Force 13: Interdisciplinary Relationships

Our model for the provision of patient care is an Interdisciplinary Collaborative model.  We believe the achievement of high quality clinical outcomes requires that all members of the healthcare team make their unique and essential contribution through collaborative working relationships.  
(Source of Evidence 13.1)
Mechanisms Used to Ensure and/or Promote the Participation of the Nurses at all 
Levels in Interdisciplinary Activities


The structures and processes that support both the clinical work of patient care and the business aspects of the medical center recognize that participation of nurses in interdisciplinary teams at all levels is essential for success.   Our organizational culture is one of mutual respect, where everyone’s contributions is desired and valued.  Recognition of the necessity for strong interdisciplinary leadership prompted formal re-design of our organization more than a decade ago.  The interdisciplinary Patient Care Center structure places nurses in key positions throughout our organization.  

The interdisciplinary Patient Care Center structure sets the model for processes which promote participation of nurses in collaborative teams carrying out the work of the medical center.  The unit/clinic boards in patient care areas are interdisciplinary and include area staff, physicians and other key stakeholders that impact patient care (Nursing Bylaws).   

The key role of nurses in interdisciplinary activities is recognized and respected.  The Nursing Leadership Board, comprised of leaders from all the services which provide patient care, provides one of many forums for problem solving and decision making across disciplines.    

Across the organization, standing committees and ad hoc teams are collaborative and interdisciplinary.  Nurses from all levels participate in the work of these groups.  Examples include the Nursing-Pharmacy Committee, Clinical Practice Committee, Value Analysis Committee, Care and Cost Effectiveness Committee and Disaster Committee.   
(Source of Evidence 13.2)

List of Committees and/or Task Forces and Nurse Membership, Roles and Work Locations within the Organization

We have over 30 interdisciplinary committees and/or task forces with nurse membership.  We provide as  examples: 

· Clinical Practice  [13.2, Book 10, Exhibit A]
· Disaster [13.2, Book 10, Exhibit B]

· Hospital Safety [13.2, Book 10, Exhibit C]
· Nursing Pharmacy [13.2, Book 10, Exhibit D]
· Service Improvement [13.2, Book 10, Exhibit E]
· Value Analysis [13.2, Book 10, Exhibit F]
Examples of other committees include:  

· Environment of Care

· Executive Safety Council

· Infection Control Committee

· Licensed Nurse Credentialing Committee

· Nurse Wellness Committee

· Operations policy Committee

· Pressure Ulcer Prevention Committee

· Quality Council Committee

· Restraints Committee

· VUMC Sedation & Analgesia Committee

 (Source of Evidence 13.3)

Policy or Operating Guidelines for Committees and/or Task Forces within VUMC that include Representatives of Nursing, Detailing Committee Membership Requirements and voting Privileges

The operating guidelines for committees within our organization are defined by the group’s charter.  The charter defines the purpose and function, structure, membership, meeting schedule and decision making process for the committee.  Examples of the above committee charters are provided.

· Example Charter Template [13.3, Book 10, Exhibit A]
· Clinical Practice [13.3, Book 10, Exhibit B]
· Nursing Pharmacy [13.3, Book 10, Exhibit C]
· Service Improvement [13.3, Book 10, Exhibit D]
· Value Analysis [13.3, Book 10, Exhibit E]

(Source of Evidence 13.4)
Examples of Interdisciplinary Collaboration in which Nurses 

have assumed a Leadership role

There are many examples of interdisciplinary committees led by nurses across the Medical Center.  We highlight three examples of committee work that guides the delivery of patient care in all areas of the organization.
Evidence Based Pathway and Order Set Development

Collaborative pathways and order sets have been in place at VUMC since the early 1990s.  Development and revision is led by an interdisciplinary team (nurse, physician and pharmacist), with the nurse coordinating and facilitating the team.  The nursing leader is most often a case manager, advanced practice nurse or clinical specialist.  Given the current emphasis on evidence based practices, pathway and order set revision is intellectually rigorous and a priority for our organization.  The leadership role of nurses in the process is illustrated with two examples.

Roxy Baumgartner, RN, APN led the revision of the pathways and order sets guiding care of patients with prostatectomy.  She organized the literature review, working with a librarian to search the literature in order to answer specific questions the team raised about current practice.  Facilitating the team discussion with the lead physician, consensus about practice was reached related to DVT prophylaxis, perioperative antibiotic and beta blockade administration and postoperative pain management.  Ms. Baumgartner worked with the Systems Support Services representative on the team to revise the order set in our CPOE system and test the revisions.  She worked with computer scientists in the Department of Biomedical Informatics to develop a webpage linked to the order set.   The changes in practice are listed with the evidence-based rationale and a link to literature sited. 
[13.4, Book 10, Exhibit A: Executive Pathway Steering Committee:  Pathway Analysis]

Christian Ketle, APRN, Jennifer Ginnings, RN and Dana Johnson, CM, led revision of the pathways and order sets for bariatric surgery patient care.  The revision was prompted by designation of our Weight Management Center as a Center of Excellence.  Christian and Jennifer organized a comprehensive literature review for evidence based practices related to the elements of patient care established by centers designated as excellent.   Included were aspects of care during pre-operative evaluation and patient selection, deep vein thrombosis prophylaxis, postoperative pulmonary hygiene and postoperative feeding.   Research literature related to social support for patients undergoing bariatric surgery was also reviewed; leading to the development of pre and postoperative support groups in which persons considering weight loss surgery meet and talk with patients who are living with the required postoperative restrictions, as well as the changes to body image and family relationships.  The sessions are facilitated by the nursing leaders of the team. 
Product Implementation

High quality patient care requires that new products be selected with input from direct care givers and that care givers be prepared to use new products safely and efficiently.  Recognizing the importance of nursing’s role in product trial and selection, the RN Product Implementation (PI) Coordinator role was developed.  The role is designed to work collaboratively with Materials Management, Value Analysis and other key stakeholders such as Biomedical Engineering, Pharmacy and Laboratory.  Two examples of leadership provided by RN PI coordinator, Barbara Gray, are illustrated. [13.4, Book 10, Exhibit B:  Role Description, Quality Consultant Product Implementation] 
The Cardinal/Alaris IV pumps in use throughout VUMC required a software upgrade.  Ms. Gray led the interdisciplinary team, which included direct care nurses,  required to complete the upgrade.  Pharmacy, Biomedical Engineering and Materials Management exchanged pumps and updated software, with Ms Gray coordinating the effort and leading nurse training and education.  Because of her coordination and leadership, we have reduced the time needed to complete an IV pump upgrade from 21 to 7 days. 

