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Background 

• This presentation builds on concepts introduced in the collaborative 

article, “Creating an Infrastructure to Advance Nursing Practice and 

Care for Veterans.” Published in Nurse Leader (2013), 11(5), 33-36:  

o Linda Cowan, PhD, ARNP, FNP-BC, CWS, Dijon R. Fasoli, PhD, RN, 

Mary E. Hagle, PhD, RN, WCC, Christine E. Kasper, PhD, RN, FAAN, 

FACSM, Greg Eagerton, DNP, RN, NEA-BC, Justina Chappell, DNP, FNP-

BC, Deborah L. Gentile, PhD, RN-BC, Susan J. Gordon, DNP, ACNP-BC, 

GNP-BC, FGNLA, Valerie King, DNP, FNP-BC, Linda L. Madaris, DNP, 

ARNP-BC, CCRN, NEA-BC, Josephine M. Mancuso, PhD, ANP-BC, Kathy 

Smith, PhD, ARNP, NP-C, and Anna Alt-White, PhD, RN 



Objectives 

• Discuss DNP and PhD roles 

• Identify strengths of each of these programs 

• Describe advantages of collaborative relationships between practice-

focused and research-focused doctorates    

• Identify specific challenges and potential solutions to fostering these 

relationships 

• Describe examples of collaborative approaches and projects 



Gaps in Nursing Practice Prior to DNP 

 

• Patient safety concerns 

o 2013 study estimated preventable medical errors cost 440,000 lives per year in US. 

• Shortages of nursing personnel which demands a higher level of 

preparation for leaders who can design and assess care 

• Shortages in nursing faculty 

• Increasingly complex health care delivery systems 

• Enhanced knowledge needed to improve nursing practice and 

patient outcomes 

• Enhanced leadership skills needed to strengthen practice and 

health care delivery  

• Rapid expansion of knowledge underlying practice  

Presenter
Presentation Notes
Up to 98,000 Americans die each year as a result of health care errors related to the fragmented nature of the health care delivery system (IOM report, 1999)Expanded responsibilities of chief nursing executives and loss of mid-level nurse managers have decreased the direct management support to patient care staff (IOM, 2003b).IOM recommended the acquisition of nurse leaders for all levels of management and participation in executive decisions within the healthcare organization (2003b, p.8).IOM suggested nurses prepared at the doctoral level with a blend of clinical, organizational, economic and leadership skills “are most likely to be able to critique nursing and other clinical scientific findings and design programs of care delivery that are locally acceptable, economically feasible, and which significantly impact health care outcomes.”http://www.forbes.com/sites/leahbinder/2013/09/23/stunning-news-on-preventable-deaths-in-hospitals/#12b0ac19ad08In 1999, Americans learned that 98,000 people were dying every year from preventable errors in hospitals. That came from a widely touted analysis by the Institute of Medicine (IOM) called To Err Is Human. This was the “Silent Spring” of the health care world, grabbing headlines for revealing a serious and deadly problem that required policy and action.As it turns out, those were the good old days.According to a new study just out from the prestigious Journal of Patient Safety, four times as many people die from preventable medical errors than we thought, as many as 440,000 a year.The primary motivation behind the degree isrelated to additional knowledge required in the clinical area to meet increasing demands ofpatients, work in complex health care systems, and improve quality and outcomes of care. A2003 Institute of Medicine (IOM) report by Greiner and Knebel related to health professionals’education highlighted the need to prepare nursing leaders in the areas of evidence-based care andquality improvement—areas in which DNP programs focus (Greiner and Knebel, 2003). Asubsequent IOM report on the “future of nursing” (IOM, 2010) called for a doubling of thenumber of doctoral-prepared nurses to help meet the future demands of increasingly integratedhealth care delivery systems, new payment methods that promote care coordination, qualityincentives, and cost pressures. Generally, managing these tasks will require additionalpreparation.



