Force 1: Quality of Nursing Leadership
(Source of Evidence 1.1)

The Mission, Vision, Values, and Philosophy of Nursing are Congruent with those of Vanderbilt University Medical Center 
The philosophy and strategic plan for nursing aligns with Vanderbilt University and Vanderbilt University Medical Center (VUMC). Vanderbilt University is a center for scholarly research, informed and creative teaching, and service to the community and society at large.  VUMC was founded in 1878 to support the University’s mission in a clinical teaching environment. 

The mission of VUMC is to “bring the full measure of human knowledge, talent, and compassion to bear on the healing of the sickness and injury and the advancement of health and wellness through preeminent programs in patient care, education, and research.” [1.1, Book 4, Exhibit A: VUMC Mission, Vision and Credo Statement]  
We Value

· Service to our patients and for each other

· Education and research

· Respect for our patients and for each other

· Quality, efficiency, and cost effectiveness

· Collaboration and caring 

· Careful use of our resources 
In addition, the VUMC Credo is as follows:  [1.1, Book 4, Exhibit B: VUMC Credo]
· We provide excellence in healthcare, research and education. 

· We treat others as we wish to be treated.

· We continuously evaluate and improve our performance.

The Philosophy of Nursing and the principles which follow in The Vanderbilt University Hospitals/Clinics Nursing Staff Bylaws (Nursing Staff Bylaws) [1.1, Book 4, Exhibit C:  The Vanderbilt University/Clinics Nursing Staff Bylaws] reflect congruency with the Mission, Vision and Values of the organization. Since the first Nursing Bylaws Convention in 1981, the direct care nurses have been involved in the development, approval and implementation of our Nursing Staff Bylaws.  Each patient care unit and clinic has representation to the Bylaws Convention and also proposes changes as needed for updates. Our Nursing Staff Bylaws are available online for staff to refer to.  The Philosophy of Nursing at VUMC follows and in italics and bolded are the direct congruencies of our Philosophy with the Mission, Vision and Values of VUMC.  
“We believe that the provision of highly skilled and specialized nursing care is essential to the fulfillment of Vanderbilt University Medical Center’s mission of quality in patient care, education and research. Nursing accepts the responsibility to provide patient centered, high quality and cost effective nursing care for all patients and their families.
We believe nursing is an applied art and science with the focus of professional practice being to assist individuals, families and communities in achieving optimum health and well-being. This assistance includes preventive health care, education, facilitating recovery and continued support through illness, disability, or death. Professional nurses collaborate with physicians and other disciplines to ensure patient care that is coordinated and comprehensive. This collaborative care takes place in a variety of settings. 

We are guided by a philosophy that recognizes the inherent worth, dignity and uniqueness of every individual. We promote participation of patients and significant others in decisions regarding the patients’ health care and work toward their optimal level of wellness.

We are committed to providing an environment that continually seeks to improve delivery of patient care, facilitates rapid changes in practice, and encourages flexibility throughout all levels of care providers. We believe in the concept of Shared Governance whereby staff participates in decisions affecting nursing practice and the clinical work environment. We believe in the enhancement of an environment that fosters effective communication at all levels, provides recognition of nursing staff for excellence in clinical practice and promotes the recruitment and retention of clinically competent staff. We support the roles of nurses in advanced practice as clinical experts and resources for the enhancement of patient care throughout the care continuum.

We believe that research is a vital component for the advancement of clinical practice. Systematic evaluation of the effectiveness of nursing practice contributes to the improvement of patient care and the expansion of nursing knowledge. Excellence in nursing practice is enhanced by creating an environment that provides opportunities for advanced nursing education as well as stimulating personal and professional growth. We seek to foster innovation by working collaboratively with other disciplines to develop new models of clinical practice to improve quality patient outcomes.

We believe that the future of the profession rests upon developing collaborative models between nursing service and nursing education. Nursing accepts the responsibility for facilitating education of patients, families, nursing peers, colleagues from other disciplines and students of the various health professions. Each nurse serves as a role model of quality professional practice.

We are accountable for our practice in accordance with recognized professional standards and ethical codes. We accept the challenge of providing high quality nursing care as a member of the total health care team in a complex and dynamic health care environment.”


In addition, Patient Care Centers (PCC) and individual units and clinics have written Mission, Vision and Values statements for their areas.  Each of these is also congruent with the mission, vision, values of VUMC and our Philosophy of Nursing.  Written with interdisciplinary input, PCC and individual unit and clinic documents reflect the entire team’s approach to a particular patient population. [1.1, Book 4, Exhibit D: PHV Mission, Exhibit E: Adult Emergency Services Mission, Exhibit F: Cardiovascular Patient Care Center Mission]  Our job descriptions and merit performance evaluations are tied directly to our Philosophy of Nursing which is congruent with the mission and credo of VUMC. Each job description has “Key Functions”, with a set of measurable expectations which guide performance and evaluation.   The 6 basic key functions for RNs are:  1) planning and managing care, 2) continuum of care planning, 3) patient and family education, 4) problem solving, 5) communication and collaboration, and 6) continuous learning.  Specific behaviors are detailed under each key function.  Based on specific RN roles, additional key functions and behaviors are added.  

(Source of Evidence 1.2)

CNO includes Nurses Outside of Nursing in Activities and Decision-Making Regarding Nursing Care

Marilyn Dubree, RN, MSN in her role as Chief Nursing Officer (CNO) and Director of Patient Care Services provides oversight for nursing practice throughout VUMC. The intent and application of the Nursing Staff Bylaws provides for the inclusion of all nurses throughout the organization regardless of physical location and/or organizational reporting structure.  
We have two departments where nursing care is provided and administration is outside of nursing; Radiology, which includes the Peripherally Inserted Central Catheter (PICC) Service, and Endoscopy.  Our CNO developed mechanisms for collaboration and shared decision-making with these areas through two distinct structures. The first one provides nursing administrative support.  Brent Lemonds, Administrative Director for Emergency Services, acts as the liaison to Radiology and Endoscopy providing leadership and guidance for nursing care.  The second structure includes the managers from Radiology and Endoscopy as members of the Nursing Leadership Board (NLB).  In addition, nurses from each of these areas are members of sanctioned Nursing Staff Bylaws committees and other Medical Center committees and task forces as appropriate.  This structure provides the support which gives the nurses a voice in activities and decision-making regarding nursing care.  These changes and the initiation of shared governance  boards in these two areas, has facilitated a path for the staff to participate in decision-making for nursing care delivered in Radiology and Endoscopy, and the care delivered pre and post interventions. 
Other nurses who work in departments which do not report directly to our CNO; include some of the research nurses and nurses in advanced practice roles throughout VUMC.   To include these nurses in activities and decision-making regarding nursing care, their councils are a part of our shared governance structure and they are also members of sanctioned Nursing Staff Bylaws committees and other committees and task forces as appropriate. 
(Source of Evidence 1.3)

Examples of Advocacy by the CNO on Behalf of the Staff 
One of the recognized strengths of our CNO is her commitment to the Principles of our Nursing Staff Bylaws:   
· All patients are entitled to quality nursing care.

· Quality patient care is enhanced by an environment which recognizes the uniqueness of each patient and provider.

· The patient is best served by the nursing staff’s collaboration with other hospital staff and their participation in educational programs and research.

· The continuing assessment, evaluation, and improvement of nursing practice are essential to the provision of quality nursing care.

