leadership, 
the CNL recommended she operate as the case manager in a 30 day pilot mode to determine if her role 
would produce positive outcomes and enhance patient flow. With a crash course in case management, she 
took a risk in facilitating the process. While she had a well thought out plan, she was not supported with 
data and was consumed in case managing over 25 patients. Please note that this was the only unit utilizing 
case management thus an extensive chart review was required not only on admissions but on transfers 
from critical care where at times the patient had resided for months. Although frustrating, the CNL was 
not to be denied success. As a result of the pilot, the CNL identified inappropriate hospital days for angina 
as impacting patient flow. In response, a system redesign group was chartered to address resource 
utilization and recommended piloting of case management in Emergency Department (ED) through 
utilization of a short stay case manager. 


Initiative impacts one or more strategies facility wide: A Systems Redesign Team was developed to 
analyze and collect data on patients admitted through the ED with the diagnosis of chest pain.  Our team 
was given the challenge to develop processes and strategies to reduce the percentage of avoidable 
admissions and to provide patients with the optimal quality, efficiency and timeliness of care and 
services. Partnering with the short stay case manager, the CNL embodied her role by revealing barriers to 
timely discharges of angina patients including lack of expedient stress testing. Collaborating with nuclear 
medicine and cardiology, agreement was reached in which ED patients would have a priority in obtaining 
stress tests from the ED thus avoiding an inpatient admission. Given that stress testing is not available on 
off tours, a review of baseline data revealed that 50% of patients met established criteria for an 
observation stay. As such, an inpatient telemetry observation status was developed resulting in more 
timely discharges, thus impacting patient flow and achieving positive patient outcomes. Through the 
process of piloting, the CNL role was firmly established as having a positive impact on patient outcomes 
and patient flow. Based on these findings a business plan for sustained implementation of the CNL 
position was developed and submitted to leadership.  This business plan included PCS, but also extended 
to clinical areas outside of the pilot – such areas included the Emergency Department, Primary Care and 
Inpatient Mental Health. We are currently in the process of recruiting for these newly created positions.  


Initiative impacts one or more strategies VISN wide: The small scaled pilot escalated to impact the VISN 
through increased admissions (deemed appropriate) with accompanying decreased diversion. The 
accomplishments of our Systems Redesign Team have been acknowledged by VAPHS Leadership.  As 
such this project has been selected as a National Systems Redesign Initiative for FY 2010. With this 
designation, VAPHS data and progress is posted on the National Systems Redesign share-point for others 
to replicate successes. The Primary Care Vice President is the identified process owner with our Chief of 
Staff overseeing the project. The team recognizes the importance of sustainability and continues to 
examine possible solution related to unnecessary admissions through the ED.  
 


Impact  
Process Improvement: We celebrated process improvements in three areas. (1) Processes impacting 
Patients: Studies have shown that prolonged ED wait times decrease patient satisfaction, increases the 
numbers of patients who leave without being seen and are associated with clinically significant delays in 
the care of patients with cardiac symptoms.  Therefore, our goal was to implement a process that would 
help to manage patients with low risk chest pain presenting to the ED, avoid the cost of an inpatient 
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admission, as well as the cost of diverting patients to a private sector facility. To date 90% of the patients 
who met the criteria for a stress test from the ED were discharged from the ED with normal stress test 
results. (2) Processes impacting staff: As a result of piloting the telemetry team leader, approval was 
obtained to implement a dedicated FTE thus increasing nurse time at the bedside as well as increasing 
staff and provider satisfaction as indicated by informal survey. (3) Processes impacting the 
interdisciplinary team: Simultaneous to piloting the telemetry team leader role, the cardiac catheterization 
department requested staff participation in Medical Team training to enhance communication in caring 
for these high risk patients. Our data demonstrated that patients post procedure remained in the cardiac 
catheterization recovery area up to 8 hours. During the Medical Team training it was identified that 
fragmented communication contributed to decreased patient flow. The CNL was instrumental in 
identifying barriers and strategies to enhance communication. As such, patient wait time in recovery area 
decreased from an average of 4 hours to 2 hours thus increasing patient and staff satisfaction. 


Impact on patient/ nurse satisfaction: Results of our VANOD survey indicate that the overall average 
satisfaction score for RNs in Acute Care area was 3.9 in FY 09 with national being at 3.8. Informal 
interviews have demonstrated that staff perceive a high sense of autonomy and decision making within 
their professional practice environment. Further, the CNL is recognized as expert leader in assessing and 
implementing changes, as well as providing guidance and support for other healthcare team members. 
Patient satisfaction as evident by The Survey of Healthcare Experiences of Patients (SHEP) scores 
exceeded benchmarks. FY 2009 inpatient scores for percent of patients rating inpatient stay as 9 or 10 was 
70% with target being 60%. For FY 10, reporting structure has transitioned with categories of shared 
decision making, responsiveness of staff, privacy and noise level exceeding targets. 


Long Term integration into structures and processes: Through the pilot of the telemetry team leader, staff 
participated in Medical Team Training with the cardiac catheterization department.  In piloting case 
management on medicine it was determined that the organization would benefit from the CNL partnering 
with a case manager which resulted in the development of a case management department and additional 
CNL positions. Through case management in the ED, patients either receive stress testing and are 
discharged or are admitted in telemetry observation status resulting in discharge within 23 hours and 
avoiding an inpatient admission.  


Nurse Sensitive Quality Indicators: Our results related to nurse sensitive indicators is evidenced by:  
 Decrease of central line infections from 4.8 FY 09 1st quarter to 0 FY 10 2nd quarter 
 Decrease in congestive heart failure readmissions by 8% (from 14% to 6%) for period of Mary 2009 


to March 2010 
 Mean LOS decreased in telemetry by 0.18 days from FY 08 to FY 09 and medicine decreased 0.27 


for the same time frame .  
 Counseling for smoking cessation for AMI, Heart failure, pneumonia 100% 
 Decrease of hospital acquired pressure ulcers as reflected through NDNQI with 2008 average at 8.3 


and 2009 average 4.07 
 Decrease of total falls as reflected through NDNQI with 2008 at 5.31 and 2009 at 3.79 NDNQI  2009 


average at 4.20 thus unit outperformed NDNQI.  
 Monetary savings of $20,000 during 1st quarter FY 10 through implementation of stress test from the 


ED.  
 
In summary, our nurse-driven initiative resulted in improved patient outcomes in a culture that embraces 
risk taking. Without the participation and expertise of the nursing staff and the guiding force of the CNL, 
these outstanding improvements in process and quality would not have been realized. The brilliance of 
nursing practice continues today and beyond thus broadcasting the professional practice environment for 
nursing excellence.  
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Title
 


:  Minneapolis Clinical Nurse Leader Experience 


Summary of Initiative:  Healthcare is subject to a chaotic and frenzied level of change.  In order to improve 
health care delivery, redesign must occur at the Microsystems level, i.e., the smaller, functional clinical unit level, 
where the real transformation occurs [5, 6].  This requires new and creative approaches to managing the patient 
care environment.  Nursing developed several roles in past decades to respond to care needs of hospitalized 
patients (Case/Care managers, Care/discharge coordinators, Clinical Nurse Specialists, etc.)  These roles evolved 
into specialized positions and became detached from the provision of direct patient care.  There remained a need 
to develop and implement a role that would bridge the gap between the general staff nurse and the clinical 
specialist; one that remained at the point of care; one that allowed staff development (career ladder) and one that 
provided leadership in clinical nursing excellence and interdisciplinary collaboration.  The Clinical Nurse Leader 
(CNL) role was developed and implemented to provide a clinical expert at the point of care, a clinical resource to 
co-workers, a colleague and co-interdisciplinary team member, and to focus on improving patient outcomes.  This 
nurse, a master’s prepared generalist, would be a go-to person for clinical questions and nursing practice concerns 
affecting the patient’s path toward improvement/wellness and discharge.  This concept is supported in studies by 
Tucker who found that staff nurses engaged in first order problem solving, allowing them to continue to care for 
the patient, but not addressing the cause of problems faced during that care [1].  In fact, nurses often did not share 
the problem with those who could take measures toward resolution.  The CNL addresses second order problem 
solving; taking measures to remove the root cause of the problem so it does not reoccur. 
The Minneapolis VAMC (MVAMC) Nursing Services developed an implementation plan for the CNL role to 
address issues and barriers to improving patient and nursing outcomes.  Nursing Service’s goal was to attain a 
budget and incrementally establish Clinical Nurse Leaders (CNLs) in complex patient care settings.  The Nurse 
Executive presented the plan to executive leadership who endorsed the plan and MVAMC’s collaboration with 
the UMSON through submission and approval of a Request for Proposal (RFP). 
 
Date of Implementation:  MVAMC joined in partnership with the UMSON to pilot a Clinical Nurse Leader role 
at the point of care in September 2005.  Leaders from both settings attended national conferences to understand 
the expectations of this new role and curriculum requirements.  Simultaneously, UMSON developed a CNL 
curriculum and MVAMC competitively selected a staff nurse for participation in the program.  A staff nurse from 
3L, an Acute Medicine/Telemetry unit, was selected, completed her CNL education at UMSON, successfully 
passed the CNL certification exam and became the first CNL in the state of Minnesota in August 2007. 
 
Adoption of Innovation:  As with any change, there was skepticism and resistance to the concept of a clinical 
nurse leader.  By involving 3L staff in the selection process and discussing the initiative at staff meetings, the 
nurse manager was able to dynamically resolve staff concerns.  Clinical Nurse Specialists were apprehensive 
about role differentiation and collaboration.  Their concerns were addressed by the Nurse Executive at Advanced 
Practice Nurse Council meetings.  The CNL role, responsibilities and relationships were defined.  A Cardiology 
CNS served as a mentor for our first CNL and a clinical work plan developed.  This preparation expedited CNL 
role acceptance by the nursing staff, providers, social workers and other health care disciplines. 
Combat in Afghanistan (OEF) and Iraq (OIF) presented a challenge to MVAMC staff to care for those patients 
with polytraumatic injuries.  Recognizing the need for coordinated specialized interdisciplinary clinical care of 
individuals sustaining multiple complex polytraumatic injuries, MVAMC seized the opportunity to establish a 
CNL on the new Acute Rehabilitation and Polytrauma Unit in September 2006.  As before, a staff nurse was 
competitively selected, attended UMSON and upon graduation successfully achieved CNL certification, 
completing requirements January 5, 2009.  The implementation and success of this role was discussed on monthly 
national polytrauma nursing conference calls and at national polytrauma conferences resulting in the 
recommendation that the CNL role be established at the remaining VA designated Polytrauma Rehabilitation 
Centers (PRC's). 
Mental and Behavioral Health, another high priority at MVAMC, hired a CNL candidate for our inpatient care. 
The CNL candidate took another job before fulfilling the CNL requirements.  The next phase of CNL role 
implementation is planned for the outpatient setting in the Patient Centered Medical Home.  This position will be 
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instrumental in the development and roll out of the Medical Home and educating case managers to focus on 
chronic disease management and health promotion/disease prevention. 
 
Nursing Leadership and Collaboration:  


MVAMC CNLs collaborate with the healthcare team in multiple areas to bring the highest quality and safety to 
patient care.  MVAMC CNLs participate in daily and weekly interdisciplinary rounds on their respective nursing 
units to collaborate with members of the healthcare team.  Weekly interdisciplinary team rounds on the Acute 
Rehabilitation and Polytrauma unit provides ongoing collaboration with PT, OT, Speech, neuropsychology, 
dietician, recreational therapy and blind rehab/low vision specialists.  The polytrauma CNL works collaboratively 
with the polytrayma physician to laterally integrate interdisciplinary care during acute rehabilitation and to 
seamlessly transition patients across the polytrauma continuum of care. 


CNL education provided MVAMC with the opportunity to enhance 
collaboration with the UMSON.  Our first graduate CNL co-authored an article with UMSON faculty [10]. 


CNLs are in continuous collaboration with staff nurses to communicate the plan of care, assist with complex care 
planning and discharge planning.  The CNLs serve as an expert resource, coach and mentor for all nursing staff on 
the unit.  On a daily basis, the CNL works with the NM to prioritize areas of concern regarding patient outcomes 
and staff development.  The CNL develops and completes staff education designed to improve patient outcomes 
and/or staff development.  The rehabilitation/polytrauma CNL has been integral in the development of a 3 phased 
unit orientation and unit based competencies to address the emerging and dynamic specialty practice of 
rehabilitation/polytrauma nursing.  
The CNLs collaborate with each other daily.  They demonstrate leadership skills at the micro, meso and 
macrosystem levels.  They serve as co-chairs for the Nurse Practice Council (NPC).  Any change to nursing 
practice must be reviewed by NPC to ensure that the most current evidence is incorporated into new nursing 
practices and procedures.  NPC promotes evidence based practice by developing workgroups to investigate 
relevant nursing issues.  Responsibilities of serving as a co-chair include facilitating council meetings, developing 
agendas, completing meeting minutes, and consulting with council members and other staff who propose a topic 
to bring to NPC.  The CNLs are members of the Products Committee and several short term groups concerning 
new products.  They consult monthly with the Nurse Executive on the current nursing practice issues and topics 
involving NPC, evidence-based practice and patient outcomes data. 
Both CNLs are viewed as clinical experts in their areas of practice.  The CNLs have participated on evidence-
based work group projects within the facility that encompass both inpatient and outpatient settings.  Examples of 
workgroups include Suicidal Intervention and Prevention; Inpatient Glycemic Control; Interdisciplinary Team 
rounds; Hand Hygiene Committee; and Fall Prevention Committee.  The CNLs have also led several workgroups 
to improve patient care.  They developed education and a policy on hand-off communication which was presented 
to staff throughout the hospital.  Hourly rounding, another CNL led initiative, was implemented throughout the 
hospital after completing two pilots on several wards within the facility.  The CNL on 3L medicine was 
instrumental in initiating the discharge call program which is now the responsibility of the RN Call Center. 
The CNL on acute rehabilitation and polytrauma led interdisciplinary unit based groups to develop The 
Rehabilitation Guide Book that all patients and families receive on admission to the rehabilitation nursing unit.  
This CNL provides staff and family education, developed therapeutic pass and off station outing policies and 
procedures and developed policy and procedures for use of the transitional living apartment located on the nursing 
unit.  The rehabilitation/polytrauma CNL has been selected to be a member of the Polytrauma Rehabilitation Field 
Advisory Committee that was developed by Office of Nursing Services to disseminate nursing competencies, 
guidelines and clinical best practices to the field.  In addition, this CNL has developed a collaborative relationship 
with the inpatient TBI/Polytrauma Medical Director.  Together they lead and facilitate a monthly action oriented 
work group that is charged with establishing, assessing, planning and evaluating rehabilitation standards.  Based 
on the evaluation of collected data, all sources of evidence and current Joint Commission (JC) and Commission 
on Accreditation of Rehabilitation Facilities (CARF) standards; the group will recommend and implement 
changes in practice, rehabilitation programming and the environment of care.  The CNL's have presented their 
role at facility Nursing Grand Rounds and Nurses Week activities; at the VISN 23 Primary and Specialty 
Medicine Meeting and at a National Polytrauma Nurse Conference. 
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The CNLs are consulted for nursing procedures and practice on their respective units, as well as throughout the 
hospital, by inpatient nurses, physicians and interdisciplinary teams.  The CNLs have also been consulted by 
managers in other patient care areas to develop CNL roles; such as, a CNL in the Medical Intensive Care Unit and 
the inpatient psychiatric unit.  They were consulted to develop the role, mentor and coach the CNL candidates; 
however, these CNL candidates took other positions within the hospital.  The CNLs have been consulted to 
develop the CNL role in the Medical Center Home Model for the outpatient setting. 
 
Scope of Initiative:  This initiative has impacted multiple disciplines and departments throughout the Medical 
Center including Continuous Improvement and Patient Safety.  To provide patient-centered care, the CNL 
interacts directly with the patient and significant other(s) and the health care team to coordinate the patient’s care. 
The CNL participates in interdisciplinary patient/family meetings, presenting and/or supporting the patients and 
significant other’s wishes and goals. 
(1) The ability of CNL to improve patient safety has been successfully demonstrated in the following areas: 
patient falls, infection prevention, pressure ulcer acquisition rates, medication errors, documentation, 
rehabilitation standards, CARF certification, outcome-based improvements, and process and work-flow 
improvement at the Microsystems level. 
(2) The CNL role has brought Project Management to the bedside through process improvement projects, 
transforming care at the bedside projects, and incorporating evidence-based practice. 


(4) Development of staff nurse education, policies and procedures has resulted in improved patient care.  
Examples of projects include: Rehabilitation Guide Book; Transitional Living apartment policy and procedure; 
Therapeutic Pass policies and procedures; and implementation of a collaborative primary nursing care delivery 
model.  They have both been active in the development and validation of unit based competencies.  The CNL on 
Acute Rehabilitation and Polytrauma Unit co-authored an article in Rehabilitation Nursing about this topic [11]. 


(3) Through participation on the National CNL Goal Group, the CNL role will be implemented at all Polytrauma 
Centers. 


(5) The role of the CNL in integrating care is an important part of quality care.  The CNL coordinates, directs and 
provides care for a distinct group of patients, provides individualized care planning for complex patients 
beginning prior to admission and ending with discharge, ensures appropriate consults are placed and 
recommendations are implemented, facilitates patient and family-focused care, and serves as a patient advocate. 
(6) The CNL role enhances communication (see Figure 1).  The CNL is instrumental in interdisciplinary team 
rounds; family meetings; team meetings; walking rounds with staff physicians and SW case managers; behavior 
management plans; intra/interdisciplinary communication; and is a central point of contact for care providers and 
nursing, developing relationships with consulting services (ET nurse; rehab CNS, NPs, infection prevention RN 
and nurse case managers) and this has resulted in improved patient hand-offs. 
 
Impact:  


This CNL has positively impacted the organization’s Performance Measure for discharging patients with Heart 
Failure.  Joint Commission requires nursing to include five important topics for discharge education.  The hospital 
began with a compliance rate of 7% prior to CNL education of the four medical and surgery units in 2004.  The 
current compliance rate is close to 100% (see Table 3).  There is a noticeable difference between the lengths of 
stays when comparing two non-differentiated medical floors.  In 2006, both floors had a similar length of stay at 
approximately four days (3.9 for the CNL unit and 4.3 for the unit without a CNL).  The length of stay on the 
CNL unit has decreased and is currently 3.3 for 2010, while the unit without a CNL has a LOS of 6.5 for 2010 
(see Table 4).  The CNL has been actively involved monitoring the skin integrity and submitting monthly reports 
to the Skin Care Committee.  The CNL investigates each pressure ulcer to determine if it was hospital acquired.  
Recently, the floor had two patient-acquired pressure ulcers.  The CNL met with the Skin Care Committee to 
examine the cause of the pressure ulcers.  They determined it may be due how incontinent pads were used, unit 


The CNL on 3L medicine has demonstrated a positive effect on unit-based and hospital outcomes by 
addressing process issues and by second order problem solving.  This CNL is a Co-Chair of the Fall Prevention 
Committee.  Some of the initiatives this CNL implemented include hourly rounding, a post falls documentation 
note, identifying patients at risk for falling, and patient education resources.  There has been a decrease in falls 
throughout the hospital and the medicine unit (see Tables 1 and 2). 
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worked on decreasing the use of incontinence pads for patients and the Skin Care Committee replaced the 
mattresses on the hospital beds.  There has been no hospital acquired pressure ulcers acquired since the CNL met 
with the Skin Care Committee.  On the Acute Rehabilitation and Polytrauma unit there were no pressure ulcer 
acquisitions for the period of October 2009 through February 2010.  
Two years ago, the CNL in the medical floor noted an increase in patients with renal failure.  The CNL worked 
with a hospitalist to investigate the causes of the renal failure.  Chart and literature reviews were completed.  They 
concluded that the causes of renal failure were multi-factorial and will continue to be investigated.  The CNL was 
also part of a small group examining the Failure to Rescue rates for the facility.  After investigating the data, it 
was determined that the facility has low rates of Failure to Rescue and noted no trends in any certain conditions. 
The CNLs also bring expertise in informatics to the bedside.  An example of this is the work the medicine CNL 
has done on templates.  She identified issues with documentation on the short stay pacemaker patients and 
developed a template to meet the patient’s and staff’s needs. 
Figure 1. 
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Table 2.  Falls Ward 
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1. Ahlstrom et al. (November 2005) Errors and Problems Faced by Bedside Nurses: The CNL’s Role in 
Solving Them. Unpublished U of Minnesota Student Paper.    
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Title: Somewhere Over the Rainbow - Integrating Novice Nurses into the CNL Role 
Summary of I.itlatlve (Abstract): Somewhere Over tbe Rainbow - Novice Nurse CNL leadership 
Date of Implementation: 2006 Abstract: 


The VA has been a national leader in pioneering the CNL as a new Nursing role to improve care. 
Since the beginning, GLA Nursing has been dedicated to implementing the strategic plan to develop new 
nursing roles for the future with CNLs and we expected to transform experienced nurses into CNLs but 
no such programs existed in our area. We wanted to realize Cathy Rick's vision of the new CNL role in 
nursing. Seeking academic partners for this journey, we only found programs training second degree 
novice nurse CNLs. Faced with this unexpected challenge of novice nurse CNLs and our commibnent to 
forge ahead with this role, we had to be innovative, creative and design our program around novice nurse 
CNLs. No guidelines or best practices existed in the literature to integrate these CNLs into GLA. We 
needed to maximize the opportunity to have CNL and not be left behind, but needed a creative approach 
to having novice CNL grads. As we rolled out our plan to educate nursing leadership and GLA about this 
exciting new role to improve care, we also designed a creative and unique novice nurse CLN internship to 
integrate these novices into nursing at GLA. We started with a basic plan, but adapted and customized it 
as we learned the needs of the novice CNL and collaborated with Nurse Managers, preceptors and staff 
about the novice CNL issues, deficits, and challenges. 


o Adoption oftbe Innovation - Creative, Unique Approach to Novice CNL Internship 
Future thinkers at GLA, AACN, AONE, TCAS, and V A agreed on the need for improved leadership, 
patient outcomes and quality at the microsystem level. This need for leadership and change agents was 
also recognized nationally and in the literature (I). Contrary to the prevailing model of experienced nurse 
CNLs, we were amazed that Southern California universities planned second degree masters entry 
program for those with no nursing experience. These novice nurses have a limited 400 hours of clinical 
practice with limited exposure to skills and procedures. Another surprising challenge was that these 
schools lacked faculty experienced in teaching pre Iicensurelbasic nursing - so the faculty lacked skill in 
socializing new nurses to professional behaviors (e.g., chain of command, communication, workplace 
expectations, and promptness). We were surprised to learn that these CNL grads had a significant deficit 
in these areas and so the internship was adapted to include a focus on socialization. We wert challenged 
to go where no one had gOne before and to develop a transition program to integrate the novice CNL into 
practice. This was a wonderful opportunity to build on our evidence based practice foundation and 
enhance our magnet journey. The innovation is the design ofa customized unique internship for novice 
nUrse CNL grads with a focus on becomjng a bedsKle nurse and developing the CNL role. The second 
focus afthe program was an creating a roenta[§hjp program for the GLA stafInurses and preceptors who 
taught the CNLs at UCLA and in clinical at GLA 


In 2006. Ms. Beiter envisioned this excitingjoumey to develop and use CNLs to support the VA 
strategic plan. She educated nursing leadership about this role. She inspired Nursing Education to partner 
with UCLA or other universities and was surprised to find only generic novice nurse masters entry 
programs Gl Practice Progressive Leadership. Building on current programs. Nursing Education 
strengthened education for staff nurses to serve as bedside expert preceptors and/or faculty for clinical 
courses. The intemship included two outcomes - doctorally prepared Community Faculty provided role 
and career development mentorship and staffpreceptorslfaculty, and clinical educators provided medical­
surgical nursing mentorship. We added socialization, teamwork, and workplace behaviors/ethics to the 
mentoring by doctoral mentors. Ms. Brewster, the deputy and subsequent CNO encouraged integration of 
the CNL in care coordination and direct patient care in complex situations (2). We mentored the CNL to 
evaluate patient outcomes, assess risks, lead change, and make decisions to change care plans when 
necessary GIThey put patient care Ont. We saw the CNL as a leader in the health care delivery 
system, and the implementation of this role varies across settings (AACN) (3). 


The GLA challenge was twofold -- to design a unique internship to cover basic nursing, 
role/career mentoring and socialization for novice nurse CNL graduates. We learned that these novice 







CNLs require at least 2-3 years of nursing practice to build credibility in patient care before enacting 
leadership roles effectively. Without nursing credibility, the CNL cannot guide, coach, and educate more 
experienced nurses. Another challenge was that these novices selected highly specialized critical care or 
emergency sites where the learning curve is steeper and longer. The GLA internship is uniquely designed 
for the novice RN/CNL and to increase socialization, guidance, nursing practice and role development. 
We !llso designed a mentoring course for staff nurses new to teaching as faculty for the CNL. 


Collaborating wltb GLA staff to support tbe new CNL role: GLA Nursing Education provided 
faculty, clinical placements, clinical preceptors for courses and , and senior intensives. In May 2009 
Nursing Education oriented leaders, managers and staff to this new Jeadersrup role and engaged managers 
in planning the CNL functional statements. We collaborated with staff, preceptors, and managers to 
conduct a needs assessment of the student and CNL graduate. Staff nurses also discussed the CNL role 
and prepared to become preceptors. Nurse leaders and managers combed the evidence looking for best 
practices and guidelines for developing the novice CNL graduate to develop clinical credibility to 
impact care, particularly in specialty areas. In 2008, ten CNL graduates started at GLA in critical care, 
emergency and medical surgical units. The first 1-2 year of the internship focused solidly on developing 
nursing practice and the CNL grads began working with doctoral mentors to envision the role. However, 
several CNL grads really wanted to be bedside nurses. Due to our strong menloring program, 8 of 10 
CNLs are continuing and 2 transferred to other VAs when they moved away. 


Evidence Based Literature: The American Association of College of Nursing and Institute of 
Medicine have identified the leadership and quality care gaps and called for improvements in nursing 
care, leadership, and quality management. The AAeN delineated the Clinical Nurse Leader role focusing 
on the expert nurse CNL who improves patient and unit outcomes (2). We found no literature on the the 
novice. Novice nurse CNL graduates face unique challenges without previous socialization into the 
professional nursing role. No literature highlights the needs or productivity of the entry-level CNL who 
has 1) no nursing experience (except school), 2) had non CNL faculty with no exposure to CNL role 
models and 3) entered an environment in which the CNL role is new. The challenges for the new RN­
CNL Mld the practice environment in hiring a new RN CNL, are worthy of study. Novice CNL grads 
need to learn socialization in role, teamwork, build credibility, and enlist support of colleagues and 
multidisciplinary staff. In surveys, GLA nurse managers and leaders rate the novice CNL grads lower in 
competence and commitment to V A in several areas compared with other new graduate nurses. We 
observe that the difference in practice of ADNs and BSNs manifests after 2-3 years, depending on 
adjustment to "culture shock". Logically the novice nurse CNU MSN grad will take time adapting to the 
work setting before demonstrating tbe added value of their master's level CNL education. Without 
evidence about the novice CNL, VAOLA is implementing this innovative internship and mentorship. 
The task is to move new RN/CNLs from novice to leader while simultaneously creating a supportive 
environment, educating staff and nurse managers about the role. Creative solutions are required. 


CNL Career Development and lutee;ration: At GLA our planned approach was to have these 
novice CNL grads initially focused on bedside practice while also emphasizing perfonnance improvement 
and integration. Clinical Educators and staff nurse preceptors guided the CNL grads to develop their 
clinical role and a doctorally prepared mentor in Nursing Education coached them in integration, 
leadership, change agent, data collection, and perfonnance improvement aspects ofthe role.G4 
Performance Measures. Mentors emphasized socialization as the grads needed guidance in professional 
attitude, system understanding. teamwork and collaboration. The new graduates were expected to 
complete their certification promptly and those from UCLA did so. However, another unexpected 
challenge occurred when the CSUDH CNL grads could not take certification exams and required 
additional clinical courses to sit for certification. CSUDH CNL grads who began in Summer 2008 
remain uncertified. We advised academia that novice CNLs would progress faster in general settings. 


Our Novice CNL grad Focused Mentoring Internship is innovative - it focuses on the novice nurse, 
includes an instant system response to emerging role problems and involves clinical mentors and 
doctorally prepared mentors. It includes a plan to coach, train, and upgrade nursing staff who become 
faculty andlor preceptors for the CNL. Agency support is designed to be customized to the CNL as they 







develop their role. The CNL initially progressed in bedside care with a clinical educator mentor but 
encoWltered challenges in applying their leadership and change role in practice. Some CNL grads only 
wanted to be bedside nurses and not CNLs. 