The laboratory recently identified a problem with turnaround time for STAT test results.  Ms Gray worked with an interdisciplinary team of representatives from the  laboratory, direct care nurses,  and phlebotomy staff to brainstorm potential solutions.  The group recommended a distinctive transport bag to visually alert nursing and laboratory staff to STAT test specimens.  Ms. Gray coordinated selection of the bag with the team and our vendor.  [13.4, Book 10, Exhibit C: Value Analysis Committee Meeting Minutes – STAT Lab Bag] 
Disaster Preparedness

The need for disaster preparedness is evident nationally.  The response to disasters at VUMC is led by our Emergency Preparedness Coordinator, Pam Hoffner RN, MSN.  Ms Hoffner leads our internal interdisciplinary program and is also responsible for our external relationships with key local, state and federal agencies.  Two examples illustrate Ms. Hoffner’s leadership.


Disaster preparation is routinely practiced.  Ms. Hoffner leads planning for biannual disaster drills with interdisciplinary representatives of our Emergency Department, Environmental Health and Safety, physicians, direct care nurses and volunteers.  She oversees the actual event and leads the event debriefing.


Hurricane Katrina necessitated evacuation of patients to VUMC and required activation of our emergency operations center to plan for the needs of incoming patients.  Our CNO acted as the incident commander during the Katrina disaster, with other leaders filling key roles in the incident command model.  Ms. Hoffner served the interdisciplinary group as the expert advisor during this time. [NOTE:  Documentation regarding Katrina Incident Command available on-site – Patient names in the documents are confidential]
(Source of Evidence 13.5)
The Formal Mechanisms that Govern Organizational Operations at Senior Policy-Making  Level, including Membership, Voting Privileges, and/or Processes used in Decision-Making Activities

Organizational operations at the senior policy-making level are governed by two key groups.  The Clinical Enterprise Group (CEG), led by the Vice Chancellor for Health Affairs, is interdisciplinary in membership and inclusive of nursing leaders.  The Administrative Leadership Team (ALT). 
The primary formal mechanism which governs organization operations at the senior policy-making level is The Administrative Leadership Team (ALT). This group of senior leaders throughout the organization is chaired by the: Chief Executive Officer for Vanderbilt Hospital. The committee membership is comprised of the CNO, Hospital Administrators and Patient Care Center Administrators (nurses) as well as key Department Directors which support the operations of VUH, TVC, PHV and VCH. One meeting per month, the membership is joined by Business Managers from the Department of Finance to overview overall financial performance in all the entities. All members who server on ALT have voting privileges. The primary purposes of the committee are:
· To provide direction and oversight of the operations of VUH, TVC, VCH & PHV

· To review ongoing data and operational progress related to the five Elevate pillars: (People, Service, Quality, Financial, Growth)

· To endorse and receive feedback related to key strategic initiatives 

· Forum for two way communication between executive leaders and administrative operational leadership who represent the staff in their respective areas of responsibility
Operational decisions are made in a collaborative manner which supports open discussion on presented issues/topics. Often, content experts within the group present key data related to research and best practice methodologies that are utilized as a framework for creating a common understanding among group members.  Due to the broad based membership, a variety of perspectives are typically discussed.  When decisions are made, this is done through the process of group consensus.  The culture of this group supports open dialogue and the ability to share differing views in an environment of mutual respect. 

(Source of Evidence 13.6)

Examples of Documentation Systems/Tools Used in Patient Care Planning 

and Interdisciplinary Communication


Our documentation systems and tools are both computerized and paper-based.  As our organization completes computerization of documentation, we are integrating important tools for patient care planning and interdisciplinary communication.  Examples of our documentation systems and tools include StarPanel, our pathway system, the Vanderbilt Perioperative Information Management System (VPIMS), and paper documents.
StarPanel


StarPanel is the electronic system for all outpatient care documentation.  Care of patients in our clinics is provided by interdisciplinary team members who record data in the patient’s record, visible to all care givers.  Team members can communicate with others regarding patient care questions via electronic message baskets.  StarPanel also provides access to the patient’s electronic medical record, Star Chart.  An example of how StarPanel is used to communicate effectively with a broad group of care givers follows.
Anticoagulation Clinic Report
Communication among clinicians across VUMC who care for patients prescribed warfarin (coumadin) was addressed by the nursing staff in the Vanderbilt Page Campbell Heart Institute Coumadin Clinic.  The clinic nurses recognized the need for a communication tool which the interdisciplinary team could access for information about a patient’s anticoagulation plan.  The team created a web-based form for their data and information entry which downloads information to StarPanel.   The StarPanel form details the patient’s diagnosis, treatment start date, next clinic visit, target INR range, the current INR and dose schedule.  The same data from the patient’s previous four clinic visits is saved.  This important clinical information can be accessed by care providers in the Emergency Department or any other VUMC clinic, should a patient require care in another setting.  [13.6, Book 10, Exhibit A: Star Panel – Coumadin Clinic Enrollment Form & Coumadin Clinic – anticoagulation report]

Pathway Documentation
Collaborative pathways serve as our tool for planning and managing patient care.  Pathways were first created as paper documents.  In 1999, our electronic pathway system, PathworX, was initiated and is in use on 65% of adult inpatient units.   Although pathways remain our template for interdisciplinary patient care, we’ve re-evaluated our approach to their implementation.   Our goal for clinical documentation is a fully integrated system accessible by all clinicians who require access to patient data.  Because we have not been able to electronically integrate the PathworX system with our CPOE system we have not continued PathworX implementation.  

Collaborative pathways are diagnosis or procedure specific templates for care of patients.  Pathways define how the interdisciplinary team at VUMC plans and manages patient care.  Because our plan of care is collaborative and interdisciplinary, communication about the plan occurs at change of shift report between nurses and at multiple points during the day with physicians and other care providers.  Interdisciplinary rounds are a formal mechanism for communication about patient care planning.  Nursing, physician and other care provider documentation is accessed during rounds, either electronically or on paper, to aid care planning.  The example of pathway documentation which follows is typical of the interdisciplinary care planning and communication at VUMC. 
Pediatric Asthma Pathway Project

Interdisciplinary team communication in the care of pediatric patients with asthma is a focus of efforts in the VCH.  We coordinate management of children with asthma utilizing evidence based pathways and order sets, consistent with the guidelines set by the National Heart Lung Blood Institute. The asthma team includes physicians from the ED, PCCU and general care units, respiratory therapists, nurses, pharmacists, case managers and a member from the VCH quality department (PM&I), coordinated by Greta Fowinkle, RN, MSN.

Asthma pathways are available in the Pediatric ED, Pediatric Acute Care Clinic, on the general units and in the PCCU to guide care.  They are used by nurses to document patient progress, as patient outcomes are assessed against goals for each phase of care.  Asthma order sets are used by attending physicians and residents throughout the system to provide evidence based asthma care.  Education materials support the health care team and patient/family with asthma. [13.6, Book 10, Exhibit B: Pediatric Asthma Pathway and WIZ Order Set]

Through continued efforts we have decreased and maintained an ALOS of 2.4 days.  In comparison to the national benchmarks reported by CHCA, our use of relievers is significantly better than the CHCA average.  Asthma had been the number one reason for admission to VCH until this work.  Now Asthma has dropped to number 6 if neonates are excluded.  