· All nursing staff is accountable for our missions of continuous quality improvement, patient safety, and customer satisfaction, and cost effective, value added care.
Guided by these principles, Ms. Dubree advocates on behalf of the staff.  Specific examples include: 
1. Vanderbilt University Hospital (VUH) 
· Adult Neuroscience Areas (ICU and General Care) 
The clinical staff in this area brought a request to their Manager, Patient Care Services (Nursing Manager) regarding the difficulty of mobilizing of the Neuroscience patients; from bed to chair and in ambulating using their current equipment.  Direct care nurses were also concerned about ergonomically correct movement of patients to prevent potential injury to the staff. The Nursing Manager took this request to the Administrative Director for her Patient Care Center, who took it to the CNO.  Through the CNO’s advocacy for the patients and staff, specialized bed/chairs were obtained for this patient population.  The addition of the “Total Lift II’ equipment provided for improved patient care and outcomes and a safer working environment for the clinical staff. 
· Adult Renal Transplant Unit 

One of the challenges in today’s environment is that of moving and ambulating patients safely and without doing harm to the nursing staff.  Added to that is the burden of the increasing number of morbidly obese patients.  Feedback from the nursing staff, coupled with an increasing number of staff nurse back injuries led our CNO to advocate for equipment that would take care of both problems; supporting lifting and mobility of patients while protecting the staff from injury.  The renal transplant staff was instrumental in the assessment and evaluation of the equipment and the recommendation for bringing the equipment house wide.  This was done through their Unit Board and Nurse Manager to the CNO.
· Adult Trauma Unit 
The task of scheduling can be an all consuming one for staff and managers.  Self-scheduling gives staff a greater sense of control over their work life and cuts down on the amount of time that is spent by the managers.  The Adult Trauma Unit staff and management team advocated for and received the support to have a WEB Based staff self-scheduling system. The Assistant Manager, Chris Kleymeer, RN was supported to use his computer programming knowledge and skills to develop the system.  Chris was able to get support from the Computer Programming Director in the School of Nursing and other computer programmers from around the University and VUMC.   This system allows staff to complete their schedule from any computer with internet access.  The system is very sophisticated and has “par” level numbers for staffing and “flags” for the manager any days or shifts that are of concern and feeds the shift assignment pages.   Based on feedback from the staff and management team, the original system has been upgraded. The Trauma staff is pleased with the system and resultant outcomes.

· Adult Orthopedic/Urology Floor 

Surgical units can have rapid turnover of patients.  It is challenging to balance the needs of new post-op patients, while admitting others and preparing some for discharge.  The nurses advocated for additional help and brainstormed solutions; the consensus was to add a nurse overlaid on days as an admission, discharge and transfer nurse. This was the best solution for them to be able to provide each patient with quality care and manage the workload of the entire unit.  Supported by our CNO, this solution was implemented. 
2. Vanderbilt Children’s Hospital (VCH) 
· Post Anesthesia Care Unit (PACU) 



Nurses in Children’s Hospital PACU prefer to work 10 and 12 hour shifts.  

With Vanderbilt being a Level I Trauma Center and the unexpected nature of other emergency surgeries, staffing Children’s PACU is often an around the clock need.  In addition to taking call for unexpected surgeries, the nursing staff was required to stay to take care of patients spending the night in the recovery room (boarders) for various reasons.  These requirements placed a burden on the staff.  
The staff requested to hire a permanent night shift staff, which was granted.  The night shift PACU nurses have primary responsibility to recover surgical patients and care for overnight boarding patients. If neither exists, the staff then goes to other areas of Children’s Hospital and provides relief for breaks and offers an additional pair of hands.  VCH nursing leaders, Pat Givens and Donna Williams are quoted in the September 2005 issue of OR Manager (OR Manager Vol. 21, No9) for this innovative approach to staffing. [1.3, Book 4, Exhibit A: September 2005 OR Manager Article]
· Infant, Toddler and School Age Medicine 

We believe the Nursing Manager can be one of the single greatest retention factors in our environment.  The goal of supporting the work of the unit and having enough direct leadership support for our nursing staff is one of our priorities.  The 7th Floor of VCH was unable to do this with only one Nurse Manager, even though the three units are relatively small.  The addition of a second manager ensured the right leadership and support for the work to be done and for the nursing staff.

Additionally, charge nurse positions for each inpatient unit were added to the leadership infrastructure in VCH as opposed to sharing across the Pods.  The charge nurse role is critical in the direct operations of the units and connecting with the staff shift by shift.  This important change further supports the staff and the work of the units.  
3. Psychiatric Hospital at Vanderbilt (PHV) 
Wiz is actually a Computerized Provider Order Entry System for patients (CPOE).  This system improves patient care by providing order sets for common diagnostic categories and procedures, calculating drug doses, suggesting orders and enhancing legibility. VUH and VCH implemented CPOE; however PHV did not have the resources for the implementation. 

Our nurses at PHV requested to have this level of support at PHV, in order to decrease potential order entry error and to be able to provide more timely care to the patients. Our CNO advocated for the capital financial resources for the hardware for PHV to implement CPOE.   Also, a temporary position (psychiatric nurse) was funded to support the implementation at PHV.  As of June, 2005 the first unit at PHV went live and the others will be completed by the end of the year. [1.3, Book 4, Exhibit B: PHV WIZ Order Proposal]
4. The Vanderbilt Clinics/Vanderbilt Medical Group (TVC/VMC) 
· Cancer Center Clinic  

Growth in volume is both a blessing and a curse in our environment. Today, the majority of cancer patients receive their infusions on an outpatient basis, thus the growth in our outpatient infusion area has been tremendous. Regardless of projected numbers and careful budget planning, volume exceeded what was planned. This increased volume resulted in the use of Registry staff and also required overtime of the Infusion Center staff.  The leadership team and the staff could not continue to support this method of addressing the increased volume.   Careful analysis showed the addition of 3 part-time RN positions would allow for flexibility in meeting the volume needs and also support continued high quality patient care.   The proposed plan was accepted and the positions were created and filled.  
(Source of Evidence 1.4)
Examples of how Nurses at All Levels are Leading and Participating in Professional Nursing Organizations and activities at the Local, State, National and/or International Level with information on how this Benefits the Practice Setting and the Nursing Community
Throughout VUMC, the participation and activity in professional organizations is very diverse. Networking and bringing back “best practices” has strengthened the practice of nursing at VUMC.  In addition, the confidence and experience the nurses gain, improves quality of care. The following examples highlight some of the great work our nurses are doing. 

· Barbara Brown, RN, AD – Direct Care Nurse – Dermatology Clinic/Phototherapy Treatment Center Clinic
For over 12 years, Barbara has been a driving force in the Dermatology Clinic. She was involved from the beginning in the development of VUMC’s first comprehensive treatment center for photo responsive diseases of the skin.  When this pioneering work was published, Barbara and the staff in the clinic were acknowledged, “for their advice and skillful, compassionate care of patients”.  

Barbara finds “networking with other professionals through the State and National Dermatology Nurses Association stimulates healthy perspectives and insights into treatment options”.  In 2004, Barbara joined the educational support staff of the National Psoriasis foundation as a faculty trainer, teaching phototherapy workshops to medical professionals all over the country.  She is part of the core team who annually reviews and updates the content of the intensive training.  As an instructor, Barbara is challenged to research answers to participants’ questions and brings this evidence based knowledge into our clinic.  With the ease of internet, she has become a mentor and peer to dermatology nurses from many states.  When a Psoriasis Awareness event was held in Nashville, Barbara created a poster presentation and utilized this method to meet and interact with people in our community.  

Barbara published an article in the inaugural issue of the quarterly publication of DermNurse this spring, on the topic of “Avoiding Burnout of Nurse”.  Another article dealing with the emotional support of the patient with chronic skin disease was published in the summer issue. She will also be presenting, “Overview of Ultraviolet Light, Metering and Shielding”, at the DNA Annual Convention in 2006.  Barbara is quick to acknowledge the professional involvement of her peers in the clinic.  Cindy is President of the local chapter of the DNA and Diane is vice-president. This high level of involvement underlines this clinic’s commitment to quality and evidence-based nursing practice. [1.4, Book 4, Exhibit A:  DermNurse Article] 

Susan Slater, RN, BSN, VPNPP 2 – Direct Care Nurse, Labor and Delivery –
Susan has been a member of the Association of Women’s Health Obstetric and Neonatal Nurses (AWHONN, formerly NAACOG) for more than 25 years.  For 3 years, she served as the appointed Tennessee Section Legislative Coordinator, working with the legislature and with the March of Dimes State Prematurity Committee.  In 2003 she was named as one of two recipients of the AWHONN TN Section Nurse of the Year award.  She currently serves as the Coordinator for the Nashville Chapter.  This work has included planning local CEU educational meetings. Susan also updates the local members on national topics.  Meetings are held at different hospitals and support nurses from various practice settings to share “best practices”.  The local chapter also supported part of the cost for 2 members to attend the National Conference this year.  In her own words: 
 “In my role as an RN at Vanderbilt, AWHONN has been valuable in helping to coordinate our patient care as we have used their resources to help to develop our OB Patient Care Guidelines.  My continued membership in AWHONN helps to keep me and my coworker’s current through their publications related to nursing unit standards.  I also have frequently shared publications including Lifelines and JOGNN for coworkers who are not members.  In the past two years, I have been able to recruit 6 new members to AWHONN and have also been able to keep coworkers up to date on conference offerings locally and nationally”. 