Our Innovation has emerged in a less than optimal situation with the novice CNL grads. 
Implementing a program to integrate experienced CNts would be difficult enough, but the novice CNL 
grads pose even more challenges. Doctorally prepared mentors assist the CNL gru.ds tu cumplete their 
development plan G4 PerformaDce Improvement Measures, attend courses (e.g., Coaching/Mentoring, 
systems redesign, CNt conferences. and research), complete certification, and design and conduct 
perfonnance improvement projects. CNLs also create and use fact sheets to assist staff to improve 
evidence based care. The evideDce based fact sbeets are a publisbed best practice that improves 
quality. The CNL grads initial projects focused on educating staff to complete wound assessment, 
preparing for TJC accreditation, educating unit staff on policies (e.g., disclosure and safety), spreading 
TeAB, and identifying change projects. The CNL grads spread TCAB principles and practices to engage 
staff nurses in small changes to improve care. Other projects included improving End of Life 
discussions/care in ER, examining the benefits of the charge nurse role, improving flu campaign 
objectives, and reducing restraints in critical care. Some CNL grads attended the San Diego CNL 
conference, submitted abstracts for pn::sentation, and participated in the annual GLA Nursing Research 
conference. Mentors will help them prepare a quality improvement manuscript for publication. 


Initially, a barrier analysis to integration was conducted to address these issues and G31mprove 
busilless practices. Nurse Managers, and the Nursing Practice Council and CNLs provided feedback 
about the new CNt grads compentencies after two years. Barriers included the CNL grad's professional 
attitudes and entitlement, interpersonal skill, team building, time/attendance issues, multidisciplinary team 
collaboration, chain of command, and staffing. Other issues included enhancing the manager's and 
multidisciplinary team's understanding of the CNt role and differentiating the novice CNtgrad from 
other new graduates. Barriers that the CNL grads reported were: time for projects, and respect for their 
CNL role. One non certified CNt grad applied for nurse manager positions but surprised us by refusing 
charge nurse experience. Several reported that their academic programs lacked enough clinical 
experience or skill practice. Nursing Education shared the barrier analysis with the academic partners to 
assist them to revise curriculum and our findings to sh~ this with the nursing community. 


As we are flexible in our adaptation to a difficult situation of creating the Internship/mentaring for the 
novice CNL grads, Nursing Education, leaders. and nurse managers have collaborated frequently with 
academic partners to discuss issues and recommend improvements. Prompt collaboration highlights 
unanticipated challenges and curriculUm needs. We recommended more clinical practice hours, better 
socialization, improved professional attitudes, team building and understanding the chain of command Gl 
Practice Progressive Leadership. We emphasized the openings for CNL grads in mental health,long 
tenn care settings and medical surgical areas where there was openness to the role and development of 
credibility was faste r. Because SOOIo of CNL grads are not certified after two years, future CNt grads be 
certified before hiring. As a result, the University subsequently requested intensive practica in mental 
health. Because novice CNL grads had deficits in interpersonal and soft skills, we emphasized the need 
for strong collaboration and interpersonal skills. We recommended effective screening for these qualities 
with standard tools such as EQ (Emotional quotient) and Myers Briggs. We also encouraged the academic 
faculty to help the CNL to contrast their entitlement to the work place expectations. With manager 
support, some CNts attended the research mentor course and others will attend next year. 
Nursing Leadership and Collaboration - disseminated fiadings in posters and manuscript 


We received strong and consistent support from D. Beiter, our hospital CEO who inspired us to create 
a plan for novice CNL grads, integrating the CNL, and designing an Internshiplmentorship for the novice 
CNL grad in collaboration with academia. Our leadership provided ongoing support and inspiration as 
we attempted to understand and cope with the challenges of the novice CNt grads. Ms. Beiter serves as a 
facility directorl1iaison in the V A-AAeN collaboration regarding CNt and has supported the project 
from its inception. Other supporters include M. Brewster, CNO, and J Roper (retired) and S. Valente, 
ACNS in ResearchlEducation and the clinical educators and doctorally prepared faculty G2 Practic:e 







Progressive Leadenhip. Because of many challenges, we established partnership agreements with 
UCLA novice CNL education programs and provided faculty as clinical teachers for the program. We 
provided clinical practica for CSUDH novice CNL program. We provided nurses as faculty and 
preceptors and partnered with second degree programs to advance the novice CNL program. We have 
consistently collaborated with all stakeholders in this program to collect feedback from all preceptors, 
staff nurses, faculty, managers and leaders about th~ needs of the novice CNL grads. 


CoachiD& Cor Inexperienced Faculty: Our staff who became clinical academic faculty for CNLs 
were staff nurses who lacked experience as clinical educators in academia. We sent them to '''teaching 
preparation courses", and our doctorally prepared senior faculty provided guidance and coaching. They 
learned to develop clinicaJ teaching expertise,learn simulation, and develop teaching skill. Inexperienced 
faculty face several challenges in socializing students, providing constructive feedback, setting limits, and 
serving as role models. When the CNL trainees did not listen to clinical faculty, we coached their skills in 
confronting these issues. New faculty often befriend students and so have difficulty giving clear and 
constructive feedback about improvements needed. In one instance, the clinical faculty found a CNL 
trainee's negative caricatures and comments about sexual orientation of staff lecturers. We coached the 
faculty in creating teachable moments and setting expectations for professional behavior. We role played 
to facilitate implementation. In two other incidents, one CNL trainee did not report a life threatening med 
error for a week. Another CNL trainee who collected GLA data for 8 joint project with a nursing leader 
asserted that the leader had plagiarized "his" data but refused to meet the leader to discuss or resolve the 
issue. In both incidents, the faculty needed guidance in how to set standards, debrief, and tum errors into 
lessons learned. Although the faculty member initially protected and defended the students' behavior, 
coaching helped her understand how to help students learn the expected professional behavior (e.g., 
reporting errors promptly and understanding GLA data does not belong to the student). We will share our 
best practices for coaching faculty in future publications and best practices. 


These staff have served as clinical faculty for the UCLA novice CNL program since its inception. We 
provided the literature on the CNL role but it did not cover the novice CNL challenges. Several of the 
GLA clinical educators are considering CNL certifICation. With support ofGLA nursing administration, 
CNLs and Nursing education faculty attended the CNL conferences. After this conference, Karen Ott 
visited in May 2010 to help kick off the next Phase of our novice CNL Internship project. Nurse 
Managers have supported the CNL grads in developing their new graduate role, their unit projects and 
have made it possible for the CNL grads to attend the research mentor class, CNL conference, and other 
educational and coWlcii meetings. We have physicians who champion the role of the CNL. 


Teamwork and collaboration has included partnerships of the university faculty, Nursing Recruitment 
and Nursing Education in training. recruitment, and retention. MultidiSCiplinary collaboration is also 
visible in the physician support of the new CNLs. Physicians in emergency and critical care also 
champion the role. Paul Schneider, MD collaborates with a novice CNL grad on end-of~life issues and 
other ER physicians support the CNL role. We have provided psychological support for the student and 
novice CNLs. For instance, when one of the CNL trainees gave an excessive dose of insulin by mistake, a 
psychologist, Dr. Angela Albright met with the student immediately for support and debrief mg. This type 
of medication error can be emotionally overwhelming to 8 trainee. With counseling, the student realized 
how the error occurred, had reflected on the error, its impact, and had put her shame and guilt into 
perspective. The preceptor and staff immediately corrected effects of this error. 
Scope oflnltiative: Impac:ts Strategies and performance improvement projects fadlity wide. 


The novice CNL grads in emergency, pre/post operative, PCU, and critical care units participate in the 
dynamic change orientation of the TCAB unit. They assisted with system design projects. Our CNLs 
conducted evidence based projects on several units. They are in a perfect poSition to champion our 
evidence based projects on their unit and build on our successful EBP program and enhance our Magnet 
journey. Projects included an educational intervention for wound care documentation in peu, patient 
education, and documentation in the emergency room, educational projects to improve the LVN's skiJIs 
and practice, and flu campaign outcomes. Impact shows effects of the novice CNL grad projects to 
improve care on their own unit and on care line and system data. We have completed our first manuscript 







and submitted it for publication in a peer review journal. We plan to improve the literature and share our 
publication on the novice to CNL role is under journal review; typically our manuscripts are published. 
Impacts strategies - Measurable Impact on nursing sensidve quality Indicators and outcomes 
GLA has 8 Novice CNL grads in critical, emergency, and acute care. Since these novices started in 
summer 2008, correlational data indicate the following practice changes. Measures of quarterly falls data 
in acute care from Oct/Dec 2008 to JanfMar 2010 show a decrease from 4.86 to 3.31 and this is below the 
GLA and the VISN benchmark for falls. Hence we have reduced 1.5 faUs consistently. We have reduced 
the BeMA workarounds when nurses fail to scan patient wristbands. From May 09 to Mar 10, the BCMA 
wristband scans have increased from 61.96% to 96.78%. 8 CMA errors and workarounds have decreased 
significantly. From November 09 to May 10, Critical Care restraints have decreased 21 %. Restraint use 
spiked in November due to a decrease in sitters/safety attendants who had previously lowered the restraint 
use. PCUlHlCU restraints have remained low from 0-3%. Other projects include increasing 
documentation ofPRN effectiveness, and examining the benefits of the charge nurse role in ED. Novice 
CNL grads have improved staff knowledge and competence in wound care assessment and evaluation in 
peu. A Novice CNL increased handwashing 10-15% in critical care. CNL grads have improved direct 
and value added care on their units. The number of certified nurses in their areas has increased. Quality of 
care reported in GLA system data increased from 77 - 81 .8%. Patient satisfaction for the units with 
CNLs ranged from 91-100010 (SW); 93-98% (58); 82-98% (4E) and these scores are higher on average 
than most of the units without CNLs. These cannot be compared with the 2008 data due to measurement 
differences and summary fy 20 10 data are not yet available. As statisticians know, one must view 
correlations cautiously as they are often multidetermined, so the next we will improve measurement 
accuracy and strategies. Patient satisfaction has also increased in the areas with CNLs. These data reflect 
the novice RN/CNL can be a leader at the center of the microsystem to promote quality outcomes. 
Future Plans 


Clearly, the novice CNL grads require an Internship/Mentoring develop their clinical 
practice, socialization, teamwork. and credibility. Mentoring also helps them develop their 
leadership and their quality improvement role, Our Internship has been so successful in adapting 
to unexpected changes, that we plan to design a more formal template for the novice CNL 
residency. This fOITllal residency will have more structured measures, focus groups. and 
collaboration with the expert CNL and more experienced CNLs. 


In 20 I 0, because of challenges in the novice CNL grad, we customized an innovative Internship for 
Novice CNL to GLA> WE also collaborated a third university that now recruil$ experienced DUrses for 
a masters-CNL G2 Practice Progressive Leadership. We are preparing our experienced nurses to apply 
for this program and for NNEl funding. Having experienced nurse CNLs will enhance the outcomes. We 
expect that experienced nurse CNLs will show a prompt return on investment, demonstrate the value of 
this role, and mentor new CNLS. Experienced CNLs can have a measurable impact on the quality and 
highlight the outcomes of the expert nurse CNL role. They can raise patient, nurse, and physician 
satisfaction; improve care outcomes; and realize sizable cost-savings G4 Performance Improvement. 
They can elevate the level of practice for all nurses on the unit by promoting critical thinking and 
innovation, constructively manage change, and promote a team-based approach to care. They understand 
the bigger picture, including outcomes and patient satisfaction (AACN). Our Staff nurses have been 
active in several areas - they participate in shared governance committees, they have precepted all of the 
student CNL and new CNL grads. In addition, staff have obtained education to enhance their teaching 
skills and several now serve as clinical educators and mentors for the CNLs. 







References 
1. The Clinical Nurse Leader: impact on practice outcomes in the Veterans Health 
Administration . Ott, K.M., Haddock, K.S., Fox, S.E., Shinn, J.K., Walters, S.E., Hardin, 
J.W., Durand, K.,Harris, J.L. 2009, Nurs Econ, pp. 27(6):363-70, 383;. 
2. Clinical nurse leader impact on clinical microsystems outcomes. Ha, C., McKeon, L., 
Walters, S. 2009, Nurs Adm, pp. 39(2):71-6. 
3. Implementing the clinical nurse leader role using the Virginia Mason Production System. 
Tachibana, C., Nelson-Pelerson, D.L. 2007, J Nurs Adm, pp. 37(11):477-9 .. 
4. Clinical nurse leader and clinical nurse specialist role delineation in the acute care setting . 
Thompson, P., Lulham, K.. 2007, JNDIs Adm, pp. 37(10):429·31. 






_1344229406.pdf


Department of 
Veterans Affairs 


Date: May 27, 2010 


Memorandum 


From: Associate Director of Patient Care ServiceslNurse Executive (CD-118) 


Subj: 2010 Innovation Awards Application - Strategies for Implementing & Sustaining the 
Clinical Nurse Leader (CNL) Role 


To: Chief Nursing Officer (108) 


1. This memo is to certify that the Associate Director of Patient Care ServiceslNurse 
Executive and the VA Medical Center Director endorses the submission of the innovation 
noted below to the Office of Nursing Services (ONS), VACO (108). 


2. Title of Innovation: Implementing and sustaining the Clinical Nurse Leader (candidate) 
Role across three Service Lines in a Level 3 V A Medical Center 


3. Primary Author: Renotta Stainbrook, CNS, Nurse Administrator, Mental Health 


4. Primary Contact Name (if different from the Primary Author): Renotta Stainbrook, CNS, 
Nurse Administrator, Mental Health 


'ltb- c;.ks-z-
MERI HAUGE, MS, RN, NEA-BC 
Associate Director of Patient Care ServiceslNurse Executive 


BARRY I. BAH 
V AMC Director 
St. Cloud 


cc: VISN Director 







ApPLICATION FACE SHEET/FoRM 


THEME: STRATEGIES FOR IMPLEMENTING AND SUSTAINING THE CLINICAL NURSE 
LEADER (CNL) ROLE 


Title of Submission Implementing and sustaining the Clinical Nurse Leader (candidate) Role 
across three Service Lines in a Level 3 V A Medical Center 


Facility Name and Address st. Cloud V A Medical Center 
4801 Veterans Drive 
St. Cloud, MN 56303 


VISN # 23 


Names of Team Members (Note: At least two (2) team members are required with at least (2) 
disciplines represented. Please include credentials of all team members, if applicable) 


Primary Author Information 


Name Renotta Stainbrook, CNS 
Title ofposition Nurse Administrator, Mental Health 
Telephone Number 320 - 255 - 6480 Extension: 6009 
Email Address Renotta.Stainbrooklalva.rrov 


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 amon!! all team members) 


Name Brela Monroe, APRN 
Title of Position Nurse Administrator, Primary and Specialty Medicine 
Telephone Number 320 - 255 - 6480 Extension: 6125 
Email Address Breta.Monroelalva.gov 


Name Lynn Donek, RN, MPH 
Title of Position Director, Extended Care and Rehabilitation 
Telephone Number 320 - 255 - 6480 Extension: 6273 
Email Address Lvnn.Doneklalva.gov 


Name Margaret McCue, RN, BS 
Title of Position Clinical Nurse Leader (candidate) , Extended Care and Rehabilitation 
Telephone Number 320 - 255 - 6480 Extension: 6032 
Email Address Mamaret.McCuelalva.!wv 


Name Mary Randleman, RN, BSN 
Title of Position Clinical Nurse Leader (candidate) , Mental Health 
Telephone Number 320 - 255 - 6480 Extension: 6565 
Email Address Marv .Randlemanlalva. gOY 







Name Alice Delane, RN, BSN 
Title of Position Clinical Nurse Leader (candidate), Surgical Specialty Care 
Telephone Number 320 - 255 - 6480 Extension: 6819 
Email Address Alice.Delanelalva.l!ov 


Name Sherrie Herendeen, M.D. 
Title of Position Director, Mental Health 
Telephone Number 320 - 255 - 6480 Extension: 6541 
Email Address Sherrie.Herendeenlalva.gov 







SUBMISSION NARRATIVE 


Title: Implementing and Sustaining the Clinical Nurse Leader (candidate) Role across three Service 
Lines in a Level 3 V A Medical Center 


Summary of Initiative (Abstract): The St. Cloud V A Medical Center is a Level 3 facility located in St. 
Cloud, Minnesota, approximately 70 miles northwest of Minneapolis. More than 35,000 Veterans are 
served annually through the main campus in St. Cloud and three Community Based Outpatient Clinic 
(CBOC) sites. There are four Service Lines, including Mental Health (MH), Primary Specialty Medicine 
(PSM), Surgical Specialty Care (SSC) and Extended Care and Rehabilitation (EC&R). The Medical 
Center began its journey of adopting the Clinical Nurse Leader (CNL) role in January 2009, when the 
VISN 23 MH Service Line received special initiative funding for a CNL position across all MH sites in 
the Network. Recognizing the importance of this role in improving patient outcomes for the Veteran 
population across the Medical Center, the Associate Director of Patient Care ServicesfNurse Executive 
engaged the Chief of Staff and Medical Center Director in understanding the applicability ofthis role 
across the campus, including the MH, EC&R and SSC Service Line Leadership. (Note: At the time of 
the roll out for these positions, there were three Service Lines - SSC was in the development phase and 
was combined with Primary Care. A Primary Specialty Care CNL position is envisioned in the near 
future with the Patient Centered Medical Home program.) Given the "newness" of the role, the Senior 
Nursing Administrators in the Medical Center formed a CNL Steering Committee to review position 
descriptions, collaborate with the Human Resources Officer and finalize the official request to the facility 
resources board and Medical Center Director to obtain approval for hiring a CNL in each of these three 
Service Lines. Approval was obtained and recruitment began. It quickly became apparent to the CNL 
Steering Committee that the st. Cloud community had not yet embraced this role as there were no 
certified CNL applicants. The only way for the Medical Center to be able to hire this new nursing leader 
role was to "grow our own". By April, 2009, all three CNL candidates were hired with the understanding 
that they would complete their degrees and become certified as CNLs within a five year time frame from 
the date of hire. Each CNL candidate is currently in some stage of their educational plan for their 
master's degree and certification. This award submission will describe four separate projects, one project 
in each of the three Service Lines that have been completed by the CNL candidates, and one collaborative 
project between the candidates with guidance from the Steering Committee. 


Date of Implementation: April, 2009 


Rating categories with narrative: 


Adoption of the Innovation: While the original CNL position was targeted for the MH Service Line in 
response to a need identified by the VISN 23 MH Service Line nursing leadership, it was clear through 
evidence found in professional literature and discussions with St. Cloud Service Line Leadership that all 
Service Lines across the Medical Center would benefit from this important nursing leader role. In 
addition, each of the Service Line Nurse Administrators identified how the CNL role would specifically 
be utilized to improve patient care outcomes at the micro system level. The CNL role has been shaped by 
the Steering Committee, other nursing and physician leaders throughout the Medical Center, 
multidisciplinary teams in each of the Service Lines and staff RNs and LPNs who are direct care team 
members serving Veterans on the front line. 


Nursing Leadership and Collaboration: 
Mental Health: The St. Cloud V A Medical Center has one of the largest residential rehabilitation 
treatment programs (RRTP) in the region. The RRTP had significant and rapid changes mandated by the 
VHA Handbook published in May, 2009 (e.g., Safe Medication Management, 2417 line of sight 
supervision, increased complexity of population served related to changes in eligibility criteria, etc.). 







These changes resulted in the need for more effective clinical problem solving, better communication at 
the point of care, and implementation of evidence-based practices. Concurrently, the nursing workforce 
increased from 27 to 4S FTEE consisting of predominantly new graduate vocational nurses with minimal 
MH experience. The CNL role in this Service Line was designed for these types of challenges. Both the 
MH Service Line Director (a psychiatrist) and the Service Line Nurse Administrator (Clinical Nurse 
Specialist) collaborated to garner support for this position across disciplines and determine the initial 
project( s) to be accomplished by the CN L. 


Extended Care and Rehabilitation: The EC&R Service Line of the St. Cloud VA Medical Center serves 
more than 200 Community Living Center (CLC) residents and supports Veterans in many outpatient 
programs including Home Based Primary Care, Home Telehealth, and Physical, Occupational and Speech 
Therapy services. One main goal within this large Service Line is to improve the quality and safety of 
health care for Veterans by implementing best practices in the CLCs. While improving quality and safety 
of Veteran care has been the goal of this Service Line for many years, increased requirements from the 
Joint Commission, the VHA Office of Geriatrics and Extended Care and EC&R multi-disciplinary 
leadership determined the first project assumed by the CNL. 


Surgical Specialty Care Service Line: The SSC Service Line had more than 60,000 Veteran encounters in 
FY 2009. Nurses in this Service Line have the opportunity to promote well ness and improve health by 
implementing preventive care measures in their practice. In the outpatient population, this is an 
especially important function that can be overlooked by providers due to the focused and time-limited 
nature of the provider'S outpatient visit. Specialty Care providers, LPN team members, along with the 
Service Line Nurse Manager and CNL candidate set out to improve routine blood pressure screenings 
and consistent responses to abnormal values through the first CNL-initiated project in this busy Service 
Line. 


Medical Center Collaborative Project for CNL Candidates: There are 387 licensed nursing team members 
who potentially needed more information about the CNL role. The CNL Steering Committee supported 
the CNL candidates in the development of a survey tool (Attachment I) to determine the level of nursing 
staff understanding of the role and what type of education they would like to receive regarding the CNL 
role. The survey was conducted in January of 20 10. 


Scope of Each Initiative: 
Mental Health CNL Scope: The fundamental aspect of the CNL's role in this MH initiative included 
leveraging of the nursing and medical providers, organizing a work team to examine the current report 
processes and developing a new tool/process that would enhance the quality of information being 
provided in shift-to-shift report. The CNL candidate served as the facilitator of the work team during this 
project. The CNL met with individual nurses to obtain their perspective of difficulties they perceived in 
the communication process and to solicit their ideas for improvement. The nursing staff worked closely 
with the CNL candidate to develop small tests of change. For example, they developed nursing report 
forms, tested the forms for several days, studied the impact of the new forms and made corrections to the 
forms along the way. The CNL identified change champions that were crucial to the success of the plan. 
These change agents helped motivate other staff members who were late adapters. The CNL candidate 
was pivotal in collaborating with all team members, providing the necessary education and support during 
the Plan-Do-Study-Act cycle, along with monitoring progress to sustain the changes. The CNL candidate 
maintained the focus of staff on providing the best care for Veterans. 


Extended Care and Rehabilitation CNL Scope: In FY 2009, the Office of Geriatrics and Extended Care 
identified nurse competencies for care of Percutaneous Endoscopic Gastrostomy (PEG) tubes as a priority 
for Veterans in VA CLC units. The CNL candidate in EC&R was assigned as the leader of this important 
improvement initiative. The CNL candidate assessed the current level of competence, researched local 







policies, conducted a literature search, consulted with nurse managers, staff nurses, nurse practitioners, 
the clinical pharmacist, dietician, social work staff, education staff and the Medical Center's Nurse 
Professional Practice Council. The CNL candidate developed a policy and procedure for safe use and 
management of PEG tubes in the EC&R setting. The Education Service Line developed the didactic 
portion of the nursing education for PEG tubes and the CNL candidate wrote and implemented a 
competency tool for PEG tube management. This tool was completed on six CLC units. 


Surgical Specialty Care CNL Scope: A discrepancy was noted by the CNL candidate regarding initiating 
routine vital sign screening for Veterans entering SSC clinics. The CNL candidate recognized that the 
intake process needed standardization and that preventive screening should be provided for all Veterans 
regardless of the intent of the provider visit. The CNL candidate met with the SSC Nurse Manager and 
nursing staff to determine the process for standardizing routine vital sign screening in all SSC clinics. 
Additional equipment was obtained and strategically located within the clinics to facilitate the screening 
process. The SSC providers were notified of this change in practice and voiced their concurrence. 
Upon the implementation of the new vital sign initiative, inconsistencies in nursing documentation and 
provider notification of abnormal values were recognized. A team comprised of the CNL candidate, 
Quality Assurance Coordinator, SSC Nurse Manager and an SSC LPN was formed to develop a process 
for improvement in care delivery. An educational tool was developed by this team and nursing team 
members were trained using this tool. SSC nurses reported that the tool enhanced critical thinking while 
promoting both staff and Veteran education. 


Medical Center Collaborative CNL Project Scope: What is the difference between a Clinical Nurse 
Leader and a Clinical Nurse Specialist? How does the CNL differ from a Nursing Educator? These 
questions were being asked of Nursing Leadership by nursing team members (and others) throughout the 
Medical Center. Upon hiring the CNL candidates, the CNL Steering Committee determined that there 
was some confusion among nursing staff about this exciting new nursing leader role. A short survey tool 
draft was developed by the CNLs to assess the level of staff understanding of the CNL role. The survey 
tool was tweaked by the Medical Center's Research Coordinator and the CNL Steering Committee. St. 
Cloud's Union partner was consulted about administering the survey and the survey was sent out to all 
licensed nursing team members during a two week period that concluded in January 2010. The CNLs and 
Steering Committee were interested in developing an educational approach to help clear up the confusion 
about this new nursing role and how it could improve care for Veterans at the St. Cloud V A Medical 
Center. 


Impact: 
Mental Health CNL Impact: The changes in the shift report process, along with the development of a 
new 24-hour report form, have added to the overall quality and safety of care for the Veterans. The 
results have positively influenced patient care outcomes by having staff equipped to accurately collect 
data and report the clinical condition of each patient to the MH clinic providers. Communication on all 
levels between the nursing staff and clinic providers has significantly improved. Veterans are receiving 
early or immediate response to both minor and more serious health concerns as a result of this project. 
Nursing staff report feeling positive about their participation in this project and continue to bring forth 
ideas/recommendations to improve other processes in the RR TP setting. 


Extended Care and Rehabilitation CNL Impact: The new policy/procedure developed by the CNL 
candidate resulted in the implementation of state-of-the-art standards of practice for PEG tube 
management; all 122 nurses (RNs and LPNs) working in the Service Line have been trained and deemed 
competent in this practice. In addition, nursing staff are more confident in communicating with other 
clinical disciplines including Nutrition, Pharmacy and Provider staff regarding the condition of residents 
with PEG tubes, along with the process of determining appropriate timing of order initiation. Care related 
improvements as a result ofthis project include: adjustments in fluid intake patterns to enhance sleep, 







changes to liquid medication where deemed appropriate, and in some cases, reductions n the total number 
of medications being prescribed and administered to a resident. 


Surgical Specialty Care CNL Impact: An overall improvement in SSC nursing documentation and 
improved communication to providers regarding abnormal blood pressure readings has been sustained. 
This has resulted in improved evaluation, medication and treatment in this Veteran popUlation. This 
initiative has promoted delivery of consistent care and is a contributing factor to improved nursing 
teamwork and communication among all team members, including providers. 


Medical Center Collaborative CNL Project Impact: Of the 387 licensed nursing team members who were 
asked to complete the survey, 71 respondents (18.3% response rate). 49 of the respondents had no prior 
information about the CNL role; 56 respondents had not read any literature about the role. The top three 
preferred educational methods for learning about the role were: 1) e-mail; 2) clinical annual review 
training (mandatory), and 3) dialogue with supervisors during unit meetings. Subsequently the CNL 
candidates prepared a 20 minute presentation (including the Office of Nursing Service CNL OVO) for the 
20 10 mandatory clinical annual review process (19 educational sessions over a three month period from 
March to May 2010). The presentation included a poster board display with a picture of each CNL 
candidate in their assigned area, highlighted CNL activities/accomplishments across the Service Lines 
and identified future goals with a portfolio that gave more detailed information about continued 
implementation of this role. This was a great marketing opportunity, increasing the visibility the CNL 
candidates and their exciting new Veteran-focused role. 







Attachment I 


St. Cloud VA Hospital 
Clinical Nurse Leader Candidate Survey 


The St. Cloud VA Hospital has joined the National V A medical centers in the employment of three 
CNL Candidates. This new role is a masters prepared nurse generalist and will be dedicated to 
helping provide safe and efficient quality care. The goal for the VA Administration is to have this 
new role across all care settings by the year 2016. 


This snrvey is to help us determine the most effective route for informing our employees and 
patients abont this new role. Please take the time to complete this survey and return it to: Mary 
Randleman RN BSN CNL Candidate in the Mental Health Service Line. 


Please circle the appropriate choices or fill in the blanks: 


Current Position: APRN RN LPN 


Work Area/Service Line ________ _ Years of VA Service ______ _ 


1. I have read literature about the Clinical Nurse Leader (CNL) role: Yes No 
If yes, please describe: 


2. I am knowledgeable about the CNL position and their role in the Yes No 
patient care team. 


3. I understand the difference between the Clinical Nurse Leader (CNL) role and the 
Clinical Nurse Specialist (CNS) role: 
Completely Understand Somewhat Understand Do not Understand 


4. I believe the CNL role will improve patient care at the bedside: 
No Opinion Yes No 


5. I would like additional information about the CNL Role. Yes No 


6. The Best way for me to receive additional information about the CNL role is 
(check one or more of the items below) 
*Email * Poster Board Session 
*Website * Lunch and Learn 
* SharePoint * Annual Review --
* Through my Supervisor or Unit training 


Thank you for your participation! 
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Department of 
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Date: May 26, 2010 


Fcom: Kristine M. Wilson, MSN, RN, CNL 


Memorandum 


Subj: 2010 Innovation Awards Application - Strategies for Implementing & Sustaining 
the Clinical Nurse Leader (CNL) Role 


To: Office of Nursing Services (ONS), VACO (108) 
THRl', Network Director, VA Healthcare System of Ohio (10N10) 
THRl': Director, Cincinnati VA Medical Center, Cincinnati, OH (539/00) 
THRl': Acting Nurse Executive, Cincinnati VA Medical Center, Cincinnati OH 


(539/00NE) 


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 (ONS), VACO (108). 