Perioperative Information Management System (VPIMS) 

Perioperative staff utilizes a variety of systems to plan care and communicate across disciplines.  The most comprehensive of these is the Vanderbilt Perioperative Information Management System (VPIMS). VPIMS allows the nurse to complete documentation of key elements of the plan of care which is initiated on a paper checklist.  Nursing diagnosis is documented as well.  Key patient indicators are communicated electronically. Staff is able to communicate postoperative complications to physicians and nurse colleagues as they might develop.  Data elements are captured and used to create trended reports utilized across the Perioperative Enterprise by surgeons, anesthesiologists and nurses to improve patient care systems and operational efficiency.  Postoperative call information is put into VPIMS and is reviewed by nurse managers and unit boards to determine if any opportunities for improvement exist. Collaboration and communication is the keystone of safe patient care.  Nurses have a variety of documentation tools at their service and utilize them as part of providing excellent nursing care.  [13.6, Book 10, Exhibit C: Perioperative Information Management System (VPIMS) web]   

Paper Documents

Nursing documentation is in transition at VUMC.  In November, 2005 we began implementation of an electronic nursing documentation system to replace pen and paper.  Preparation for electronic documentation began with standardization of the flowsheet format and other nursing documents with the goal of preparing nurses for electronic documentation.  Our tools require nurses to initial or check charting elements that soon will be documented by pointing and clicking with a computer mouse.  We are developing our electronic tools to closely mimic what nurses currently see on paper. The interdisciplinary team uses nursing documentation in daily rounds and decision making regarding patient care.  Physicians and others are accustomed to finding data in the written record and were included in the development of our paper forms and the electronic system.  For example, the nurse’s assessment of a patient’s functional status on admission may trigger a nursing order for a physical therapy screening evaluation.  Physical therapists worked with nurses to define the elements that indicate need for additional screening.  Case managers, social workers and other specialists’ document and share communication about patient/family education and discharge planning on the teaching record and the discharge plan of care.  
(Source of Evidence 13.7)
Patient/Resident Exemplars/Case Studies that Demonstrate Interdisciplinary Collaboration across Multiple Settings, Highlighting the Cooperation and Collaboration Between and Among Healthcare Team Members

Case studies are provided from VUH and VCH to illustrate interdisciplinary collaboration provided across the continuum.  The written medical record and the electronic medical record were reviewed to write these narratives.  Examples of documentation are not included to ensure patient confidentiality.  The records are available for review.
Exemplar One 

Providing quality care and appropriate discharge placement for Mr. M., who was from Northeast TN, presented multiple challenges to the interdisciplinary team. Not only was his physical condition and care complicated; he lived alone and by his choice was estranged from all family members.  He had no post-hospital support systems.  During the course of his long hospitalization, direct care nurses worked with the interdisciplinary team to meet his nursing and medical needs and secure the right discharge placement for him.

Mr. M. had a history of multiple abdominal surgeries for peptic ulcer disease.  Prior to coming to us, he had sustained a penetrating knife wound to his abdomen and developed an enterocutaneous fistula.   When Mr. M.’s nursing and medical needs were assessed and his plan of care developed, the interdisciplinary team anticipated a complicated course. His case was presented to the Case Management Complex Continuum of Care Forum.  This Forum brings together a specialized interdisciplinary team to “brainstorm” potential solutions to complex cases.  Multiple nurse case managers and social workers worked closely with the direct care nurses to plan, manage and evaluate Mr. M.’s care and discharge. [13.7, Book 11, Exhibit A: Case Management Complex Continuum of Care Forum]


Arrangements were made to have Mr. M.’s disability check sent to his landlord to pay his rent during his hospitalization, since his goal was to return home.  He was moved from acute care to our sub-acute unit to begin preparation for discharge.  Unfortunately, he had to be transferred back to the hospital due to his care needs.  Towards the end of this admission, Mr. M. still wanted to return home and believed he could manage.  The case manager worked with a local home health agency to provide for his needs including: TPN, wound care, nursing care and social work services.  Mr. M.’s pain management needs and mental health issues were to be addressed by his local primary care provider.  Mr. M. was discharged home via ambulance and the home health company met him at his home.  However, as we had feared, the home situation was not adequate for his health care needs and he was subsequently readmitted to our sub- acute unit.

After Mr. M. was readmitted, the interdisciplinary team determined no further medical or surgical interventions could be provided for Mr. M. regarding the closure of his fistula and sustaining his nutritional needs. The new plan of care was to provide palliative measures and planning for end-of-life care. Although this news was obviously very difficult for Mr. M. to hear, he acknowledged his denial of this information even though other physicians had communicated this to him before his discharge.  As the interdisciplinary team met further with Mr. M, he made a decision to reunite with his family prior to his death.  His mother and sister were located and a happy reunion occurred.   Mr. M.’s sister had been searching for him for several years and was his legal power of attorney.  Mr. M. agreed to be transferred to his sister’s home to be cared for by his family until his death.   Social work and case management worked with his sister to locate a physician and home care agency to provide for Mr. M.’s care needs where she lived.   Mr. M. was discharged via ambulance to his sister’s home where he lived until his death two months later.  


During the majority of Mr. M.’s 10 month hospitalization he was followed by the emergency general surgery service case management team and our sub acute team.  Both teams worked with his direct care nurses to coordinate the multiple numbers of health care providers that were required for Mr. M.’s care.   Mr. M.’s complex wound treatment plans were provided by the wound care specialist (RN).  He also received assessment and treatment from occupational therapy services and other rehabilitation services. Our nutritional pharmacist followed him daily for management of his TPN.  Social work assessed and provided interventions related to Mr. M.’s psychosocial needs and support system.  Nurse case managers networked with internal and external providers to obtain a medically safe and least restrictive post acute care plan.  In the end, Mr. M. was reunited with his family and had an end-of-life experience that would not have been possible without the collaboration among multiple health care team members at Vanderbilt, as well as coordination between Vanderbilt and external care providers. 
Exemplar Two
TL, a five year old male was playing at home when he experienced severe pain behind his right ear. He rapidly developed a severe headache, vomiting and lethargy.  His parents brought him to a rural community hospital where a CT scan confirmed an intracranial bleed and increased intracranial pressure.  The local neurosurgeon placed an External Ventricular Drain and contacted VCH to request transfer. VCH collaborated with the external facility to arrange TL’s transport with Vanderbilt’s LifeFlight.  He was admitted to the PCCU, where he was followed by an interdisciplinary team of physicians and nurses from Pediatric Neurosurgery and Pediatric Critical Care.  