· Kelley Allen, RN, BS -  Direct Care Nurse, Neonatal Intensive Care Unit (NICU)  
Kelley is currently serving as the President of the Middle Tennessee Association of Neonatal Nurses, after serving as Vice-President in 2004. She started “her tenure” as an active member of her professional organization as a student nurse in 2003.  Kelley was supported to attend the National Conference and brought many new ideas and products back to us. The National Conference for 2006 will be held in Nashville in November and Kelley will lead the MTANN Chapter in assisting with the conference.  Kelley credits the opportunity to be involved with her professional organization at this level as, “helping me grow as a nurse, particularly in my ability to communicate at all levels and enhanced my ability to juggle many things”. 

Kelley is very proud of the work of the MTANN Chapter and some of those are listed here:  

1) Doing a local membership drive annually by going to the other hospitals in our area

2) Collected toiletry items for our local Ronald McDonald House

3) Holding a silent auction of baskets with items to pamper nurses and the proceeds are split between Parents Reaching Out and Little People of America (for dwarfism) 

4) Giving a significant donation to Parents Reaching Out after they lost grant funding. [1.4, Book 4, Exhibit B:: MTANN Brochure]
· Leanna Miller – RN, MSN, NP – Educator in Trauma Unit

Leanna is active in the American Association of Critical Care Nurses (AACN), the Emergency Nurses Association (ENA) and the Society of Critical Care Medicine (SCCM). She serves as an AACN Certification Ambassador and on the Advisory Board and AACN Test Development Task Force – for Cardiovascular.  
“As an educator for the past 23 years, my focus has been on improving the knowledge base of critical care nurses to improve patient outcomes.”  This is one of the major initiatives of the AACN.  Leanna’s role as certification ambassador is to promote certification of RNs in critical care and progressive care units.  Certification is one method to ensure a consistent base of knowledge and continual learning.  Continuing education is required to maintain certification.  She teaches 3 certification review courses within VUMC and at least 20 CCRN, PCCN, CEN or cardiology review courses throughout the United States each year.  
Two years ago when ACCN decided to offer subspecialty exams in cardiac medical and cardiac surgery, Leanna served on the Test Development Task Force.  The blueprint for test content and credential title were the goals of this group.  There are now 200 new cardiac medical credentialed nurses throughout the United States.  

Leanna has seen some of the major benefits which certification brings to the practice environment:  1) increase in knowledge base in area of expertise; 2) increase in confidence; 3) internal growth; and 4) improved patient outcomes.  She continues to promote certification at VUMC and nationally.
· Laura Butler – RN, APN – Kidney/Pancreas Transplant Coordinator –TVC

Laura has been a member of the Middle Tennessee Advanced Practice Nurse Organization (MTAPN) for 4 years and is currently serving as Vice President.

This group was formed with the support and involvement of a number of Advanced Practice Nurses from VUMC. Their goals include:  1) increase awareness and recognition of the APN and their roles in the community, 2) provide continuing education opportunities on a quarterly basis on various topics which are applicable to all advanced practice nurses, regardless of specialty, and 3) to provide an arena for APNs to network.

MTAPN works with our local Tennessee Nurses Association (TNA) and health care legislation.  Annually, MTAPN has a membership push and contacts all local APNs.  Through this effort, their membership has increased.
· Ann Luther, APRN, BC, CORLN – Clinical Nurse Specialist/Case Manager

Otolaryngology and Vascular Surgery Services

Ann has been involved with the Society of Otolaryngology and Head-Neck Nurses (SOHN) for many years and has served in various capacities on a local and national level.  For 2000 and 2001, Ann was the National President and also served as the National President of the Ear, Nose and Throat Nursing Foundation (ENT).  Ann now sits on the Council of Past Presidents, which is largely an advisory board and philanthropic group.  She is currently on the Editorial board for the society’s journal, ORL – Head and Neck Nursing.  

Ann states:  “Serving in these various capacities has given me exposure to many physician and nurse leaders (nationally and, in the case of nursing international leaders) within the field of otolaryngology and its many subspecialties.  I have utilized these persons as resources for clinical issues and likewise have served as resources for clinicians with specific questions.  I have also provided input to vendors who specialize in products of interest to our clinical specialties.  These contacts have improved life for our patients at the user end.” 

Ann is the driving force behind the quality care that our patients with otolaryngology –head and neck problems receive. She is not only a recognized expert on the national level, but also here at “home”.  On a community level, Ann was one of the people instrumental in working with our local American Cancer Society to get “New Voice” group started for laryngectomy patients.  Ann is a special friend and professional consultant to the group. 
· Jennifer Ginnings, RN ,   - Assistant Manager Surgery Clinic   
Bariatric surgery is a relatively new specialty in today’s healthcare environment.  However, bariatric surgery volume has grown exponentially and we do not foresee a change anytime soon. VUMC has been deemed a Center of Excellence for Bariatric Surgery by the American Society for Bariatric Surgery and is continuing to work on Centers of Excellence through the American College of Surgeons and many of the large insurance corporations. Jennifer’s experience with this unique and complex patient population and her work within her professional organization were instrumental in our achievement as a Center of Excellence. She also assists new programs throughout the United States and internationally in achieving excellence. The complex nature of this surgery and the follow-up care, require that a certain level of competence be achieved.  

Jennifer has been involved with the American Society of Bariatric Surgery (ASBS) since 1998.  In 2003, she became the chair person of the local support group and the public education committees.  She also serves on the committee for the National Practice Analysis/Role Delineation for Registered Nursing caring for Bariatric Nurses caring for Bariatric Surgical Patients. Jennifer’s involvement on the National level also includes: the “Walk from Obesity”, (co-chair/territory leader for national level and chair for the local event), which Jennifer brought to Vanderbilt this year.  

Follow-up is important for this patient population and Jennifer has been instrumental in establishing online as well as onsite support groups for our patients. She has also helped us establish onsite informational seminars for potential patents, as well as designed educational materials for our patients who have elected for the surgery.   Like wise, education for the nurses caring for our bariatric patients is instrumental in maintaining quality and positive outcomes.  Jennifer is involved in designing the curriculum of the education within the hospital and the clinic areas and ensuring appropriate continuing education.

In her own words:  “I have served in every role in the field of bariatric surgery from floor nursing to clinic nursing, to program coordinator.  Although this is a very challenging field and can be troubling at times, I cannot imagine doing anything else in my nursing career.  Our patients are the most thankful and grateful patients you will ever meet.  … a very rewarding profession and unlike other surgery procedures, we follow our patients for life and see the transformation they make.”

· Doug Burns, RN, BS – Manager, VUH & VCH  Radiology PICC Services 

Doug has been active in the Infusion Nurses Society (INS) and the Association of Vascular Access (AVA) for most of his career.  He is also a Conference Committee Member for the AVA and assists in planning topics and securing speakers for the annual conference.  

Between 95 and 98% of our patients at VUMC have some type of vascular access device.  INS and AVA set professional standards for all practices in which IV therapy/vascular access devices are used and clinical practice is guided by evidence based outcomes presented at professional meetings.  Doug has brought “best practices” to VUMC from his involvement with these organizations and we have incorporated those into our policies and procedures. 
With Doug’s leadership, the PICC Service provides in-services for our staff, as well as those outside VUMC.  Seminars have been provided for other community healthcare providers related to vascular access devices.  In addition, Doug coordinated an offering where community physicians and nurses learned to use ultrasound in placing lines. 

Vascular access devices and the practices associated with insertion, care and maintenance are constantly changing.  Doug’s work has enabled him to provide direction for our clinical practice and supports safe, quality patient care. 