Benefits of Practice-Focused Doctorate of Nursing 
Practice (DNP) Programs (AACN, 2004, p.4) 
• Development of needed advanced competencies for increasingly 

complex practice, faculty, and leadership roles 
• Enhanced knowledge to improve nursing practice and patient outcomes 
• Enhanced leadership skills to strengthen practice and health care 

delivery 
• Development and management of practice models to transform 

healthcare with quality outcomes and cost savings  
• Provision of an advanced educational credential for those who require 

advanced practice knowledge but do not need or want a strong research 
focus (e.g., practice faculty) 

• Enhanced ability to attract individuals to nursing from non-nursing 
backgrounds 

• Increased supply of faculty for practice instruction 
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Presentation Notes
As a result of the membership vote to adopt the recommendation that the nursingprofession establish the DNP as its highest practice degree, the AACN Board ofDirectors, in January 2005, created the Task Force on the Essentials of NursingEducation for the Doctorate of Nursing Practice and charged this task force withdevelopment of the curricular expectations that will guide and shape DNP education.The master’s degree (MSN) historically has been the degree for specialized advancednursing practice. With development of DNP programs, this new degree will become thepreferred preparation for specialty nursing practice. As educational institutions transitionfrom the master’s to DNP degree for advanced practice specialty preparation, a variety ofprogram articulations and pathways are planned. One constant is true for all of thesemodels. The DNP is a graduate degree and is built upon the generalist foundationacquired through a baccalaureate or advanced generalist master’s in nursing. TheEssentials of Baccalaureate Education (AACN, 1998) summarizes the core knowledgeand competencies of the baccalaureate prepared nurse. Building on this foundation, theDNP core competencies establish a base for advanced nursing practice in an area ofspecialization.



Comparison of Doctoral Nursing Programs 
Doctor of Philosophy 
degree (PhD) 
• Research-focused designed 

to prepare nurse scientists and 
scholars 

• Focus heavily on scientific 
content and research 
methodology 

• Requires an original research 
project and completion and 
defense of a dissertation or 
linked research papers 

Doctorate of Nursing 
Practice degree (DNP)  
• Practice-focused doctoral 

programs are designed to 
prepare experts in specialized 
advanced nursing practice 

• Focus heavily on practice that 
is innovative and evidence-
based 

• Requires capstone project 
reflecting the translation of  
research findings into practice  

Presenter
Presentation Notes
Doctoral programs in nursing fall into two principal types: research-focused and practice-focused.The two types of doctoral programs differ in their goals and the competencies of their graduates. Theyrepresent complementary, alternative approaches to the highest level of educational preparation in nursing.Both Doctoral programs share rigorous and demanding expectations: a scholarly approach to the discipline, and a commitment to the advancement of the professionBoth are terminal degrees in the discipline, one in practice and one in research. However, there are distinct differences between the two degree programs. For example, practice-focused programs understandably place greater emphasis on practice, and less emphasis on theory, meta-theory, research methodology,  and statistics than is apparent in research-focused programs. Whereas all research-focused programs require an extensive research study that is reported in a dissertation or through the development of linked research papers,  Practice-focused doctoral programs generally include integrative practice experiences and an intense practice immersion experience. Rather than a knowledge-generating research effort, the student in a practice-focused program generally carries out a practice application-oriented “final DNP capstone project,” which is an integral part of the integrative practice experience.



Direction of the DNP • Number of DNP Programs have increased 

from 20 programs in 2006 to 241 

programs in 2013 (1,200% increase!) 

 

• Rising enrollments in DNP Programs: 

70 in 2004 to 14,669 in 2013 (20,900% 

increase) with graduation rate of  2443 

(17%) 

 

• Stable enrollments in PhD/DNS 

Programs: 3439  in 2004 and 5,124 in 

2013 (67% increase) with graduation 

rate of  626 (12%) 

Presenter
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The first practice-focused doctoral degree program offered the Doctor of Nursing (ND) at Case Western Reserve University in 1979. Over the last several years, an increased interest in developing a viable alternative to the research-focused degrees, [Doctor of Philosophy (PhD) and Doctor of Nursing Science (DNS, DNSc, DSN)] has occurred.Across the nation, the number of DNP programs continues to grow as more schools transition advanced nursing practice programs to the doctoral level. A recent national study commissioned by the AACN Board of Directors and conducted by RAND Corporation found that there is near universal agreement among the nursing community on the value of DNP education in preparing nurses to meet future healthcare needs (Auerbach, 2015). Despite this strong support for the practice doctorate, variability exists among DNP programs, which are currently offered in 49 states.  