As his condition was stabilized, direct care providers worked collaboratively with his parents and the physician team to establish an interdisciplinary approach to TL’s recovery plan.  TL was closely monitored by a Registered Dietitian who evaluated his nutritional status and planned tube feedings.  A Physical Therapist provided range of motion exercises and, later, mobility and transfer skills.  A Speech Therapist provided speech, language and cognitive retraining exercises.  An Occupational Therapist worked with TL on visual/motor developmental activities and endurance training.  Throughout the admission, his direct care nurses worked closely with TL’s parents, the Nurse Case Manager and the interdisciplinary team to coordinate and communicate the components of his inpatient plan of care and the multifaceted aspects of his discharge plan of care.  Recognizing TL’s parents were essential in the overall plan; his direct care nurses collaborated with Chaplain Services to secure additional support to meet the parent’s emotional and spiritual needs during this crisis. The RN Case Manager arranged housing for TL’s parents at the nearby Ronald McDonald House. 

As TL’s condition progressed, the Case Manager arranged for the RN liaison from Children’s Healthcare of Atlanta to meet with TL’s parent’s to discuss rehabilitation.   After a 10 day hospitalization, TL had met the goals established for his acute, inpatient plan of care. Transfer to Children’s Healthcare of Atlanta was arranged. After two weeks of rehabilitative care in Atlanta, TL returned to his home and continued rehabilitation as an outpatient with a local provider. 

The RN Case Manager at Vanderbilt Children’s Hospital continued to follow TL’s progress by phone and collaborated with his parents and pediatrician to coordinate follow up visits to the pediatric neurosurgery clinic at VCH.  At his most recent visit, TL’s mother shared that he was progressing very well and would start kindergarten this fall. His recovery is, in part, the result of a well organized plan of care and successful interdisciplinary collaboration among members of the healthcare team in environments that span the healthcare continuum. 

(Source of Evidence 13.8)
Example of Interdisciplinary Involvement in Addressing Patient-Centered Clinical Outcomes

Use of collaborative pathway supports interdisciplinary involvement in planning and managing care with defined patient goals and outcomes.  An example is presented which addresses patient-centered clinical outcomes using national benchmarks and/or guidelines to achieve desired outcomes.

Improving Renal Dialysis Processes and Outcomes

The National Kidney Foundation’s Kidney Disease Outcomes Quality Initiative (K/DOQI) is an ongoing effort.   K/DOQI establishes evidence based clinical practice guidelines and   outcome measures to improve quality of life for the approximately 300,000 individuals in the US who receive some form of dialysis.  The guidelines and measures include:

· Hemodialysis Adequacy 
· Peritoneal Dialysis Adequacy 
· Vascular Access 
· Anemia 
· Nutrition 
· Chronic Kidney Disease: Evaluation, Classification and Stratification
· Hypertension and Antihypertensive Agents in Chronic Kidney Disease 
· Bone Metabolism and Disease in Chronic Kidney Disease

· Managing Dyslipidemias in Chronic Kidney Disease (currently being developed)
· Management of Diabetic Kidney Disease (currently being developed)

Development of the various guidelines involved interdisciplinary groups on the national level, including three Vanderbilt nephrologists and a renal dietitian.   Our interdisciplinary dialysis team, including direct care nurses in the inpatient and outpatient dialysis units, clinics and acute care inpatient unit, has been involved in implementing the guidelines at VUMC.


Individuals with end-stage renal disease have multi-system problems, which necessitate cooperation and collaboration across many disciplines.  Dialysis adequacy is monitored by nurses in the Vanderbilt Dialysis Units.  The anemia guidelines are followed in the TVC Nephrology practice to determine dosage of EPO, iron and laboratory monitoring in chronic dialysis patients and new renal transplant patients.  The Hypertension, Bone Disease, and Nutrition guidelines are used in the nephrology clinic and hospital to guide clinical practice and provide outcome measures.  In the chronic kidney disease clinic, nurses teach patients to monitor the stability of their weight, blood pressure, laboratory results and other parameters related to their chronic disease. [13.8, Book 11, Exhibit A: National Kidney Foundation K/DOQI Guidelines]  
Improving Patient follow-up for Orthopaedics and Rehabilitation Clinic Visits


Our Othopaedics and Rehabilitation Clinic in Franklin (off-site) clinic is smaller than the clinic on-campus.  After the Franklin Clinic “noticed” a significant increase in the number of no-shows/cancellations, the interdisciplinary team conducted a “mini study”.  The study revealed that the main reason the patients were canceling was in part to the high gasoline prices.  Further evaluation revealed that due to the smaller number of “providers” at the Franklin Clinic and availability, patients had been scheduled to drive farther than needed to the downtown clinic.  As a result of this study, the Franklin and downtown Orthopaedic Clinics worked closely and more diligently to screen patients for the Franklin and surrounding areas for appointment locations.  The current cancellation/no show data has improved to the “standard” single digit percentage of total visits.  

Interdisciplinary approach in outpatient diabetes care and follow-up


In the off-site pediatric clinic in Cool Springs, they have taken a unique interdisciplinary approach to patient care which emphasizes a team approach and open communication.  The diabetes team consists of a BSN nurse educator, advanced nurse practitioner, dietician and a physician; all of whom are Certified Diabetes Educators (CDE).  This approach provides the patients/families with a comprehensive approach to the management of diabetes.  The nurses are actively involved with the Juvenile Diabetes Research Foundation (JDRF) and serve as patient advocates – finding resources for those socio-economically challenged.  The team also aired a diabetes television special last year. 

 (Source of Evidence 13.9)
Example of Interdisciplinary Involvement in Addressing Policy Development


Clinical policy development at VUMC is an interdisciplinary process through the Clinical Practice Committee.  One example of interdisciplinary involvement with the committee is illustrated in our response to the threat of antibiotic resistant micro-organisms. 

Combating Vancomycin Resistant Enterococcus (VRE)

In September 2004 an increased incidence of VRE positive blood cultures in asymptomatic patients colonized with the bacteria was noted among hematology and oncology patients.   Aware of the risks of increasing bacterial resistance, an interdisciplinary task force, including physicians, infection control and direct care nurses, pharmacists, environmental service and nutrition services representatives and hospital administration, was established.   The CDC guidelines which address treatment of infected individuals, limiting exposure of others and preventing dissemination were the foundation of our plans for new processes and policies.