Doug’s work has been noted not only by VUMC, but by other colleagues as well.  He presented at 2 sessions at the annual AVA Conference in 2004 and will be presenting at the 2005 conference in January 2006. Vanderbilt’s PICC Program has been used as a benchmark by other hospitals, particularly in relation to the use of ultrasound in placement. Doug has just completed a journal article on the evolution and results of our PICC services. [1.4, Book 3, Exhibit C: Article in JAVA on Vanderbilt PICC Service]

· Connie Ford, RN, MHA – Nurse Manager, Children’s Hematology & Oncology Clinics 

Connie has been a member of the Children’s Oncology Group (COG) for 20 years. This group includes all disciplines of those caring for children with cancer. She has served in many capacities in this organization and was recently elected to serve a 5 year tem on the Nurse Nominating Committee of the Nursing Discipline of COG.  As an active member, she serves on the International Nurse Nominating Committee. Connie’s involvement with COG led her to become involved with similar organizations, such as the International Association of Pediatric Oncology Nurses (APON), and the National Association of Children’s Hospitals and Related Institutions (NACHRI) Oncology Focus Group.  

These affiliations have benefited VCH children’s cancer programs in several ways.  One of the most significant is the use of the guidelines and standards from the core curriculum for the chemotherapy workshop which is provided for the VCH nurses working with our children with cancer.  Other initiatives which Connie has brought back to VCH include:  Myelosuppression Unit visitation guidelines, family care conference templates and guidelines, infection control measures and case mix index studies comparing length of stay and other factors.  The opportunity for Connie to have this level of involvement on a national and international level enables valuable networking and collaboration which is then shared with nurses in VCH.   
· Donna Mason, RN, BSN – Nurse Manager, Adult Emergency Department 

Donna has maintained her Emergency Nurse Certification since 1980 and been active in the Emergency Nurses Association (ENA) for over 20 years, serving in various roles.  She has been elected as President-elect at the National level for 2006 to serve as President in 2007.  Donna is also a member of the National Faculty for the American Heart Association (AHA) and serves as a liaison for training in several areas.  This role requires her to provide training and advice when new programs are rolled out from the American Heart Association.  Donna’s extensive involvement with ENA has influenced a number of other nurses in the Emergency Department to take active roles also.  One of our nurses has been selected as President-Elect of the local chapter and another one is serving as secretary of the local chapter and yet another is serving as the membership chair. [1.4, Book 4, Exhibit D: Donna Mason Letter for Election to President ENA]
In Donna’s own words:  “My involvement in ENA and the AHA is a commitment to my profession.  I want to see that emergency nurses have pride in what they do and strive for excellence in the care of patients.  I have incorporated the ENA Code of Ethics and professional literature in my management style for orientation to triage.  I have the avenue to promote what is best for emergency patients by being in a position to speak for emergency nurses.” 

Brent Lemonds, Administrative Director for Emergency Services states: “This is beneficial for the Emergency Department in that Donna is aware of the pulse of Emergency Nursing on a National Level.  Through her travels and interactions with other leaders in emergency nursing, Donna brings best practice information back to our department for implementation. On the other hand, Vanderbilt, and innovations we are fortunate to enjoy here, are well represented through Donna’s involvement on a national level.” 

Specific examples of the benefits of Donna and her staff’s involvement with ENA for the practice setting include: the adoption of the Emergency Severity Index Scoring (ESI) for Triage and the use of position statements from ENA in the development of the sexual assault program and in the care of patients during intra-facility transfers. VUMC is a very busy Level I Regional Trauma Center, and triage is a critical process in patient flow and in ensuring timely, appropriate care for all patients that present to our ED. 
· Ann Cross, RN, MS, MBA – Administrative Director for PHV 

Ann is active in the American Nurses Association (ANA) and The Tennessee Nurses Association (TNA), as well as the American Psychiatric Nurses Association.  Her interest in keeping our nursing staff focused on taking care of themselves, as well as our patients, Ann is the co-chair of our Nurse Wellness Committee. This group has done extensive work at VUMC for our nurses.  Ann’s commitment to the effort led her to present our work around Nurse Wellness at the June 2004 ANA Biennial Convention.  Vanderbilt also hosted the first ever Nurse Wellness Conference.  To quote Ann, “My presentation of our work at the ANA Convention allowed me to make peer connections which have enhanced the ideas for support and changes we can make at Vanderbilt to promote nurse wellness”.  “The success of our Nurse Wellness Conference further enforced my commitment to this effort for the staff.”  Specific ideas that the Nurse Wellness Committee has implemented from these connections include:  Universal Behavioral Precautions, a web-based training module for our nurses related to hostile and potentially violent patients and families; promotion of Smooth Moves, the safe handling of patients initiative; and an annual Nurse Wellness Fair to promote health and wellness focused activities among the nursing staff.  Ann continues to use those connections for her team’s work on nurse wellness at VUMC. [1.4, Book 4, Exhibit E: Nurse Wellness Conference Brochure]
· Vicki Brinsko, RN, BSN  - Coordinator, Infection Control 

Vicki was appointed to The Healthcare Infection Control Practices Advisory Committee (HICPAC) in October 2003 to serve a 7-year term.  HICPAC is a federal advisory committee compromised of 14 external infection control experts who provide advice and guidance to the Centers for Disease Control and Prevention (CDC) and the secretary of the Department of Health and Human Services (HHS) regarding the practice of infection control. One of their main functions is to issue guideline recommendations for preventing and controlling healthcare associated infections.  

At the February 2004 HICPAC meeting, committee members were asked to update the Draft Guidelines for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings.  This update was needed due to emerging new infections such as Severe Acute Respiratory Syndrome (SARS), monkey pox and avian influenza.

Ms Brinsko was assigned Appendix A, which is an alphabetical listing of infectious diseases, type of isolation required, duration of precautions and comments.  She was also assigned Part II of the document that includes hand hygiene and personal protective equipment.

The guidelines will be finalized at the October 2005 HICPAC meeting with a publication date of February 2006.  We are well-positioned to educate our staff on guideline changes through The Learning Center staff and Vanderbilt Environmental Health and Safety staff. Ms. Brinsko’s involvement on this Advisory Committee ensures that the Medical Center will be well-positioned to implement the new guidelines quickly after their release. 
· Karen Hughart, RN, MSN – Director System Support Services


      Karen is a member of the “Menuchia Group”; an elite 20 member expert Blue Ribbon Panel working with Computerized Provider Order Entry (CPOE).  CPOE has been an important topic for several years and Vanderbilt has 12 years experience with CPOE.  These 20 members are physicians, nurses and representatives from other disciplines from around the country who have been responsible for CPOE implementation at their facilities. 


    Grant funding from the National Library of Medicine has supported this Blue Ribbon Panel in their study of 1) factors that influence successful implementation and use of CPOE applications and 2) unintended consequences (positive and negative) of CPOE use. Two white papers have been written and portions published in the Journal of the American Medical Informatics Association (JAMIA). The first one was recommendations for successful implementation of a CPOE system.  The second one was unintended consequences of CPOE implementation. Menuchia also developed a tool for use to measure the level of CPOE integration into an organization and Karen pilot tested the tool here at VUMC.  

Patient safety is a focus of CPOE.  Karen’s work with Menuchia has allowed us to share nationally and internally what we have learned about CPOE in the last 12 years and thus affects patient safety worldwide.  In addition, Karen has brought back to us, “best practices” from other organizations.  Karen is also quick to recognize the other nurses in System Support Services who are also involved in their professional organization and have presented papers and posters at AMIA conferences.  