AACN Position Statement on the Practice Doctorate in 
Nursing (October 2004): DNP Essential Competencies 

• Eight competencies 
o Scientific Underpinnings for Practice 
o Organizational and Systems Leadership for Quality Improvement and Systems 

Thinking 
o Clinical Scholarship and Analytical Methods for Evidence-Based Practice 
o Information Systems/Technology and Patient Care Technology for the 

Improvement and Transformation of Health Care 
o Health Care Policy for Advocacy in Health Care 
o Interprofessional Collaboration for Improving Patient and Population Health 

Outcomes1 
o Clinical Prevention and Population Health for Improving the Nation’s Health 
o Advanced Nursing Practice 

 

• Recommendation 1: The terminology practice doctorate be used instead of clinical 
doctorate. 

• Recommendation 2: The practice-focused doctoral program be a distinct model of 
doctoral education . 

• Recommendation 3: Practice-focused doctoral programs prepare graduates for the 
highest level of nursing practice. 

 

 

 

 

Presenter
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The AACN Task Force addressed recommendations for practice-focused doctorate in AACN’s Position Statement on Quality Indicators for Doctoral Programs (2001). The AACN Position Statement on the Practice Doctorate in Nursing (AACN, 2004) changed the course of nursing education by recommending that advanced nursing practice education be moved to the doctoral level. A decade later, the Doctor of Nursing Practice (DNP) is widely recognized as one of the discipline’s two terminal degrees and the preferred pathway for those seeking preparation at the highest level of nursing practice. 



National Organization of Nurse Practitioner 
Faculties (NONPF) Core DNP Core Competencies (9) 
(April 2011, Amended 2012)  

 • Scientific foundation 

• Leadership 

• Quality 

• Practice inquiry 

• Technology and information literacy 

• Policy:  

• Health delivery system 

• Ethics 

• Independent Practice 

 

 

 

Presenter
Presentation Notes
Within the DNP educational program, we must also follow the National Organization of Nurse Practitioner Faculties (NONPF)-9- Core DNP Core Competencies,  In 2008, NONPF endorsed the evolution of the Doctorate of Nursing Practice (DNP) as the entry level for nurse practitioner (NP) practice (NONPF, 2008a). Nurse practitioner education, which is based upon the NONPF competencies, recognizes that the student’s ability to show successful achievement of the NONPF competencies for NP education is of greater value than the number of clinical hours the student has performed (NONPF, 2008b).The NP Core Competencies integrate and build upon existing Master’s and DNP core competencies and are guidelines for educational programs preparing NPs to implement the full scope of practice as a licensed independent practitioner. The competencies are essential behaviors of all NPs. These competencies are demonstrated upon graduation regardless of the population focus of the program and are necessary for NPs to meet the complex challenges of translating rapidly expanding knowledge into practice and function in a changing health care environment.The IOM echoes these recommendations statingNurses should be full partners, with physicians and other health professionals, in redesigning health care in the United States. Nurse Practitioner graduates have knowledge, skills, and abilities that are essential to independent clinical practice. These Core Competencies are acquired through mentored patient care experiences with emphasis on independent and interprofessional practice; analytic skills for evaluating and providing evidence-based patient centered care across settings; and advanced knowledge of the health care delivery system. Doctorally-prepared NPs also apply knowledge of scientific foundations in practice for quality care. They are able to apply skills in technology and information literacy, and engage in practice inquiry to improve health outcomes, policy, and healthcare delivery. Areas of increased knowledge, skills, and expertise include advanced communication skills, collaboration, complex decision making, leadership, and the business of health care. The competencies elaborated here build upon previous work that identified knowledge and skills essential to DNP competencies (AACN 1996; AACN, 2006; NONPF & National Panel, 2006) and are consistent with the recommendations of the Institute of Medicine’s report, The Future of Nursing (IOM, 2011).At completion of the NP program, the NP graduate possesses the nine (9) core competencies regardless of population focus.NONPF:  https://www.pncb.org/ptistore/resource/content/about/2012_NP_Core_Competencies.pdf 



PhD – Focus  and Competencies 
• PhD program core focus is on nursing theory and  research methods 

and the development of competencies to expand science that 

supports the discipline and practice of nursing (AACN, 2010). 