2. Title of Innovation: Re-implementation of the Clinical Nurse Leader Role to Improve 
Sustainability and Effectiveness 


3. Primary Author: Kristine M. Wilson, MSN, RN, CNL 


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


-----j/~ -
~~HLEEN SAND~MEd CNOR 
Acting Nurse Executive 


e· 
~t;:~T~ 


Medical Center Director 


ACK G. HETRICK, FACHE 
etwork Director 







Office of Nllrsing Services (ONS) 
2010 Annnal Innovation Awards 


Application Form 
Strategies for Implementing and Sustaining the Clinical Nurse Leader (CNL) Role 


Title of Submission Re-implementation of the Clinical Nurse Leader Role 
Sustainability and Effectiveness 


Facility Name and Address Cincinnati V A Medical Center 
3200 Vine Street 
Cincinnati, OR 45220 


VISN VISN 10 


to Improve 


Names of Team Members (Note: At least two (2) team members are required with at least (2) 
disciplines represented. Please include credentials of all team members, if applicable) 


Primary Author Information 


Name Kristine M. Wilson, MSN, RN, CNL 


Title of Position Clinical Nurse Leader 


Telephone Number 513 - 861 - 3100 Extension: 4698 


Please provide the following information for the other team members. Usc 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 all team members) 


Name Ross Puterbaugh, MSN, RN, CNL 


Title of Position Clinical Nurse Leader 


Telephone Number 513 - 861 - 3100 Extension: 4923 


Name Brooke Sargent, MSN, RN, CNL 


Title of Position Clinical Nurse Leader 


Telephone Nurnber 513 - 861 - 3100 Extension: 4790 


, 
I 


... - - ~ 


Name Sandra Dickens, MD I 
I 


Title of Position Chief, Inpatient Medicine I 


Telephone Number 513 - 861 - 3100 Extension: 6396 







Office of Nursing Services Annual Innovation Awards 
Re-implementation of the Clinical Nurse Leader Role to Improve Sustainability and Effectiveness 


Snmmary ofInitiative: 


The Clinical Nurse Leader (CNL) was the first new nursing role developed in 35 years; at its foundation, 
the CNL is a coordinator of the interdisciplinary team. It was developed in response to the Institute of 
Medicine's (laM) 1999 report on medical error's titled To Err is Human: Building a Safer Health System 
which focused on the fragmentation in healthcare and its major contribution to errors. The Veteran's 
Health Administration was no exception to the repOli and in response began to implement the CNL role. 
The Cincinnati VA Medical Center (V AMC) began implementation of the CNL as a pilot project in the 
spring of 2007. Complete implementation began in the fall of 2007 with four CNL's, each working in 
cooperation with a Medical Resident Team serving patients admitted to the three Medical/Surgical units. 
Over time, this arrangement was proven to be unsustainable, and it was agreed that the CNL would be re­
defined and re-introduced at the Cincinnati V AMC. Through the redefinition and re-introduction of the 
CNL, the role is expected to have a greater impact on the individual units, patient care and satisfaction, as 
well as make the role sustainable. 


Date ofImplementation: Planning phase QIFY2010 - present, Implementation to occur July 1,2010 


ADOPTION OF THE INNOVATION 
Organizational Need: 


There were many issues identified in regards to the CNL role and its original implementation as areas for 
improveluent. With the CNLls assigned to work with the medical resident teams, instead of units in the 
hospital, there was a lack of attention to unit issues and nursing quality indicators of the individual units 
by CNL's. The CNL's served on the hospital wide committee's created to address the specific nursing 
quality indicators, but since their focus was not on the units ' problems, their interventions were not 
tailored to the specific units, so they were not as effective as they could have been. 


The work of the Discharge Planning Committces and Patient Flow Committees identified a need for 
better discharge planning and complex case management on the inpatient units. Although the CNL's were 
working in cooperation with the Medical Resident Teams addressing patient concerns, more time was 
spent directing the Residents on procedural issues than was spent with the patients and their families. A 
change in the structure of the CNL role would be necessary to allow more time to be spent with paticnts 
addressing their discharge needs. 


Although education was provided to the nursing staff prior to the original implementation of the CNL 
role, there was a persistent lack of knowledge facility wide in regards to the CNL role. As a result, the 
CNL's bccame the monitors for various projects and performance measures that were not directly related 
to nursing or patient care. Many of these projects were time consuming and task-driven, again reducing 
the amount of time the CNL's could spend at the bedside or on the units. 


Finally, since the inception of the CNL role at the Cincllmati V AMC there has been a high rate of 
turnover in the position. Much of this could be attributed to the confusion in the role regarding 
responsibilities and priorities and to the frustration felt by the CNL's over the inability to spend time at the 
bedside witl! patients. 
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Organizational Customization & Creative Approach: 


At the same time that the planning for the CNL role redefinition was occurring, the transformation of the 
Model of Care at the Cincumati VA was also in the planning stages. As pmt of this evolution each unit 
will be headed by a Leadership Triad consisting of the Nurse Manager, Assistant Nurse Manager, and a 
Clinical Nurse Leader. This change would assign a CNL to each of the three Medical/Surgical units 
instead of the Medical Resident Teams and refocus the CNL's on the patients and their care plans, 
education, and discharge preparation. This would also allow the CNL's to focus on nursing quality 
indicators at the unit level, giving them the opportunity to tailor interventions to the specific units. 


In preparation for the implementation of the new Model of Care and installation of the Lcadership Triad 
on July 1, 2010, each CNL has planned education sessions with the other disciplines of the hospital in 
order to gain a full understandulg of how each department functions and how to ensure that their patients' 
needs are addressed in a timely manner. This education is tailorcd for each CNL based 011 the needs of 
their future assigned unit. Thc CNL's are also responsible for creating an educational program to be 
presented to nursing, as well as the other disciplines throughout the hospital to re-introduce their role and 
how their role will improve paticnt cm'e and satisfaction. 







NURSING LEADERSHIP & COLLABORATION 
Nurse Participation & Interdisciplinary Collaboration: 


Assessment of the CNL role and the need for re-definition was performed by the CNL's with the 
Associate Chief of Nursing over the course of several months. Tasks and responsibilities that were not 
appropriate for the CNL's were removed and those that need to be focused on, such as preparing patients 
for safe discharge were brought to the forefront. The group met monthly, further fleshing out the role at 
each meeting. Between meetings discussions with the Chief of Inpatient Medicine occurred that help to 
delineate where the CNL's were most needed and where they would be most effective. In order to final ize 
the changes made to the role and to be able to hold the CNL's responsible for these changes, the 
Competency Based Functional Statement was updated to incorporate the modifications to the CNL role. 


Once a picture of the CNL's roles and responsibilities was complete the CNL's, the Associate Chief of 
Nursing, Chief of Social Work Service, Associate Chief of Social Work Service and Chief of Inpatient 
Medicine came together to discuss how the CNL redefinition would affect the other services and to ensure 
there were not any redundancies in the roles. From these discussions Social Work Service also decided to 
assign Social Workers to the units instead of having them work with the Medical Resident Teams. It was 
agreed that by having a CNL and a Social Worker assigned to each unit it would allow them to work 
together to prepare patients for discharge, regardless of their discharge disposition. 


Staff Nurse Participation: 


Tn order to further assess where the CNL role would be most effective, individual discussions were held 
with Staff Nurses and Nurse Managers. Unit needs identified from these discussions included patient 
education, assistance reducing the nursing quality indicators (such as restraint use, falls and skin 
problems) and providing care for complex patients. These staff needs were built into the new CNL role 
when appropriate and should prove to increase staff satisfaction on the individual units, as well as have a 
positive effect on patient care. 


SCOPE OF INITIATIVE 


Once the newly defined CNL role is implementcd, it is expected to have a significant effect on each of the 
units. As the role proves to be effective on a unit basis, it is expected that the role will be expanded to 
other areas ofthe facility including Primary Care and the Community Living Center. 


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


According to published data from other institutions, the CNL role has proven to have significant impact 
when implemented in a hospital unit. The CNL's work results in decreased fall rates and the use of 
restraints, as well as decreases in nosocomial skin breakdown and infection rates. At the Cincinnati 
VAMC the CNL's have each served on a committee dedicated to reducing fall rates, restraint usage and 
preventing nosocomial skin breakdown, and since the implementation of the CNL's in 2007 the fall rate, 
restraint usage and rate of nosocomial skin issues have all decreased. As the CNL's begin to focus their 
attention to the individual units, it is expected that these nursing-service quality indicators will continue to 
show improvement, resulting in better patient outcomes and decreased length of stay. 







Measurable Impact on Process Improvement and Long-Term Integration into Structure and 
Processes: 


The CNL's have also been an integral pali of the Heart Failure System Redesign Team at the Cincinnati 
VAMC. This group was formed in order to reduce the all-cause readmission rate for heart failure patients. 
By assessing the treatment, care, and follow-up that a heart failure patient received at the time and 
identifying areas that were deficient, the group was able to create and implement additional education and 
follow-up requirements for all heart failure patients being discharged to home. The additional education 
that patients received while in-patients was provided by a CNL, and the CNL's were also responsible for 
ensuring that heart failure patients had the required follow-up appointments prior to dischar·ge. Since the 
implementation of the Heart Failure System Redesign interventions, the 30-day all-cause readmission rate 
has dropped from 30% to 15%. The team continues to work to maintain this improvement, and the CNL's 
are working to implement the teaching into the staff nurse provided education. 


Measumble Impact on Patient/Staff Satisfaction: 


Tn addition to the nursing-sensitive quality indicators, the re-implementation of the CNL on the medicine 
and surgery units at the Cincilmati V AMC is expected to increase employee satisfaction as the CNL's 
help to create a healthier work environment by serving as mentors, improve on fragmented 
cOllllllunication, and redesign care to become 1110re team focused. By improving employee satisfaction, it 
is expected that turn-over, both for staff nurses arld CNL's will decrease, and patient satisfaction will 
Il1crease. 


CONCLUSION 


As implemented in 2007, the Clinical Nurse Leader role has proven to be effective at improving nursing­
service quality indicators and over-all patient outcomes. However, as evidenced by the CNL turn-over 
rate arld further need for improved patient and staff satisfaction, the role is not sustainable. By re-der,ning 
and re-implementing the CNL role the Cincillllati V AMC is expected that the CNL role will have lasting 
impact on the individual units, as well as become a sustainable and necessary part of each inpatient unit. 
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ATTACHMENT 3. APPLICATION FACE SHEET/FORM 
 


THEME: STRATEGIES FOR IMPLEMENTING AND SUSTAINING THE CLINICAL NURSE 
LEADER (CNL) ROLE 


 
Title of Submission RN Attending 
Facility Name and Address VA Connecticut Healthcare System 


950 Campbell Avenue 
West Haven, CT 06516 


VISN # VISN 1 
 
Names of Team Members (Note: At least two (2) team members are required with at least (2) 
disciplines represented. Please include credentials of all team members, if applicable) 


 


Primary Author Information 
Name Jeanne Arsenault, CNL-C, APRN – BC 
Title of Position CNL 
Telephone Number 203 – 932-5711 - Extension:  4451 
 


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 all team members) 
 


Name Jockey Gorero, BSN, RN 
Title of Position Head Nurse Manager G4W 
Telephone Number 203- 932 - 5711 Extension:  3606 
 


Name Aldo Peixoto, MD 
Title of Position Assistant Chief/Medicine 
Telephone Number 203- 932- 5711 Extension:  5907 
 


Name Judith Hampel, RN, MS 
Title of Position System Redesign Coordinator 
Telephone Number 203- 932 - 5711Extension:  3084 
 







ATTACHMENT 4.   SUBMISSION NARRATIVE TEMPLATE 
 


Title: “RN Attending” 
 
Summary of Initiative (Abstract): Staff dissatisfaction, staff turnover and patient outcomes were recognized as concerns 
on our busy Med/Surg Unit prior to 2007.  Significant cultural and clinical changes have been made on a 30 bed inpatient 
medical/surgical ward at VA Connecticut thanks to the addition of a Clinical Nurse Leader (CNL) role.  The Clinical 
Nurse leader manages the daily multidisciplinary care plan of each patient, along with Medical Attendings, Residents, and 
Medical Students.  Most notable outcomes are a change in culture resulting in nurse turnover rate change from 40% 
annually to 0% for staff dissatisfaction from July 2007-July 2009 and a Pressure Ulcer rate of 0 for FY09.  Nursing, 
Medical and Ancillary staffs look to the CNL for guidance on care issues and clinical problem solving. 
 
Date of Implementation: July 2007 to present.  Role was started as a pilot project on a unit that was identified as having 
practice issues, high turn-over rate, and staff dissatisfaction. 
 
Adoption of the Innovation: A White Paper from AACN has defined a generic role for the CNL.  The CNL at VACT 
has expanded this role to embrace the cultural and professional needs of the Nursing staff to the point where they are now 
empowered to act directly in the making of changes in the delivery of care on the unit.  This was accomplished through 
the use of several ‘huddles’ during the day, daily rounds with four medical team, and one-on-one guidance with the 
nursing staff.  The culture change has led to all staff becoming advocates for their patients and change agents for the unit 
as each staff person evolves into a team member. Goal is to employ more CNLs throughout the VA as an expert nurse 
with emphasis on evidenced based practice resources for all levels of staff. 
 
Nursing leadership and Collaboration: Collaboration and teamwork is clearly evident in the clinical outcomes on this 
Unit.  As part of the ‘Flow initiative’, the CNL works daily through the Attending MDs and a late day interdisciplinary 
‘huddle’ to identify those patients ready for discharge.  Thirty percent of the patients have a Discharge Appointment and 
100% are discharged within one hour of appointment.  A non-punitive culture has emerged; reporting of medication errors 
has increased most probably due to this culture change.  A ‘debriefing’ is held by the CNL and Nurse Manager after each 
adverse event to evaluate system failure. CNL is working with local universities as a faculty preceptor to CNL students. 
Two CNL students will be following the expert CNL for mentoring and guidance to enable them to become the new 
generation of nursing leadership. Nursing staff are encouraged to participate in Hospital Committees and system-wide 
initiatives including Transforming Care at the Bedside and Preventing Pressure Ulcers in Hospitals. 
 
Scope of Initiative: Patient satisfaction and veteran-centered care is at the core of the mission of VACT. Over-all patient 
satisfaction for this unit is at 98% on the SHEP survey.   CNL has been instrumental in implementing ‘Operation SHHH!’ 
– a project to decrease noise on the unit.  Cultural change  has improved as demonstrated by the 2010 Best Team Nursing 
Runner-Up Award, and the Patient Service Excellence Award from the Patient Advocate office;.  The CNL has presented 
both formally at Fairfield University and informally at the National AACN CNL meeting. Under the guidance of the CNL 
the patient is involved. in his/her own care planning.  Being the first fully integrated CNL in VISN 1 has met the national 
strategy to have the VA use the CNL role in our point of care for the Veteran.  The Macrosystem Redesigned of VACT 
FY10 is customer satisfaction.  This role has a direct impact on staff and Veteran satisfaction(Operation SHHH) . 
 
Impact:  
As per Dr. Aldo Peixoto, Assistant Chief/Medicine 
 
“The position has created an easy link between medical staff and nursing.  By virtue of commitment to care, the CNL 
represents an always-available resource to address patient care concerns by the medical staff.  By the same token, the 
CNL uses her clinical skills to help bring forth complex issues raised by nursing directly to the medical staff.  In a busy 
Med-Surg unit where nursing participation in rounds is difficult (too many patients, too many doctors) the CNL 
participates in rounds and provides the necessary nursing prospective.  This is an important element in the deployment of 
effective multidisciplinary patient care.” 
 
Pressure Ulcers – 0 – FY 09   with emphasis on prevention.   Which is a marked improvement from 
when the CNL started and is the gold standard in the facility. 
 
Nursing Turnover Rate – 0% in FY09 







   
 


 
 
Per graph above,  falls have decreased due to staff and patient education through the CNL role. 


 


 
 
Per graph above, med errors initially increased due to non-punitive environment. 


 


 


 Per graph above, Veteran response to introduction of operation Silence Fro Healing and Holistic Health 
program; staff education , traffic lights for noise , and poster have resulted in the outcomes above of 
decreased noise.  The CNL is instrumental at operationalizing these initiatives. 


 


 
 
 







 
 
 
References 
 
White Paper on the Education and Role of the CNL.  AACN February 2007 
 
Harris, James.  The CNL – A Valued Member of the Healthcare Team, JONA, Volume 36, Number 10 2006 
 
AACN, Working Statement Comparing the CNL and CNS: Similarities, Differences and Complementaries, March 2006 
 
AACN, Working Statement Comparing CNL and NM roles, June 2005 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 







ATTACHMENT 5.  SUBMISSION ENDORSEMENT MEMORANDUM 
    
  
 Memorandum  


 
 
  
 
 
 
 
Date:   
 
From:   VA Connecticut Healthcare System 
 


 Subj: 2010 Innovation Awards Application – Strategies for Implementing & 
Sustaining the Clinical Nurse Leader (CNL) Role 


  
To:   Chief Nursing Officer (108) 


  
1. This memo is to certify that the Associate Director for Nursing/Patient Care and VA 


Connecticut Healthcare System Director endorses the submission of the innovation noted 
below to the Office of Nursing Services (ONS), VACO (108). 


2. Title of Innovation:  RN Attending 


3. Primary Author:  Jeanne Arsenault, APRN, CNL 


4. Primary Contact Name: Jeanne Arsenault, APRN, CNL 


 


MARGARET VEAZEY 
Associate Director for Nursing/Patient Care  
 


 Concur        
 


 
VINCENT NG 
Acting Director VA Connecticut Healthcare System      
 
 
 
cc: VISN Director  


 


Department of 
Veterans Affairs 
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		Subj: 2010 Innovation Awards Application – Strategies for Implementing & Sustaining the Clinical Nurse Leader (CNL) Role




_1344229373.pdf


ATTACHMENT 3. ApPLICATION FACE SHEET/FoRM 


THEME: STRATEGIES FOR IMPLEMENTING AND SUSTAINING THE CLINICAL NURSE 
LEADER (CNL) ROLE 


Title of Submission Clinical Nurse Leader as Coordinator of Multidisciplinary Rounds 
Facility Name and Address Jesse Brown VA Medical Center 


820 South Damen 
Chicago, IL 60612 


VISN# VISN 12, VA Great Lakes Health Care System 


Names of Team Members (Note: At least two (2) team members are required with at least (2) 
disciplines represented. Please include credentials of aU team members, if applicable) 


Primary Author Information 


Name Claire L. Gangware, MSN, RN, CNL 
Title of Position Clinical Nurse Leader 5W Medicine/Oncology 


Telephone Number 312-569-8469 Claire.gangware2@va.gov 


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 all team members) 


Name Susan J. White, RN 
Title of Position Nurse Manager 5W Medicine/Oncology 
Telephone Number 312-569-6834 Susan. white2@va.gov 


Name Susan Ottenfeld, MSN,RN, CNL 
Title of Position Clinical Nurse Leader 4E Telemetry/Step-down 
Telephone Number 312-569-7785 Susan.ottenfeld@va.gov 


Name Dr. Robert Hirschtick, MD 
Title of Position Attending Physician 
Telephone Number 312 - 695 - 4849 Robert.hirschtick@va.gov 


Name Patricia Boylan, MSN, RN, CNL 
Title of Position Clinical Nurse Leader 5E Medicine/Surgery 


Telephone Number 312-569-6825 Patricia. boylan@va.gov 
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Attachment 4 
Submission Narrative Template 


Title: 
Clinical Nurse Leader as Coordinator of Multidisciplinary Rounds 


Summary of Initiative: 


The Clinical Nurse Leader (CNL) is responsible for the health care outcomes of a population of 
clients at the micro system level. As the lateral integrator of care, the CNL coordinates all health 
care disciplines to achieve optimal client care outcomes. In the provision of client-centered care, 
the health care team must discuss each patient and agree on common goals based on individual 
problems. Multidisciplinary Rounds (MDRs) provide the process for coordination of all team 
members to communicate effectively with each other and to reach common goals for patient 
care. This initiative describes the role of the CNL as coordinator of routine unit based 
multidisciplinary rounds, which are an evidence based process for improving communication and 
collaboration among members of the healthcareteam, achieving better patient care outcomes and 
facilitating access to care by decreasing acute care length of stay. 


Date of Implementation: 


February 2, 2010 


Adoption of the Innovation 


, . . 


Jesse Brown VA Medical Center (JBVAMC) has the distinction of educating an extraordinarily 
high number of resident physicians and medical students from two medical schools. We have 
seven medical teams that treat our patient population. In addition there. are twelve surgical 


. . 


teams, and consulting. services of Hematology/Oncology, Psychiatry, Infectious Disease, 
Palliative Care, Physical Medicine and Rehabilitation, and Gerontology. Other members of the 
health care team include Dietary, Pharmacy, Respiratory,· Social Work, Utilization Management, 
Physical Therapy, and Recreational Therapy. Although it is unlikely that one veteran would 
utilize all of these specialties simultaneously, the coordination of several of these team members 
is required for almost every veteran's inpatient stay. 


JBV AMC initially implemented the CNL role' on a step down/telemetry inpatient unit in the 
spring of 2008. Two CNLs were added in the fall of 2009, one on a thirty bed medical/surgical 
unit and one on a thirty bed medicine/oncology unit. JBV AMC opened a new bed tower in 2008 
which not only changed the physical layout of each unit but also seemed to impact workflow and 
routine of the units .. The perception on 5West (Medicine/Oncology) is that the medical residents 
and nurses communicated more regularly prior to moving to the new bed tower. 


The medical teams round on the units in the morning, often coinciding with 9:00 a.m. med pass 
and nurse's end-of-shift report. It was not commonplace for the bedside nurse to participate in 
the morning rounds. Many times the teams completed rounds on the unit and left without 
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infonning staff of patient care updates. In addition, other disciplines would meet individually 
with the physicians or the nurse, which meant that patient care was planned without inclusion 
from all key providers. This created an obvious need for the team to come together at a 
scheduled time for discussion of daily goals and discharge planning for each patient. 


According to the IHI Improvement Map; How-to Guide: Multidisciplinary Rounds, February 
2010 (PA), "Many hospitals have reported improved communication and collaboration among 
the care team, more reliable adherence to pr6cess measures, and bet~er patient outcomes through 
the use of multidisciplinary rounds." The guide explains that MD Rs are a process for: 


• Coordinating care among disciplines 
• Reviewing current patient status 
• Clarifying goals and desired outcomes 
• Creating a comprehensive plan of care 
• Identifying safety risks 
• Identifying daily goals 
• Facilitating education and teaching 
• Providing consistency for process improvement 


One of the primary goals for implementation of MDRs was to have the staff nurses participate. 
The American Nurses Association published Standards of Clinical Nursing Practice (1998) 
which emphasizes collaboration as one of the standards ofprofessionaf perfonnance for nurses. 
Through their participation, the need for nursing staff to have accountability and responsibility 
for their patient's care coordination is addressed. Higher levels of collaboration are associated 
with increased job satisfaction and increased retention of nurses (Halm, Gagner, Goering, Sabo, 
Smith, Zaccagonini, 2003). 


The implementation required customization of structure for individual patient care units. The 
medical residents' daily schedule routines require that rounds occur between 11 :00 a.m. to 11 :45 
a.m. This coordinated well with other disciplines but only allowed time for three to four teams 
each day using a designated ten minute time slot. IHI recommends that rounds occur daily. Some 
facilities round less frequently for non-ICU medical patients, i.e. Monday, WedneSday, Friday. 
For initial implementation of rounds at JBV AMC it was decided to start with weekly rounds for 
each of the seven medical teams; Team 1, 2, and 3 on Thursdays and Teams 4, 5, 6, 7 on 
Tuesdays. A future goal for multidisciplinary rounds is to schedule them daily on all inpatient 
units. 


The medical residents rotate on a monthly basis which requires frequent reminders to the teams 
about the scheduled rounds. This is done through weekly emails to each senior resident the day 
before rounds. The CNL also sends the email to other disciplines including social work and 
dietary. On the day of rounds the CNL identifies which patients will be presented and gives each 
staff nurse a list of the patient, the team and the· designated time. This is· done at the beginning of 
the shift so the nurse can plan accordingly to attend. The CNL does a preliminary chart review 
which includes review of notes, consults (completed and pending), labs, medication changes, 
plan of care and current orders so that the discussion will be comprehensive and will include all 
issues pertinent to the individual patient. 
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Nursing Leadership and Collaboration 


MDRs were developed by theCNLs on individual patient care units. The concept was not new to 
JBV AMC but the actual implementation required a champion to coordinate it. The nurse 
managers supported the efforts and shared a common goal of improving communication among 
all members of the healthcare team. It was a clear expectation that the staff nurse would not only 
attend rounds but would also actively participate by presenting issues unique to their patient and 
relevant to the plan of care. 


When the idea of MDRs was presented to unit staff it was welcomed with guarded enthusiasm. 
Several nurses stated that they had missed having more frequent face-to-face interactions with 


" the doctors. None of the nurses objected to the additional expeCtations. MDRs occur routinely 
and do not depend on the presence of anyone individual. On one unit, the assistant nurse 
manager assumes responsibility for the coordination and documentation when the CNL· is not 
present. Over time the rounds have assumed a permanentpart of the workings of the unit and the 
staff nurses actively participate. 


The team regularly consists of the physician, staff nurse, nurse manager andlor assistant nurse 
manager, CNL, dietician, social worker, and utilization management. The CNL documents the 
meeting in CPRS and identifies all team members as cosigners of the note. Ideal attendance 
would also include pharmacy, PT/OT, wound care nurse, and respiratory therapy. Their 
attendance at MDRs will possibly be easier to coordinate as our rounds grow into a daily, 
hospital wide occurrence. 


Scope of Initiative 


Multidisciplinary Rounds are a key mechanism for effective commllnication and coordination of 
patient care. They have been shown to improve health care team collaboration which improves 
job satisfaction and retention of nurses (Halm, M.A., Gagner, S., et aI, 2003). MDRs are 
financially efficient as they do not require additional resources such as FTEs, equipment, or 
technology (0' Mahoney, Mazur, Charney, Wang, Fine,2007). This same study concluded that 
the rounds improved quality of patient care while enhancing resident physician education and 
decreasing hospital length of stay. A study by O'Leary, Wayne, and Havily (2010) found that 
93% of nurses and 91 % of resident physicians agreed that MDRs improved the efficiency of 
their workday. One hundred percent of both groups agreed that rounds improved team 
collaboration. 


The 2007 White Paper on the Education and Role of the Clinical Nurse Leader (p.8) explains 
that client centered care requires providers to discuss the patient's problem and agree on the plan 
of care. The CNL is responsible to coordinate the team members participating in the plan of care. 
MDRs also serve as an opportunity to identify patient safety risks, i.e. risk for falling or risk for 
infection from retaining indwelling catheters. Risk anticipation is a critical component of the 
CNL role, along with being a client advocate. Therefore, The CNL is ideally prepared to 
facilitate MDRs. 
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Our discussion during MDRs emphasized several specific topics of patient care: 
• Duration of remote telemetry - was telemetry necessary? 
• Timely consults to Community Living Center for appropriate level of care. 
• Timely consults to Physical Medicine and Rehabilitation for prevention of deconditioning 


and identification of possible need for rehabilitation. 
• Safety risks - Morse fall score, confusion/delirium/dementia, Braden skin assessment. 
• Discontinuation of indwelling catheters. 
• Early identification of home care needs, i.e. home 02. 
• Coordination of tests and consults to maximize acute care stay. 


Identification of these issues contributes positively to the quality of patient care we are able to 
deliver. It also contributes greatly to improving veteran's access to care by improving patient 
flow through the acute care unit. 


Impact 


Multidisciplinary rounds are in a very early stage of development at JBV AMC. We are currently 
planning daily MDRs to be conducted at the bedside to include the patient and family. This has 
been difficult to accomplish due to the large number of physician teams and the need to balance 
work efficiency with effective communication. 


Another goal is to evaluate the use of a daily goal worksheet which is a proven tool to improve 
team members' understanding of the plan of care (Narasimhan, Eisen, Acerra, Rosen, 2006). The 
CNL has been a key member of this planning committee for hospital wide MDRs. The two units 
chosen to pilot the new rounds are each staffed with a CNL who will be primarily responsible for 
implementation. . 