Karen’s department also hosted a local conference on Implementation of Healthcare Information Systems and a Weekend Immersion in Nursing Informatics Conference for nurses from throughout the southeast.  As healthcare moves forward in the direction of greater computer technology, Karen and her colleagues are working to share our experience and expertise with other nurses and healthcare professionals.
· Marilyn Dubree, RN, MSN – Chief Nursing Officer
Ms. Dubree, our CNO, is active in a number of professional nursing organizations, including the American Nurses Association (ANA), Tennessee Nurses Association (TNA), and Tennessee Organization of Nurse Executive (TONE).  She is also a member of the Steering Committee of the Nursing Executive Center of the Health Care Advisory Board. This organization identifies and investigates current issues in healthcare and presents these issues to healthcare institutions nation-wide. As a member of the Steering Committee, our CNO has the opportunity to lobby for a focus on specific topics that are relevant to the delivery of nursing care at Vanderbilt. She is also in a position to hear “cutting edge” leadership and clinical practice research and updates brings those back to VUMC. [1.4, Book 4, Exhibit F: Advisory Board Monograph Evidence Based Nursing Practice]
(Sources of Evidence 1.5 and 1.6)

Involvement of Nurses at all Levels in the Budget Development Process and Evidence of Data-Driven Decision-Making Regarding Budget Formulation, Implementation, Monitoring and Evaluation
Overview:

Effective budgeting and resource allocation are an essential competency for current day nursing leadership. Due to the complex nature of VUMC’s practice environment and the high acuity of our patients, it is crucial that our budgeting process be collaborative and flexible to meet the changing needs of the patients we serve. Nursing resources continue to be in great demand and it is essential that we maintain high levels of engagement in our budget planning process to effectively plan for adequate resources that ensure the provision of quality, safe nursing care to the patients we serve.  

Given the CNO has operational responsibility for budgets in excess of $160 million, the role draws on the nursing leadership and staff to assist in creation of the fiscal year budgets (salary, non-salary  and capital) for the clinical areas.  At the core foundation of this decentralized budget development process, is the commitment and accountability of nursing leadership to ensure the inherent right of our patients to experience safe, efficient and effective nursing care.
Annual Budget Development Process:

  Each budget for the patient care areas is developed at the local (unit/clinic) level in collaboration with the Administrative Director, area/unit nursing leadership team (Manager, Assistant Manager, nurse educators, Charge Nurse) and key nursing staff (i.e. staff scheduling coordinators, unit representatives from the Value Analysis Committee for new product selection). Key financial management resources are provided via the Financial Officer role assigned to the area/department. [1.5, Book 4, Exhibit A: Staff Nurse Input to Budget]
At the foundation of the annual budget formulation is the provision of historical data related to financial performance.  Currently, 2 years of historical data and 5 months of actual data are provided as a part of the budget data utilized to drive the decision making process. Early in the process, the nurse manager in collaboration with his/her Administrative Director has an opportunity to revise the proposed forecasted projections based on changes driven by new programs or modifications to existing volumes due to additional providers or expansion of capacity.  Modifications may also arise from data driven from staff satisfaction surveys such as NDNQI Staff Satisfaction Survey and the Moorhead Staff Satisfaction. 

Once the final proposed budget is completed, the Administrative Director presents the recommended budget to the CNO and Assistant Director of Finance for overview and discussion. Staffing ratios are reviewed in concert with case mix index, plans for growth, occupancy data and key benchmark metrics. This discussion provides the CNO an opportunity to understand the needs of the area therefore positioning her favorably to petition for additional resources where needed.  

In the final formulation process, the CNO and Administrative Director meet with executive leadership to present the proposed budget for the Patient Care Center. During these discussions, the CNO partnered with the Administrative Director fulfills the role of both negotiator and advocate for nursing.  At the end of this planning process, the CEO provides official endorsement of the final operational and capital budgets to be submitted to the Board for approval.  
Available Resources to Support the Budget Development Process:
Assistant Director of Finance:

Throughout this dynamic budget development process, the department has access to a unique nursing role housed in the Department of Finance (Assistant Director of Finance).  In recognition of the complex nature of budgeting process, this role was collaboratively designed by senior nursing leadership and the Department of Finance to serve as a liaison to the operational clinical areas and the Department of Finance providing ongoing support for budget development and ongoing monitoring and evaluation of our resource allocation. Anne Underhill, who holds this role has the unique ability to understand the nursing needs and financial requirements because she is an experienced nurse and has acquired formal education and certification in finance.  The position partners closely with nursing leadership to provide support in the following areas:

· Overseeing the financial needs of the patient care areas

· Collaborating with nurse managers to develop and monitor budgets:
· monitoring/developing staffing plans
· variance analysis
· capital purchases analyses

· training for nurses on financial topics

[1.5, Book 4, Exhibit B: Assistant Director of Finance Job Description]
Benchmarking

Vanderbilt University Medical Center participates in an operational benchmarking program called ACTION OI with a company called Solucient.  VUMC primarily compares data with academic hospitals that are part of University Health Consortium (UHC).  During the budget cycle and on an ad-hoc basis throughout the year, executive leadership requests that each department within the hospitals and clinics evaluate their total cost and worked hours per unit of service compared to the benchmark hospitals.  This ongoing benchmarking process provides managers with the ability to assess their current performance against similar institutions. The benchmarking process gives managers an ongoing evaluation metric providing them with the ability to identify and seek out best practice facilities excelling in effective resource allocation. 

Budget Implementation and Monitoring:

A.)Staffing Template

In collaboration with the Administrative Directors, Nurse Managers, Assistant Nurse Managers and Charge Nurses, the Assistant Director of Finance developed several tools to assist the areas in developing the annual budget and monitoring their ongoing performance against budget. A staffing template was developed for the initial creation of the staffing plan. The template includes a breakdown of the number and skill mix needed for each day of the week; these numbers are then translated into the appropriate number/skill mix of FTEs required on any given day. From this detailed plan, the budgeted FTE in each job category can be calculated. [1.6, Book 4, Exhibit A: Example Staffing Template]
B.) Bi-Weekly Variance Report:

The Bi-Weekly Variance Report was developed to assist in monitoring fiscal performance. This report is based on data related to census, FTE use (e.g., regular hours, overtime, orientation) and vacancies. Hours and dollars per patient day are one of many key indicators used to assess financial outcomes and ensure adequate resources. The preparation and review of these bi-weekly reports provides Managers, Assistance Managers, Administrative Directors and Charge Nurses an avenue to view the financial health of their areas and to assess the impact of resource allocation to meet patient care needs. [1.6, Book 4, Exhibit B: Examples Biweekly Staffing Reports]
C.) Electronic Financial Data:

Multiple reports that track financial performance are available to the Administrative Director and Manager in an electronic format.  Electronic files, such as Proclarity, Waldo and Edog are at the managers’ fingertips for budget monitoring.  [1.6, Book 4, Exhibit C: Example Budget Spreadsheet, Exhibit D: Example Waldo Labor Reports (Earnings and Hours), Exhibit E: Example eDog Monthly Report] Charge nurses and/or assistant managers on many inpatient units complete a shift management report that shows census, acuity and staffing ratios.    

D.) Monthly Management Meetings:

Budget performance is a part of the monthly management meetings in each area. This ongoing agenda item allows nursing leadership the opportunity to assess the ongoing financial status of their units. During these discussions, nursing leadership (Administrative  Directors, Managers, Assistant Managers and Charge Nurses) have an opportunity to view the available data and discuss the data in relation to the overall nursing care being provided to patients in the area. 

Because of the reciprocal nature of the budget formulation process, ideas for improvement in care delivery may come from numerous avenues ranging from direct care providers, to Managers and Administrative Directors.  Staff nurses are often in the unique position to identify these needs which they are empowered to shared directly with the unit leadership or can be surfaced as a part of our shared governance model through the unit board structure. These additional needs typically present themselves in the form of staffing resources, non-capital equipment or capital equipment.  Emergent needs can be taken directly to the CNO by the Administrative Director. [1.6, Book 4, Exhibit F: Emergency Request for Capital Equipment]
(Source of Evidence 1.7)

Examples of Ways Nurses At All Levels have Identified and Advocated for Additional Nursing Resources to Support Unit Goals

Focus on Meeting Staffing Needs in the new Children’s Hospital (VCH) 
Vanderbilt Children’s Hospital (VCH) moved into their new facility in February 2004.  Shortly after the move census was higher than expected, which required a larger and more flexible workforce. Staffing in the new pods (12 bed units) was a geographic challenge.  Even though having the new facility was exciting, our direct care staff was dealing with the stress of change as well as the impact of a higher patient census. Staff feedback through the unit boards and in leader rounding, demonstrated an increased level of stress due to workload. [1.7, Book 4, Exhibit A: VCH Float Pool Proposal]  The Clinical Staffing Resource Center (CSRC) (our internal registry) was limited in the number of pediatric nurses available because of the work requirements. In response to these staff concerns, Debbie Arnow, RN, MSN, Director of VCH Education, proposed the development of a separate Pediatric nurse float pool.  Included in this proposal was also the use of half shifts to encourage former pediatric nurses to return to nursing. 