• Prepares one to conduct independent research which contributes 

to a body of knowledge and is translated into practice to advance 

nursing science.   

• Research regulatory compliance. 

• PhD curriculum includes courses on statistics, research, methods, 

and theory to develop knowledge and skills in theoretical, 

methodological, and analytic approaches to discovery and 

application of knowledge in nursing/healthcare.  

Presenter
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The Future of Nursing: Leading Change, Advancing Health. (2011) Chapter 4 Transforming Education http://www.ncbi.nlm.nih.gov/books/NBK209885/ Key Message #1: Nurses should practice to the full extent of their education and training.Key Message #3: Nurses should be full partners, with physicians and other health professionals, in redesigning healthcare in the United States.PhD Nurse Scientists should have same opportunity for research funding and tenure as PhD colleagues in other disciplines. 



Both are needed for Global Effectiveness! 

Presenter
Presentation Notes
This figure represents the interdependent relationship between the Practice and Research Scholar. Both are Scholars, however, they have varied focus. And both are needed to be effective in the EBP Cycle.



Research 

EBP QI EBP 

Research 

QI 

Research 

EBP QI 

Research and Practice Improvement Overlap 

Presenter
Presentation Notes
A Look At RESEARCH, QI AND EBP.  HOW ARE THEY SIMILAR, where do they overlap, HOW ARE THEY DIFFERENT?ALL Inform and Impact each other.  However, Their methods and processes vary…RESEARCH: Research is central to informing the best clinical practices- Research findings can be GeneralizedResearch incorporates a systematic approach and rigorous analytical methods to investigate unknown conditions or test a theory/intervention under strict human subject or animal safety regulatory compliance procedures.Clinical practice guidelines extract and summarize the existing research knowledge base to guide clinical practice decision making. They are disseminated in publications, and ultimately into clinically relevant actions/practice change and policy change. Because new research continues to expand, refine, and redefine clinical understanding, the knowledge base for practice guidelines is dynamic. Clinical guidelines must be revised periodically to accommodate newly research published findingsQuality Improvement (QI): A process by which individuals work together to improve systems and processes that already exist, with the intention to improve outcomesThe QI Model may use many varied processes to impact care locally  QI Looks to:Improve Processes ---Work Flow—Reduce Barriers---Time– CostsImprove safety ---patient as well as employee Increase Satisfaction---customers and employeesPDCA- Plan Do Check ActFADE- Focus, Analyze, Develop, ExecuteSix Sigma is a set of techniques and tools for process improvement. Six Sigma experts use the steps of the DMAIC (define, measure, analyze, improve, control) model, in a specific order, to develop, design and redesign a process so that there’s effectively a one-in-a-million chance that an error will occur.Lean Model- A systematic approach to identifying and eliminating waste through continuous improvement by flowing the product at the demand of the customer in the pursuit of perfection. May utilize a 5S exercise (sort, simplify, sweep, standardize, self-discipline)Evidence Based Practice (EBP): as an approach or process…A problem-solving approach to clinical decision-making within a health care organization. EBP integrates the best available scientific evidence with the best available clinical practice evidence and clinician expertise, while considering patient preferences. EBP would not be possible without rigorous research and QI outcomes data/reports (evidence).Difference is that Research is meant to generate new knowledge and be GENERALIZABLE – typically testing an intervention or investigating protected patient/organizational data (not accessible any other way except through research) to define a problem and suggest a potential solution to be tested in the future. Potential overlap: QI data may provide the data to identify a problem and/or suggest a potential solution (intervention) to be tested through research. Where QI looks Locally for improvement, not with a main purpose of generating new knowledge or generalizing results.Overlap: QI must search for both internal (quality data) and external evidence (research and clinical guidelines based on research) to identify a problem and potential solution (if strong enough evidence supporting it is available). Implementing a practice change will utilize EBP processes as well. QI may explore system or local process improvements that may reduce unnecessary steps, cost, danger, or waste.  QI methods are rigorous and systematic (LEAN, Six Sigma, RCA, PDCA) and can include data collection (such as quality data) and analysis, when human subject protection or organizational protection is not an issue.EBP uses both Research and QI evidence to make a Local Improvements – the EBP process starts with asking a question, acquiring the evidence (internal and external) and either recommending a practice change or implementing a practice change using QI methods (PDCA/LEAN) and then evaluating the outcomes