Staff nurses were surveyed after four months of routine MDRs to evaluate the impact on patient 
care, work flow, and team communication. All RNs (n=8) agreed that MDRs have improved 
communication ofthe health care team. All agree that MDRs havea positiveimpact on patient 
care, one nurse wrote, "Everyone is on the same page which is great". All but one (who 
mentioned teams are often late) feel the rounds are an effective use of their time, and all but one 
feel MDRs improve coordination of patient car~. 


Realized outcomes of multidisciplinary rounds at JBV AMC are: 
• Increased referrals to Palliative care team 
• Increased referrals to CCHT (Telehealth) 
• Earlier consults to PM&R, Wound care nurse, and CLC (Rehabilitation) 
• Improved nursing input on patient's nutritional status and addition of nutritional 


supplements 
• Appropriate length of remote telemetry monitoring 
• Improved discharge planning including patient and family teaching (especially for 


dressing changes), obtaining necessary referrals or equipment, arranging transportation 
• Improved scheduling of inpatient testing, i.e. arranging dialysis before or after another 


procedure ahead of time. 
• Improved adherence to NPO orders for tests and obtaining diet orders post procedure. 
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MDRs are in an early stage of development at this hospital and there are future goals for 
improvement, i.e. rounding at the patient's bedside and use of a daily goals sheet. Another goal is 
to collect quantifiable data to measure outcomes. MDRs hav~ already had a positive impact as 
we continue to build team collaboration into o:ur unit culture. 
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The Role of the Clinical Nurse Leader in Implementing Remote Cardiac Telemetry 


The limited number of beds for cardiac monitoring available in a 210 bed acute care V A medical center 
were not meeting the demands of the institution. illability to admit patients to the proper level of care 
created backlogs in patient flow in many departments, resulting in the medical center repeatedly being on 
diversion several times a month. Executive Management decided that bed flow could be facilitated by 


opening twenty additional remote cardiac monitoring beds on the medical-surgical units. The Clinical 
Nurse Leader (CNL), a master's prepared clinical expert educated in evidence-based practice, acted as the 
facilitator for this large system improveinent project by developing education plans, formulating policy, 


overseeing implementation, and providing continued oversight of the process. Nursing leadership agreed 
that adding more CNLs to the nursing staff was in alignment with their mission to provide the best care 
for America's veterans and would help them reach their strategic goal of achieving Magnet Designation. 


Date of Implementation: June 30, 2009 


Adoption of the Innovation: 


ill 2008, the medical center opened a new inpatient hospital which included 2 general medical-surgical 
wards. Each was fully equipped for wireless remote telemetry monitoring, allowing for cardiac 
monitoring capabilities of all inpatient beds. Prior to implementation of r.emote cardiac monitOring there 
were 36 monitored beds at the medical center. ~ the telemetry/step-down unitthe average daily census 


was 16.93 with an average Length of Stay (LOS) of 2.9 days. Average admission rate on step­
down/telemetry was 4.83 patients per day, with an average discharge rate of4.5 patients per day. ill the 


2009 fiscal year the telemetry/step-down unit was on diversion 46 days for a range of 1-8 times each 
month, directly related to a lack of monitored beds. The medical center was faced with multiple problems 


caused by diversion days: 


• Delay in services 


• illcrease in wait times 


• Customer service complaints 


• illterdepartmental friction 


• illefficient patient flow patterns 


• illcreased costs to transport patients to outside facilities 


• illcreased costs to provide inpatient care outside the V A system 


• J:?ecline in patient and staff satisfaction scores 


Nursing leadership enlisted the CNL from the telemetry/step-down unit to lead theimplementatlon 
process. As a master's prepared clinical expert, the CNL had the best skill set for the project development. 







Nursing Leadership and Collaboration: 


Because the medical center continued to struggle with admission backlogs, executive leadership decided 
to more fully utilize the cardiac monitoring capabilities that the institution had in place in the new hospital 
building. It was proposed that low risk cardiac patients be monitored on the general medical-surgical 
wards using wireless remote cardiac telemetry. Before beginning the project, a literature review was 
completed by the CNL. The literature review included evidence based guidelines on cardiac telemetry 
monitoring on non-cardiac units. Remote cardiac telemetry monitoring offers a cable free method of 
cardiac telemetry monitoring which transmits real time data to a central monitoring station that is 
constantly supervised by qualified personnel. The most substantial evidence for establishing guidelines 
was LevelllI Guidelines on Practice Standards for Electrocardiography Monitoring in Hospitals 
developed by the American Heart Association (Drew, et aI, 2004). Pertinent references were reviewed 
and disseminated to senior leadership and medical staff by the CNL. The CNL also contacted other VA 
hospitals within the VISN for policies and procedures to obtain information necessary to structure the 
project. Because thislevel of care would be new for the medical center, the CNL needed to develop 
necessary policies, protocols, and educational materials for institution wide use. The CNLcollaborated 
with physicians, utilization review staff, nursing executives, medical staff, biomedical engineering staff, 
company vendors, sales reps, nursing educators, purchasing staff, and bedside staff to ensure a smooth 
and successful transition. Early in the project planning it was determined that communication between the 
monitoring room and the nursing staffrequired enhancement. The CNL worked with the unit medical 
director to develop an emergency response tree. The rapid response team was notified that they could 
anticipate an increase in calls once remote monitoring was started. The CNL led 15 multidisciplinary 
inservices for various disciplines including nursing, dieticians, social work, care coordinators, health techs 
and telemetry techs. These inservices were held for staff across the hospital ~ystem including the 
emergency department, the intensive care unit, the telemetry/step-down area, and the two involved 
medical-surgical wards. The inservices educated the various hospital disciplines about the level of care 
guidelines and appropriate use of remote telemetry monitoring. Ancillary staff was also included in 
inservice education to learn basic skills such as applying telemetry electrodes, connecting monitors, and 
replacing batteries. In preparation for the transition to remote telemetry, sixty-five medical-surgical 
nurses completed a mandatory 4 hour on-line course on ECG competency and worked with telemetry 
staff. Medical Chiefs from each service line were educated on the proposal and the newly developed 
guidelines recommending the patient diagnoses appropriate for this level of care. The CNL presented 
Initiation of Remote Cardiac Telemetry on a Medical-Surgical Unit at the annual Clinical Nurse Leader 
Summitin San Diego, California in January 2010, which outlined the entire scope of the program and the 


outcomes. 


Scope of Initiative: 


Remote telemetry monitoring is a wireless technology that considered a safe alternative to standard 
bedside monitoring. It is designed for use ,with patients who have cardiac history but are clinically stable, 
allowing continqing cardiac observation when patients become more mobile. Itaffords a safer transition 
from step-down to medical surgical care prior to discharge back to the patient's former living situation. 
With the documented increase in cardiovasculardisease in the United States over the past decades and the 
increasing age of patients, remote telemetry monitoring offers a safe alternative to more restrictive 
electronic monitoring. Radtke (2006) noted that with proper implementation, remote systems may 







improve hospitals' quality of care, increase patient safety, and reduce daily stress on the nursing staff. At 


this medical center, three rapid response calls were activated in response to arrhythmias detected on 


remote cardiac telemetry patients during the fIrst four months the new process was in place. 


Since the remote cardiac telemetry project started, two additional CNLs were hired on each ofthe 


medical-surgical wards involved with remote telemetry monitoring. The new CNLswill facilitate and 


improve collection of outcome data such as average length of stay, RRT calls, falls, diversionary 


practices, and complaints from other departments about long waits for medical-surgical admissions. 


Early intervention to patients who have experienced arrhythmias detected on remote telemetry has 


facilitated diagnostic and clinical care. The need for system wide changes in ordering, admission criteria, 
-tlti1i-zati0n,-and-cliseharge-eriteria-have-been-identified<llld~addresseci-as-the-use-o-f-remote-telemetry----------J 


increases. Early in the planning stage ofthis project it was determined that previously established 


policies and procedures used on higher level of care specialty units would not be applicable to the 


medical-surgical units. An evidence based prpcedure was developed to guide implementation and 


facilitate a seamless transition into practice. 


The wireless remote telemetry patient can become ambulatory more quickly, and therefore avoid 


complications associated with prolonged bed rest. Many complications seen in hospitals today can be 


directly attributed to immobility. The patients have the added security of knowing their heart rate and 


rhythm is being continuously monitored as they recover from inpatient procedures and make continuing 


progress towards discharge. Radtke found this to be true in her article noting that patient satisfaction is 


often improved in these areas due to "decrease in noise and more liberal visitation policies" (2006, p. 


52D). Improved effIciency in treating patients in the emergency department is also known to increase 


customer satisfaction. Trends in customer satisfaction from the year prior to implementation will be 


compared to scores from the current year to detennine if improved access to care is having a positive 


impact on quality indicators. However, the data show that an increase in availability of monitored beds 


greatly improved flow throughout the hospital system as evidenced by a decrease in the number of 


diversion days during the third quarter of the 2009 fIscal year. 


The amount of staff anxiety and resistance to this change was both unanticipated and under recognized 


by both medicine and management. The CNL made it a priority to keep bedside staff fully informed 


about the goals and key target dates to facilitate a smooth transition in care processes. After 


implementation, the CNL was in a unique position to provide progress reports to all stakeholders on an 


ongoing basis to ensure effIcient operations. This was initially a challenge for the CNL as there were so 


many staff members to keep informed and updated. The recent addition of two more CNLs not only 


provided additional support for staff, but enhanced the sustainability of the remote cardiac telemetry 


process. Currently all three CNLs are involved in collecting data on the progress and reporting it to the 


Medical Service Chiefs, Utilization Management, and Unit Managers. The goal is to continue with 


improvements in care while ensuring effective use of remote telemetry beds. Remote telemetry was 


initially designed to be used on a short term basis. During data collection, the CNLs noted that over a 


four month period, there was an increase from 1.78 to 2.55 days in the number of days that patients were 


on remote telemetry. The CNLs communicated this to the Medical Service Chiefs, and then worked with 


them to redesign CPRS order sets that include prompts to physicians to continuously evaluate the need for 


maintaining remote cardiac telemetry. As a result of the data that-the CNLs provided, work has also 


begun on establishing criteria to expedite the discontinuation of this level of care when it is no longer 







medically necessary, Now, medical necessity for continuing remote telemetry is reviewed with the 
medical teams during unit multidisciplinary rounds. 


The CNLs have been able to use ideas that are generated by the staff at unit based council meetings to 
encourage and facilitate staff involvement in the overall progress of remote telemetry monitoring. One 
staff member on each unit has recently taken on the task of developing a pamphlet about remote telemetry 
to give to patients as they are admitted. The project was initiated by one ofthe nursing staff members 
who identified the need and was encouraged to proceed by the CNL, who was aware that teaching was 
one activity that reportedly gave nurses a great deal of professional satisfaction" (Finkelman, 2006, p. 
194). The CNL as described in the White Paper from AACN "coordinates the direct care activities of 
other nursing staff' (2007, p.6) and is able to properly delegate and manage the nursing team resources" 
(2007, p. 13). This is consistent with the hospital's current goal of achieving magnet designation. At 
Magnet hospitals nurses are "permitted and expected to incorporate teaching in all aspects of their 
practice. 


Reduction of bypass days significantly lowers administrative costs. Exact figures have been difficult to 
obtain for this report, however, Larson and Brady state that "the annual opportunity cost in lost hospital 
revenue for patients with chest pain waiting for ... a bed was determined to be $168,300 or about $204 for 
every patient who waited longer than 3 hours for a hospital bed" (2008, p. 1055). Increased wait titnes in 
the ED clearly escalate costs for the institution, "mainly due to an average increased length of stay (LOS) 
experienced by admitted patients who waited longer than 24 hours in the ED" (Larson & Brady, 2008, p. 
1055). With the national focus on decreasing LOS this was an additional clinical efficiency realized by 
the project. Additionally, any patient that leaves or goes to another institution creates a loss of "unique" 
initial patient encounters which ultimately affects VERA reimbursement funding for the medical center. 


Impact: 


The primary reference used for establishing level of care guidelines was the Level III Guidelines for 
Electrocardiographic Monitoring in Hospital Settings from the American Heart Association (Drew, et aI, 
2004). Larson and Brady found that "risk stratification protocols not only reduce the use of unnecessary 
monitoring but also decrease the incidence of adverse events" (2008, p. 1055). At this institution, the 
well-being of veterans who are ambulatory has been demonstrated in improvements in nursing sensitive 
quality indicators of pressure ulcer occurrence, hospital acquired pneumonia, and failure to rescue. 


The project was presented at the CNL Summit in San Diego, California in January 2010. Through this 
presentation, the CNL has provided newly established protocols to other VA and non-VA medical centers 
at the national level. All three CNL' s have been contacted through the CNL V A list serve by other CNLs 
interested in implementing remote cardiac monitoring at their V A facilities and have shared references 
and "lessons learned" from the project through this valuable network. 


The project clearly improved care for veterans at this medical center. It has improved physician 
satisfaction, decreased ED wait times; prevented adverse events through improved cardiac surveillance, 
and improved patient flow throughout the system. This is consistent with the medical center's mission 
"To honor America's Veterans by providing exceptional health care that improves their health and well­
being", as well as with the national VA vision "To provide veterans the world-class benefits and services 
they have earned'" and to do so by adhering to the highest standards of compassion, cOOimitment, 







excellence, professionalism, integrity, accountability, and stewardship". The hiring of additional CNLs 
this medical center is in alignment with the overall VA commitment to improve nursing care: " At VA, 
CNLs serve as the point person on patient care teams, and they are leaders in the health care delivery 
system across all settings in which health care is delivered. This revolutionary role is making a difference 
in patient care outcomes and professional role satisfaction for many staff nurses". 


A decrease in the diversion days has been appreciated at this V A medical center as a result of the remote 
cardiac telemetry monitoring capabilities. A more efficient and timely discharge from the emergency 
department has been achieved, which has improved patient throughput in the telemetry/step-down and the 
intensive care units. An unforeseen result of the new process has been an increase in delay for medical­
surgical beds at the medical center. This has resulted in formation of a new committee of practitioners, 
which includes the Medical Service Chiefs and all three CNLs, who will review admission criteria and 
establish level of care guidelines for discontinuing remote telemetry monitoring. Prior to the hiring of 
two additional CNLs for the medical-surgical units, the initial CNL was struggling with managing all the 
patients on remote telemetry. Patients were staying on telemetry for longer periods of time. The presence 
of additional CNLs has shown to have a positive impact on reducing delays in discontinuing remote 
telemetry on patients who no longer medically need it by coordinating care between nursing and medicine 
at the micro-system level. 


The remote telemetry monitoring process is continually being evaluated for improvement opportunities. 
Staff nurses are encouraged to provide feedback with the understanding that their opinions are very 
valuable. Improvements in decreasing pressure ulcers, line infections, falls, wait times, and throughput 
are all expected to show continuously positive trends. The presence of CNLs throughout the medical 
center has improved communication between disciplines and enhanced collegial support for nursing staff 
at the bedside. Quality improvement opportunities at the micro system level are continuously being 
identified and studied by the CNLs. 


Nursing leadership at this institution has not only fully supported the CNL role, but also allowed the 
ability to put the role into practice. This innovation represents a strong business case for the positive 
impact the CNL has on patient care outcomes. 
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Veterans Affairs 
Date: May 25, 2010 


From: Susan Ottenfeld MSN, RN, CNL 


Subj: 2010 Innovation Awards Application -Strategies/or Implementing & Sustaining the Clinical 
Nurse Leader (CNL) Role 


To: Chief Nursing Officer (108) 


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 (ONS), VACO (108). 


2. Title of Innovation: The Role of the Clinical Nurse Leader in Implementing Remote Cardiac 
Telemetry 


3. Primary Author: Susan Ottenfeld, MSN, RN, CNL 


4. Primary Contact Name: Susan Ottenfeld, MSN, RN, CNL 


NAME 
Chief Nurse Executive 


Concur 


NAME Wendy W. Brown, M.D., MPH 


V AMCIHCS Director - See Attached 


Facility ... Jesse Brown V AMC 


cc: VISN Director 







Smith, Pearl 


From: 
Sent: 
To: 


. Brown, WendyW. (JBVAMC) 
Thursday, May 27, 2010 7:50 AM 
Fought, Ronald 


Cc: Smith, Pearl 
Subject: RE: Innovation 


Concur 


From: Fought, Ronald 
Sent: Thursday, May 27, 2010 7:50 AM 
To: Brown, Wendy W. (JBVAMC) 
Cc: Smith, Pearl 
Subject: RE: Innovation 


Dr. Brown: Please just concur so we can process. 


Ronald J. FoughtRN FACHE NE BC 
Associate Director Patient Care Services/Nurse Executive 
Jesse Brown VAMC 
Chicago, IL 60612 


From: Brown, Wendy W. (JBVAMC) 
Sent: Thursday, May 27, 2010 7:45 AM 
To: Fought, Ronald; Smith, Pearl 
Cc: Ottenfeld, Susan; Murawsky, Jeffrey 
Subject: RE: Innovation 


Dr. Brunner's title is ACOS for Clinical Affairs 


Wendy W Brown, MD, MPH 
Chief of Staff 
Acting Medical Center Director 
Jesse Brown VAMC 
Professor of Medicine 
Northwestern University Feinberg School of Medicine 
University of Illinois Chicago College of Medicine 
820 South Damen A venue 
Chicago, II. 60612 
312-569-6102 
312-569-8105 FAX 
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From: Fought, Ronald 
Sent: Wednesday, May 26, 2010 2:50 PM 
To: Brown, Wendy W. (JBVAMC); Smith, Pearl 
Cc: Ottenfeld, Susan; Murawsky, Jeffrey 
Subject: FW: Innovation 
Importance: High 
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Dr. Brown: 
Here is a second submission from JBVAMC. Please concur, turnaround is needed quickly. I have copied Dr. Murawsky as 
requested. Return and we will send to CO as instructed. I am very excited that our CNLs have stepped to the plate. 
Thanks, Ron 


Ronald J. Fought RN FACHE NE BC 
Associate Director Patient Care Services/Nurse Executive 
Jesse Brown VAMC 
Chicago, IL 60612 


312-569-6151 


From: Ottenfeld, Susan 
Sent: Wednesday, May 26, 2010 1:57 PM 
To: Fought, Ronald 
Subject: RE: Innovation 


Yes. I wanted I<athy Rugen to made some final comments before I sent it. It is enclosed in the attachment to this email. 
Thank you for your patience, as well as assisting us in the completion of our submission. 


From: Fought, Ronald 
Sent: Wednesday, May 26, 2010 7: 16 AM 
To: Ottenfeld, Susan 
Subject: Innovation' 


I did not receive your submission yesterday. 


Ronald J. Fought RN FACHE NE BC 
Associate Director Patient Care Services/Nurse Executive 
Jesse Brown VAMC 
Chicago, IL 60612 


312-569-6151 
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Department of 


Veterans Affairs 


Date: May 28, 2010 


From: Geri Feaster, MS, RN, NEA-BC 


Memorandum 


Subj: 2010 Innovation Awards Application - Strategies/or Implementing & Sustaining the 


Clinical Nurse Leader (CNL) Role 


To: Chief Nursing Officer (108) 


1. This memo is to certify that the Chief Nurse Executive and VA Medical Center Director 
Director endorses the submission of the innovation noted below to the Office of Nursing 
Services (ONS), V ACO (108). 