The proposal was approved and a VCH Assistant Manager from the general floors organized the pool. Successful recruitment resulted in a waiting list for the positions. The float staff is paid a slightly higher rate to compensate for floating to different areas. Once this concept proved to be successful, a Pediatric Critical Care Float pool was also developed. The nurses that work 4-hour shifts are known as CHAMP nurses after VCH’s mascot. Our CHAMP nurses help with admissions and discharges and relieve staff for lunch and breaks. The additional staff has helped staffing and is more cost effective than using all CSRC staff. Staff in the float pool report satisfaction with their role and the challenge of going to different areas based on need. Direct care nurses on the units are also satisfied with the outcome as it provides qualified, committed staff and supports peaks in census.
WHY I AM PROUD OF STAFF IN THE VANDERBILT CANCER CLINIC
In her own words – Debra Woods, Assistant Manager, Cancer Clinic 

“The thing of which I am most proud in the Cancer Clinic is the staff. This has not been an easy accomplishment. Within the last 18 months the Cancer Clinic has replaced four of the six full time RNs in the clinic in addition to hiring a nurse into a new position. The Cancer Clinic Infusion Room replaced 6 of the 8 full-time positions within that same period. There have been 3 new part-time RNs hired during these 18 months as well.   


Morale was obviously bad 18 months ago. Some of the turnover was because of family or spouse transfers.    Registry nurses, although excellent, had no vested interest in the clinics were filling the empty positions.    The permanent nurses were working overtime and continuing staying late to get the work done. Some of the staff had negative attitudes and continually complained about their co-workers, which added to the poor morale. Something had to happen.    

Managers counseled the negative staff and even had to use progressive discipline in some cases. When this happened the negative staff began to leave, making the workload even heavier for the remaining staff. However, the atmosphere changed.   Those that remained worked together and supported one another.      


The open positions were filled with only the best nurses. The staff helped in the interview process to assure that there would be a good “fit”. Even if the core staff had to work short, they were willing to wait for the right person to be hired. If there were any doubts about the candidate, they were not hired. The managers tried to match the newly hired nurses with a compatible preceptor.    

The staff in the Infusion Room went to the administrator with a proposal for 3 new 20 hours positions to help fill the needs.  With the data presented these positions were approved. The staff then worked together to develop a schedule that would allow them routine days off, but meet the clinic needs as well.    

Working together the staff and management were able to replace negative staff with a team. The “Clinic” RNs and the “Infusion Room” RNS now respect one another and communicate well. There is a sense of trust in the ability of each nurse.  None of the nurses feel uncomfortable in leaving “their” patients   in the care of a co-worker.   The productivity of the entire clinic has improved. When making rounds the staff will talk about how well the clinic works together. Several staff members have commented on how this is the best job they have ever had. Patients have commented on how much they appreciate the staff and also how well they work together.”  

Increasing the Number of Nurse Educators 

For a number of years we have had decentralized nurse educators. This system allowed the nurse managers and the educators to work closely in assessment of staff needs and the educators could tailor the unit education.  A few of the units shared educators among them.  Over time the units and the educators found the sharing system did not support their unit goals of giving them the ability to meet unique needs in a timely manner and to track/follow new employees. 
Through their Unit Boards up to the CNO, units advocated for and received the support to have individual nurse educators. This has been done on an individual unit basis.  We are still refining the process of having decentralized educators and how their work comes together centrally.  The educators have formed their own council; which will be a proposal for our next Nursing Staff Bylaws Convention.  This new system supports the unit goals and the educators, nurse managers and staff is reporting satisfaction with this role.
Creation of an Outpatient clinic for wound and ostomy care 

Patients who have ostomies require pre-op teaching, post-op follow-up and opportunities to have specific questions addressed.  Patients with wounds also need regular follow-up to monitor their progress.   Nurses in multiple clinics found themselves needing the expertise of the inpatient Wound/Ostomy nurses on a routine basis. Although, our patients have received the needed attention, we did not have a formal clinic or a mechanism for this to occur; the enterostomal (ET) nurses were called as needed. The clinic and wound/ostomy nurses have created scheduling templates.  This new process has decreased the wait time for patients to see the nurses and enabled the ET nurses to organize their time to be able to meet the needs of more patients.   
(Source of Evidence 1.8)

Nurse Satisfaction Data for a Two-Year Period

How Nurse-Satisfaction Data are Tracked and Analyzed and how Action Plans are Developed and Evaluated Based on Data and how Direct Care Nurses are Involved in the Process

At the end of this Force, are the results of our nurse satisfaction surveys.  Before this year, we utilized the Morehead Survey and in 2005, we changed to the National Data Nurse Quality Indicators (NDNQI), RN Satisfaction Survey.  Nurse satisfaction data are tracked and analyzed, action plans developed, implemented and evaluated through two processes at Vanderbilt.  The first one is organization-wide through our Be the Best – Keep the Best Initiative Committees.  The other process is through the individual unit/clinic level through the staff chaired Unit/Clinic Boards.  
Be the Best – Keep the Best

The initial work for these groups began in 2000 and has evolved today into a shared vision for action in direct response to nurse satisfaction data, staff focus groups, trends in the current literature and national bench marking.  Through this work, VUMC is committed to providing the best possible environment to practice nursing through times of rapid change, both internally and externally. 
Beginning in 2003, task forces were convened to focus on specific areas identified from satisfaction surveys as key to improving overall nursing retention and recruitment. In order to easily communicate the work of these groups, we adopted the slogan; “Be the Best - Keep the Best”, and the work was organized into four areas:

· Select the right people

· Foster growth

· Quality of work life

· Create the culture

Over the last 2 years, the work of these task forces has changed and evolved based on new satisfaction data and current trends.  Annual evaluation and goal setting ensures that our work is current.   We sometimes still refer to them as task forces, because of the original work; however, they are actually standing committees.  Those six groups include:

· Shared Governance –strengthen shared governance across the organization

· Recruitment/First Year – improve the on-boarding process, from application to the end of the 1st year of employment

· Nurse Wellness – develop programs that improve wellness among nursing staff

· Leadership  Development – provide educational experiences to develop and enhance leadership skills of nursing administrators and managers

· Staffing – Ensure appropriate staffing resources (numbers, competencies, certifications, etc…) deployed properly to provide consistent, safe quality care which meets the highest standards of clinical excellence

· Services Improvement – improve delivery of ancillary services which support patient care

The membership of each task force includes direct care nurses, charge nurses, assistant nurse managers, managers, administrators, and representatives from disciplines related to the focus of the work [1.8, Book 4, Exhibit A: Be the Best Task Force Membership Lists]  The members were selected with these guidelines in mind:

· Co-chair leaders – Administrative Director/Nurse Manager 

· Participants – interdisciplinary;  tapping roles at many levels of the organization including managers, assistant managers and direct care nurses 

· Process support – Facilitators from The Learning Center 
Focus on Task Force Activities 2004-2005
	Recruitment & first year
	Leadership Development

	· Recruitment strategies 

· Expedited interview process 

· Targeted Selection Training 

· Nursing Orientation

· Consensus ~ roles, preceptor characteristics

· Orientation Road Map test,  Summer ’04

· Re-design October 26-29

· Nursing Residency Program

· January ’05; approach includes upgrade of GNA orientation

· 36% increase in student nurse placements

Relationship with schools of nursing faculties, improved student placement and evaluation processes


	· Leadership development

· Nursing Leadership Academy sessions 4x/year

· Mentoring has occurred informally and through Manager Council as forum for education

· Management structure & roles

· Management structure evolving even as proposal for change in structure has been under review

· Clinical Nurse Leader program in collaboration with Vanderbilt University School of Nursing
· Director of Nursing Education and Development 

· Focus on Rising Stars, growing our own leaders



	Staffing
	Wellness

	· Staffing policies updated to reflect automated staffing system
· Scheduling Process, Holiday, Changing FTE, Requesting time off, Charge nurse staffing 

· Agreement on key elements of effective staffing model

· House-wide standardization of ratios on similar units, FY 05 budget templates

· FY 04--At or below budget for 11 months due to enforcement of staffing templates, reporting and close monitoring

· Implementing house-wide automated scheduling system   


	· Awareness events       

· Annual Wellness day event

· Take your break campaign

· National Conference hosted October 28-30, 2004

· TNA and ANA presentations in June 2004

· Safety for nurses in the workplace-curriculum developed for de-escalating family, patient violence may roll out to all staff, Work/Life connections-Nurse Wellness Program

	Shared Governance
	Service Improvement

	· Strengthen structure--boards, councils, and committees for decision making and communication

· By-laws convention November ‘03

Monthly agenda planning that aligns, communication and decision making forums

· 4Ps training for meeting effectiveness

· Board Basics, launched September 12, 2004

· Shelley Moore hired as Director of Shared Governance Implementation 


	· Environmental services

· Response to Feedback

· Labor was redistributed; 24/7 call and pm room check were implemented

· Beds added to inventory; process to improve bed repair

· Information System

· E5!