Similarly DNP, PhD focus 
may overlap 

PhD 

EBP, QI,  
Research DNP 

Opportunities for role integration 

Presenter
Presentation Notes
From the Cowan et al., 2013 article: Role differentiation and role integration:Many of the authors recognized that role differentiation is important but difficult at times, “the roles of PhD and DNP nurses are different and complementary. PhD nurses are usually researchers and provide expertise in science, whereas DNP nurses are typically expert clinicians, administrators, or educators, providing expertise for those areas where they practice.”  However, the authors cautioned that role expectations need to be clear, and each degree must be valued for its particular focus, that is, research and/or expert practice.Role integration is so important! “Together, DNP and PhD nurses can be strong collaborators, resulting in “a win-win situation” when educational training and skills are combined. Joint research projects were viewed as one area for collaboration. For example, the DNP would be able to identify research questions or priority clinical problems, and the PhD would guide study design and analysis of the data. Both could work together on translational research, quality and processimprovement, and systems redesign projects.” 



It Takes a Team – Promoting Collaboration 

http://www.hopkinsmedicine.org/sebin/l/a/cont_evid.jpg 

Presenter
Presentation Notes
First develop the team to work on the project.Identify the problem, or organizational priority needing to be addressed.Identify stakeholders (who will be touched by this project or its implications?) are administrative approvals or insight or input needed (highly recommended) – and what other interested parties could be on workgroup?You want to have the pertinent experts on the team.  Perhaps members from the QI or Research teams throughout your facility - You want to Recreate the Project, NOT Reinvent it if possible!!   Look and see what others have done and see if it is adaptable to your situation or unit. Identify team/project leader – this is not necessarily the person with the most education, but should be passionate about the project and be good at follow up and keeping the team on task.Someone who needs a DNP / Capstone project? Add them to the team as a key member. Verify all institutional agreements are in place! Evaluate the existing evidence related to the problem and summarize it –is practice change is warranted? PhD / DNP / Staff to do literature review and lit matrix/tableIs a change to be implemented?  PI/QI expert needed?What methods will be necessary? Will research methods needed? Do you need help to 



Benefits of DNP and PhD collaboration 

• Development and enhancement of existing working relationships 

• Improvement of research skills for nurses working in practice areas 

• Growth of an evidence base to support best practices 

• Dissemination of combined expert knowledge 

• Provision of relevant, current, and dynamic research  

• Collaboration lends richness to our discipline and profession 

• Sharing a common vision of improvement in patient health 

outcomes.  
(Whitehead, 2015) 

Presenter
Presentation Notes
From Cowan et al., 2013 article: “The intersection of science and practice is where PhD andDNP nurses have the most impact on healthcare.” 



Focusing on Strengths 
     Practice Doctorate: 

o Healthcare Policy and 
Advocacy 

o Nursing Management 

o Clinical expertise 

o Quality Improvement 
o Implementation – practice 

change 

o Academia 
o Disseminate to clinicians 

and organizations 

o Evidence “super-users”   

 

 

 

        Research Doctorate: 
o Build programs of research 

o Obtain research funding 

o Design & conduct research 

o Manage research teams 

o Research regulatory compliance 
expertise 

o Generate new knowledge to 
guide when practice change is 
needed 

o Academia 

o Disseminate to scientific field,  
generalize and publish   

o Evidence generators  

 



How DNP may need PhD input: 

• Study design 

• Setting up data collection 

• Statistical analysis 

• Implementing prospective studies 

• Theory development  

• Secondary Analysis 

• Generalizing findings and 
replicating findings 

• Grant writing - obtaining funding   

• Regulatory compliance 

• Program evaluation 

• Publication review 

How PhD may need DNP input: 
 