2. Title of Innovation: Implementing and Sustaining the CNL at VAMC DC 


3. Primary Author: Leslie Rowan, MSN/Ed, RN, CWCN, CNL(c) 


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


Geri Feaster, MS, RN, NEA-BC, Chief Nurse Executive, VAMC Washington DC 


~~~NEA-BC 


FERNANDO RIVERA, FACHE 
Medical Center Director 


V AMC/HCS Director 


Facility: Washington, DC 


cc: VISN Director 
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oX Names & Credentials (if applicable) 


oX Position titles 


oX Telephone numbers and extensions 


oX E-mail addresses 


2 . Submission Narrative includes: 


oX Title 


oX 
oX 


oX 


oX 


oX 


Summary (abstract) of initiative 


Date of implementation 


Identifies each rating category being addressed with 
applicable narrative 


Uses Times New Roman font; no less than 11 
point 


Does not exceed five (5) pages in length (including 
attachments, excluding references): 


oX Includes attachments 


oX Excludes references 


oX No embedded documents 


3. Electronic Endorsement Memo or Equivalent 
Electronic Messaqe includes: 


oX Submission title 


oX Primary author (must be a Registered Nurse - RN) 


oX Contact person (if different from primary author) 


oX Initiated by Chief Nurse Executive 


oX Endorsed by Facility Director/designee 


oX Notification of VISN Network Director/designee 


4. Submitted to ONS VHA Nursing Awards mailbox 


oX Application face sheet/form 


oX Submission narrative 


oX Awards Checklist 


oX Endorsements of: 


oX Chief Nurse Executive 


oX Facility Director/designee 


o X Notification of VISN Network 
Director/designee 


oX Meets deSignated timeframe for submission 
(5/28/10) 







ATTACHMENT 3. ApPLICATION FACE SHEET I FORM 


THEME: STRATEGIES FOR IMPLEMENTING AND SUSTAINING THE CLINICAL NURSE LEADER 


(CNL) ROLE 


Title of Submission Implementing and Sustaining the CNL at the V AMC DC 
Facility Name and Address 


Veterans Affairs Medical Center Washington DC 
50 Irving St NW 
Washington DC 20422 


VISN# 5 
Names of Team Members (Note: At least two (2) team members are required with at least (2) 
dO 0 r d PI 0 I d dOl f II b of r bl) ISCIQl mes represente 0 ease mc u e cre entIa s 0 a team mem ers, I appllca e 


Primary Author Information 
Name Leslie Rowan, MSNlEd, RN, CWCN, CNL (c) 


Title of Position Nurse Specialist Peritoneal Dialysis 


Telephone Number 202 - 745 - 8000 Extension: 8493 leslieorowan@vaogov 
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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 all team members) 


Name Alma Holley, MPH, RN, CCM, CNL(c) 


Title of Position Nurse Educator 


Telephone Number 202 - 745 - 8000 Extension: 6858 almaohollex@vaogov 


Name Cheryl Landry, MSN, RN, CNL(c) 


Title of Position Case Manager 


Telephone Number 202 - 745 - 8000 Extension: 6850 cheryl.landry@vaogQv 


Name Stephanie Montague, MSN, RN, CNL(c) 


Title of Position Case Manager 


Telephone Number 202 - 745 - 8000 Extension: 7362 steuhanieomontague@vaogov 
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Name Leslie Rodriguez, MSN, RN, CNL(c) 


Title of Position Case Manager 


Telephone Number 202 - 745 - 8000 Extension: 5920 leslie.rodriguez@va.gov 


, 


Name Ruby Wesley-Shadow, PhD, RN 


Title of Position Associate Chief Nurse Research & Education 


Telephone Number 202 - 745 - 8000 Extension: 8486 ruby.wesley@va.gov 


Name Delilah White, MSN, RN 


Title of Position Associate Chief Nurse Inpatient & Operations 


Telephone Number 202 -745 - 8000 Extension: 8470 delilah.white@va.gov 


Name Charles Faselis, MD 


Title of Position Associate Chief of Service, Education 


Telephone Number 202 - 745 - 8000 Extension: 4269 charlesJaselis@va.gov 
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Title: Strategies for the Implementation and Retention of the CNL at V AMC DC 


Summary of Initiative (Abstract): In 2008 the V AMC DC decided to integrate the Clinical Nurse 
Leader role into the Nursing Service. The Nursing Service Team reviewed the AACN models of 
education and decided that the post-master' s certificate model would allow the pilot to hire nurses who 
had already proven the necessary requirements of academic and clinical expertise at the level of a 
master's trained nurse. The team formed a collaborative relationship with Oakland University School of 
Nursing to develop a distance learning program which would allow students to continue to work full time 
while completing the program. CNL candidates were assigned to medical, surgical, neurology, and renal 
units within the facility while they completed the immersion program. With the mentorship of Nursing 
Leadership, this pilot group developed projects that impacted their individual units and the entire Medical 
Center. Their academic success during the 18 month experience ensured that the program was accepted 
formally into the Oakland University curriculum and approved by the AACN as a CNL Certification 
Program which will allow VA's and healthcare facilities nationally to have access to cost-effective CNL 
education within their own locality. 


Date of Implementation: 09/0112008 


Adoption of the Initiative: In 2008, the V AMC DC embarked on a pilot program to formally integrate 
the role into practice. The CNL was designed by the American Association of Colleges of Nursing 
(AACN) to be a master's trained generalist who could laterally integrate multiple disciplines and improve 
the processes of a complex system using informatics and evidence-based practice to improve disease 
management and performance measures (Harris, Tornabeni, & Walters, 2006).Roger's Theory of 
Innovation Diffusion has five stages in which a new innovation moves from the initial idea to the formal 
full acceptance of the role: "innovation development, dissemination, adoption, implementation, and 
maintenance" (Stanhope & Turner, 2006, p.3). In the first phase, the AACN Task Forces formalized the 
idea, it was then disseminated through communication to educators and the healthcare industry who were 
required to understand the role and be willing to adopt the change (Stanhope & Turner, 2006). These 
phases have occurred at the national VA level and are being adopted at VA facilities around the country. 
Over the past 18 months this group has been engaged in an immersion program on several nursing units 
in both inpatient and outpatient areas, the process of integration and maintenance of the role is continuing, 
and the program graduated its first class for certification. 


Nursing Leadership and Collaboration: Academic Partnership with Oakland University- The initial 
phase of implementation involved developing the CNL education program that would fit the vision of the 
CNL at the V AMC DC. The Associate Chief Nurse of Education and Research, Associate Chief Nurse of 
Inpatient and Operations, and the Chief Nurse Executive decided on the AACN post-masters model 
which would recruit experienced nurses at the master's level and offer a post-master's certificate program 
encompassing the necessary additional education for CNL certification. In order to allow these candidates 
to continue working, a distance learninglimmersion model was selected in collaboration with Oakland 
University School of Nursing in Rochester, Michigan. Since this was a pilot, students received funding 
support through PEP I continuing education programs. These students would complete courses over a 
period of 18 months in nursing leadership, disease management, care management, and a guided 
practicum while developing their roles within their nursing units. As the program progressed, the students 
worked with the NPSB and ACOS of Inpatient and Operations to develop a CNL functional statement, 
they joined nursing service committees, and developed projects at the unit and service level. Students also 
kept personal portfolios of their work which were presented to the Oakland University Board of Regents 
and the program was fonnally added to the curriculum in March 2010 and approved as a certification 
program by the AACN. 
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Creating a Significant Distance Learning Experience: To create a significant learning educators 
must adopt a learner-centered approach where students bring their current knowledge to new concepts, 
build new knowledge, and integrate the new knowledge into workplace experiences. This model of 
learning is built on taxonomy of significant learning: foundational knowledge, application, integration, 
human dimension, caring, and learning how to learn (Fink, 2003). The Oakland University CNL Program 
is designed to incorporate the learner-centered philosophy in a distance learning environment. This 
environment offers students the flexibility to complete course requirements regardless of geographic 
location and continue to meet the demands of work and family. Distance learning encourages self­
direction which is a necessary skill in the role of a CNL. The program incorporates complex projects that 
presents student assignment requirements but gives the student the freedom to apply their experience and 
knew knowledge in the project within their specific clinical areas and interests. This allowed the V AMC 
DC Pilot Group to develop projects across the spectrum in unit based inpatient and outpatient areas and 
across service lines to mentor staff and promote change in a variety of practice areas throughout the 
medical center. Students in the program complete courses in nursing leadership, disease management, 
care environment management and an immersion practicum. Each course was structured to meet the 
requirements of the AACN Curriculum Elements, Related Competencies and Selected Clinical 
Experiences (AACN, 2006). 


Scope of Initiative: CNL Practice Based Projects: 


3E Med/4E Med/2DS/2DN/Service Level-Inpatient Immunization: Influenza and pneumonia 
are among some of the most preventable and costly diseases resulting in hospital admissions each year. 
Based on influenza and pneumococcal vaccination data that was collected from FY 07, findings suggested 
that only 57% of inpatients from 50-64 y/o received the influenza vaccine, 63% of inpatients >65 y/o 
received the influenza vaccine and 67% of patients >65 y/o received the pneumococcal vaccine. The 
Clinical Nurse Leaders provided the inpatient nursing staff on the medical/surgical units with 
comprehensive in-services regarding patient education and immunization administration. In collaboration 
with pharmacy, they kept the immunizations in the unit. In addition, the Clinical Nurse Leaders reminded 
the providers daily about the immunizations and shared information on compliance with writing orders. 
Clinical Nurse Leaders turned off reminders and documented refusals and immunizations received 
elsewhere. An immunization tool was created by the Clinical Nurse Leader to monitor the process and 
collect data. The results were trended and disseminated to Nurse Managers, Providers and Leadership. 


4E Medicine/Cardiac: Remote Telemetry-Heart disease is the number one killer among the 
American population, so the need for treating and monitoring patients with cardiac conditions continues 
to skyrocket. "Although the average cost per bed day for a general medical ward bed is about $1600, but 
telemetry monitoring capabilities are lost when the patient moves to the medical wards" (District of 
Columbia Washington Veteran Administration, 2009). Providing telemetry on the medical ward (remote 
telemetry) would be a substantial cost saver to the hospital of about $2400/per bed day over the cost of 
keeping the patient in the PCUIMICU bed. "The integrity of remote telemetry hinges on two specific 
factors: (a) the ability to detect an arrhythmia in the early stages and (b) the success of the follow-up 
process when a potentially lethal arrhythmia occurs" (Billinghust, Morgan, & Arthur, 2003). Developing 
a remote telemetry program is the best option. 


2D Neurology-Patient Satisfaction/Rounding Initiative- The V AMC nursing service was seeking 
evidence-based solutions to improve patient satisfaction and improve performance and safety measures in 
areas such as falls. The CNL collaborated with nursing educators to develop solutions based on the 
Transformational Care at the Bedside initiatives which implemented intentional patient rounding asking 
patients a series of 5 questions every hour as the nurse or other staff member checked on the patient's 
room. Patient rounding is an evidenced based mechanism that has been shown to improve patient 
satisfaction and patient safety while also improving nursing satisfaction through improved time 
management. The CNL developed a staff education module on patient rounding, a script for staff to use, a 
tracking tool and ensured that all staff were trained. 
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2D Surgery/Service Level: The CNL was selected by the Medical Center Director to be a one of the 
lead members of the travel team for the National Bedside Care Collaboration Initiative designed to 
improve processes and patient satisfaction. The purpose of the travel team was to develop the aim 
statements, plans of action and goals to address transforming care at the bedside issues. One of the aims 
is to use Intentional Rounding to decrease the fall rate, call light usage and proactively respond to the 
needs of the patient to include pain management, toiletingneeds, comfort and repositioning and placing 
personal items within reach. The success of the process will be measured by the Truth point, patient 
advocate and SHEP studies. The National Bedside Care Collaboration Initiative whose aim is to increase 
patient satisfaction by improving team collaboration and patient centered rounding have lead to research 
and develop a best practice process to meet VA national benchmarks. Studies show that nursing 
interventions increase patient satisfaction, decrease patient injury, and improve quality of care. Hourly 
patient rounding resulted in increased patient satisfaction, decreased injury, increased nurse satisfaction, 
decreased patient need to use call lights, & decreased workload. 


Renal Care OutpatientlInpatient: Financial Considerations in ESRD- Evidence showed that 
chronic kidney disease (CKD) is estimated to affect over 26 million people in the United States with 
additional millions at risk nationally and globally (NKF, 2009). Globally the rates of chronic kidney 
disease are rising but access to treatment varies and in many cases is rationed due to cost or lack of a 
developed healthcare system. The VA medical system has seen a similar increase in the need for dialysis 
care and the rising costs are placing a strain on a system that is also receiving an increasing population of 
new veterans. The average cost per year between $55,000 and $72,000 per year and within the VA system 
dialysis is considered an ancillary service and capital costs continue to be excluded in the budget process 
despite directives that require these services be fully covered either within the V A system or contracted to 
outside facilities (VHA, 2007). The V AMC DC Renal Care Center was running at capacity treating both 
inpatient and outpatient veterans and looking for options to solve this problem. 


Impact-CNL Results: 


3E Med/4E Med/2DS/2DN/Service Level -Inpatient Immunization: Data showed that compliance 
with influenza 50-64 yrs benchmarks have increased from 66% to 70% and that inpatient units missed the 
influenza >65 y/o benchmark of 83% by 1 % (82%). Results for the pneumococcal immunization showed 
a 91 % compliance with the benchmark of 94%. The initiative is an ongoing project that requires the 
collaboration between multiple services, daily monitoring and will continue to be monitored. Necessary 
targeted changes will continue to be implemented in order to achieve benchmarks. 


4E Medicine/Cardiac: Remote Telemetry- The CNL chaired the interdisciplinary task force 
responsible for initiating Remote Telemetry on the 3E/4E Medical Wards coordinating the onsite support 
and collaborating with multiple disciplines-nurse educator, nurse managers, staff nurses, biomedical 
engineer and physicians, and informatics- to achieve a successful "Go Live Date". Collaborating with 
MICU educators and nurse managers, a literature review was conducted to ensure evidence-based 
practices. The CNL served as the interface between Phillips, the equipment supply company and the 
Medical Center to ensure required equipment levels for the project, delivery and installation. The CNL 
continued to collaborate to develop the Medical Center's telemetry policy and procedures, develop and 
implement training and nursing competencies including the 12-lead EKG competency and transceiver 
training. The CNL participated in the development of training for the conversion of LPNs to monitor 
technicians and implemented the procedures for instituting the remote telemetry process and 
communication system. As a result, the Medical Center has additional telemetry beds on the medical 
units at a cost saving and reduced wait time in the emergency department. 
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2D Neurology/Service Level: Patient Satisfaction/Rounding Initiative- Patient Satisfaction 
Surveys indicated that patient rounding was not enough. Upon review it was noted that rounding was 
being completed sporadically. Information gathered from patient comments on the completed surveys 
indicated that there was a problem within the organization with rudeness and untoward behavior from 
staff to patient, patient to staff and staff to staff. These results was presented to executive staff and 
resulted in a targeted initiative policy and program "No Tolerance for Rudeness" which is currently being 
implemented. 


2D Surgery/Service Level: Bedside Collaborative- The CNL educated nursing staff on the new 
processes and procedures that increased attention on the impact of rounding on safety, privacy issues, and 
need to keep rooms clean to improve workspace and falls. The CNL revised Rounding Policy #118-21-1 
and revised the Rounding Log tool to be posted in each room and nursing pocket cards with the new 
script. As Program Leader, the CNL was responsible for collecting and evaluating the rounding logs, 
evaluating staff compliance, and getting feedback from staff on the process. The CNL tracked compliance 
through random rounding on staff to increase compliance with attention to privacy, the 4P's, and 
reinforce staff awareness of the education and new survey tracking was implemented. To date initial 
TruthPoint data is offering the CNLs more accurate data that is allowing them to develop specifically 
targeted solutions at specific shift times based on patient responses. Falls decreased from 9% to 3% over a 
3 month period, below VA benchmark of 3.9%. TruthPoint results show that on 3E nurse response 
indicators increased from 65% to 78% and on 4E there was an increase from 60% to 68%. Pain 
Management scores increased from 61 % to 70% on 3E and 52% to 65% on 4E. The gains made through 
the National Bedside Care Collaboration were presented at the Evidenced Based Practice and Research 
Committee and to the VISN coach. 


Renal Care Outpatient/lnpatient-Renal Financial Project-The CNL completed a project which 
included identification of the problem, proposed solutions, data collection and analysis, financial analysis, 
and fiscal plan. Proposed solutions included community fee base contracts, maintaining existing facilities, 
and expanding capacity of existing facilities with additional staffing (Appendix D). Data also showed that 
the number of acute care treatments which could not be contracted had increased significantly further 
justifying the proposed solution. This project demonstrated that maintaining current facilities would 
potentially save the V AMC DC over $2 million and offers veterans a higher quality of coordination of 
care by keeping them within the V A system. The Renal Care Center received authorization for the 
additional hemodialysis and ultrafiltration equipment and requests for staffing have been placed. 


Impact on the Process/Lessons Learned: Candidate Selection-New programs have challenges and 
as CNLs, the group was trained to identify barriers and solve problems to ensure maintenance of the role 
and the education design. The level of experience and success of the candidates is a key requirement in a 
post-master's certificate model. These candidates were chosen for their experience both clinically and 
academically to ensure they would be able to handle the rigors of balancing work and school. 


Clarity of the CNL Role- Ensuring clarity of the definition of the role is an experience that all CNLs 
are currently sharing. The variety of education paths means that each facility and each CNL may have a 
widely different experience and expectation. Each of these nurses brought years of experience along with 
their education, but were novices in the role of the CNL. The facility also had to develop their vision and 
expectations of the role in the process. The CNLs worked on a wide variety of issues including patient 
outcomes and performance measures at the unit/micro systems level, leadership and improved 
communication through lateral integration of care with multiple disciplines, mentored staff and identified 
problems, designed programs based on evidence, tracked outcomes, and disseminated results throughout 
the system to improve patient outcomes and staff satisfaction (Smith, et aI., 2006). They improved service 
level outcomes in performance measures to impact resource utilization and improve processes of 
complex, adaptive systems that may provide barriers in care (Harris, Tomabeni, & Walters, 2006). 







Regional and National Impact: The V AMC DC program was designed as a pilot program that 
required new educational systems. Through their success documented in students' portfolios that helped 
gain acceptance for the distance learning program within Oakland University and the AACN, this team 
has impacted nursing at the VA regional and national level and the nursing profession. Facilities across 
the country regardless oflocation now have a cost-effective option for integrating the role of the CNL 
into their systems. As an accredited program, students will now be able to qualify for V A scholarship 
funding. By choosing the post-master's model, facilities can select candidates that have a proven record 
of both clinical and academic achievement and can readily accept new responsibilities at the level 
required of this role. The post-master's certificate 18 monthl4 course model also decreases the time and 
funding required for both the nurse and the facility to invest in the development and integration of the 
CNL. 
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Title: Clinical Care Facilitator: An Innovative Strategy in Pursuit of the Clinical Nurse Leader 
Role 


Summary of Initiative: The Clinical Nurse Leader (CNL) role is responsible for providing 
clinical leadership in a healthcare setting and responding to patient and family needs while 
improving the foundation for patient-centered, evidence-based care. Our facility faced challenges 
in meeting our goal to implement the CNL role. By using an evidence-based business planning 
process, nursing leadership accomplished the goal of obtaining senior leadership support and 
funding for the CNL role in our organization. However, we continued to struggle with finding a 
qualified applicant in the absence ofa local educational program for CNLs. A subcommittee of 
the Nursing Leadership Counci l proposed hiring a Clinical Care Facilitator (CCF) as a precursor 
role for the CNL. This innovat ive solution to a common problem has produced excellent results 
in nursing and patient satisfaction while enhancing nurses' ability to provide patient centered 
care. 


Date of Implementation: January 2010 


Adoption of the Innovation: 
The Clinical Nurse Leader (CNL) role is responsible for providing clinical leadership in a 
healthcare setting and responding to patient and family needs while improving the foundation for 
patient-centered, evidence-based care. The American Association of Colleges of Nursing 
(AACN), in collaboration with other health care organizations and disciplines, proposed this 
novel role in 2005 to address the dearth of highly qualified nurses practicing in direct patient care 
environments. The Veterans Healthcare Administration (VHA) Office of Nursing Service (ONS) 
expressed support for the role, and Central Arkansas Veterans Healthcare System (CA VHS) 
committed to participating in the VHA CN L initiative in FY07. Some of the challenges 
identified by CAVHS in implementing the CNL ro le included: I) Developing a strong, 
individualized (facility specific) business plan in which the CNL role was incorporated, 2) 
educating the health care team about the CNL role through articles, staff meetings, education 
fairs and presentations, and 3) recruiting qualified applicants in the absence of a local 
educational program to support CNL educational preparation. 


The identified goals for implementation of the new role were to: I) Improve the quality, safety, 
and efficiency of Veteran-centered healthcare, 2) encourage excellent customer and staff 
satisfaction, and 3) promote excellence in business practices through administrative and clinical 
efficiencies while maintaining a strong financial management plan to ensure our CNL program's 
long-ternl survivability, and finally 4) to impact perfonnance measures applicable to the CNL 
location. These goals clearly reflect the VHA Power ofPerfonnance goals. 


As nursing leadership planned the CNL Program Initiative, they believed it essential to include 
front- line employees, Veterans, and external stakeholders to facilitate the change process and 
allow for analysis of progress toward goal achievement. The action plans focused on enhancing 
professional practice across the continuum of care, and the plans clearly explained how the 
implementation ofa CNL Program affected these outcomes. Leadership appointed a task force 
consist ing of two doctorally-prepared nurses, one Associate Chief Nurse, a staff nurse, and an 
educator. A general surgeon served as a member/consultant to ensure input from the physician 
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staff. This task force met to develop an implementation plan for the CNL role. Once the 
implementation plan was complete, leadership shared it with all nursing staff for their 
infonnation and input. The Nursing Leadership Council approved the action plan and then 
presented it to the Medical Executive Board and other facility leaders. Therefore, numerous 
disciplines and management personnel participated in development of the CNL implementation 
plan. Leadership designed specific actions to create a fiscally sound and sustainable program to 
provide clinical excellence. These actions included the development of a Memorandum of 
Understanding (MOU) with the local American Federation of Govemment Employees (AFGE) 
(accomplished in May 06). Nursing Education assumed the responsibility of developing 
infonnational packets about the CNL Program, educational opportunities for staff interested in 
pursuing the role, and providing access to these programs through various scholarship programs. 
Finally, all leaders accepted the responsibility of providing quid pro quo acti vities for academic 
partners who facilitated development of the CNL role. An integral part of succession planning 
included conversion of a vacant RN Full Time Employee Equivalent (FTEE) to a CN L FTEE. 
This allowed management to fill the position at no additional cost to the nursing budget. 


A daunting challenge faced by leadership was finding a qualified applicant to fill the role. 
Human Resources approved the position for posting; which required a brief job description, 
position/professional requirements, preferences and functional statement. Once all revisions were 
finalized the position was posted internally and externally as approved. Ads were placed in local 
newspapers as well as the government website (USAJOSS.gov). All applicants were screened, 
and the qualified applicants were forwarded to the contact person for interviewing. 


There were no applicants who had completed the required academic degree. The original task 
force chose to modify the requirements for implementation of the role and create a new title in 
order to fulfill our goal of moving toward implementation of the CNL role. The title chosen to 
describe this innovative role was "Clinical Care Facilitator" (CCF), intended to reflect the 
principle role of the CNL. The position was re-announced accepting appl icants who were 
actively participating in a CNL Program. The applicant selected had only one semester 
remaining in her CNL educational program. During this semester, one requirement was to 
complete a capstone project that integrated all the concepts developed during her educational 
process. Having the CCF position gave her access to a population in need of such a project and 
facilitated her success as both a professional and as a student. The task force, nursing leadership, 
and the staff considered this a win-win so lution to thi s issue. The selectee assumed the role in 
December, 2009. The nursing staff readily accepted her as someone who is "useful," and the 
medical staff has come to rely on her input as a respected colleague. 


Nursing Lcadcrship and Collaboration: 
CAVHS nursing leadership employs a systematic, evidence-based approach for developing the 
business plan. This method allows leadership to forecast the needs of the organization, promote 
professional teamwork through involving nursing staff at all levels, promote a culture of 
innovation through evaluating the direction of the profession, encourage research and 
development, and promote education and health with in our facility and throughout the 
community. Therefore, the nursing business plan provided the framework used for mapping the 
future direction of the organization. The Evidence-Based Business Planning (ESBP) process 
facilitates leadership assessment of the organizat ion's strengths, weaknesses, opportunities and 
threats (SWOT) and culminates in an evidentiary-based strategic plan and goals with measurable 
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objectives while building in the flexibility to evolve as healthcare politics and global economics 
fluctuate. Through collaboration and communication between the clinical executives, forecasting 
needs of the organization and direction of the clinical professionals, such as the implementation 
of the CNL Program, has been sustained. 


The Evidence·Base Business Planning process for the CNL role included an initial assessment 
using a SWOT analysis. These activities provided data to assist nursing leadership in identifying 
a framework for the implementation and sustainability of the CNL role. The CA VHS SWOT 
described the global nursing accomplishments, highlighted activities that had impacted nursing 
as a profession, and positive patient outcomes. This analysis also included an internal and 
external environmental assessment. From this assessment, leadership constructed goals that 
assisted in meeting the facility'S mission, vision and values, including the consumer needs, 
resources, improvements and new programs. The CNL initiative provided an opportunity to 
improve clinical support, leadership and collaboration in each area. Leadership identified a 
medical·surgical ward as the priority area for the CNL program implementation, with phasing in 
of addit ional medical·surgical wards as a secondary priority. A review of the literature found the 
CNL role described as an advanced generalist who focuses on the improvement of quality and 
safety outcomes for patients and/or patient populations. Finally, the strategic planning process 
incorporated the SWOT analysis, literature review, and input received from other clinical and 
administrative services through the Baldridge·based nursing and the governance structure of 
CA VHS. At the nursing retreat, leadership discussed the identified needs, evidence and 
comparative data supporting change as a means to develop and later finalize the strategic plan. 


Scope of Initiative: 
Although CA VHS was fortunate to find a CCF, nursing leadership became proactive in 
educating nurses about the CNL Program and identifying schools with a CNL Program. 
Affiliation agreements were obtained with University of South Alabama (August 2008) and 
Spring Hill College (Sept 2009). In addition, CA VHS nursing administration met with the 
University of Centra 1 Arkansas (VCA) College of Nursing Dean and Director of the Graduate 
Program. UCA is located in Conway, a suburb of Little Rock. The purpose of the meeting was to 
discuss what CA VHS saw as an emerging need in graduate level education. Based on this 
discussion UCA decided to explore the feasibi lity ofimpIementing a CNL Program. The CNL 
concept has been approved at UCA and they will admit their first students to the program in the 
fall of201O. Approximately 95% of the program curriculum wi ll be on line to facilitate 
participation by full time employees. In addition, CA VHS will be the primary site for the 
students' clinical rotation . 


Implementation of the CCF role at CA VHS influenced several processes throughout our facility. 
First, the CCF sets the standard for the quality of care provided on a unit. Through her educator 
role, the CCF has developed teaching posters knows as "MOUSE" posters (Managing Outcomes 
Using Scientific Evidence) that stimulate critical thinking on the part of nursing stafTwith direct 
applicat ion to the care provided to Veterans. The posters incorporate journal club article 
discussion on new technology, medications, and evidence to support treatments. The CCF 
evaluated the effectiveness of the posters using a pre·post test and qualitative evaluation fonnat. 
On the assigned unit, 17 staff completed the pre- and posHest. Pre· test results demonstrated a 
knowledge level at 52% while the posHest increased to 85%. The posters have also been popular 
among the surgical nursing staff since each medical·surgical unit has requested copies of the 
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posters and accompanying articles. Irrespective of empirical indicators, nurses are being 
stimulated to think beyond the required tasks and to interpret data in the context of individual 
Veteran needs. 


Impact: 
The ESP business planning process employed at CA VHS provided a framework for flexibility 
and success in developing the business case for a CNL role to meet the needs at our facili ty. The 
team members involved in the activity felt motivated to develop a manuscript describ ing our 
process. The team genuinely believes that a more rigid, traditional process would not have 
allowed the critical thinking necessary to develop an alternative approach to CNL role that met 
the goals while respecting our limitations. The article; Developing an Evidence-based Business 
Planning Process, was published in the Journal of Nursing Administration (lONA) in the 
December 2009 issue. Development of an Evidence-Based Business Planning (EBBP) process 
promotes collaboration among all levels of staff, allowing the presentation of the plan with clear, 
concise goals for development and sustaining the CAVHS CNL initiative. This clinical executive 
collaboration model can be adapted to any facility and has resulted in a cultural transformation 
reflecting strategic driven process change. 


The multidisciplinary team has warmly welcomed this new addition to the Healthcare Team. One 
resident stated he wished a CNL had been in place during his rotation because he didn't have to 
worry about hi s orders being completed. Pharmacy has inquired whether a CNL wi ll become 
available in all nursing areas. The Rapid Response Team relies on the CNL's assessment and 
nursing skills when they are called to the floor. The CCF worked with Rapid Response to get 
patients ready for the next higher level of care. The Rapid Response Team Leader has requested 
the CCF be added to the Rapid Response pager system. The purpose of this would allow the CCF 
to intervene in some of the call s to deal with nursing issues versus true emergencies. 


One of the first projects tackled by the CCF involved wound dressings at CA VHS. Although the 
policies were current and the Wound·Ostomy nurses were involved, the surgeons continued to 
order wound dressing protocols that were not consistent with best practice. The CCF reviewed 
and summarized current literature, developed a guideline for wound dressings, and implemented 
an educational program for nurses and physicians. The result was an improved wound dressing 
policy and practice at our facility. This policy affects all wound dressings regard less of where 
care is provided. A similar project led to improvements in the policy regarding prevention of 
urinary tract infections. The CCF collaborated with the infection control nurses and the Nursing 
Practice Board to develop an evidence-based practice policy for prevention of catheter associated 
urinary tract infections (CAUTI) used throughout the facility. 


The CCF has also enhanced communication with families, advocated for caregivers, and 
improved patient education through collaboration with other members of the Healthcare Team. 
For example, one patient's wife would have had a difficult time taking care of patient at home, 
so the CCF spoke with the social worker to find out if the Veteran would qualify for 
rehabilitation services. The Veteran did qualify and, instead of the wife being worried about 
caring for the Veteran at home, she was relieved that we were concerned enough to look at other 
avenues for her and her husband. In addition, this ensured the Veteran would receive optimal 
care after discharge, preventing caregiver exhaustion and possibly preventing complications 