· Supplies

· All unit cells revised by March 1, 2005

· Inventory time changed to meet unit based supply demand

· 9th Floor service center reopened

· Rekindled service center/unit relationship/unit board

· Pilot cordless phones for supply staff

· Equipment

· Bariatric equipment suite created equipment in system

            

	CNO Activity

Breakfast with Marilyn, since Dec 2002: Monthly meetings with diverse groups to increase access/visibility to CNO -- 20+ year employees, night shift, grad nurses, RN4s, nurse educators, research nurses, Op services, mal nurses, minority nurses, preceptors, case managers, ED & Peds ED, License 1-2 years, assistant managers, nurse award nominees, Lifeflight, nurse practitioners, research nurses, inpatient managers, outpatient managers, nurses over age 40 and many others. 
 


Coordination among Task Forces

To maintain integrated efforts among the task forces, co-chairs meet a minimum of quarterly and frequently each month to communicate their work and to coordinate efforts when overlapping or complementary functions are identified.  Planning for overall communication, evaluation and budget impact of initiatives were often agenda items for the group.  For example, to communicate with the larger Nursing Leadership Board (the Board responsible for operations), co-chairs agreed on a sequence for presentations and feedback from the managers.  Since 2004, co-chairs have endorsed a newsletter called “Nursing Capsules”.  This publication features comments from the CNO and presents stories about ways that the “Best” work affects staff nurses at the bedside. [1.8, Book 4, Exhibit B: Nursing Capsules April 2005]
Evaluation 

During the development of this initiative, key indicators of success were identified by the task forces and the co-chair groups.  At the end of the fiscal year, evaluation data is presented to all task force members. [1.8, Book 4, Exhibit C: Be the Best Baseline Information for 2003, Exhibit D: Be the Best Annual Meeting October 2005, Exhibit E: Evaluation of Progress October 2005] Goals are set using national benchmarks where appropriate and internal benchmarks if data outside the organization is not available. Our goals are reviewed and revised each year at the annual evaluation meeting.  These annual presentations provide the task forces with their successes and potential areas for improvement; most importantly this annual review provides continued motivation to work toward our goal of recruiting the best nurses and retaining them. 

The following indicators were identified to evaluate the overall impact of these initiatives. The goals were identified after research and benchmarking.

	Overall Indicators
	Goal
	2002-2003
	2003-2004
	2004-2005

	Turnover rate
	10 – 12%
	11.12%
	10.88%
	11.14%

	Vacancy rate
	10%
	11.44%
	13.90%
	14.33%

	Resignations (>2 years)
	40%
	59.7%
	38.7%
	57.5%

	Time to hire nurses
	40 (median days)
	65
	58
	61

	Wellness – use of EAP
	
	107  RN clients
	135 RN clients
	138 RN Clients


Our “Be the Best – Keep the Best” work focuses on global nurse satisfaction data and addressing those concerns or issues that affect all nurses at VUMC.  Different mechanisms are utilized to communicate their work to nurses throughout VUMC including, but not limited to: 
· Nursing leadership meetings

· Staff Nurse Council

· Nursing Capsules Newsletters

· Our VUMC Newspaper The Reporter
· Unit/clinic boards

· VUMC email, which all nurses have

· Annual fairs, such as Nurse Wellness

Since each unit/clinic receives individual, as well as overall data, they address specific issues at the local level through the unit/clinic boards. Patient Care Center (PCC) Boards also work with nurse satisfaction data across their services (includes inpatients and outpatients).  
The chart below shows the Morehead Staff Satisfaction Survey – Results for Registered Nurses for 1998, 2001 and 2004.  Comparisons are provided for 2004 Magnet Hospitals and 2005 National RN Data. 
	 
	Item
	2005 National RN
	2004 VUMC Registered Nurse
	2001 VUMC Registered Nurse
	1998 VUMC Registered Nurse
	
	2004 National Magnet RN

	1
	My job makes good use of my skills and abilities.
	4.08
	4.33
	3.91
	3.93
	 
	4.18

	2
	I understand how my job supports the medical center’s mission.
	4.24
	4.44
	4.19
	N/A
	 
	N/A

	4
	I enjoy working with my coworkers.
	4.29
	4.31
	N/A
	N/A
	 
	4.33

	5
	I respect the abilities of the person to whom I report.
	4.03
	4.08
	3.76
	3.73
	 
	4.06

	6
	The medical center provides opportunities for career development.
	3.70
	3.85
	3.34
	3.41
	 
	3.86

	8
	The person I report to supports me in developing new skills.
	3.88
	4.03
	3.68
	3.62
	 
	4.11

	9
	The medical center conducts business in an ethical manner.
	3.99
	3.98
	N/A
	N/A
	 
	4.04

	10
	My work group provides high-quality care and customer service.
	4.34
	4.37
	4.11
	4.01
	 
	4.28

	11
	There is a climate of trust within my work group.
	3.59
	3.73
	3.38
	3.33
	 
	3.61

	12
	My benefits compare favorably with those offered at other organizations in this job market.
	3.47
	3.60
	3.61
	N/A
	 
	N/A

	13
	The medical center's leadership provides the direction necessary for the medical center's continued success.
	3.47
	3.70
	N/A
	N/A
	 