• Clinical expert / practice 
collaboration and input  

• Comprehensive needs assessment 
using CQI process 

• Clinical practice and key 
stakeholder contacts 

• Implementing evidence-based 
practice change and improvement 
methodology (translating research 
to practice) 

• Evaluating provider practices 
• Clinical education design and 

implementation 
• Access to quality data / quality 

indicators  
• Evaluating sustainability, 

performance measures, and 
financial impact 

• Publication review 



Collaborative Partnerships for Success 

• Examples of Practice Doctorates and 

Research Doctorates Partnerships 

(DNP + PhD)  

o CABG pathway 

o Improved handoff communication 

o Home based transitional care 

o Early Mobility 

o Evaluating prolonged ventilator pt. 
outcomes 

o Transition of Care 

 
(From Murphy, 2015) 

Collaboration 
offers a 

synergistic 
approach for 
knowledge 

generation and 
transformation to 
clinical practice 

Sharing Resources 
with interprofessional 

education 

Applying 
research to 

practice setting 

Promoting 
scholarly 

communication 



DNP and 
PhD    
• Formulate 

question 
• Perform Lit 

search: 
evidence 
support for 
Clinical 
Concern  

DNP  
• Meet with 

stakeholders 
• Perform 

Needs 
Assessment 

• Implement  
Clinical Path 

• P-D-C-A 

DNP  
• Evaluate 

clinical 
outcomes- 
should 
practice 
change 
continue? 

• Make 
change 
sustainable 

PhD and DNP 
• IRB approval (if 

not already 
Obtained) 
Secondary Data 
Analysis  

• Disseminate 
Findings 

Presenter
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DNP-led QI approach 

• The Cardiothoracic Surgeons and Intensive Care Unit (CTICU) 

learned of poor outcomes compared to national benchmark data.  

• A VA interdisciplinary team formed to evaluate current provider, 

practices, processes and patient outcomes.  

• Consulting a PhD nurse, the team utilized methods which did not 

include research methodology.  

• Quality data for the CTICU unit was collected by nurse manager on 

length of stay (LOS), postoperative ventilation hours, and early 

patient mobilization.  

• The PhD assisted with the ROL, Fast-Tracking or Rapid-Recovery 

Processes were identified to standardize and streamline care 

 

Presenter
Presentation Notes
The Cardiothoracic Surgeons and Intensive Care Unit (CTICU) learned of poor outcomes on national performance measures	This was the impetus for the QI project. THIS IS ONE WAY TO IDENTIFY CLINICAL QUESTIONS OR CONCERNS AND COLLABORATION OR PARTNERSHIS WITH 	THE NURSING UNITS CAN CREATE A WEALTH OF ONGOING PROJECTSA VA interdisciplinary team formed in 2010 to evaluate Cardiothoracic Intensive Care Unit (CTICU) current processes and patient outcomes. 	Initially we only had a few indicators that were reported. IN WORKING WITH THE DNP WHO IS AN EXPERT IN CQI/EBP PROCESSES- WE KNEW THAT THE 	RESULTS OF THE REPORTED OUTCOMES WERE MULTIFACTORIAL AND ALL ASPECTS OF CARE NEEDED TO BE ASSESSED AND REPORTS IN ORDER TO 	APPROACH THE PROBLEM FROM ALL ANGLESConsulting a PhD nurse, the team utilized methods EBP methodology	Key stakeholders were identified at every step of the surgery patients admission. At one point we had over 25+ stakeholders present. Members included 	The Surgeons,  --surgery clinic staff - Preanesthesia clinic, -- Admissions --  OR --  CICU staff and administrators --  Pharmacy-- Billing -- PT/OT  Informatics etc…Quality data for the CTICU unit was collected by nurse manager on length of stay (LOS), postoperative ventilation hours, and early patient mobilization. The PhD assisted with the ROL, Fast-Tracking or Rapid-Recovery Processes were identified to standardize and streamline care	**The literature was scarce in some respects and Linda was very helpful at having additional resources and recommendations which assisted us in obtaining the 	needed EBP literature to change practice



DNP-Led Quality Improvement (QI) Team 

• Evaluated current postoperative outcome trends and care practices 

in unit’s cardiac surgical patients;  