requiring readmission. 
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A major role filled by the CCF is empowering nurses to teach others, advocate for their Veterans, 
and to advocate for nursing as a profession. Our facility is in the process of improving our 
environment of care through unit renovat ions; however, this necessitates moving patients to a 
smaller, temporary ward while the surgical ward is being renovated. Recently. the CCF gave 
several in-services for other medical units to prepare them to receive overflow surgical patients 
during the renovation period. The in-services were given on all three shifts. Approximately 30 
nursing staff attended these in-services. Nurses have come to view the CCF as an expert resource 
for nursing advice. After discussing a potential nursing problem with the CCF, the nurse feel s 
confident in communicat ion the patient's condition and has all the information the physician will 
need to diagnose the patient and treat the patient appropriately. Another significant impact of the 
CCF is encouraging nursing to participate actively in opportunities to conduct research or 
implement Evidence-Based Practice projects. One program at our facility is called Evidence­
Based Practice (EBP) Scholars Program. In this program, staff nurses have the opportunity to 
compete for an assignment to work on an ESP project under the direct tutelage of the 
ACNlResearch and an APN content expert. The unit with the CCF had several nurses apply, 
which has allowed the CCF to serve as the content expert for the selected project. 


The CCF is also meeting the interdisciplinary role of the CNL. In collaboration with a general 
surgeon, the CCF is organizing the implementation of the Johns Hopkins Culture of Safety 
Initiative. This initiative is currently in the process of Research and Development review. 


CAVHS Inpatient 
Performace 


Measure Scores 


1~8 iB 
4g.0 
2 .0 
0.0 • Inpatient 


Overall 
Quality 


The National Database of Nursi ng Quality 
Indicators measures the nurse job 
sati sfaction at our facility using a T-score. 
On the CCF unit , the T-score improved by 
0.13 during the second quarter of FY I 0, 
while other units' T -scores decreased. 
Overall inpatient quality, measured by the 
SHEP and completed by Veterans, increased 
from 57.9 to 77.4 during the first month the 
CCF was on the unit. While understanding 
this figure represents our entire facility, we 
believe the CCF, being a resource for 
multiple areas, strongly influenced this 
score. 


Developing the Clinical Care Facilitator role as a precursor to the CNL role was an integral part 
of being able to meet the challenge of implementing an evidence-based action to improve care to 
our Veterans. We believe this unique and individual ized approach has provided a benefit as a 
bridge to full implementation of the CNL role. As a result of the success of the CCF role, 
CA VHS future plans are to continue to utilize this approach to allow for a smooth transition of 
staff into the CN L role. 
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T itle: " Riding out the STORM": The Clinical Nurse Leader's Impact on Medication Reconciliation 
t hrough Pro-Active Multi-Disciplinary Coll abo ration between the Healthcare Team 


Summary of Initiative (Abstract): 
The Clinical Nurse Leader CCNL) role at Central Arkansas Veterans Healthcare System (CAVHS) is 


designed 10 transfonn care throughout the facility by integrating evidence based practice within a clinical setting 
and utilizing a collaborative efTon which results in improved care as evidenced by measurable quality outcomes. 
Medication reconciliation is a national focus as a Nalional Patienl Safety Goal, and an opponunity existed in 
providing a standardized method of communicating and correcting medication discrepancies in a pro~active 
manner to ensure that the Veteran receives a reconciled medication list prior to discharge from the acute in-patient 
setting. The CNL's fundamental role in the successful development and implemenlation of STORM has 
con finned the value of the CN L role and the positive effect on the facil ity in areas such as patient/staff 
sat isfaction, improved patient flow, and cost savings which has resulted in requests to expand the CNL Program at 
CAVHS. A multidisc iplinary team comprised of the CNL, physicians, direct patient care nurses, Patient Safety 
managers and phannacists compared the significance of medication reconciliation to the importance of the 
timeout process for patient verification prior to a procedure in the operating suite. This comparison led to the 
development of a timeout for medication reconciliation utilizing the acronym STORM ("Stop! Time Out to 
Reconcile Medications") whereby all participants in discharge planning and/or rounds focus on the patient'S 
medications to ensure that reconciliation is handled in a proactive manner thereby decreasing medication 
discrepancies at discharge. The success of the Clinical Nurse Leader's guidance and leadership with STORM is 
demonstrated by an increase in medication reconciliation compliance from 70% in July 2009 (prior to STORM) to 
90% in May 2010 (post STORM), significant financia l savings, a more efficient diSCharge/patient flow process 
and an increase in staff and patient satisfaction. 


Date of Implementation: October 2009 to present. 
The CNL role was developed at CA VHS in 2009 with the goal of producing a phenomena l effect on the 


future of nursing and improved patient care by placing a critical thinking, Masters-prepared registered nurse in a 
position to collaborate with frollt-line nursing staff utilizing evidence based practice. Furthemlore, Ihe CNL 
position is one which, through active leadership, collaboration, and education, can mend fragmented care across 
services thereby resulting in true patient-focused care. Since implementation, the CNL has assisted the staff with 
difficult patients, served as a resource, and provided education and training. The CNL has worked on numerous 
projects based on evidence-based practice to improve overa ll patient care. In 2009, a Healthcare Failure Mode 
and Effects Analysis (HFM EA) was chartered with the intent of improving patient safety with regards to 
medication reconciliation. The CJ\'L was selected as the nursing leadership representative for the HFMEA. 


Rating Categories: 


Adoption of the Innovation: The CNL innovation began at CAVHS with the implementation of the CNL 
Program being incorporated into the Nursing Business Plan to provide a mechanism for implementation and 
sustainability of the program. In December 2009, the first RN was selected to fill this role. COllfinnation of the 
value of the C L role was immediate when the CNL was appointed as a member of the HFM EA related to 
medication reconciliation. 


There has been a national focus for hospitals to improve efforts regarding medication reconciliat ion 
(MR).3.S Several studies have found that discrepancies occurred more frequently during dischar,re than during 
admission.3.6 One study found 72.5% ofpatiellts studied had medication-related discrepancies. In order to bridge 
the communication gap at hospital transitions, the Joint Commission has adopted National Patient Safety Goal 8, 
"Accurately and complelely reconcile medications across the continuum of care." Nursing staff play an important 
role in the discharge process, and clear conununication to the patient regarding medications to be continued at 
discharge cannot be understated. One study reported that overall, 60% of patients had at least one unintended 
variance and 18% had at least one clinically imponant unintended variance. None of the variances had been 
detected by usual clinical practice before reconciliation was conducted. Of the 20 clinically important variances, 
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75% were intercepted by medication reconciliation before patients were hanned. 18 These statistics further accent 
the importance of a pro~active approach to MR. The lnstitute of Health Improvement (IHI) has reported that as 
much as 50% of all medication errors in hospitals are attributed to poor communication of medical infonnation at 
transition points. Discharge is a critical transition point in which patients are more than ever at risk for 
medication~related discrepancies.] In a study conducted by Paquet1e~Lal1lontagne et ai, 12 the percentage of 
patients with medication discrepancies was reduced from 60% to 20% when medication discrepancies between 
preadmission outpatient medication lists, and (he active outpatient medication lists at discharge were 
communicated to the providers prior to discharge. 


In July 2009 (prior to STORM), CA VHS was below target on compliance with medication reconciliation 
(MR) at only 70% compliance. This low rate of compliance was listed as a recommendation fo r improvement 
during the SOARS survey, CAPS survey and the Joint Commission survey. The CNL assists staff in starting and 
managing evidence based practice projects and therefore was selected to represent nursing in efforts to improve 
MR compliance. The CNL along with a team of nurses, physicians, phannacists and patient safety managers were 
tasked to develop a creative, unique and innovative method to improve compliance with MR. STORM was the 
result of interdisciplinary brainstonning and collaboration withoul barriers. 


During the months ofNovcmber and December 2009, Phase One of the STORM process was trialed with 
a physician team. Phase One involved a timeout occurring during discharge planning orland rounds in which the 
muhidisciplinary team focused solely on medication reconciliation (MR). During STORM, all other discussions 
cease and medication discrepancies are communicated to the team consisting of the CNL, physician, staff nurses 
if avai lable, and phannacists. STORM allows for all disciplines to discuss the discrepancies and make 
recommendations. Discrepancies and suggested changes are summarized on a two part STORM form with one 
copy presented to the provider and the second copy used by the CNL or pharnlacist for verification of resolution. 
As a member of the STORM team, the CNL utilizes the STORM form to track medication changes and provide 
follow-up of effectiveness. The CNL's input is vital during this time with regards to communicating to Ihe team 
how the patient is tolerating medication changes on a shift to shift basis especially since a MR pharmacist is not 
regularly assigned to all surgicalleams. This proaclive approach facilitated by the CNL decreases the amount of 
calls made by direct care nurses to clarify orders prior to discharge and improves patient flow. 


Phase Two of STORM began in March 2010 and involves the electronic documentation of the STORM 
interventions and communication of the changes in the medical record and to the Veteran. The STORM is 
electronically transcribed in the foml of an order. To expedite, this order is linked to a template that the physicians 
already use, the pre-discharge order template. The pre~discharge order template has been modified to include a 
separate section on medication reconciliation (MR). The MR section of the pre-discharge order template contains 
a combined inpatien( and outpatient medication list for physician's view and evaluation, and a set of three 
questions for the physician regarding medications to be SlOPped, started or doses changed. The signed pre~ 
discharge order generates an alert for the pharmacist in the fonn of a medication reconciliation STORM consult. 
The discharge instructions fonn has also been modified to include the section on mcdications to be stopped, 
started or doses changed. This provides one location for the nurse who is reviewing discharge instructions and can 
easily summarize changes for the Veteran. 


It was during Phase Two that the significance of the CNL role with regards to the success of STORM 
becamc evident. The CNL is an essential part of the MR and STORM process. Because the CNL is an act ive 
participant in STORM and easily accessible to nursing staff, the CNL is able to assist in clarification of discharge 
orders and serves as a valuable link between STORM and the front~line staff. The CNL on the STORM team acts 
as a liaison between the physicians, phannacy, and nursing staff by tracking medication changes made during 
STORM. The CNL closes the loop by utilizing the STORM fonn to complete a chart review to determine if the 
STORM interventions are implemented and this infonnation is monitored as a part of quality improvement. The 
CNL role has allowed the unit to have more timely discharges, and the nurses have slated the repon helps to plan 
their day. Even more important to note is the CNL is on surgical teams that do not have a MR pharmacist 
permanently assigned allowing the CNL to serve as the common denominator for STORM and MR. 
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Below are screen shots from CPRS which provide examples of the electronic implementation of STORM. 


" .......... >10 ... .... 
~o .. o ... " ""' ...... ." ..... , .. %I ...... 
.. ~ .... 0.., ....... T ~YlO" 0&,,,.,,0 z .. "" elv ... 


Interventions Comparison Pre/Post Storm 


/r---------------------------
UXl 


so 


o 
Nov·09 00<.., 


Me d Oisconl'd 66 


Med~Order " DoseS/Frequency chillnge 22 


op Med Clarification " No Changes , 


The graphs to the right further demonstrate 
the effect of the CNL's role in medication 
reconciliation on patient satisfaction. 


The top graph measures the Veteran 's 
satisfaction with regards to understanding 
discharge medications. A morc pro-active 
approach to MR allows the nurse additional 
opportunities to educate regarding discharge 
instruct.iollS. Because the CNL is a part of 
rounds and communicates the plan to the 
patient care nurse, the discharge process is 
less fragmented. 


The bottom graph measures the 
Veteran's satisfaction with regards to the 
speed of the discharge process. An increase 
in satisfaction is demonstrated and can be 
contributed to the collaborative efforts of the 
CNL with the physician, phannacist and 
patient care nurse. 
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An evaluation of 60 patients each month for 
November and December of2009 revealed that 217 and 
234 interventions occurred respectively as a result of 
STORM communication and CNL collaboration. The 
graph to the left summarizes the interventions occuning 
as a result of the CNL's mult idisciplinary efforts towards 
a pro-active approach to medication reconciliation. 


An Adverse Drug Reaction (ADR) is estimated 
to cost a facility $9000. The patient safety aspect of 
Medication Reconciliation (MR), when combined with 
the financial aspects, further accent the magni tude of the 
CNL effect on safe patient care through med ication 
reconciliation efforts. 
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Nursi ng Leadership and Collaboration: 
The structure and processes of the CAVHS Patient Safety Improvement Program provides the 


opportunity for nurses at all levels within the organization to participate in organizational decision-making 
groups . The I-I ealthcare Failure Mode and Effect Analysis (HFMEA) is a pro-active review of high risk, high 
volume, and/or high problem prone areas and was designed by the V A National Center for Patient Safety 
(NCPS) specifically for heahhcare. Because of the level of knowledge and 1e.:1dership capabi lities of the CNL, it 
was evident that the HFM EA would benefit from the participation of the CNL. The annua l HFMEA which 
developed STORM was coordinated by the Patient Safety Manager who is a registered nurse. The CNL, 
medication reconciliation phannacist supervisor and a Primary Care physician were selected as primary 
collaborators to facililate implementation. The CNL role was detennined to be a key facet for the success of 
MR as the project became a faci lity-wide initiative. The CNL is the clinical expert providing input during 
rounds regarding the comprehensive needs of the patient first. 


The STORM innovation recently won the 201 0 Evidenced Based Research Award and in addition was 
selected as a Best Practice during the May 2010 VISN Patient Safety and Quality Improvement Assessment 
Program. STORM has also been accepted by the IRB as a research project and it is anticipated that the results 
will be published in a nursingjoumal. By request of the VISN 16 Pat ient Safety Officer, STORM was presented 
to the VISN 16 Patient Safety Managers. 


Scope of Initiative: The CNL Program, implemented at CA VHS, was immediately incorporated into the 
business plan to ensure senior leadership support and fiscal sustainabi lity of the program. Employees at all 
levels and discipl ines were educated about the CNL Program through education fairs, presentations and articles 
related to the role and the clinical benefits to ensure support in implementation of the program. The CNL's 
success within the immediate period of being selected 10 the position was evident following her leadership and 
support in the STORM due to the clinical program success. 


The success of STORM and its impact is evident throughout the medical center. STORM is util ized in 
the medicine and surgical services. The role of the CNL with STORM is crucial for the surgical service because 
a medication reconciliation pharmacist is not assigned to every surgical team (ex. Vascular, Urology, ENT). 
The impact of STORM is felt in the increased emciency of the di scharge process, the improved staff 
satisfaction, increased patient satisfaction and the number of interventions that occur during STORM. It should 
not be assumed that these interventions would have all resulted in medication errors, but one can deduce that a 
percentage of the STORM interventions if not addressed during STORM would have reached the patient. One 
discharge nurse reported that prior to STORM it would take an average of 8 hours to discharge 3 patients. A 
delay in discharge because the nurse is making multiple calls to the physician to clarify orders is frustrating to 
the staff and the patient. The ability of the CNL to be a liaison for the stafT and discharge nurse is essential to 
improving the discharge process. Feedback from nursing staff validates an improvement in the coordination of 
the discharge process and a decrease in the amount of clarification calls needed regarding discharge 
medicat ions. Nurse job satisfaction and patient satisfaction increase as the discharge process is streamlined. As 
STORM is presented at the VISN level and anticipated to be presented at the national level, the eITons of the 
CNL and medication reconciliation team impact the care of Veterans throughout the country. 


Impact: 
The impact of the CNL has been very positi ve in a shon period of time. The CNL has supported patient 


care in a variety of settings throughout the medical center through rounding on pat ients and working one-on-one 
with front·line nurses, pat ients, and families to provide the appropriate suppon to improve patient care and 
satisfaction. She has also completed poster and podiwn presentations and in-services. STORM is one of the 
clinical innovations she has been actively involved in that has created and positive outcome. STORM has had a 
mu ltidisciplinary impact, is discussed throughout all levels of the facility and is becoming a part of the culture 
of the organization. The STORM team has made several presentations to the CAVHS Quadrad and leadership 
from community hospitals. STORM was presented at the Nursing Administrative Forum, which includes 
nursing leadership from all areas throughout the facility. Ln addition, the CNL provides updates on 
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STORM's progress as a part of the Patient Safety standing agenda item at monthly nursing administrative 
meetings (Nursing Admin Forum). STORM is presented to alt new employees during monthly new employee 
orientation, and is presented to new Intern and Resident physicians during their orientation. STORM was 
presented 10 the VISN 16 Patient Safety Managers in May of201 0 as it was named as a Best Practice during the 
May 2010 VISN Quality Management Annual On-site Survey. In May 2010, the Nursing Research Board 
selected STORM as the 2010 Nursing Evidence Based Practice Award winner. A posler presentation 011 


STORM was displayed at the annual Nursing Week Festivities in May 2010. STORM will be publicized in the 
Nursing Newsletter and posted on the nursing web page. In addition, STORM will be presented at the Annual 
Community Scholarship Day in April 201 I. 


STORM has been approved by the Institutional Review Board to proceed as a research project 
demonstrating a collaborative efTort between the CNL, physicians and phannacists with results to be published 
in scholarly journals. The CNL will facilitate a quantitati ve study to compile stafT perception of the STORM's 
efTect on the efficiency of the discharge process as well as the cost savings occurring as a result of STORM. 
This research project will provide further evidence of the value of STORM. Prior to the research study, initial 
data obtained via interviews with the CNL, physicians, phannacists and nursing stafThave proven that STORM 
has played a significant role in improving staff and patient satisfaction and resulted in a decrease in time needed 
to discharge a patient. Post discharge phone call s conducted February through April 2010 resulted in only one 
patient not receiving a reconciled list of medications at discharge. 


Staff comme"ts: 
From Clinical Nurse Leader; " I really enjoy being part of patient care at CA VHS. My role as CNL has given 
me the opponunity to share my expenise with other nurses, patients and fami lies to improve overall care and 
satisfact ion. The work with STORM has been one of my favorite projects so fa r because I have seen fi rsthand 
the impact. I get great satisfaction in making the nurse's job easier and the patient discharge smoother. 
STORM allows me to be a part of a wonderful process that will improve pat ient care and maintain continuity of 
care. Bringing the physician, phannacy, and nurses together has made my job as a CNL meaningful and 
rewarding. When I am asked how I like my job, my answer is always, I love coming to work. I get to be an 
instrument in helping everyone care for the patient." 


From Physician: "The overall feedback I have been getting from APNs and Interns rotating on the temn is that 
they love it. I have practically gone over the pilot with them myself and find the three new additions of boxes 
very beneficial /user friendly/easy to fill and most importantly very useful to the patient. No one on the team so 
far has voiced any specific complaints about STORM. It is working out well for the patient for sure." 


From Phannacist '·1 just wanted everyone to know that I had a consult placed today by a medicine provider and 
it worked out WONDERFULLY! Printed 10 my printer AND generated a CPRS a lert. STORM is a great 
addition and working to make our care better!" 


From Patient Care Nurse: "Wow! The CNL and STORM has made my job so much more efficient. Instead of 
making numerous calls to the doctor to clarify orders and looking like we are unorganized, I can actually spend 
time with my patients. And my patients are happier too because they are discharged faster and with the correct 
medication list." 


The STORM and CNL role has been so successful this infonnat ion has been included as a Best Practice 
for out Magnet document and was also included in CAV I-I S's Carey Award document. The CNL role is 
designed to deliver cl inical leadership in all health care settings and to respond 10 individuals and families 
within a micro-system of care. With the integration of the CNL position, STORM provides an example of 
demonstrated success in achieving the original CNL goals of improved pat ient flow, increased patient and staff 
satisfaction, quality outcomes with regard to patient safety, and evidence based collaborative interdisciplinary 
practice. With the checks and balances required by STORM, along with the role of the CN L, and the CNL's 
assistance with patient and provider education, the discharge process has had improVed efficiency and has 
resulted in greater satisfaction for the Veterans that we serve and the nursing stafTwho care for them. 
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ATTACHMENT 4.  2010 Office of Nursing Services Annual Innovation Awards Program  


Implementation of the Clinical Nurse Leader Role Combined with Clinical Nurse Specialist 
Collaboration: An Innovation Designed to Facilitate Nursing Practice and Heighten Patient Care 
Summary of Initiative: In response to critical issues facing healthcare, the Portland Veterans Affairs 
Medical Center (PVAMC) has implemented numerous practices, including the adoption of the Clinical 
Nurse Leader (CNL), an innovation designed to facilitate nursing practice and heighten patient care. 
Implementation of this role was facilitated by PVAMC’s strong academic partnership with the University 
of Portland.  In accordance with the vision held by PVAMC nursing leadership, the CNLs have 
customized their role based on the specific needs of the various microsystems within the facility, an 
important component of sustaining this innovation. To further integrate and sustain the innovation, the 
CNLs have initiated a collaborative network with PVAMC’s Clinical Nurse Specialists (CNSs), in order 
to better saturate both macrosystem and microsystem facets of nursing practice and patient care.  Use of 
the CNL and concomitant collaboration with the CNSs have yielded positive outcomes in several patient 
and nursing arenas. With further integration of the CNL role, along with continued collaboration between 
CNLs and CNSs, it is projected that evidence-based nursing practice will be elevated, patient safety will 
increase, and outcomes will continue to improve.   


Date of Implementation: Spring 2007 – Present  


Adoption of the Innovation:  
Needs of the Organization: Healthcare is in the midst of numerous challenges. Critical issues 


facing healthcare include an aging patient population, increasingly complex patients, nursing burnout, 
complicated advances in technology, fragmentation and rising costs of care, high rates of medical errors, 
and communication gaps (Bartels, 2005; Kupperschmidt & Barnhouse, 2005 Dec-2006 Feb; Parsons, 
2005; Tornabeni, Stanhope, & Wiggins, 2006). The Portland VA is not exempt from these healthcare 
concerns. A university-affiliated, Magnet designated medical center, PVAMC houses 160 beds, including 
4 medical-surgical units, an intensive care unit, an acute in-patient psychiatric unit, and an emergency 
department. Staff at PVAMC provides specialty care for high acuity, complex patients, including those 
who have had open heart surgery, liver and renal transplants, and spinal cord injuries, as well as veterans 
needing telemetry monitoring, chronic mechanical ventilation, and continuous seizure monitoring.  


In 2003, PVAMC expanded the number of Clinical Nurse Specialists (CNSs) to address system 
level (macrosystem) issues that resulted from high level patient acuity and the critical issues facing 
healthcare. However, a challenge faced by the CNSs was translating and sustaining change at the unit 
level.  In response to this and in accordance with the National VA’s commitment to establishing CNLs 
throughout all facilities by the year 2016, PVAMC began implementing the CNL role in 2007, a role 
which complements the work of the CNS by providing a foundation for implementing and sustaining 
change at the unit level (microsystem).   


To create an academic/clinical partnership for the development of CNLs, nursing leadership at 
PVAMC turned to the University of Portland’s School of Nursing, the result of which was a scholarly 
preparation of CNLs well-versed in the complex needs of the PVAMC patient. The alliance continues to 
sustain the role: CNL students are placed at PVAMC for their Practicum, with established CNLs serving 
as their mentors.  Furthermore, PVAMC leadership continues their engagement with the University of 
Portland as PVAMC assesses prospective needs of the medical facility.    


Professional Literature:  The CNL provides expert clinical care within a microsystem (Ott, et.al, 
2009). Serving as a liaison between all team members, the CNL improves coordination and delivery of 
care (AACN, 2007).  The business model supporting the role of the CNL states that CNL implementation 
will 1) decrease the patient’s length of stay, readmission rates, and nurse turnover, 2) increase patient and 
staff satisfaction, 3) improve patient outcomes, and 4) transform practice through providing evidenced 
based care, collaboration, and interdisciplinary team involvement (Ott, 2007; Harris, Haddock & Ott, 
2007).  







Customization of Innovation:  In keeping with the literature, the CNLs at PVAMC have 
customized the role in variety of ways, based on the needs of their microsystem.  Two of the five CNLs 
work on acute care units: one CNL, the first established at PVAMC, is on a medical unit specializing in 
neurological disorders. As PVAMC’s first CNL, she serves as a mentor to new CNLs and preceptor to 
CNL students. The second CNL, who also serves as a preceptor, works on a medical/surgical unit which 
until the past year was primarily surgical. This unit recently doubled in size to allow for medicine 
patients, as well. She ensures nurses are well supported as they work with new physician teams, added 
interdisciplinary staff, and additional patient numbers and diagnoses.   


Answering to the needs of those veterans with mental health issues, another of the CNLs serves 
as the consultation liaison between Med-Surg and Psychiatry; her microsystem includes those patients 
admitted to an inpatient setting on a medical-surgical unit who have a psychiatric diagnosis and/or 
behavioral issues.  Another CNL serves as the hospital’s Patient Flow Coordinator, using her nursing 
expertise to safely and efficiently place patients into an appropriate microsystem as they are admitted to 
and transferred within the hospital setting.  Lastly, the fifth CNL’s microsystem is in the Emergency 
Department (ED), where she designs and implements programs to best serve those populations utilizing 
the ED; a current focus includes collaborating with Primary Care to ensure patient needs are met across 
the in- and out-patient continuum of care.    


Innovative Approach: As stated above, each CNL fills a particular niche within the hospital and 
as such, contributes to sustaining the CNL role. Utilizing strengths of individual CNLs, combined with 
needs of the organization, roles at PVAMC have been developed that serve numerous populations.  
Furthermore, given that each CNL received her training from the University of Portland, all PVAMC 
CNLs have a similar vision from which to implement the CNL role. Thus, each CNL approaches the 
position in a way best suited to her environment, while implementing the role based on a framework 
designed to provide the highest level of evidence-based care.  Moreover, to elevate care within their given 
microsystem, the CNLs frequently discuss matters of patient care: the two unit CNLs are in contact daily, 
sharing and disseminating information gleaned from various interdisciplinary team meetings; the CNL 
operating as a Flow Coordinator connects with all CNLs daily as she assesses the appropriate setting for 
patients; furthermore, the CNLs often communicate with the psychiatric and ED CNLs as dictated by 
patient care needs within the CNLs’ microsystem.  In addition, the CNLs meet monthly to discuss patient 
issues and approaches being used, including current Quality Improvement (QI) projects, performance 
measures, and processes.  Given the variety of microsytems represented by the different CNLs and their 
commitment to frequent communication with one another and other members of the interdisciplinary 
team, this group provides a broad base of care as patients move throughout the hospital.   


Adding to this platform of care, another innovative facet of sustaining the CNL role is the 
frequent collaboration between the CNLs and CNSs. The CNSs, well-versed in the needs of the hospital, 
have a strong, long-established presence at PVAMC.  Drawing on the strength of the CNS role, all CNLs 
work in collaboration with facility CNSs, meeting monthly and as needed, to discuss current and future 
collaborative projects. This then, allows for heightened clinical surveillance and attention at the point of 
care.  Additional factors contributing to successfully sustaining the CNL role are described below.   


Nursing Leadership and Collaboration: 
Nurse Participation:  The original concept and decision to implement the CNL role arose 


nationally from the office of the National Nurse Executive Council, based on a strong partnership 
between VA nursing and the American Association Colleges of Nursing.  The VA first utilized the CNL 
innovation in the Tennessee Valley Healthcare System. With support from the VISN 20 Chief Nurse 
Executive, the PVAMC Associate Chief Nursing Officer, and a Manager on a medical-surgical unit, 
leadership at PVAMC began working towards implementing this role.  In the Spring of 2007, PVAMC 
became the second facility in which a CNL was placed (Ott, 2007).   
 Staff Nurse Participation: Staff nurses provided input as to their needs at the unit level in order 
to support their evidence-based practice and thus provide the highest level of patient care.  Not only did 
this play a role in the implementation of the CNL, but it continues to be an integral factor in sustaining the 







practice of the CNL, given the synergistic interplay between CNL’s role and the needs of staff nurses.  
Furthermore, ongoing input to the CNLs from staff nurses provides a tightly connected framework for the 
collaboration between the CNLs and CNSs, as various projects are designed and implemented, thus 
closing the communication gap between the bedside and macrosystem levels of care.     
 Collaboration: Collaboration is an integral component of the CNL role. To address needs of 
patients, families, and unit staff, the CNLs frequently collaborate with staff nurses and other members of 
a patient’s interdisciplinary team, including other CNLs, unit Managers, and various disciplines hospital-
wide.  Furthermore, CNLs frequently work collaboratively with the facility’s CNSs at a systems level. In 
assessing the needs of this organization, it was clear that the CNLs, experts at the point of care, would be 
an excellent adjunct to the established CNSs, a group with a breadth of knowledge regarding patient care 
needs.  A strong collaborative partnership was viewed as a vital way in which to enhance and sustain the 
CNL role, while providing patient-driven, evidence-based care.   


The CNS is educated in assessment, diagnosis, and treatment with emphasis on systems thinking 
and improved outcomes across the continuum of care; the CNL, also educated in assessment, systems 
thinking, and improved outcomes, focuses on a specific environment of care.  The CNL, well versed as a 
generalist in the needs of a particular unit, complements the role of the CNS, a hospital-wide specialist. 
Together, this synergistic interplay between the microsystem approach of the CNL and the macrosystem 
approach of the CNS provides for a wider, more integrated platform from which to support patient care 
and nursing practice.  


 Thus, the innovative, collaborative approach of the CNLs and CNSs utilizes the strengths of both 
professions. When the CNL and CNS combine their perspectives and expertise, the result is a full 
saturation of all facets of care. The CNS, utilizing a hospital-wide perspective, is able to assess trends 
related to patient care needs. The CNL, with a consistent presence on one unit, is keenly aware of staff 
and patient needs specific to that unit. Taking what the CNS indicates as a hospital-wide patient care 
need, the CNL can then apply those processes that best fits her microsystem.   


There are several projects in which this collaboration has been used, including development and 
initiation of several protocols: alcohol withdrawal, hypoglycemic, and therapeutic companion protocols. 
In addition this collaborative group has worked on the implementation of the National methicillin-
resistant Staphylococcus aureus (MRSA) Bundle; glycemic control, and reduction of catheter associated 
urinary tract infections (CAUTIs).   
 Paper or Presentations, Publications: Numerous presentations, both podium and poster, 
national and local, have been the result of the CNL immersion and CNL/CNS collaboration, a sample of 
which are listed below: 


Kirkpatrick, K. (2010).“Glucotron 5000”.  Nursing in-service, PVAMC.   
Kirkpatrick, K., Swan, N (2010). “Expanding and Sustaining a Cadre of CNLs through Networking and 


Mentoring”. Podium presentation, CNL 2010 Summit, San Diego, CA.   
Ludeman, L., Connelly, J. (2010). “Blood Glucose Testing: Using the Accu-Chek® Inform  


System”. Nursing in-service, PVAMC.  
Ludeman, L., Spiker, J. (2010). “Nurses Making a Difference: Reduction of Catheter Associated Urinary 


Tract Infections Following a Nursing In-Service”.  Poster presentation, Seattle Research 
Consortium, Seattle, WA.   


Spiker, J., Weinberg, S., Woo, T., Kidder, A. (2010). “How a Clinical Nurse Leader Empowers Staff RNs 
to Control Catheter Associated Urinary Tract Infection Rates via Improvements in Clinical 
Monitors & Nursing Documentation”. Poster presentation, CNL 2010 Summit, San Diego, CA. 


Haller, N., Kirkpatrick, K. (2009). "Therapeutic Companion Training and Update”. Nursing in-
service, PVAMC.  


Ludeman, L., Spiker, J., Atherton, S., Holmquist, J., Locke, C. (2009). “The Clinical Nurse Leader and 
the Clinical Nurse Specialist: Complementary Roles Resulting in a Wider Platform from which to 
Strengthen Patient Care and Nursing Practice”. Podium presentations, 2009 CNL Summit, New 