Since patients colonized with VRE may receive care in settings which range from home care to outpatient visits and inpatient admissions, the potential for an outbreak of the organism is significant.  Thus, our policy and guidelines to prevent transmission of VRE, as well as required staff and family education, crossed the medical center and many disciplines.  Special precautions, with stricter standards for asymptomatic patients, were established.   Wendy Vincent RN, an RN 4 in the VCH outpatient setting, took responsibility for staff and family education.   Education began with staff responsible for direct patient care, patients and families who were impacted by the practice change.  Staff in all ancillary departments including Child Life, Environmental Services, Biomedical Engineering, Volunteers, Service Centers, Radiology and others were educated.  Each area received individualized education tailored to the needs of the department.  As the number of patients colonized with VRE decreased, de-escalation guidelines were established. 


This process is ongoing.  If an area experiences an increase in the number of VRE colonized patients, stricter special precautions are put in place.  The VRE Task Force meets monthly to review outcome data and evaluate the need for adjustments in practice, based on the data.  Staff, patient and family education is ongoing. [13.9, Book 11, Exhibit A: VRE Policy Infection Control 10-10.12, Exhibit B: VRE On-line Training and Quiz]
(Source of Evidence 13.10)

Example of Interdisciplinary Involvement in Addressing Nursing Governance


Our Shared Governance structure provides a vehicle for interdisciplinary involvement to address issues that affect patient care.  Two examples are included. 
Implementing Shared Governance at PHV

Psychiatry works with patients from a milieu standpoint, where teamwork and cohesiveness are stressed.  When shared governance was implemented in the Adult Program at PHV, including all team members was the logical approach for the area.  An interdisciplinary group co-chairs the unit board:  Lori Harris, RN, Adult Program Coordinator, Shannon Pennington, MSW, Ellyn Kemp, MSW and Denice O’Rourke, RN.  All co-chairs were elected from the Adult I and Adult II programs. 

Attendance at the unit board is interdisciplinary and includes RN’s, mental health specialists, social workers, utilization management and physicians when they are a stakeholder in the issue being discussed.  The unit board charter was written by the interdisciplinary team.  All disciplines may propose items for the agenda and participate in providing meeting feedback.  This interdisciplinary board provides a positive forum for discussion and resolution of patient care issues. [13.10, Book 11, Exhibit A: Adult Program at PHV Unit Board Charter].
Revising WIZ Orders in Radiology

The members of the Radiology Unit Board identified the need to update order sets in the CPOE system.  Several new procedures did not have related order sets, affecting care efficiency and consistency.  This issue was brought to the unit board for action and resolution. 

Elaine Atteberry, RN, MSN unit board chair, assembled an interdisciplinary team to accomplish the work, identifying nurses, physicians and residents in radiology to participate. This team developed order sets for standard procedures including ultrasound, CT scan and TPA.  Given the success of the initial interdisciplinary effort, the team continues order set development for additional procedures.  Order sets establish standardized, best practice care for patients during and following procedures performed in Radiology.  In addition, order entry in Radiology prompts patient care on inpatient units, eliminating the delays that occurred when printed orders were sent to the unit for processing. [13.10, Book 11, Exhibit B: Radiology Unit Board Agenda and Minutes Addressing WIZ Order Set Issues]  
(Source of Evidence 13.11)

Example of Interdisciplinary Involvement in Addressing Establishing Inter/Intradepartmental Standards


The development or revision of collaborative pathways and order sets has always been an interdisciplinary process at VUMC.  Nurses and representatives of other disciplines have used these tools to establish guidelines for patient care within a department for more than a decade.  Since 2004, our emphasis has been focused on evidence based practices and creating guidelines that cross departments.  As patient care crosses the boundaries from one department to another in the care continuum, standardizing practices across those same boundaries has been our goal.


Approximately 35% of our total adult admissions are from our Emergency Department.  Several interdisciplinary teams have collaborated on the development of guidelines and tools for care of patients that is initiated in the ED and then transitioned to caregivers in other locations.  We have developed pathways and order sets for emergency and inpatient care of patients with:

· Community Acquired Pneumonia

· Chest Pain, Unstable Angina and Acute Myocardial Infarction

· Stroke and Transient Ischemic Attack
· Sickle Cell Anemia – Pain Crisis
Care of Patients with Sickle Cell Anemia in Pain Crisis 

            Our patients with sickle cell anemia were inconsistently cared for in the emergency department and inpatient setting, depending on the service directing their care.  When our benign hematology service recognized the problem, a designated team, led by a nurse practitioner, Laura Winslow APRN, and two hematologists was organized.  One of the team’s first tasks was to create standard practice guidelines, based on evidence.  The leaders from hematology worked with expert emergency department nurses and physicians, with support provided by a clinical librarian, a pharmacist, and a systems support services nurse.  The team included a social worker and nurse educator.   The EBL librarian was instrumental in helping the team find and synthesize relevant literature.  The focus of this specific interdisciplinary team was to bring the Emergency Department, inpatient and outpatient teams together to revise our pathways and order sets based on evidence for patient care.  Patient care issues which the team addressed included: 
· Intravenous fluid selection to assure adequate rehydration and limit red blood cell sickling 

· Pain assessment, accurate pain scoring and potential biases toward patients with chronic pain syndromes 

· Pain management with patient controlled narcotic analgesia 

· Safe use of non-narcotic analgesics 

· Criteria  for transfer for inpatient management vs. discharge from the ED 

· Patient and family education 

· Length of stay  
Our collaborative pathway for SCA Pain Crisis was revised to guide patient care in both the ED and the inpatient setting, based on evidence for best practices.   Electronic order sets were developed which mirror the pathway and direct physician ordering practices to fluids and medications which are evidence based.  Links to the ED orders from their electronic whiteboard were created, to facilitate physician selection and use of the evidence-based orders.  Implementation included nursing education about the revised patient care guidelines.  [13.11, Book 11, Exhibit A: SCA Pathway and Order Set]    As substantial practice changes are indicated in our revised guidelines, the order sets for care of patients with SCA and Pain Crisis have been selected to pilot a new tool developed in the Department of Biomedical Informatics which permits tracking of order set use and specific ordering practices.  Initial results indicate improvement in the selection of the appropriate IV fluid and the preferred pain management regimen.  Laura Winslow and the hematology team are examining our outcomes related to the success of ED management, the incidence and necessity of inpatient admission, and length of stay.  

(Source of Evidence 13.12)
Example of Interdisciplinary Involvement in Addressing  Decision-making Related to the Allocation of Scarce Resources
Bed Management in VCH

An issue facing VUMC, like many hospitals, is capacity.  Patient care beds are in high demand at all times, necessitating careful allocation of this scarce resource, based on patient care needs. To facilitate this allocation process, one strategy we utilize is bed management meetings for VUH and VCH.  