• Identified outcomes which needed improvement - found to be:  

o length of stay (LOS),  

o prolonged intubation, 

o delayed mobility due to invasive lines,  

o patient education,  

o patient readmissions or “bounce backs” from the floor to the CTICU,  

o surgical site infections (SSI) 

• Utilized "Clinical Pathway" to improve interdisciplinary 

communication, patient education, streamline care and thereby, 

improve patient outcomes.  
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Evaluated current postoperative outcome trends and care practices in unit’s cardiac surgical patients; AFTER MEETING WITH KEY STAKEHOLDERS WE COMPLETED A THROUGHOUT NEEDS ASSESSMENT, AND evaluateD current provider, practices, processes and patient outcomes. NEXT WE EVALUATED THE DATA AND IDENTIFIED NEEDS AND CREATED AN ACTION PLAN  	Identified outcomes which needed improvement - found to be: length of stay (LOS), prolonged intubation, delayed mobility due to invasive lines, patient 	education, patient readmissions or “bounce backs” from the floor to the CTICU, surgical site infections (SSI); Consulting literature, QI team noted fast-tracking or rapid recovery practices were used in many facilities to standardize care and streamline processes. Implement  Clinical PathP-D-C-AUtilized "Clinical Pathway" to improve interdisciplinary communication, patient education, streamline care and thereby, improve patient outcomes. 



Coronary Artery Bypass Graft (CABG) CLINICAL 
PATHWAY Key Elements  
 • Clinical pathway or care plan: “6 day stay” based on current 

evidence and cardiac surgeon expert opinion  
• Clinical pathway  implemented June 1, 2010 by CTSICU 

nursing, physician, and respiratory therapy staff.  
• Included standardized pre-operative patient education and 

daily post-operative clinical mile markers and decision 
support components promoting early ambulation and early 
ventilator weaning when possible for all CABG and Valve 
Replacement pts. 

Presenter
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Clinical pathway or care plan: “6 day stay” based on current evidence and cardiac surgeon expert opinion Clinical pathway  implemented June 1, 2010 by CTSICU nursing, physician, and respiratory therapy staff. To Make the  changes sustainable:	Standardized pre-operative patient education booklet and video	decision support components promoting early ambulation and early ventilator weaning when possible for all CABG and Valve Replacement pts.	Created computerized order sheet	Had superusers- resource nurses	Annual staff education on the process	Utilzed standard procedures with RT and PT re: extubation and mobility	Setup initially daily, then weekly, monthly and quarterly evaluative methods- which were shared with the staff at frequent intervals	Daily post-operative clinical mile markers



Clinical Outcomes of EBP-QI Project   
 
• Improved effective communication among interdisciplinary 

team  

• Early postoperative extubation;  

• Reduced respiratory complications;  

• Early ambulation;  

• Early weaning of vasoactive medications;  

• Timely removal of invasive catheters and arterial lines;  

• Expedited transfer to a step-down unit;  

• Early discharge to home.  

 

 

Presenter
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Outcomes were Evaluated  and we made significant strides in the care of our patients- P-D-C-A--Next we ask should practice change/continue? NO The post-implementation pathway group outcomes demonstrated:                                                                                        Lower post-operative mortality rates 3rd lowest in the nation for extubation timesOverall, these results were significant reflecting a $500,000 savings in the first six months.We did such a great job we wanted to see what other impact we had on this population so we approached Linda…Pathway goals were achieved by QI project; however, a more robust analysis of outcome data (more than quality data) was desired with goal of disseminating results and attempting to generalize the data, if appropriate.  



PhD Assisted Research Study 
PhD assisted DNP with study design and data collection tool and methods. 
 

Purpose of this study was to evaluate the patient outcomes before and 
after the clinical pathway project using a retrospective secondary data 
analysis research study approach. DNP and MSN collected all data. 

 

Specific aims:  
1. Determine the effects of the Coronary Artery Bypass Graft (CABG) and 

Valvular Surgery Clinical Pathway (clinical improvement project) on 
post-operative mortality rates, complication rates, and extubation 
times when compared to pre-implementation rates. 