Orleans, LA, and Nursing Grand Rounds, PVAMC.   







Spiker, J., Ludeman, L. (2009). “Nursing's Impact on Patient Outcomes in Those Who Have an 
Indwelling Urinary Catheter”. Nursing in-service, PVAMC.  


Spiker, J., Ludeman, L. (2009). “A Pilot Project Implemented by the CNL Leader to Study the Effects of 
Nursing Education on the Number of Indwelling Urinary Catheter Days”. Poster presentation, 
Western Institute of Nursing Conference, Salt Lake City, UT. 


Scope of Initiative:  
Impacted Areas:  


  Single area: One area impacted by the CNL/CNS collaborative effort was on a unit with 
a surge in MRSA transmissions. The CNS responsible for the National MRSA Bundle implementation 
provided the unit CNL with data; the CNL and CNS discussed possible contributing factors for the spike. 
The CNL then disseminated information regarding the issue to individuals on the unit.  Education put 
together by the CNL and CNS reemphasized staff, patient, and family hand washing before and after 
entering a patient’s room, reminding staff of the necessity of donning gloves and gown prior to entering 
the room, and patient and family education regarding reduction of the spread of this organism.  In 
addition, housekeeping staff was re-educated about the necessity of specific cleaning processes needed for 
MRSA patient rooms. After this collaborative effort, MRSA rates on this unit were notably reduced.   
  Multiple areas:  Impacting strategies in multiple areas, a CNS/CNL collaborative 
effected a change in CAUTI rates.  After discussion with the CNSs, the CNLs from two different units 
designed and implemented an evidence-based education for staff RNs and CNAs, in which they discussed 
appropriate indicators and care for indwelling urinary catheters (IUCs), while being available to nursing 
staff to provide “just-in-time” teaching, a crucial part of the success of this QI project. The outcomes of 
the educational intervention were measured in terms of the number of IUC days, nursing documentation 
practices, presence of physician orders for IUCs, a nursing questionnaire regarding effectiveness of the 
educational offering, and CAUTI rates. Using the National Health Safety’s Network’s definition of a 
CAUTI, the CNSs provided quarterly, unit-specific data of CAUTI and IUC rates; the CNLs collected 
data on the number of physician orders, nursing documentation, and used a survey to determine the results 
of their teaching.  Using this data, the CNLs assessed for successes and barriers to the project.  
  One or more strategies facility wide: Arenas in which the CNL/CNS collaboration has 
had impact facility-wide are numerous. Included are the design and implementation of a therapeutic 
companion protocol (as an alternative to restraints), as well as protocols for hypoglycemia and alcohol 
withdrawal.  The therapeutic companion (TC) protocol, designed by a CNL and CNS, includes an 
algorithm for formal decision making as to which patients requires a therapeutic companion, as well as a 
flow sheet with regularly scheduled activities designed to ensure patient safety.  Similarly, the alcohol 
withdrawal protocol, designed by a CNS and CNL, was created to promote a standard of treatment. When 
a person is at risk for alcohol withdrawal, the protocol provides for a consistent, readily available set of 
orders and procedures to ensure a safe transition through the withdrawal process.  In terms of the 
hypoglycemic protocol, education regarding use of this CNS-designed protocol was implemented by unit 
CNLs.  Furthermore, as part of a larger body of work headed by this CNS to improve glycemic control, 
the CNLs developed and disseminated an education module to improve glucose collection techniques.  
Another facet of the glycemic control project is related to insulin infusion and the use of the “Glucotron 
5000”, a computerized insulin infusion monitoring device used by staff nurses for all patients on insulin.  
The CNS closely monitors results garnered through this system and frequently provides feedback to the 
CNLs, who in turn, share immediate, point of care feedback to staff.  Moreover, in order to ensure all 
nurses are well-versed in the use of the “Glucotron 5000”, a CNL, in consultation with the CNS, has 
developed a “Glucotron 5000” in-service, accessible on-line.   
  One or more strategies VISN wide:  The collaboration of CNLs and CNSs and the 
resultant positive outcomes have been discussed in presentations locally and nationally. The positive 
results from this model set an example for what is possible when these complementary roles collaborate, 
as well as what can be accomplished when CNLs collaborate and communicate within their own role as 
they are placed throughout the healthcare setting. Presentations within these forums have prompted much 







discussion about the way in which PVAMC had adopted the CNL role, including interest in the successful 
collaborative nature of these two disciplines. Based on these discussions and the positive nursing-
sensitive outcomes, it is likely that both the collaborative model and broad use of the CNL, as seen at 
PVAMC, will be adopted at other facilities.   


Impact: 
 Process Improvement:  All arenas discussed above have resulted in process improvement.  Each 
is evidence based, and has led to consistency in decision making. The alcohol withdrawal protocol 
provides a systematic method to determine treatment for the withdrawing patient; the TC protocol 
provides nursing with a consistent avenue for deciding if a patient warrants TC status while also outlining 
specific interventions to be used; the glycemic control projects provide consistent, standardized ways in 
which to approach blood sugar control; the CAUTI project has provided staff with tools to assess for 
appropriateness of IUC placement; furthermore, processes for prevention of MRSA transmission are 
standardized.                   
 Patient/staff satisfaction:  With the CNL’s presence at PVAMC, as well as CNL/CNS 
collaboration, needs of patients and staff are better addressed.  Nursing staff has repeatedly expressed 
satisfaction with the education provided and procedures implemented.  For example, after the CAUTI in-
service, numerous nurses expressed satisfaction; furthermore, in a survey, 97% of RNs stated the in-
service provided the needed information to assess for appropriateness of IUC placement. Implementation 
of the projects described above has resulted in the reduction of CAUTI rates and MRSA transmission, 
reduced use of restraints via the TC protocol, increased patient safety and nursing confidence with the 
standardization of alcohol withdrawal treatment, and enhanced glycemic control, all of which have 
improved patient safety and therefore, increased patient and nursing satisfaction.  
 Measurable long-term integration into structures and processes:  Standardization of 
numerous processes, in combination with staff education and continued point of care monitoring has 
resulted in long-term, facility-wide integration.  Policies and procedures have been written, and recording 
of data is standardized.  Nurses are well-versed in all these procedures, thus keeping these processes 
embedded in standards of care.  For example, highlighting the manner in which CAUTIs are now 
approached by nursing staff, results from a survey of nursing staff on one unit found that 97% stated they 
usually or always assess for appropriateness of IUC placement following the CNL’s CAUTI education. 
With these collaborative education and monitoring efforts, staff has integrated an increased attention to 
safety parameters and infection control procedures.   


Measurable impact on nursing-sensitive quality indicators and patient outcomes: When 
taking into account the outcomes of the projects discussed above, there has been a measurable impact on 
nursing-sensitive quality indicators and patient outcomes. For instance, the CAUTI project provides 
several areas to illustrate positive outcomes. On one medical unit, the CAUTI QI project, through the 
work of CNLs and in consultation with the CNSs, yielded a 35% increase in nursing documentation 
compliance noting the indication for a patient’s IUC, and a 27% increase in the number of IUCs with 
physician orders.  On another acute care unit, CAUTI rates were at 8.8 at the inception of the QI project; 
since then, rates have steadily declined. Of note, in the past three months there have been no CAUTIs on 
this unit.  This same ward, a unit with a high number of diabetic patients, has maintained glycemic control 
rates consistently below medical and surgical benchmarks.  With respect to measurable impacts related to 
MRSA, prevalence at this facility is high, however transmission and infection rates are low, in part due to 
collaborative efforts of the CNSs and CNLs; all units are below the VA national benchmark and a 
downward trend continues.    
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TITLE: The Southern Arizona VA Health Care System Vision for Excellence: The Clinical Nurse 
Leader Journey 


Summary of Initiative (Abstract): 


The Southern Arizona VA Health Care System (SA V AHCS) Nurse Executive, Nursing Leadership and 
Executive Leadership have implemented the Clinical Nurse Leader (CNL) role to enhance our Culture of 
Caring (Excellence in patient care outcomes and nursing work environment). The CNL role is 
implemented across acute care with positive impact and plans to consider additional work areas. Positive 
outcomes have been seen in numerous measures including nurse recruitment / retention, fall prevention, 
the 5 Million Lives bundles, pressure ulcer reduction, and other VA performance measures. 


Date of Implementation: June 2005 to Present. 


Adoption of the Innovation: The CNL role has been endorsed by the SAVAHCS Nurse Executive, 
Mary Walters, RN, MS, APRN-BC, since she attended the VA CNL Implementation Conference in 
Washington D.C. in June of2004. Ms. Walters recognized the potential of the CNL role to address a 
number of urgent concerns: the increasing acuity of the patients, the complexity of the technology used to 
deliver care, our large VA Learning Opportunity Residency (VALOR) program and increasing number of 
new Graduate RNs, a sustained vacancy rate, and patient flow issues. Ms.Walters answered the 
solicitation from the Office of Nursing Service (ONS) to serve as the VISN 18 CNL pilot site. 


Ms. Walters and the Deputy Nurse Executive presented the CNL role to nursing leaders who agreed the 
role would enhance the ongoing centralization of acute care nursing service. In early 2005, Ms.Walters 
collaborated with Executive Leadership, Human Resources and the Education Department to compose a 
CNL position description based on the 2004 American Association of Colleges of Nursing (AACN) 
White Paper and to select a pilot unit to implement a CNL. A 31 bed medical-surgical unit was chosen for 
the pilot because it had the highest inpatient acuity, an unmanageable rate of nurse turnover and 
absenteeism, increased patient complaints and a concern about suboptimal quality of nursing care. 


Ms. Walters identified Martha Kates, RN, MS an expert clinical nurse to be the CNL and converted the 
existing unit educator position to a CNL position. Ms. Kates completed V A CNL training in May of 2005 
and attained AACN CNL certification. In June of2005 Ms. Kates initiated team building projects, 
precepted charge nurses, collected data on infections, and revamped the heparin protocol to achieve 
consistent therapeutic results with measureable positive impacts. 


Based on these positive outcomes, Ms. Walters obtained approval for more CNL positions in ICU/SDU, 
and two other medical surgical units in 2006. To fill these positions, Ms. Walters approached the Dean of 
the University of Arizona (UA) College of Nursing to develop a CNL master's level curriculum. 
Unfortunately, the UA would not support the CNL program. Undeterred, SAVAHCS remained dedicated 
to its plans to implement the CNL role across the organization by identifying expert clinical RNs with an 
interest in the role who could then attend national CNL masters online. Currently, 6 CNL candidates at 
SAVAHCS are enrolled: 5 at Sacred Heart University and 1 at Spring Hill College with graduation dates 
in 2011. The role and function of the CNL continues to evolve and expand across the organization. Last 
year, the Community Living Center (CLC) adopted the CNL role for hospice and rehabilitation. A unique 
adaptation of the CNL, the special projects acute care CNL, was created to manage projects which 
crossed multiple areas, required extensive research, or required the clinical expertise and collaboration 
with multiple disciplines. Recently, a position in mental health was converted to a CNL position and is 
actively being recruited. 
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Nursing Leadership and Collaboration: The CNL(c)s are now sought out daily as the "go to expert and 
problem solver" for the unit by both the unit staff and by other disciplines including pharmacy, social 
work, physical therapy, nutrition, respiratory, and case management. The staff has helped shape the 
developing CNL role on their unit by identifying their needs and ideas through formal and informal 
surveys, participating in unit councils, and speaking directly to the CNL( c )s. An example of this is that 
when staff voiced interest in certain initiatives to the CNL( c)s they developed the concept of "Unit 
Champions" and supported these staff members by giving them opportunities to attend committees and 
conferences. These champions have becOlne empowered and are expert resources on their initiative for 
their units. The champions and CNLs report their activities to the Nursing Professional Practice Council 
so disseminate their successes. 


Nursing does not occur in isolation and collaborates with many other departments. As an example, the 
CNL( c)s have become the link to IT processes. The ongoing working relationship between IT and the 
CNL( c)s has allowed the CNL( c)s to understand what is possible with the electronic record to assure that 
products meet the staff nurses' documentation needs. IT is building a single note that allows access to 
specialized nursing templates which are currently in more than 15 notes. The CNL( c)s have also worked 
with a multidisciplinary team led by our RN certified diabetic educator and IT to develop insulin 
protocols and order sets that have reduced hypoglycemic events in ICU. Prior to implementation of 
protocols, incidents of events with blood sugars less than 45mg/dL in 2009 averaged 2.25%. Our rate is 
currently 0.8% and we have earned recognition by IHI (Institute for Healthcare Improvement) and IPEC 
(Inpatient Evaluation Center) as best practice. 


Sharing the positive impact of our CNL journey is imperative to promoting the role. Ms. Walters has 
continued to publicize our success at each of the national VA CNL meetings and is a resource to other 
facilities who wish to implement the position. Ms. Walters was part of the planning committee for the 
2009 AACN/VA CNL National Conference. Our Nurse Executive and CNL(c)s have been speakers or 
posters presenters at many conferences: 
*2005 Arizona Nurse Association (AZNA) conference: Presentation by Ms. Walters and Ms. Kates, 
"Educating the Clinical Nurse Leader for Tomorrow's Practice" 
*2008 Sigma Theta Tau: CNL(c) prepared Rapid Response Teams Poster 
*2009 Tucson Nurses Week Foundation Showcase: CNL(c) "Patient Safe Handling" and "Staged 
Orientation" Presentations; Unit Council Poster 
*2009 All CNL( c) s participated in the onsite Skills Fair attended by over 400 nurses 
*2009 AZNA annual conference: CNL(c) Hourly Rounding Poster . 
*2009 San Antonia Evidence Based Practice (EBP) Conference: CNL( c) Unit Council Poster 
*2010 Tucson Nurses Week Foundation Showcase: CNL(c) "Community Acquired MRSA" 
Presentation and Falls University Poster 


Our CNL( c)s promote the health and education of our community and the nursing profession by their 
participation in events such as Nam Jam and the OIFIOEF "Welcome Home", mentoring and precepting 
of V ALOR nurses from the UA and leading health classes in local elementary and high schools. The 
CNL( c)s have organized the 2009 and 2010 EBP 2-day Workshops open to VA and community nurses. 


Scope of Initiative: There are currently 8 CNL candidates at SAVARCS; 5 in acute care and 3 in CLC. 
CNL( c)s are critical to SA V ARCS meeting nursing related VHA Goal 1 Put Patient Care First, Goal 2 
Practice Progressive Leadership and Goal 4 Produce Meaningful Performance Measures as well as local 
performance goals in many areas including patient flow management, safety, and inter-disciplinary care 
coordination. No two CNL( c)s function precisely in the same manner, yet together the CNL( c)s meet the 
facility's strategies for developing staff leadership, facilitating throughput, providing education, 
positively impacting outcomes, and achieving Magnet Designation. Through the scope of the CNL 


2 







2010 ONS Innovation Award: SA V AHCS 


initiative at SA V AHCS, Tucson has become the VISN model which demonstrates the powerful impact 
possible and diversity of the role. 


Jointly the CNL( c)s have educated the staff on the importance of hourly patient rounding and the cleaning 
of reusable medical equipment. CNL( c)s and education advocated for Mosby's, a nursing resource for 
current standards of practice and competencies. Mosby's has helped facilitate the implementation of 
updated policies, allowed for competencies to be easily completed and documented, and helped the senior 
ICU staff become current on research and practice changes. Organization-wide CNL( c) led initiatives are 
discussed in the following "Impact" section but include Rapid Response Teams (RRT), Central Line 
bundle, Congestive Heart Failure (CHF) discharge education, Falls University, Extended Nursing Service 
Orientation (ENSO), and interdisciplinary discharge planning rounds. This section highlights individual 
unit initiatives. 


When the CNL role in was introduced to the ICU/SDU, the unit was suffering from a 26% RN vacancy 
forcing bed closures, surgical delays and taxing the personnel budget. The CNL( c ) was pivotal in 
recruiting, retaining and educating staff to improve the quality of care and contain costs. A 36/40 hour 
work week was negotiated with the Nurse Executive, union and Director. Unit councils were started by 
CNL( c )s. A critical care course was designed, implemented and taught by the CNL( c)s and is now a 
regular offering to all ICU staff and those interested in becoming ICU RNs. A formalized preceptor class 
and "staged" orientation, based on the AACN Critical Care Nursing journal article "Meeting the Needs of 
the Graduate Nurses in Critical Care Orientation" was created to assure consistency, competency and 
standardization. To improve patient and family participation in care planning, family meetings involving 
the ICU nurses, physicians, CNL( c), respiratory, nutrition, physical therapy, hospice, social worker and 
case manager occur when the patient is expected to have a poor outcome or has been in the unit for at 
least a week. Out of state family members are included by telephone. Initially met by resistance from the 
physicians, the team has become cohesive and formulates treatment goals that benefit the patient. The 
participation of the Hospice Unit CNL( c) has resulted in the placement of a hospice care consult being 
placed for 81% of the terminally ill ICU patients in fiscal year 2010. 


The Telemetry unit is comprised of skilled, experienced and cohesive nurses. The CNL( c )' s initial goals 
were to build their skills to integrate new practices that would facilitate through-put. One of the first 
practice changes was the introduction of the drug integrilin to allow patients to bypass the ICU before and 
after cardiac catherizations. The CNL( c) collaborated with pharmacy, cardiology, the unit manager and 
staff to develop the integrilin education and policy. Discharges were often delayed when there was a need 
for home oxygen or one last chest x-ray for post-operative patients. By working with the prosthetics 
department and social workers, a change in the home oxygen set up protocol occurred and after meeting 
with the radiology department and surgeons, a 4 am chest x-ray is scheduled allowing the surgeon to read 
the x-ray and write discharge orders prior to heading to the operating room. Recognizing the need for 
communication between the entire unit's nursing staff and to encourage teamwork and equitable 
workload distribution, the CNL( c) instituted shift huddles. A shift huddle occurs two hours into the shift 
and communicates vital patient information; a solution to a drawback to not having group report but 
individual nurse to nurse shift hand-offs. Huddles expedite hand-off for staff breaks, classes and during 
emergencies. 


Our pilot unit had new challenges to overcome: the orientation of 12 new RN hires in 2007 including 7 
new graduates and dissension among a generationally diverse staff. Trust was sporadic and staff could not 
clearly identify resources to complete their assignments. The CNL( c)' s primary objective was to be the 
sounding board for the staff. She listened, provided on the spot in-services, and solved problems big and 
small. She was visible, reassuring and always willing to help with patient care. The CNL( c) made the staff 
assignments, and demonstrated professional and therapeutic communication. With this role modeling 
complaints dwindled and staff started to solve their own problems and offer new ideas. Empowerment 
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and trust are concepts that CNL( c)s visibly construct; values reflected from VA nursing leadership. 
Another challenge was that supplies were in inconvenient, illogical locations or out of stock. The CNL( c) 
reorganized the OMNI cell supply cabinets, worked with supplies to increase stock and developed a 
schedule for restocking to be done by nursing assistants (NA). The CNL( c) recognized the eagerness and 
abilities of the nursing assistants. A "walking round" shift hand off was instituted by the CNL( c) to 
improve NA communication and to emphasize the abilities of the NA to impact patient safety and care. 
This type of horizontal SBAR communication will prevent falls, skin breakdown and transmission of 
infection. 


The surgical unit CNL( c) was introduced while unit renovations occurred that split the unit into two 
different locations. It was difficult to provide seamless care surgical patients while keeping the staff 
informed and unified. The CNL( c) worked diligently to keep staff apprised of happenings on both units. 
She assessed the skill level of the nurses and patient acuity in each of the areas and when appropriate 
triaged staff or patients. In collaboration with orthopedic surgeons, unit manager and the operating room 
staff the CNL( c) embarked on developing orthopedic pathways and order sets for hip and knee patients. 
The approved pathway has decreased the length of stay and expedited transfers to rehabilitation. The 
CNL( c) has been involved in the development and education of the epidural policy that allows surgical 
staff to receive stable patients who have been in the ICU or SDU for 24 hours facilitating throughput. The 
immobility imposed on the nature of surgical patients necessitates an acute awareness of pain and skin. 
The CNL( c) conducts pain audits and provides peer review to staff on pain documentation. She gained 
approval from the commodities board to add incontinence briefs and pads to our supply after a successful 
trial of the products. 


Impact: CNL( c) education efforts have resulted in the ICU nurses completing restraint assessments and 
care plans over 90% of the time. Since the implementation ofRRTs in 2006, code blues outside ofICU 
have decreased by 54% and RRTs calls increased from 0 to 76 calls in 2009. SDU staff was trained to 
care for chronic ventilated patients freeing beds in ICU. 


Between the efforts of the CNL( c)s and the IHI coordinator, SA V AHCS implemented the 5 Million 
Lives Campaign bundles targeting Ventilator Associated Pneumonia (V AP) and Central Line Bundles, 
with great success. The YAP infection rate in 2005 was 14.5% and decreased to 0.2% rate for 2010 
reflecting the sustained attention of the CNL( c) and ICU staff. Central line rates have demonstrated the 
same downward trend; in 2006, rates were at 6.4% and are currently 1.6% for leu. The goal of 
SAVAHCS is a reduction to zero infections for both YAP and Central lines. 


Currently, there are no RN vacancies in the ICU which has been sustained since November of2009. 
Eighty-four percent (84%) of VALOR nurses hired in the last 5 years have been retained. ENSO has been 
extremely well received. A focus group of newly hired nurses, including both experienced RNs and new 
graduates, provided feedback to the Nurse Executive and nursing education department. They felt they 
needed much more information and time to learn their duties. ENSO was the solution. ENSO is a 4 day 
intensive class offered after the nurse has been an employee at least 6 weeks. ENSO was designed to be 
an abbreviated form of a RN Residency program. ENSO contains the essential components of a post­
baccalaureate nurse residency program accredited by the Commission on Collegiate Nursing Education. 
ENSO is comprehensive and teaches staff about emotional intelligence, ethics, SBAR report, safe patient 
transport, tort claim process, sepsis, nutrition support and many more topics. One student stated, "Prior to 
ENSO, I was drowning, Now, I am only wading ankle deep." Through word of mouth, more experienced 
nurses have expressed the desire to attend. Extended quarterly sessions are being planned. 


The telemetry routinely receives cardiac bypass patients on post-op day number one. An evidence based 
performance measure was in place and not being met that stipulated the fasting glucose of these patients 
needs to be less than 200mg/dL before 6am. A change in the delivery of care was necessary to meet this 
measure. Labs, routinely drawn between 6 am and 7 am by the staff nurses from the patients' central 
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lines, now needed to be changed to Sam. This performance measure was 93% in October of2008 and 
since quarter 3 of 2009 has been at 100%. 


The CNL(c) suggestion to add a simple question "Does this patient have CRF?" to the physician's 
discharge order set has increased compliance with the discharge teaching performance measure to 1 000/0 
since June of2009. 


The surgical CNL( c) has played an integral part in collecting skin care data for our pressure ulcer 
prevention program (PUP) and in advocating for wound care nurses. In the last year, two wound care 
nurses are now resources to acute care. The acute care prevalence rate for pressure ulcers has decreased 
from a rate of 8% in FY 2009 to a 6 month sustained rate of 2% which is well below the IPUP rate of 
13.S%. Compliance with V ANOD initial skin assessments in May of 2009 was 7.S%. Once IT fixed the 
note in July of 2009, the CNL( c)s educated staff and our rates have consistently exceeded the target of 
800/0 since January2010. In March the compliance was 9S.7%. 


The CAUTI (Catheter associated urinary tract infections) bundle was implemented on the medical unit in 
September of2009. Prior to implementation, this unit had 670 foley days for the previous 6 months. The 
6 month post implementation data reveals a reduction to S02 days. 


The CNL(c)s focus on interdisciplinary discharge planning and preparation has resulted in 7S.2% of 
patients being discharged within one hour of the discharge order being written. 


Falls University is a project that resulted from the CNL( c)s evaluating the falls policy and data. Staff is 
provided the current evidence based prevention education and strategies either by attending a two hour 
class or completing an online learning module. Fall prevention awareness continues to be a catalyst in 
reducing the fall rate. In quarter 1 FY 2009, the rate was S. 77/1000 patient care days and for quarter 1 FY 
2010, the rate was 3.79/1 000 patient care days. An offspring of the Falls University was the development 
and implementation of rounding. The CNL( c)s developed a rounding tool and provided staff education. 
Since the debut of rounding in February of 2009 the telemetry unit has seen a reduction of falls by 47 0/0. 
Falls University also addresses the prevention of outpatient falls. Clinic RNs are taught fall risk 
assessment techniques and to place prosthetic and physical therapy consults for preventative care. 


Other important measures showing improvement due to CNL( c) involvement are: 


• Patient satisfaction scores higher than the National and VISN scores in the areas of 
communication with nurses, patient education, and rating of Nursing Services. 


• Focus on hand hygiene and appropriate isolation techniques have continued to the 4 year 
downward trend in MRSA infection rates. 


• Over SO% of acute care RNs are either Unit Champions or Committee members. 
• 36% ofRNs have specialty certification. 
• Upward trend in V ANOD RN Satisfaction Scores 
• Decreasing overall SA V ARCS Vacancy and Turnover rates 


Conclusion: A frontrunner of change, the SA V ARCS often sets the precedence for the community and 
the nation. The CNL( c)s will continue to adapt their roles to meet the changing needs of each unit, to the 
patients, the nursing profession and the organization. Being a pilot site for the CNL program has been 
rewarding. Performance measures, patient satisfaction and safety have improved with the implementation 
of the CNL role. We are proud to share our CNL success story with our community and to mentor other 
RNs as they aspire to be CNLs. 
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CNL Huddles for Improving Communication and Sustaining CNL roles at the 
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Summary ofInitiative: Clinical Nurse Leader (CNL) Huddles were implemented at the VA Tennessee Valley 
Healthcare System (TVHS) using the Synergy Model for Patient Care as a means of sustaining the CNL role 
implemented in 2004. The core concept ofthe Synergy Model is that nursing competencies or characteristics are 
driven by the needs or characteristics of patients, clinical units and/or systems. The use ofCNL Huddles to link 
safe and effective clinical practice with positive patient outcomes has been paramount to the support of new CNLs 
as they begin their practice at TVHS. Through enhancement of communication and collaboration, this modality has 
served as a vehicle for CNLs to take the lead in improvement of nurse-sensitive indicators and facility performance 
measures. Additionally Huddles provide a mechanism for addressing staff education needs, promoting a culture of 
safety, and further developing and sustaining the CNL role at TVHS and beyond. In effect, the Huddle has been a 
key element in the orientation of new CNLs and has provided a mechanism for on-going evaluation of evidence for 
pmctice. 


Date of Implementation: March 2008 


Adoption of the Innovation 


Innovation Implemented in Response to Designated Organizational Need. Daily Communication Huddles 
were initially implemented by Nursing Leadership in response to a need identified by the Joint Commission to 
improve compliance with the facility restraint policy. Staff nurses from each area gathered on a daily basis to help 
troubleshoot problems with compliance. CNLs attended the Huddles and discussed compliance issues, monitored 
compliance restraint policies, and then developed and implemented action plans for their areas. These action plans 
included educational interve,ptions for staff nurses and physicians, collaboration with other members of the 
mUltidisciplinary care team such as physical therapists, and sharing of monitored data from each unit with staff. 
Compliance with nursing documentation and physician orders improved from as low as 57% to over 95% within 3 
months. Additionally, support provided by daily interactions between CNLs with nursing leadership and staff 
nurses provides a learning environment that facilitates introduction of evidenced-based practices and a mechanism 
through which to mentor new CNLs. This resulted in decreased attrition rate of CNLs previously over 30% to no 
CNL turnover in the last 12 months. 
Professional LiteraturelEvidence used to DesignJModify Innovation. The success that resulted from CNL 
Huddles to improve restraint use and documentation prompted the CNLs to continue routine CNL Huddles. 
Healthcare and business literature has many references to "Huddle" type meetings. One business reference defines 
Huddles as being 5-15 minutes long, run by a senior manager with a standing agenda. (1) Huddles described in 
healthcare references vary a bit more in length, leadership and content (2, 3, 4). Huddles are described in the 
healthcare literature in several different settings such as telemetry, ICU, OR, medical-surgical, primary care and 
executive leadership (7, 8, 9, 10). While the Huddle method has some detractors, the Institute for Healthcare 
Improvement and Robert Wood Johnson Foundation endorse the Huddle strategy to improve communication (5, 6). 
Failure of communication has been cited as the most common root cause of sentinel events reported to the Joint 
Commission from 1995-2004 (11). 
Huddles are described in the healthcare literature in several different settings such as telemetry, ICU, OR, medical­
surgical, primary care and executive leadership (7,8,9,10) and as consisting ofa group of staff nurses, and 
interdisciplinary teams that mayor may not include the patient or managers. The focus of these Huddles included 
pertinent statistics, patient safety, and evidence based practice (8,9, 10). AT TVHS, improved communication 
between the CNLs has led to a sharpening of focus which has enriched quality, safety and effectiveness of patient 
care and has led to improvements in communication between administration and healthcare providers. CNLs meet 
daily at noon. They often use this time to revise the agenda as needs arise, divide tasks, present individual 
challenges, and fo How up on the progress of standing items. They invite administration, staff nurses, and other 
services when needed to clarify issues and develop action plans. 
Innovation Customized to Fit Organizational Needs. After improved outcomes with restraint use, the focus of 
the Huddles turned to fall prevention and management. The CNLs discussed individual patient falls and evaluated 
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risk factors to determine if the falls could have been prevented and intervened as warranted. They revised the Fall 
Prevention and Management policy to include the new MORSE Scale and fall templates from V ANOD. They used 
evidence-based guidance for how to treat a patient that has a head injury as a result of a fall. The CNLs developed 
and disseminated fall prevention education and reference resources for nurses and began monitoring compliance 
with documentation. Since early initiatives, fall rates have decreased from 3.4 in January 2009 to 1.4 per 1000 bed 
days of care in December 2009 and are maintained far below the national target of 4.0. Documentation offall risks 
continues to improve and several units have surpassed the performance measure target of 80%, up from 65% at the 
beginningofFY 2010. 
The CNLs continue to use this synergistic team approach to identify and troubleshoot clinical problems, develop 
consistent, evidence-based action plans and share information. Additionally, CNLs coordinate preceptorships with 
CNLs from other VA facilities in the Huddle. The CNLs also develop and address goals for CNL role 
sustainment. For example, they procured a teleconference phone for TVHS Alvin C. York campus participation and 
maximize their time using an ongoing priority-adjusted agenda. The Huddles have become a platform for a 
multitude of CNL projects as described throughout this document. This approach has provided the CNLs with a 
valuable communication method with far-reaching implications for defining excellence in nursing practice and 
actualizing the CNL role at TVHS and beyond. The CNLs focus on a plethora of clinical issues as well as clinical 
improvement projects. The CNL group places emphasis on nurse-sensitive indicators, facility performance 
measures and addressing staff educational needs. Examples of indicators and performance measures include but 
are not limited to: documentation ofPRN effectiveness, appropriate discharge education, nursing competency 
validation, and safe nursing practice issues such as intravenous push medications and safety alerts. This is also a 
platform where nurses, upper management, education service and other disciplines can address nursing related 
ideas/issues. 
Innovation Uses Creative, Unique or Inventive Approach or Adaptation. The daily CNL Huddle has evolved 
to encompass routine assessment of indicator responses to planned interventions with re-evaluation and adaptation 
of those interventions. CNLs inherently understand the necessity for practice changes that lead to improved patient 
care, however they also have a bird's eye view ofthe impact of administrative decisions on work processes and 
nursing time. The CNLs at TVHS are committed to analyzing nursing processes to determine the most efficient 
and safe means of implementing practice change. This has been referred to as "second-order problem solving" 
(11). Examples of second-order problem solving include determining why the completion of fall and skin 
assessment templates was not being counted in V ANOD data. It was determined some nurses had old templates on 
their "favorites" list and they needed education and assistance to change their default template list. This was 
accomplished individually and as part of the Nursing Skills Fair led by CNL initiatives. Other examples include 