Since VCH is the only children’s hospital in Middle Tennessee, diligent management of patient flow and bed allocation is required.  The Bed Management Team was initially developed to manage periods of high census.  The initial group consisted of admitting personnel and the pediatric charge nurses.  After the move into our new hospital, the team expanded to include other members of the interdisciplinary team including: charge nurses from the general care units, OR, ED, PCCU and NICU; admitting personnel; nursing case managers; physicians and the Administrative Coordinator (AC).  
The team meets twice time a day:  8:30 am and 3pm.  At the meeting each charge nurse, with input from direct care nurses, reports patient care needs, bed availability and pending discharges. During this process, scheduled patient admissions are assigned a room. The team also discusses staffing needs and allocation of available pediatric float pool RNs.  Environmental Services representatives collaborate with the team to prioritize cleaning empty beds. Text pages are utilized to enhance ongoing communication with the broader interdisciplinary team regarding overall bed status. The success of the interdisciplinary team at managing this scarce resource is evidenced in decreased time on diversion.  [13.12, Book 11, Exhibit A: Bed Management Presentation and Decision Tree]
(Source of Evidence 13.13)
Example of Interdisciplinary Involvement in Addressing Continuous Quality/Process Improvement 


At Vanderbilt, many of the quality improvement initiatives are conducted by interdisciplinary teams.  This is essential because the delivery of patient care requires the expertise of many different health care providers.  Below are examples to illustrate interdisciplinary involvement in quality improvement.

Safe Blood Product Ordering and Dispensing


National focus on assuring safe blood administration, as well as our internal experience led to formation of a task force to examine and improve our processes for ordering and dispensing blood products.  Included on the team were direct care nurses, nurse managers, and a nurse from informatics, representatives of our blood bank and physician and technical members of our Computerized Order Entry (CPOE) System.  An electronic solution was developed which provided the following quality and process improvements:

· Type and screen order is automatically generated in the order entry session when needed (no type or screen on record or type and screen older than 72 hours),

· Special preparation instructions (irradiated or washed blood products) required to prepare blood products safely for specific patients are created in the system and retained across admissions.

· The order to prepare a blood product is electronically linked to an electronic message to dispense the product when the patient is ready for the transfusion.  The right product is dispensed for the right patient at the right time.

· The system maintains a history of how much blood product has been ordered and how much has been dispensed by the blood bank, in order to avoid a shortfall in the supply maintained.

· Clinicians are provided assistance with transfusion decision making, as the system displays related laboratory results during the transfusion ordering process.  Also, the rationale for special preparation of blood products is clearly explicated and clinicians are provided links to information about clinical conditions for which transfusion may be needed.

Tight Blood Glucose Control in Critically Ill Patients

Hyperglycemia and insulin resistance occur frequently in critically ill patients with and without a diabetes mellitus history. It has been reported that pronounced hyperglycemia contributes to complications in critically ill patients which include bacteremia, sepsis, renal failure, prolonged mechanical ventilation and death.  Clinical experts from our SICU, pharmacy, laboratory and biomedical informatics collaborated to develop a strategy to automate intensive insulin therapy via our CPOE system.  The landmark Van Den Berghe et al study, which found that maintaining blood glucose in the BG 80-110mg/dl range with intensive insulin therapy reduced morbidity and mortality in mechanically ventilated ICU patients, compared to conventional therapy provided the evidence which motivated our team.  Team leaders were:
· Richard Benoit, RN, MSN, CCRN – the SICU Clinical Educator

· Jodie Yarbrough, RN – Direct Care Nurse 

· Gwen Holder RN, MSN – from Systems Support Services, who provided technical and training development expertise

· Devin Carr, RN, MSN – SICU Nurse Manager

· Marcus Dortch, PharmD – our critical care pharmacist

· Drs. Addison May – the Medical Director of the SICU – and Michael May – our diabetologist.

· Terri Tubb – our laboratory coordinator of near patient testing
Substantial technical programming was required to develop an electronic tool in the Wiz order system which would automate the initial prescription and dose titration of intravenous insulin infusion based on the bedside blood glucose measurement entered in the system by the direct care nurse.   Ms. Holder acted as the clinical liaison between technical and clinical staff and coordinated testing the system.  She also developed and led staff training to use the electronic tool.  Each direct care nurse participated in a two-hour class, learning both how to use a new glucometer from laboratory personnel and how to use the electronic tool.  Substantial changes in patient care practices were required.

Direct care nurses in the SICU were key to the development of our tight blood glucose control tools.   As the unit was our pilot area in October 2004, nurses were adopting new work processes and using tools that required fine tuning.  A number of nurses expressed concern for patient care safety, as there was a sense that more hypoglycemic events occurred with the new protocol.  Until we had data of our own to share with direct care nurses, they were provided information about the rationale for each evidence-based practice change.  Within the first month of use, data from more than 700 blood glucose values from numerous patients demonstrated that:
· Less than 1% of values were below 60 mg/dl 

· Approximately 6% were less than 80 mg/dl
· While nearly 85% were between 80 and 140
Given those results nurses were convinced that they could continue to make improvements in blood glucose control without increasing hypoglycemic events.  Subsequent success in the SICU led to the roll-out of the program and Wiz tool to the trauma, cardiovascular, medical and neurovascular intensive care units in the summer of 2005.  In early 2006, adaptation of the tools to guide care of pregnant diabetics is being investigated. [13.13, Book 11, Exhibit A: Education on Glucose Control, Exhibit B: Examples of Glucose Control Protocols]

(Source of Evidence 13.14)
Example of Interdisciplinary Involvement in Addressing Fiscal Planning


Our organizational structure and processes support interdisciplinary involvement in fiscal planning utilizing input from key members of the healthcare team.  Annual budget preparation is completed by a team comprised of nurse leaders, physician leaders, direct care providers and a financial officer from each Patient Care Center.  The team plans the labor, supply, equipment and capital budgets to meet patient care requirements.  Examples are provided that demonstrate interdisciplinary involvement in fiscal planning.

Investing in Patient Safety

The Institutes of Medicine’s 1999 report on errors in hospitals catalyzed our focus on medication safety and the use of technology to improve safety.  In 2002, Vanderbilt partnered with Alaris Medical Systems, Inc. in the development of “smart pump” technology.  We served as a beta site to test, evaluate and improve the product.  The smart pump technology utilizes medication library software which is programmed for the needs of patients in specific areas to decrease medication administration errors.  The team involved direct care nurses, pharmacists, nursing leaders, our product implementation specialist, biomedical engineering, purchasing and materials management.  

Vanderbilt’s decision to purchase Alaris pumps to replace existing IV pumps was based on feedback from the team which tested and helped develop the product.  The interdisciplinary team’s recommendation resulted in the capital lease investment of  approximately  $3,5000,000.   Staff preparation to use the new IV pumps required house wide training.  Every nurse (over 2,000)  completed a minimum of one (1)  hour training.  In addition, we had countless hours of planning over about a 2 year period to make this project successful.  