	N/A

	14
	I am a member of a work group that works well together.
	4.01
	4.19
	3.87
	3.77
	 
	4.07

	15
	The person I report to listens to my comments and/or suggestions.
	3.81
	3.91
	3.60
	3.30
	 
	N/A

	16
	I would recommend the medical center to family and friends who need care.
	4.14
	4.22
	N/A
	N/A
	 
	4.37

	17
	There is effective communication within my work group.
	3.31
	3.65
	3.25
	N/A
	 
	N/A

	18
	The medical center supports me in balancing my work life and personal life.
	3.64
	3.54
	3.04
	2.97
	 
	3.62

	20
	The person I report to recognizes employees when they do a good job.
	3.69
	3.62
	3.34
	3.27
	 
	3.75

	21
	My work group is adequately staffed.
	3.25
	2.89
	N/A
	N/A
	 
	3.07

	23
	I am satisfied with the job security at the medical center.
	3.82
	4.02
	3.61
	3.47
	 
	3.92

	24
	The person I report to treats me with respect.
	4.06
	4.14
	3.88
	3.79
	 
	4.20

	25
	I am satisfied with my work group’s performance development/appraisal system.
	3.26
	3.11
	2.72
	2.47
	 
	N/A

	26
	My job responsibilities are clear.
	4.08
	4.15
	3.86
	3.80
	 
	4.24

	27
	The medical center treats employees with respect.
	3.66
	3.74
	3.21
	3.13
	 
	3.59

	29
	My pay compares favorably with similar positions in my job market.
	3.19
	3.18
	2.70
	2.69
	 
	3.08

	31
	There is a climate of trust in the medical center.
	3.35
	3.45
	2.87
	2.75
	 
	3.52

	33
	I am satisfied with the recognition I receive for doing a good job.
	3.34
	3.31
	N/A
	N/A
	 
	3.35

	34
	Physicians treat other staff members at the medical center with respect.
	3.33
	3.51
	N/A
	N/A
	 
	3.18

	35
	The person I report to emphasize the importance of providing great customer service.
	4.22
	4.16
	N/A
	N/A
	 
	4.30

	36
	My needs are satisfied by the benefits I receive.
	3.44
	3.38
	3.24
	3.04
	 
	3.21

	38
	Information from this survey will be used to make improvements.
	3.43
	3.29
	N/A
	N/A
	 
	3.36

	40
	The medical center treats employee safety as a high priority.
	3.83
	3.86
	N/A
	N/A
	 
	3.99

	41
	I get the tools and resources (non-personnel) I need to do my job.
	3.68
	3.63
	3.10
	3.13
	 
	3.67

	42
	I am satisfied with the ongoing training for my present job.
	3.67
	3.67
	3.21
	3.20
	 
	N/A

	44
	The person I report to cares about my job satisfaction.
	3.69
	3.70
	N/A
	N/A
	 
	3.70

	45
	My ideas and suggestions are seriously considered.
	3.55
	3.59
	N/A
	N/A
	 
	3.43

	46
	I am proud to tell people that I work for the medical center.
	4.11
	4.40
	N/A
	N/A
	 
	4.34

	47
	The person I report to gives me useful feedback on a regular basis.
	3.56
	3.52
	N/A
	N/A
	 
	3.65

	48
	There is effective communication between different levels within the medical center.
	2.98
	2.98
	N/A
	N/A
	 
	3.01

	49
	Different work groups work well together at the medical center.
	3.40
	3.43
	N/A
	3.06
	 
	3.41

	50
	When the medical center is financially successful, it rewards employees.
	3.04
	2.62
	2.80
	1.84
	 
	N/A

	51
	The person I report to encourages teamwork.
	3.98
	4.07
	N/A
	N/A
	 
	4.09

	52
	There is good teamwork between physicians and staff at the medical center.
	3.53
	3.64
	N/A
	N/A
	 
	N/A

	53
	I am satisfied with my involvement in decisions that affect my work.
	3.53
	3.46
	N/A
	N/A
	 
	3.44

	54
	The person I report to supports me in balancing my work life and personal life.
	3.85
	3.70
	3.38
	N/A
	 
	N/A

	55
	The medical center makes worthwhile contributions to the community.
	4.13
	4.17
	N/A
	N/A
	 
	4.25

	56
	The medical center provides high-quality care and customer service.
	4.11
	4.08
	N/A
	N/A
	 
	4.29

	57
	The medical center values employees from different backgrounds.
	3.96
	3.96
	3.66
	3.54
	 
	3.88

	58
	The person I report to communicates important information in a timely manner.
	3.66
	3.77
	3.47
	N/A
	 
	N/A

	59
	I would stay with the medical center if offered a similar job elsewhere for slightly higher pay.
	3.56
	3.52
	N/A
	N/A
	 
	3.23

	60
	I would like to remain with the medical center for at least the next three years.
	4.18
	4.13
	N/A
	N/A
	 
	4.16

	61
	I would recommend the medical center as a good place to work.
	3.96
	4.09
	N/A
	N/A
	 
	4.11

	62
	Overall, I am a satisfied employee.
	3.81
	3.93
	3.45
	3.34
	 
	3.80


N/A refers to items which were not repeated or asked during certain years. 
The chart below shows the RN Satisfaction Survey Results (2005) from the NDNQI RN Satisfaction Survey 
	Survey Entity
	VUMC*

	 
	Response  Rate
	71%

	 
	Number of Nurses Responding
	1,476

	TABLE 1.  RN Job Satisfaction T-Scores: Selected Team-Level Itemsa
	NDNQI-Adapted Index of Work Satisfaction Scales1
	Task
	54.13

	
	
	Decision-making
	50.07

	
	NDNQI-Adapted Nursing Work Index Scales Job Enjoyment 2
	 
	57.15

	TABLE 2.  RN Job Satisfaction T-Scores:  Selected Individual-Level Itemsa
	NDNQI-Adapted Index of Work Satisfaction Items3
	Time for patient care4
	61.75

	
	
	Participate in decision-making5
	52.27

	
	NDNQI-Adapted Nursing Work Index Items5 Satisfied with my job2
	
	68.85

	TABLE 3.  QUALITY OF CAREa
	Mean Unit Quality of Care on Unit
	Last shiftb
	3.44

	
	
	In generalb
	3.46

	
	
	Change in past yearc
	0.32

	
	Mean Unit Rating of Last Shift
	Overall good dayd
	4.77

	
	
	Important things got donee
	4.21

	
	% of RNs Reporting Yes Regarding Specific Situations Last Shift
	Enough help to lift/movef
	64

	
	
	Enough time with patientsg
	66

	
	
	Enough time to documenth
	71

	
	
	Adequate discharge prep.i
	55

	
	
	Admits, discharges not affected by staffingj
	61


	TABLE 4.  FLOATING AND OVERTIME
	Hours Floated past 2 weeks, % reportinga
	none
	83

	
	
	<8
	3

	
	
	8-16
	6

	
	
	>16
	3

	
	Extra Work
	% RNs who worked extra
	83

	
	Reasons for Working Extra Hours, % RN reportingb
	Extra money
	33

	
	
	Unit busy
	12

	
	
	Unit short-staffed
	18

	
	
	Staff pressured
	1

	
	
	Requiredd
	9

	
	Change in unit overtime, past yearc
	 
	0.45

	TABLE 5.  RN CHARACTERISTICSa
	% Female
	 
	89

	
	% White
	 
	89

	
	% Full Time
	 
	82

	
	% Staff Nurse
	 
	86

	
	Ageb
	% <= 30
	24

	
	
	% > 40
	53

	
	
	Meand
	41

	
	% Years in Practicec, d
	<=1
	8

	
	
	>1 <= 2
	5

	
	
	>2 <= 5
	13

	
	
	>10
	53

	
	% Years on Unitc
	<=1
	32

	
	
	>1 <= 2
	13

	
	
	>2 <= 5
	26

	
	
	>10
	10

	TABLE 6.   RN Holding Selected Credentialsa
	National Certification %
	 
	30

	
	Highest Nursing Education %
	Diploma
	4

	
	
	ADN
	37

	
	
	BS
	50

	
	
	MS/PhDb
	9

	
	Other Highest Degree %
	AD
	9

	
	
	BA/BS
	20

	
	
	MS/PhDb
	5

	TABLE 7.  JOB PLANS FOR NEXT YEARa
	Remain in Nursing (%)
	Remain in Direct Patient Care Same Unit
	82

	
	 
	Remain in Direct Patient Care New Unit Same Hospital
	6

	
	 
	Remain in Direct Patient Care Outside this hospital
	4

	
	 
	Remain in Direct Patient Care Leave Direct Patient Care
	5

	
	Leave Nursing (%)b
	Begin New Career
	1

	
	 
	Retire
	1


	* Green denotes question is at or above the best 75%tile for that question.

	1 Adapted from "Index of Work Satisfaction" by Stamps 

	2 Adapted from "Job Enjoyment Scale," by Brayfield and Roth: Item: I am fairly well satisfied with my job.

	3 Adapted from "Nursing Work Index" by Aiken and Patrician.

	4 Item: I have sufficient time for direct patient care.

	5 Item:  There is ample opportunity for me to participate in the administrative decision-making process.

	See footnote for response option reported. 

	a On all items in this table, the higher the score the more positive the rating of quality of care or the last shift.   

	b Responses 1(poor), 2(fair), 3(good), 4(excellent).

	c Responses -1(deteriorated), 0(unchanged), +1(improved).

	d Item: Overall, I had a good day, responses 1(strongly disagree), 2(disagree), 3(tend to disagree),  4(tend to agree), 5(agree), 6(strongly agree).

	e Item: Some important things just didn’t get done for patients, responses 1(strongly agree), 2(agree), 

3(tend to agree), 4(tend to disagree), 5(disagree), 6(strongly disagree).

	f Item: I had enough help to lift or move patients, reported % responding yes.

	g Item: I had enough time to spend with each patient, reported % responding yes. 

	h Item: I didn’t have enough time to document care, reported % responding no. 

	I Item: Discharged patients (or their caregivers) were prepared adequately for home care, reported % responding yes. 

	j Item: Inadequate staffing either prevented or resulted in patient admissions, transfers, or discharges, reported % responding no. 


Force 1
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