facilitating and coordinating the implementation of standardized procedures for the treatment of hypoglycemia, 
central-line dressing changes, and the institution of rapid response teams. These processes involved having the 
CNL's function as a liaison between administration, education and interdisciplinary clinical groups as well as the 
health information management service. 


Nursing Leadership and Collaboration 


Nurse Participation in DevelopmentlImplementation ofInitiative. The CNLs quickly realized the value of 
routine Huddles due to the uniqueness of their role. CNLs have greater exposure than most staff nurses to 
administrative goals and challenges. At the same time, the CNLs are often more familiar than administration with 
clinical staff issues which affect nurses' abilities to deliver optimal care. Additionally, their focus on evidence­
based practice, safety and quality patient care frame their vision of healthcare delivery. With a comprehensive 
understanding of clinical issues, they were finding solutions to multifaceted problems through effective 
communication and collaborative problem-solving. They developed prioritized agendas for the Huddles with the 
top issue(s) that needed to be addressed immediately along with other issues that needed to stay on their radar. [n a 
short time, they learned to anticipate and be proactive in meeting the needs of patients, nurses and other healthcare 
providers, as well as administration. For example, it was identified that nursing orientation was too lengthy and 
inconsistent. A CNL worked with a nurse in her Intensive Care Unit to develop a new nurse orientation program. 
This was implemented with great success, decreasing average orientation times from 10-12 months to 3 months 
with 100% competency validation. The CNL then revised the program and implemented it throughout the facility. 
The CNLs also include on their agenda goals for sustaining the CNL role at TVHS. They have been proactive in 
petitioning the Chief Nurse for support in recruitment goals in addition to various clinical issues, and have 
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supported acting CNLs in CNL certification goals. Currently one acting CNLs is in school to complete her CNL 
program and a second acting CNL is in the process of applying for this program. 
Staff Nurses Participated in Implementation oflnitiative Through a Wider Nursing Governance Structure 
or Innovative Delivery Model. Throughout TVHS nurses utilize the Shared Leadership Model. Through this 
model, all nurses are linked by a central component known as the Nursing Executive Board (NEB) Committee. 
Branching off the NEB are numerous nursing committees that allow staff (front line) nurses to express their 
personal or units' clinical concerns, ideas or innovations. Each CNL serves as a member or co-chair of these 
committees. This allows the CNLs to stay current and up to date on all clinical issues, the needs of the patients, 
staff members' goals, and unit specific needs. This is a major component or link to the CNL Synergy Model of 
Patient Care. The staff nurses' clinical concerns inform the CNL Huddle agenda and trigger the development of 
methods for clinical improvement and staff education that target these concerns. 
Innovation Demonstrates Collaboration, Teamwork Cooperation and/or Multidisciplinary Impact and/or 


Involvement. Collaboration, teamwork and cooperation are the foundation for CNL Huddles. The CNL's have 
standardized formats for reporting falls, decubiti, and documentation monitors to leadership throughout the facility 
to allow for comparable statistical analysis. The CNL group has also collaborated in the development of many 
nursing policies, protocols and standard-operating procedures. This group has been instrumental in getting these 
policies placed on-line and developing the education for nursing staff regarding the changes in policy. These 
policies are often interdisciplinary, involving; pharmacy, medicine as well as nursing, for example, the policy for 
IV push medications for acute inpatient wards was a collaborative effort of CNLs, pharmacists, physicians, and 
other support personnel from quality management and information management services. The CNLs have also 
taken the lead in multidisciplinary efforts to improve care. Exemplars include the development and implementation 
of the Rapid Response Team, a standardized weight-based dosing table of vasoactive drips, revision ofthe facility­
wide "Do Not Resuscitate" policy, unit Plan-Do-Study-Act (PDSA) for Central Line Infection reduction, venous 
thromboembolism protocol development, initiation of Bedside Care Collaborative for handoff communications, 
development of a centralized operating room schedule, and implementation and maintenance of a computerized 
blood glucose management system, to name a few. 
Nurses have Disseminated Findings via paper or presentations published. The CNLs have presented and 
published many poster abstract presentations, oral publications and journaVtextbook publications regarding the 
CNL role and specific process improvements. Many of these have been individual efforts while several have been 
group efforts that were operationalized during Huddles. These include their first two group process improvement 
projects about fall prevention and restraint use reduction which specifically highlight the use of Huddles as the 
forum driving these processes. These were presented as poster presentations at the American Association of 
Colleges of Nursing 2009 CNL Annual Summit in New Orleans and San Diego, respectively. Additionally, a 
plenary presentation on Building a Business Case for the CNL was presented by one of TVHSs Associate Chief 
Nurses in New Orleans. Additional presentations at the conferences included those outlining the Reduction in OR 
Cancellation Rates Project, the Central Line Infection Reduction Project, and the CNL in Non-Traditional Settings. 
A CNL presented a poster presentation at the Association of Military Surgeons of the United States (AMSUS) in 
2006 emphasizing the Importance of the Nurse Manager and CNL Working Relationship. A CNL also presented a 
poster abstract at the American Association of Critical Care Nurses annual National Teaching Institute about a 
Multidisciplinary Glucose Management Project. One of the TVHS CNLs participated in the development of the 
position description for the CNL's role in the Primary Care Medical Home Model initiative that is VHA system­
wide. A TVHS CNL and an Associate Chief Nurse were co-authors of the article published in Nursing Economics 
in 2009, The CNL Impact on Practice Outcomes in the Veteran's Health Administration. These initiatives impact 
not only VISN 9, but the role of CNLs throughout the Veterans Healthcare Administration. 


Scope oflnitiative 


Initiative Impacts One of More Strategies in a Single Area. Individually, each CNL has multiple projects that 
he/she is engaged in to improve the clinical function on each respective ward or unit. The individual clinical issues 
that are deemed as problematic are typically discussed at the noon Huddle. This has become instrumental in that it 
offers the CNL ideas for interventions that may yield the desired outcome of the unit or ward. For example, a Plan 
Do Study Act (PDSA) was developed and implemented by a CNL in the ICU to reduce Central Line Associated 
Bloodstream Infections (CLABSI) in January 2009. The infection rate was reduced from 1.97 FY09 to 1.1 for 
FYIO through the second quarter. Ventilator Associated Pneumonia (VAP) rates have also decreased, maintaining 
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a rate of less than 3 per 1000 device days in FY08 and 09 with a current FYI 0 rate of 0 through the second quarter. 
TVHS Nashville Campus implemented the use of a CNL in the Surgical Department to decrease the Operating 
Rooms (OR) cancellation rate which had reached a high of 21 %. Following consultations with nurses, physicians, 
and other staff, the CNL proposed changes in OR scheduling processes. These included the requirement that 
physicians request OR time 48 hours in advance, confirmation of surgery by telephone with reinforcement of 
preoperative instruction to all patients 48 hours in advance, and implementation of mechanisms to communicate 
schedules and changes. As a result, the OR cancellation rate dropped to 7.5% where it has remained for the past 
two years. These and other PDSAs and process improvements are brought to Huddles for review and feedback. 
Initiative Impacts One or More Strategies in Multiple Areas. Two CNLs were directly involved with the 
development of a facility-wide Rapid Response Team in October 2008 at the Nashville campus with the initiative 
subsequently duplicated at the Alvin C. York campus. They worked with physicians, quality management staff, 
nursing officers of the day and others in policy development and then produced educational materials with input 
from the CNL group Huddles to educate staff throughout the facility on the use of the Rapid Response Team. The 
CNLs provide ongoing education to staff nurses and physicians, revising and updating materials in response to 
monitor results reported at the CPR Committee. This has become a Huddle agenda item for discussion of 
implementation methods and ongoing educational strategies. The CNLs also led the development of a facility-wide 
evidence-based Administration of Intravenous Push (IVP) Medications nursing policy outlining safe Intravenous 
Push guidance. It was recognized that nurses in non-specialty areas did not have consistent guidance about which 
medications were safe for IVP. The policy includes a table listing pharmacokinetic properties of each drug. The 
CNLs posted laminated copies for all inpatient areas for quick reference. In another example, a PDSA was 
developed and implemented by a CNL on a post-surgical unit to address the decrease in compliance of MRSA 
swabbing with each patient admission. The PDSA was also shared with the post-operative recovery unit since the 
unit typically received the patients from this area once they are recovered. The joint efforts led to an increased 
compliance rate from 89.3% in October 2009 to an average of93.3 from November 2009 through February 2010. 
The Glucose Management Project was a mUltidisciplinary effort involving policy development, tool selection, 
procurement of funds, staff education, and implementation. The CNLS were highly involved in all aspects and led 
education development for staff. CNLs continue to maintain the system, monitor outcomes and implement changes 
for improvements. As a result, the Performance Measure for cardiac surgery patients post-operative days one and 
two with glucose less than 200 has been 100% for several months in a row with an average 98% for the first two 
quarters ofFY 2010. This is far above the benchmark of92%. 
Initiative Impacts One or More Strategies Facility Wide. The CNLs are proactive in monitoring Nursing 
Service Performance Measures and following up with an Action Plan when improvement is needed. Development 
of tracking monitor tools, Action Plans, and service-wide education plans routinely occur in the CNL Huddles 
along with problem identification and troubleshooting. After 3 months of monitoring restraint use and providing 
staff education, significant compliance was noticed with facility policy and documentation requirements from as 
low as 57% to over 95%. Since daily tracking and follow up on CHF education, the outcomes have improved 
significantly and TVHS is now meeting the benchmark of 95%. The CNLs took the lead on fall prevention and 
management as discussed previously with a decrease in fall rates and maintenance below the national benchmark. 
The CNLs consistently identify problems in their Huddle and take action to correct them. For example, the CNLs 
identified that patients were not routinely receiving necessary educational materials on admission. The CNLs took 
the lead in development of a Patient Admission Packet for both campuses and worked out the logistics and funding 
to make this happen so that every patient wi1l now receive all needed education materials. 
Initiative Impacts One or More Strategies VISN Wide. The CNLs at TVHS are proactive in the implementation 
of the CNL role throughout the V A system. They orient administration and potential CNLs from multiple V A 
hospitals including those within the VISN. In the Huddles, they collaborated to develop an orientation booklet and 
schedule visitors according to identified needs to spend face-to-face time with the each CNL. The CNLs also took 
the lead in coordinating the deVelopment of a VISN CNL Implementation Plan. These efforts were enhanced by 
the frequent communication inherent in routine Huddles. To date, there have been visits to TVHS from 7 
universities, 18 healthcare facilities, and from organizations such as the Robert Wood Johnson Foundation and the 
American Association of Colleges of Nursing to learn about the CNL role and how it has been implemented at 
TVHS. TVHS has sponsored a national workshop on the implementation of the CNL role as well as workshops for 
VISN 9 facilities. 
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Impact 


Demonstrated Measurable Process Improvement. The CNLs have made positive impact on major Process 
Improvements (PI) in TVHS. They continually collaborate and communicate with the nursing staff to improve the 
measurable goals that are set forth by TVHS and Joint Commission. For example, the CNLs began monitoring the 
PI for the improved skin assessment and pressure ulcer management using the V ANOD Braden Skin Assessment 
template, educated nurses about the template and new national guidelines for staging of pressure ulcers, and 
included this as part of the biannual Skills Fair. Since they have begun monitoring, there has been improvement in 
the documentation within the first five months of FY 10. In the month of October there was only a 60% completion 
of the Skin Assessment template at the time of admission. In the month of November there was a 66% completion. 
In the months of December, January, and February, there has been a 71% completion and in April internal data 
shows 91.3% compliance with a target of 80%. 
Demonstrated Measurable Impact on PatientlStaffSatisfaction. Through use of the Huddles, CNLs at TVHS 
have taken the initiative to coordinate and run the bi-annual Skills Fair at TVHS. Skills Fair was initiated in 
response to a need in one of the units to find a more efficient way to validate nursing competencies. Skills Fair is 
now provided biannually for all nurses at TVHS at both campuses. Evaluations are completed by participants for 
each session. The CNLs review these at the Huddles for opportunities for improvement. The dates and times have 
been expanded to better accommodate nursing needs and several stations have been added that were identified by 
staff nurses. Satisfaction scores from nurses have improved from 88% in 2008 to 93% in 2010. CNLs have also 
contributed toward achievement of Nursing Magnet goals. A CNL provides certification classes for the 
administration of chemotherapy. She has contributed to the certification of 14 nurses for Chemotherapy 
Administration, two for oncology and one for palliative care. The CNLs have also coordinated Critical Care 
certification review classes and Progressive Care certification review classes reSUlting in the certification of 14 
SICU nurses and II MICU nurses. Additionally a CNL initiative has resulted in certification of 8 nurses at TVHS 
becoming certified as hospice and palliative care nursing instructors. 
Demonstrated Measurable Long-Term Integration into Structures and Processes. Several changes have been 
integrated into structures and processes at TVHS as a result ofthe CNL initiative. The process of the 
implementation of the CNL role has become part of the nursing science body of knowledge through work with the 
Robert Wood Johnson Foundation as an Innovative Care Model. CNL' s placed recruitment goals for the CNL role 
at TVHS on the Huddle agenda. They received a CNL pay scale at TVHS through sustained lobbying by the CNL 
group with Executive leadership. Nursing policies have been revised to incorporate current evidence and placed 
online for staff reference, with accompanying staff education developed and implemented by the CNL group. The 
CNLs have also collaborated with other disciplines to create or revise TVHS Memorandums with a focus on 
evidence-based practice. The process whereby surgery is scheduled has been centralized and formalized resulting 
in a sustained significant decrease. The operating room cancellation rate has stayed below 8% for the last three 
years. The use of the CNL Huddle has been instrumental in all of the above process improvements and has been 
extended to include participation from unit staff nurses to provide input on unit-specific issues and members from 
other services such as Education Service to provide consultation and collaboration. 
Demonstrated Measureable Impact on Nursing-Sensitive Quality Indicators and Patient Outcomes. The 
CNLs are championing the monitoring, data input and improvement of Fall Prevention, Restraint Use Reduction 
and Pressure Ulcer Prevention as mentioned throughout this document. In addition to collecting unit-based data for 
monitoring ongoing trends, the CNLs lead and participate in prevalence studies and enter the data into the National 
Database of Nursing Quality Indicators (NDNQI) for benchmarking. Three CNLs have recently met criteria for 
access to the NDNQI database and input data for comparison to national benchmarks. The CNLs from the 
intensive care units continually monitor compliance with standards of care and implement evidence-based 
interventions to improve nosocomial device-related infection rates. Ventilator-Associated Pneumonia (V AP) rates 
and Central Line Infection (CLI) rates are maintained below the benchmarks in the SICU and MICU. Current rates 
are V AP = 0 and CLI = 0 for MICU and V AP= 0 and CLI = 1.1 for SICU for FY 2010. The CNLs have also 
provided education, monitoring and re-education of staff to improve compliance with the MRSA Initiative. MRSA 
swabbing rates are maintained at 95% with a target of 94%. 
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SUBMISSION NARRATIVE 


Title: Journey to Nursing Excellence: Implementation of the Clinical Nurse Leader Role 


Summary of Initiative (Abstract): In 2006, V AMHCS Nursing Service excitedly tackled the challenge 
of implementing the innovative Clinical Nurse Leader role in the inpatient areas where nursing was 
experiencing less than excellent clinical outcomes and RN satisfaction scores. The Service successfully 
met the challenge through initiation of a variety of strategies. The role is now an integral part of the 
clinical team in four areas and has demonstrated improved clinical and RN satisfaction outcomes. 


Date of Implementation: April 2006 


ADOPTION OF THE INNOVATION: 
In October of 2003, the Veterans Affairs Office of Nursing Service (VA ONS) partnered with the 


American Association of Colleges of Nursing to launch a pilot project of the Clinical Nurse Leader 
(CNL) role within the VA system. In April of 2006, Dr. James Harris, Associate Director of Patient Care 
Services at the Tennessee Valley V A Medical System, provided a special presentation on the CNL role 
during a jointly sponsored University of Maryland School of NursingIV AMHCS Evidence Based Practice 
Conference. V AMHCS attendees were impressed with the potential of this role and the seeds were 
planted to begin strategizing its implementation in the V AMHCS. 


Development and implementation of the CNL role at the VAMHCS was in response to a clinical 
needs assessment of two medical unit micro-systems. The identified areas of improvement were based on 
the following nursing care measures; patient fall rates, restraint documentation, nursing admission 
documentation with plans of care, smoking cessation and hand-off tools. As a result, in February 2007, 
the Medical Associate Chief Nurse (ACN) worked with leaders and staff on the two units to kick off an 
"Excellence Initiative" campaign in an effort to employ the CNL role and improve nursing processes at 
the micro-system levels. 


The VAMHCS utilized the foUowing professional literature to assist in understanding the CNL 
role, identifying micro-systems, differentiating roles, and acquiring guidelines for implementing and 
establishing the change process within the organization and at the micro-system levels to jump-start 
the endeavor; (1) The White Paper on the Education and Role of the Clinical Nurse Leader; (2) The 
Clinical Nurse Leader: A New Role With New Opportunities,' (3) The Clinical Nurse Leader: A Valued 
Member of the Healthcare Team; (4) Understanding the Role of the Clinical Nurse Leader;(4) Tool Kit 
for the Implementation of the Clinical Nurse Leader; (5) Guide for Practice and Academic Parmer,' and 
(6) Kotter's Eight Stages of Change. 


Customization of needs to .fit this organization started with the restructuring of the Nursing 
Service Department from a decentralized to a centralized Nursing Service Department in January 
2005. This provided a more direct structure for the Chief Nurse Executive to encourage implementation 
of the new CNL role. The Associate Chief Nurse for Medicine expressed an interest in implementing the 
role as a way of providing the clinical leadership necessary to promote nursing excellence at the micro­
system level. Through communication with the Chief Nurse Executive, Medicine Nurse Managers and 
Case Managers, she expanded the need for this role in all of the inpatient areas of medicine at the 
Baltimore site (i.e. Medical Unit, Medicallfelemetry Unit, CICUIMICU) as a way of improving patient 
outcomes, improving patient and staff satisfaction and improving clinical and documentation skills of 
nursing staff. 


The V AMHCS foresaw and utilized a unique and creative approach for this change process by 
first establishing an "Excellence Initilltive Working Group," which consisted of thirteen members from 
two Medical Units. (i.e. I-Chair, 2-Unit Nurse Managers, 2-Case Managers, I-Nurse Educator, 2-Staff 
Nurses and 2-CNL Candidates). The team met bi-weekly for 6-months and continued to meet on a 
regular basis once the implementation of the role was initiated. The working group's mission, vision and 
values were as follows: 







Mission: Provide excellent clinical care and customer service 
Vision: Veterans will choose to come to this hospital on my unit when they need care 
Values: Veterans, Trust, Respect, Excellence, Commitment, and Compassion 
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The action plan of the Excellence Initiative Team focused on improving Clinical Excellence, 
Performance Measures, Communicationffeamwork, Excellent Physical Care and Customer Excellence on 
the Medical units. The team established the following goals and strategies as they began their journey; 


MEASURE GOAL STRATEGY 
Patient Fall Rate Decrease by 10% Utilize STAR stickers and wrist bands 
Restraint Documentation 2:: 90% compliance CNL flu at shift report 
Nursing Admission Completion 90% compliance CNL perform random reviews and conduct 
Rate and Quality 1: 1 teaching with staff as needed 
Smoking Cessation counseling 89% of patients Provide staff w/patient education materials 
of patients counseled for "STOP SMOKING CLINIC" provide 


counseling consultations 
Hand-off Communication Tool Ensure 100% usage Nurse Managers monitor use of 


by staff I-SBARQ tool by staff 
CARE (Customer Service) Ensure 100% of Nursing Education to conduct classes 
Training staff attendance 


NURSING LEADERSmp AND COLLABORATION: 
As a result of Dr. Harris' presentation in April 2006, nursing leadership began exploring 


implementation of this new and exciting role into its culture. A proposal for implementation of the role 
was adopted, accepted, and written into the Nursing Strategic Plan for 2007- 2009. 


In an effort to develop the foundation for implementation of the CNL role, the Medical 
Services ACN spearheaded the initiative and served as a Nursing Resource and liaison between the CNL 
Candidates, Nurse Managers and Unit Nursing staff. The CNE and ACN discussed how the CNL role 
would benefit the two medical units that had been struggling to meet clinical expectations. The initial 
challenge was to obtain FTEs for the role. An innovative proposal was presented to the Chief Nurse 
Executive in which the ACN, Nurse Managers, and Case Managers came up with a method that focused 
on converting two existing Case Manager positions into CNL positions. In addition, the opportunity 
presented itself to expand the CNL role by combining the Case Manager position with the CNL role in 
the MICU and CICU. This plan was based on restructuring of the Case Manager communication with 
their teams from a team-centered approach to a unit-based approach. 


The initiation of unit level implementation began by the ACN collaborating with the V A ONS 
Director of Clinical Practice. The ACN and two CNL candidates initially participated in two 
teleconferences with the ONS Director of Clinical Practice, and over time made site visits and 
collaborated with Tennessee Valley V AMC and the Washington D.C. V AMC facilities which had already 
initiated a CNL program. 


With the development of the ExceUence Initiative, staff nurses and other personnel participated 
in the foUowing ways; 


• Staff Nurses attended weekly Excellence Initiative meetings where action plans were 
developed and reviewed 


• Staff nurses were encouraged to take ownership of unit outcomes and play an active role in 
developing strategies to improve outcomes, and report fmdings during StafflExcellence 
Initiative meetings 


• A staff survey was created through which staff nurses provided input on their perception of 
clinical practice, customer service and communication on the unit; results of the survey 
revealed staff perceived their customer service and practice as being sufficient, while external 
data revealed lower rates and needs for improvement 
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• To inspire and motivate the staff, buttons were designed for nursing staff to wear advertising 
the Excellence Initiative; the buttons read, "ASK ME ABOUT THE EXCELLENCE 
INITIATIVE" . 


• Nurse Managers attended weekly meetings and supported changes in the physical care 
environment, team work, and initiatives to incorporate the CNL role into the daily 
functioning of the unit 


• The Chief of Medicine provided his support for the restructuring of the team meetings from 
being team-based to being unit-based, thus enhancing the ability of the CNLs to be involved 
at the micro-system level. The Medicine Chief Residents also worked hard to reorganize 
their patient care communication in this new system 


As a result of the internal nursing collaboration and team work, the CNLs were able to 
demonstrate their multidisciplinary impact and disseminate findings in the following ways; (1) the 
inpatient CNL's demonstrated how their quality reviews of nursing admission assessment notes showed 
evidence of improvement over a 12 month period. The CNL's submitted an abstract titled; Clinical Nurse 
Leader Impact on VA Inpatient Admission Assessment to two V A conferences and one Civilian 
Conference. The abstract was accepted for all three conferences and presented as a Poster Presentation, 
(2) the service care delivery model was changed from a medical team approach to a unit-based model to 
facilitate team work, communication and align with the functioning's of a micro-system. (3) and finally 
the Nursing Education department began dialoguing with the University of Maryland School of Nursing 
regarding CNL Students orienting and eventually precepting at the V AMHCS. 


SCOPE OF INITIATIVE: 
Initially, rollout of the CNL initiative was planned to impact nursing staff by providing clinical 


leadership at the point-of-care on the Medical Units. Once the role was established at the first micro­
system level the plan was to expand to the Surgical Unit, Emergency Department (ED) and finally to 
Community Living Center areas. The foUowing paragraphs discuss how the development of the CNL 
role made an impact at the unit, facility, local, and national levels. 


In 2006, the CNL candidates worked with the ACN, Nurse Recruiter, Human Resource Officer 
and Nurse Managers to develop functional statements for the CNL positions in the Medical areas. These 
were used as the basis of the functional statements later developed for the Surgical Unit and later, the 
Emergency Department. 


In the early part of 2007, there were three Master's Degree prepared nurses who volunteered to 
take the lead and be the pioneers in the V AMHCS to fulfill the CNL role at the Medical/felemetry and 
ICU points-of-care. One of the Candidates departed the V AMHCS later in the year, so the remaining 
two Candidates completed the computerized CNL exam in December 2007. The two nurses achieved 
certification by studying the White Paper, utilizing their clinical experience and reviewing a 60-item 
practice test developed by the Medical ACN. Within one year of initiating the "Excellence Initiative" 
action plan we had two-Certified CNL's! This was a unique achievement that established the V AMHCS 
as the only facility within VISN-5 to have certified CNLs qualified and ready to practice within four years 
from the VHA CNO's vision statement for implementation of the role. 


The Medicallfelemetry CNL was assigned to a 28-bed unit with 40 nursing staff. The Medical 
ICU-CNL was assigned to a 15-bed unit with approximately 40 nursing personnel. In 2009, the CNLs 
for these areas began working with a cohort of uncomplicated Congestive Heart Failure (CHF) patients to 
improve patient education and discharge outcomes. 


In the calendar years of 2008 and 2009, two more CNL positions were available for a 28-bed 
Surgical Unit and the Level II Emergency Department. Master's Degree prepared nurses were selected 
for these positions and both candidates enrolled in online Post-Master's CNL Certificate programs with 
scheduled completion dates of Spring 2011. 


The Surgical CNL-Candidate's outcome initiatives included working with a cohort of General 
Surgery patients receiving appropriate patient education to improve discharge outcomes. The 







4 


improvement outcome measures were based on reducing patient telephone calls and the number of walk­
ins post discharge based on appropriate home care instructions. 


In the fall of 2009 the Emergency Department's CNL-Candidate focused outcome initiatives on a 
cohort of patients that frequently returned to the ED more than 20 times in a year. 


Nursing Service is excited that the V AMHCS currently has 2-Certified CNL's and 2-CNL, 
Candidates functioning in the role. Each CNL is involved in facility and organizational programs and 
committees to enhance patient care at the micro-system levels and facilitate educating staff nurses on 
outcome measures. These programs include; Nursing Practice Council, Nursing Policy and Procedures 
Committee, Evidence Based Practice SubCommittee, Restraint Committee, Patient Flow Initiative, 
Nursing Documentation Subcommittee, Pain Management Committee, Falls Committee, Customer 
Service Committee and various Performance Improvement/interdisciplinary forums. 


In addition to local involvement, the certified CNLs and Candidates are actively involved in 
regional and national communication and collaboration of the role. They participate as much as possible 
in V A ONS CNL Teleconferences headed by the V A ONS Director of Clinical Practice. 


The inpatient CNLs submitted an abstract on their collaborative work on the quality of 
documentation of Nursing Admission Assessments for a poster presentation. Their abstract was 
submitted and selected for presentation at the following conferences; V A National Conference, 
AACNN A Conference and Maryland University Evidence Based Practice Conference. Their poster 
presentation was selected for publication in the book entitled, "Initiating and Sustaining the Clinical 
Nurse Leader Role; A Practice Guide, authored by Dr. James Harris and Dr. Linda Roussel. 


The two certified CNLs volunteered to participate in the national V A Evaluation Project (phase 
II) headed by Sue Haddock with the VA ONS. The nurses are collecting and submitting data to 
contribute to the outcome improvements of CNL' s within the V A system. 


The CNLslCandidates have provided presentations regarding the CNL Role to unit level Nursing 
Staff, Nurse Managers and in other leadership forums to share how the role is evolving and they have 
gained input on ways to sustain the essence of the role. 


In August 2009, the CNLs initiated monthly meetings where they share practices, concerns and 
current findings across the continuum of the facility. In February 2010, the group decided to extend their 
meeting initiatives with other facilities within VISN-5. Development of a network group is currently 
being established with the Washington D.C. V A. In addition, they have collaborated nationally with 
other V A personnel through the VA CNL e-mail group and the VA CNL website. They have shared 
positive outcome practice initiatives on such topics as orientation implementation and enrollment 
requirements for online post master's certificate programs. 


Our CNL's have precepted three Nursing Students from Maryland University's CNL program 
(one student CY09 and two students CYlO). We are proud to be affiliated with Maryland University's 
training curriculum since we are the only local facility to have certified CNL's functioning in the role to 
aid in meeting specific clinical curriculum objectives. Maryland University's graduates are entry-level 
nurses with a Master's Degree. They are also proud to share that last years' CNL preceptee-graduate 
applied for employment at the V AMHCS immediately after graduation. The nurse was accepted for 
employment, passed the NCLEX and is currently working as a staff nurse on one of our Medical Units to 
gain basic nursing experience! 


IMPACT: 
The following data reflect clinical performance outcome measures related to process 


improvements, patients/staff satisfaction, long-term integration into processes, and impact on nursing 
quality indicators that we achieved as a result of having a CNL assigned to the MedicallTelemetry 
micro-system; 


MEASURES 2007 2008 2009 
Patient Fall Rate Rate not monitored 19.48% 4.15% 
GOAL: Decrease by 10% 
Restraint Documentation 73% 79% 100% 
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GOAL: ~ 90% compliance 
Nursing Admission 60% 85% 95% 
Completion Rate and Quality 
GOAL: 95% compliance 
Smoking Cessation 100% 100% 100% 
counseling of patients 
GOAL: 89% of patients 
counseled 
Hand-off Communication New tool No data 100% 
Tool introduced 
GOAL: Ensure 100% usage 
by staff 
CARE (Customer Service) Conducted survey 100% staff trained Training sustained and 
Training tracked by managers 
GOAL: Ensure 100% of 
staff attendance 


The CNLs are also supportive of the facility's recent formal commitment to the Journey to 
Magnet Recognition. The goals of Magnet involve improving nursing excellence, to include patient and 
staff satisfaction. The CNLs are currently actively involved in efforts to improve patient satisfaction 
scores in medicine. Each unit has analyzed the data available and developed action plans for the nursing 
staff to own and implement. RN satisfaction scores have improved over the years since the 
implementation of the role - not at all surprising considering how closely the CNLs work directly with 
the nursing staff. 


Although in the first couple of years, the CNLs served more as Nurse Attendings, working with 
staff in various ways, in 2009 they decided to focus on making improvements with cohorts of patients 
with a particular clinical problem. The CNLs in Medicine selected patients with uncomplicated 
congestive heart failure. Their goals are to decrease the length of stay and the recidivism rate by specific 
amounts. They have just begun to collect baseline data 


The Surgical CNL Candidate developed goals and collected data in 2009 that demonstrated 
positive outcomes as follows: In May of 2009, the goal was to decrease the number of return phone calls 
and patient walk-ins post discharge for home care instructions by 50%. By September of that year, there 
was a 90% decrease in calls and walk-ins and by November, there were zero return calls and walk-ins 
documented! There was also a goal to improve patient satisfaction in receiving complete home care 
instructions and patient education to 90%. During the months of OctoberlNovember of 2009, SHEP 
scores increased from 85% to 100% for patient satisfaction related to discharge instructions. 


The Emergency Department CNL Candidate focused on a select cohort of patients that visited the 
Emergency Department greater than 20 visits in 2009. The goal is to redirect these patients to the clinics 
for treatment, thus improving patient flow in the Emergency Department. 


The CNLs are excited about finally being able to work with particular cohorts of patients where 
they can show their impact on specific outcomes. We expect that 2010 data will demonstrate positive 
outcomes that even more clearly demonstrate the clinical and financial value of this role in our facility. 


SUMMARYIFUTURE GOALS: 
In summary, development of the CNL role in our facility has proven to be a valuable cultural 


change reflecting positive patient outcomes. As the role continues to evolve we will look at expanding it 
to other areas such as Mental Health and Ambulatory Care. We plan to stay abreast of the Medical Home 
Model initiatives to ensure we develop the appropriate venue for the CNL to function within the 
outpatient micro-systems. 
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