The Alaris Company honored Vanderbilt’s work by establishing a fellowship in the name of our first project leader Irene Hatcher RN, MSN, who lost a battle to cancer.   The fellowship brings together nurses from around the world at the Alaris Center for Medication Safety and Clinical Improvement to focus on best practice recommendations and process improvement.  Devin Carr RRT, RN, MSN, the manager of our surgical ICU and current chair of our Value Analysis Committee, was the first recipient of the fellowship.  In addition to this recognition, the Leapfrog Group recognized Vanderbilt’s effort as “providing safety measures that the rest of the United States should emulate.”  U.S. News and World Report named VUMC to an Honor Role of Excellence with regard to patient safety.  

Our investment in medication safety with Alaris has continued.  In 2006, our IV pump software will be upgraded to integrate remotely with our pharmacy.  When a physician order for an intravenous medication infusion is entered on the patient care unit computer, a pharmacist will review and verify the medication and then remotely program the IV pump to deliver the medication.  The nurse will receive an alert, confirm the order and enable the pump programming.  This provides a double check on medication “administration” which was not possible before.  Again, our commitment to patient safety supports the significant investment in both staff training and the capital outlay for the software upgrade.  Participation of the interdisciplinary team in product evaluation, testing and feedback led to the decision to invest further in the upgraded technology.  [13.14, Book 11, Exhibit A: JONA Article on Smart Pumps]
Hand-Hygiene 

The prevention of nosocomial infections is a primary focus for patient safety. Proper hand hygiene techniques are an essential component in the prevention of hospital-acquired infections. Improved hand hygiene alone has been shown to stop outbreaks in healthcare facilities, reduce the spread of resistant organisms, and reduce overall infection rates. In addition, it has been recognized as a best practice for patient safety with related standards being developed by JCAHO, Leapfrog and numerous other regulatory bodies. As care providers, we are strongly committed to hand hygiene and have integrated this into the goals of our Quality pillar in our current Elevate strategic initiatives. 

As an initial step in our efforts, a multidisciplinary group with key involvement from our Infection Control Nurses as well as our physician colleagues in Infectious Disease was initiated. 

In July of 2004, Vanderbilt Children’s Hospital launched a hand hygiene campaign with the staff in Children’s. The event provided staff education and hands on experience which highlighted proper hand washing techniques. Sponge Bob made a special VIP appearance.  In October of 2004, a similar campaign was launched for Vanderbilt Hospital. Following the initial kick off campaigns, there were a number of additional strategies put in place to keep hand hygiene in the forefront of the minds of all staff with direct patient contact. A few of these additional strategies are listed below: 
· Articles in our internal newsletter The Reporter 
· Education for physician’s in the Vanderbilt Medical Group

· Unit based  in-services

· Specialty in-service education with areas such as Respiratory Therapy

· posters/signage on the unit/area related to hand hygiene

· Public area alcohol gel dispensers

· “Reward Rounds” that recognized staff being seen utilizing proper hand washing techniques

· Scrolling reminders about hand hygiene at the bottom of the screen for all Clinical Work Stations

· Ongoing monitoring activities developed (i.e. Staff observations, gel consumption data etc.)

Recognizing the importance proper hand hygiene plays in the safe care of our patients this area continues to remain a high priority in our strategy to prevent nosocomial infections.   

Influenza Vaccine Shortage

In the fall of 2004, VUMC was notified by the Center for Disease Control that an extensive shortage of flu vaccine would be experienced throughout the U.S.  Recognizing the potential impact this would have for our patients and staff, we responded by developing a “Flu Task Force” which was led by our Emergency Preparedness Coordinator, Pam Hoffner RN,MSN. The Task Force was an interdisciplinary group composed of nursing leadership at all levels, Physicians, Infection Control Practitioners, Financial Management, Occupational Health, Vanderbilt Environmental Health & Safety, Clinical Lab, Radiology and Vanderbilt School of Nursing. 

The group worked in a collaborative manner recognizing the benefits which could be achieved from the well developed content expertise of its membership. Several key issues emerged in the course of the interdisciplinary discussion: (volume overload leading to diversion, acquisition and use of flu mist, concerns related to flu vaccine for our high risk immunosuppressed patient population, staff illness and absenteeism etc.).   Financial Management played a key role by providing financial analysis for the proposed models which were discussed. 

The members proposed a tiered response plan which was linked to flu prevalence. Senior leadership reviewed and endorsed the plan. An extensive house wide campaign was launched to educate staff regarding the importance of proper hand washing in the prevention of flu and related infections. In addition, “sneeze stations” equipped with Kleenex, antibacterial hand gel and trash cans were provided in key locations throughout the Medical Center. The interdisciplinary design of the Flu Task Force proved to be highly effective in managing the overall response plan, staff training and related fiscal planning needs created by this unpredictable shortage in flu vaccine. [13.14, Book 11, Exhibit B: Example Flu Epidemic Response Plan Meeting Minutes, Exhibit C: Flu Epidemic Response Plan Made to Green Team, Exhibit D: Influenza Education Plan]

(Source of Evidence 13.15)
Example of Interdisciplinary involvement in Addressing the Facility’s Development or Remodeling Projects

During the past 5 years, we have undergone significant facility development and remodeling.  We have opened new facilities, renovated clinical areas and relocated services.  Our culture of collaboration facilitates interdisciplinary involvement in facility development and renovation projects.  An interdisciplinary team of direct care providers, physicians, nursing leadership and other key stake holders works with architects and facility planners to provide an environment which supports patient care and the work process needs of care providers. Two examples of interdisciplinary involvement in the planning and implementation of remodeling projects are provided.
New Doctor’s Office Tower VCH

An interdisciplinary design team including direct care nurses, physicians, Child Life Specialists, architects, information systems representatives, patients and family members worked with Space and Facilities to design the children’s outpatient clinics. The Hematology/Oncology clinic is a specific example.  The design team focused on providing a family-centered environment where children receive a variety of diagnostic and treatment interventions, including, but not limited to:   
· Regular outpatient clinic visits for physical examination and follow-up
· Routine diagnostic tests

· Invasive procedures – including those requiring moderate sedation 
· Infusions – including chemotherapy and blood products 
· Urgent care – which may avoid a Pediatric Emergency Department visit 
The area was designed to include:

· A reception and waiting area

· Examination rooms 
· Chairs for infusions and private infusion rooms with television and DVD players to provide distraction 
· Treatment rooms for phlebotomy and other invasive procedures
· Staff work area

· A satellite laboratory and a Chemotherapy Pharmacy

Offices for Child Life Specialists and Social Work are included in the clinic, providing families easy access to services.  The clinic is connected by a walkway to the inpatient myelosuppression unit.  Patients can be transported with ease and clinical staff is available when needed by patients and families.  
Remodeling the Medical Center East Operating Rooms