2. Evaluate the effects of the clinical pathway on hospital length of stay 
(LOS), other post-operative complication rates (pneumonia/infection, 
etc.) and healthcare costs. 
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Also – using more robust statistical analysis than quality monitoring data and only examining quality indicators;publishing / disseminating results was also desired, hence, IRB approval was necessary.  



Research Sample (DNP/PhD Discussions) 

• Total of 887 patients who underwent CABG or valvular surgery during 
pre and post pathway review period.  

• Of these, 85 did not meet Inclusion and Exclusion criteria. Remaining 
802 patients divided into Pre (441 patients) & Post Pathway (361 
patients) cohorts and first 50 patients in each group were included in 
the  retrospective chart review.  

• Subjects predominantly male Veteran patients, with approximately 1% 
female Veteran patients. 

• Significant differences between pre-and post groups were noted but 
were such that post-pathway group was actually the “sicker” population, 
with more severe disease and comorbid conditions. 
 



Analysis and Results  (PhD Led Analysis) 

• All categorical data analyzed using Chi-Square or Fischer’s exact tests. 

Ordinal data analyzed using Wilcoxon rank sums tests. Level of 

significance was set at 0.05. SAS version 9.4 (Cary, N.C.) was used for 

all analysis.  

• Statistically significant (p=<0.01) differences between the Pre and Post-

Implementation groups included:  
o Reduced time on ventilator for post-pathway group (by 12-18 hours),  

o Early patient mobilization out of bed (OOB) in post pathway group  

o Post pathway group mobilized OOB with invasive lines faster (58%),  

o Reduced ICU LOS (by average 2 days) in post pathway group, 

o Reduced total hospital LOS (up to 15 days) in post pathway group.  

 



DNP/PhD Conclusions and Dissemination 
• The post CABG Pathway group outcome results (even though they were 

clinically “sicker” prior to the CABG or Valve surgery), demonstrated 
lower post-operative mortality rates, complication rates, and 3rd lowest 
in the nation for extubation times when care was delivered utilizing a 
Clinical Pathway tool.   

• Overall, these results demonstrate a significant improvement in patient 
outcomes without a difference in patient disposition from pre to post-
pathway p=1.000; reflecting a $500,000 savings in the first six months. 

• Impact: Clinical Pathway still in place as a standard of care in CTSICU 
unit. Other surgery service at facility used same process to develop a 
different clinical pathway for colectomy patients. 

• Posters and articles with DNP, PhD, and other multi-professional team 
members as co-authors.  
 



Lessons Learned: Challenges 
and Opportunities 

Challenge:  

• Fighting for top dog? 

Opportunities:  

• Focus on strengths and 

collaborations that advance the 

mission of the organization/VA  

• Focus on global view/big picture 

• Develop great teams 

  

 



Challenges & Opportunities 

Challenges: 

• Role confusion 

o Trailblazers - examples to help define 

roles and be role models 

• Research  performed by 

inexperienced individuals 

o Partner with qualified/experienced 

individuals 

 

Presenter
Presentation Notes
Role confusion: From Cowan et al, 2013 article: “Administrators and leaders also need to address the issue ofrole confusion… Perhaps desired skill sets should be listed for jobs instead of degrees, with “preferred education and experiences” listed in job postings.” 



Challenges & Opportunities 

• Quality Improvement / clinical 

demonstration projects performed 

by inexperienced individuals or 

utilizing unnecessary research 

methodology  

o Partner with QI experts, using 

operational and not research methods 

 



Looking Ahead 
• Choose common topic(s) of interest/clinical problem through a group 

brainstorming sessions that align with facility goals, are translatable to 
clinical practice, solve existing problems, demonstrate sustainability, and 
advance the science of nursing.   

• Communicate frequently, revise plans as appropriate, and acknowledge 
member strengths and differences. 

• Build additional relationships with other disciplines – appreciate each 
other and recognize each other’s strengths. Lunch appointments!! 

• Agree on the roles, responsibilities, and time line for joint projects.  
• Provide a supportive co-learning environment based on mutual respect, 

trust, and credibility.  
• Encourage motivated colleagues to pursue advanced degrees early and lay 

a foundation for mentoring and retaining doctoral students (both DNPs 
and PhDs!). 
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