OR suites in Medical Center East (MCE) are the setting for minimally invasive surgery, requiring robotics and advanced laparoscopic and endoscopic equipment.  An existing OR suite was converted to provide the environment for these procedures. A design team including direct care OR nurses, nursing leadership, surgeons and anesthesiologists partnered with architects, equipment vendors and the construction company to create patient and staff friendly spaces.  Procedures in the area did not completely stop during the renovation, necessitating careful planning to limit the impact on patient care.  The ergonomic design of the remodeled area includes easy to reach and highly mobile equipment, improving staff safety and satisfaction.  [13.15, Book 11, Exhibit A: MCE II Transition Oversight Committee Meeting Minutes]
(Source of Evidence 13.16)
The Process by which All Levels of Nurses Participate in the Evaluation of Nursing Standards and Mechanisms for the Inclusion of other Disciplines as Indicated

Our interdisciplinary Clinical Practice Committee reviews and evaluates practice guidelines on a regular basis, at a minimum of every three years.  Earlier review may be requested by nurses from any level of the organization or a member of another discipline.  Additional triggers prompting earlier guideline review include, but are not limited to, changes in equipment, products, medications or external practice recommendations.  Our own quality data may also prompt guideline evaluation.
In their daily practice, direct care nurses continuously evaluate our guidelines for patient care and may initiate a formal evaluation process when they note “this isn’t working.”  After discussion at the unit/clinic board, which focuses on local practices of the interdisciplinary care team, a request for formal evaluation can be directed to the Clinical Practice Committee.  Patient Care Center Boards, which address practice guidelines impacting patient care across the continuum or local boundaries, refer practice issues to the Clinical Practice Committee.  Our interdisciplinary NLB provides the arena for discussion and review of guidelines which impact the entire organization. The charter for the Clinical Practice Committee is exhibited in 13.3, Book 10, Exhibit B.   [13.16, Book 11, Exhibit A:  Clinical Practice Committee Annual Summary Report]
(Source of Evidence 13.17)
The Approach that Governs the Management of Interdisciplinary Conflict and a Description of a recent use of this Approach and the Resulting Outcomes

Our Credo sets the expectation for professional behavior which is the foundation for providing excellent healthcare.  Credo behaviors include commitment to colleagues and a sense of ownership.  All staff are expected to “treat colleagues with dignity, respect and compassion,” to “view all colleagues as equally important members of the Vanderbilt team,” and to “take any concern (real, perceived, large or small) seriously and seek resolution or understanding – asking for help if the concern is beyond ability or scope of authority.”  


Our shared governance structure provides a mechanism to resolve interdisciplinary conflict at the local level. Shared governance promotes collaboration, shared decision making and accountability for improving quality of care, safety and enhancing work life.  Unit/clinic boards provide the venue for discussion and decision making necessary to resolve conflict.  Focused on common goals, the interdisciplinary team shares information and seeks to reach agreement.
Conflict Resolution at the Unit Board Level.   Conflict developed on a non-teaching medical general care unit (3RW) among dietary personnel, care partners and registered nurses when patients received breakfast before nurses had completed blood glucose measurement.  Discussion among the stakeholders at unit board led to the agreement that RN’s would note “hold breakfast” on the diet list used by nutrition services.   When the nurse verified that the blood glucose measurement had been completed, unit staff would distribute the trays.  [13.17, Book 11, Exhibit A: 3RW Unit Board 4-12-05 Minutes]
Changing the work environment in the Dialysis Unit Utilizing Internal Consultants 
The Acute Dialysis and Aphresis Unit have evolved during a two-year transition period.  In preparation for the arrival of a new manager, the interim manager and the PCC Administrative Director worked with two internal consultants from The Learning Center, one of whom was an RN to initiate needed change.  The goal was to create a picture of the unit which would assist the new manager in understanding where the unit had been, the current state and opportunities for improvement and change.  One on one structured conversations were conducted with all members of the interdisciplinary team, including direct care nurses and physicians. Data gathered from these interviews was placed into categories and trends were identified.  

An off-site meeting was held of the group and facilitated by the internal consultants.  During the meeting, the team was able to view together the data related to team dynamics, group characteristics, work flow and work life.  Discussion centered on teamwork and patient care.  Goals and strategies for implementation were agreed upon.


After this work, the unit board worked to change staffing models which has decreased overtime and on-call responsibilities.  This approach worked well for the Dialysis Unit and provided them a platform for moving forward with their new manager.
Crew Resource Management (CRM)    

Crew Resource Management (CRM) is one of our strategies to promote communication and reduce interdisciplinary conflict.  CRM principles teach that conflict may develop when goals, judgments and behavior norms differ among team members.  Resolution occurs when teams agree on common goals, share information to reach a common conclusion or come to agreement regarding behavior norms.  Successful conflict resolution improves patient safety.  CRM teaches team members to “speak up” when they see a potential risk to patient and to provide one another honest, respectful feedback.  Perioperative Services used CRM strategies to resolve conflict within the operating room.

Conflict resolution in Perioperative Services 
Each OR suite is governed collaboratively by an interdisciplinary team composed of a nurse manager, surgeon and anesthesiologist who are accountable for the performance of the unit.  The leadership team was aware of verbal conflict within the cardiac surgery OR team: specifically between surgeon and staff and surgeon and anesthesiologist.  CRM training in team effectiveness was provided to aid in resolving the conflict and enhancing teamwork. 

Team cohesion has become an emphasis for cardiac surgery.  They are committed to effective communication summed up in the phrase “See it, say it, fix it”.  A weekly operational efficiency meeting is held where issues impacting team performance are discussed by the interdisciplinary team. [13.17, Book 11, Exhibit B: Crew Resource Management Training Poster for Perioperative Services] 

While unit/clinic boards and CRM are proven methods for resolving interdisciplinary conflict, we recognize they might not work in every situation and for all staff members. In support of particular situations which cannot be addressed by one of these two methods, we have other avenues for resolving interdisciplinary conflict. 

· The supervisory/management chain of command which exists for every staff member.  This chain of command provides staff members with avenues for reporting/resolving conflicts which they are not comfortable handling independently.
· The Clinical Ethics Consultation Service, available to individual staff members and/or clinical teams, experiencing conflict in the clinical environment regarding the patient’s plan of care.  Any staff member may request an ethics consult.

· The Center for Patient and Professional Advocacy which is designed to promote patient and professional satisfaction with healthcare experiences.  
· Human Resources Services:

· Employee Assistance Program (EAP) can provide individual coaching and offer educational opportunities for team cohesion development.  Any employee can access EAP Services. 
· Employee Relations Program which conducts on-site work environment assessments and assists managers in developing strategies to manage interdisciplinary conflict. 
· Training and Development which offers a number of training classes designed to enhance personal and professional development. Offerings highlight skills for building and effective conflict resolution
Force 13
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