Force 2: Organizational Structure

As in most academic medical centers, Vanderbilt has a complex organizational structure encompassing the hospitals, clinics, and Schools of Medicine and Nursing. The clinical entities within the Medical Center include: Vanderbilt University Hospital (VUH), Vanderbilt Children’s Hospital (VCH), the Psychiatric Hospital at Vanderbilt (PHV), and the Vanderbilt Clinics (TVC). The physician faculties who staff the clinics are members of the Vanderbilt Medical Group (VMG).
(Sources of Evidence 2.1 & 2. 2)

CNO’s Structural and Operational Relationships with Organizational Leaders and CNO’s Position and Influence on the Organization’s Highest Decision-Making Body
Our CNO is a respected member of the Medical Center Medical Board, the highest decision-making body of VUMC.  In addition, she is a designated member of the Clinical Enterprise Group (CEG) which focuses on the strategic direction of the institution including capital outlay, institutional policy, and major program development for academic, research, and clinical efforts.  As one of five senior executives on the CEG, Ms. Dubree has close working relationships with the other executives and serves as an advocate on issues related to workforce and patient care safety and quality.  In her role on these two key groups, our CNO speaks on behalf of nursing with the same authority that other hospital leaders speak for their respective departments or disciplines.  [1.1 and 1.2, Book 4, Exhibit A: clinical Enterprise Organizational Chart, Exhibit B: Medical Center Board Members & Staff, Exhibit C: Clinical Enterprise Group Membership] 
Ms. Dubree is a member of the “Green Team”, the executive leadership group which oversees our Patient Care Center operations and finances. Her role on the “Green Team” ensures the financial direction and support needed to fulfill the strategic direction and goals of nursing, ensuring patient safety and quality care.  Members of the Green Team include: 

· Dean of the School of Medicine 
· Associate Vice Chancellor and Chief Medical Officer
· Executive Vice President of Clinical Affairs

· Associate Chief Medical Officer and Chief of Staff

· Chief Nursing Officer of VUMC

· Chief Executive Officer of Vanderbilt Hospital
· Associate Director of Vanderbilt Hospital

· Chief Executive Officer of Vanderbilt Children’s Hospital

· Chief Operating Officer  of The Vanderbilt Clinic (TVC) and Vanderbilt Medical Group (VMG) 
· Director of Finance for Vanderbilt Hospital
· Director of Finance for Vanderbilt Medical Group 
[1.1 and 1.2, Book 4, Exhibits A thru H Letters from the Executives:  Rick Wagers, Dean Gabbe, Norman Urmy, Larry Goldberg, Dr. Pinson, Kevin Myatt, Jim Shmerling, and Warren Beck.] 
Our CNO is also a member of the “Purple Team”, the executive leadership group which makes high level resource allocation decisions for the organization for electronic resources.  Ms. Dubree’s role on the Purple Team provides support for decisions about electronic resource needs related to patient care and the clinical staff.  Members of the Purple Team include:  

· Executive Clinical Affairs
· Director of Finance, Hospital

· Chief Nursing Officer

· Assistant Director, Informatics Center

· Executive Director Research Informatics & Regulatory Affairs (RN)

· Chief Executive Officer, VUH

· Director, VMG Revenues

· Director System Support Services (RN)

· Vice-chairman Clinical Affairs, VUH Chief of Staff, VUMC Associate Chief Medical Officer (M.D.)

· Assistant Director, Informatics Center

· Associate Director, Department Chief Information Officer Information Management

· Medical Informatics officer VCH, Co-Medical Director Pediatric Critical Care (M.D.)

· Director, Patient Accounting

· Chief Operations Officer, VMG
(Source of Evidence 2.3)

CNO’s Structural and Operational Relationships in All Areas Where Nursing is Practiced

The CNO’s structural and operational relationship in areas where nursing is practiced is detailed in the nursing organizational chart. In her capacity as CNO, Ms. Dubree is responsible for ensuring timely and continuous availability of nursing care to all patient populations at VUMC, 24 hours a day/7 days a week.   She establishes nursing policies and procedures, nursing standards of patient care and practice which support the steps of the nursing process:  assessment, plan, intervention and evaluation. Ms. Dubree is the final authority for any changes related to the provision of nursing care throughout VUMC.  Through the use of current nursing research findings and nationally recognized professional standards, our CNO assures that we are providing evidence based “best practices” in our nursing care, treatment and services. [2.3, Book 4, Exhibit A: Nursing Organizational Chart]
Our CNO leads the Nursing Administrative Board (NAB), which in accordance with the Nursing Staff Bylaws, plans, directs, and evaluates comprehensive nursing practice in the Vanderbilt Hospitals and Clinics.  The NAB provides strategic direction for nursing, in all three hospitals and ambulatory sites.  NAB membership consists of the administrative directors for the patient care centers and other key directors impacting nursing practice in all areas of patient care. 
Nursing Administrative Board (NAB) Membership:  
· Chief Nursing officer  (chair)

· Assistant Hospital Directors

· Administrative Directors

· Assistant Director of Finance

· Director, Nursing Research

· Director, Accreditation & Standards

· Director, Systems Support

· Director, Shared Governance Implementation

· Director, Nursing Education and Development
· Representative from School of Nursing

           The NAB is responsible for creating a practice environment which supports the implementation of the principles of nursing practice as outlined in the Philosophy of Nursing, the Preamble to the Nursing Staff Bylaws.  To ensure coordination, continuity, and quality, strategic direction from the NAB is operationalized via the Nursing Leadership Board.
Nursing Leadership Board (NLB) Membership: 
· Chief Nursing Officer  (chair)

· NAB members

· Assistant Patient Care Center Administrators

· Managers, Patient Care Services

· Director, Vanderbilt Home Care Nursing 

· Co-chairs of councils (Advanced Practice, Clinical Research Staff Council, and Case Managers)

· Directors of other departments and non-nurse Administrators (non-voting members)


Ms. Dubree is also the Assistant Dean for Clinical Practice at Vanderbilt University School of Nursing (VUSN).  In this role, our CNO facilitates communication between the administrative faculty and operational nursing leadership, with a strategic focus on nursing care delivery and education issues.  An outcome of these strategic discussions was the development of the Center for Advanced Practice Nursing and Allied Health (CAPNAH).  The Center’s primary purpose is to provide support for existing and emerging practices of advanced practice nurses and allied health professionals at VUMC.  The Center serves as a single point of contact for information related to credentialing, scope of practice, legal and regulatory issues, models of care, compliance, billing and reimbursement, and legislative and health policy issues for non-physician providers.
 (Sources of Evidence 2.4 & 2.5)

How the CNO Enables Decentralized Decision-Making through Education, Facilitation and Support and how Decision-Making is Operationalized to Involve All Levels of Nurses
The CNO has enabled decentralized decision making at VUMC through the shared governance structure outlined in our Nursing Staff Bylaws.  Shared governance is designed to establish an environment and purposeful structure for decision-making at the “local” level within patient care areas and departments in order to improve quality of patient care and nursing practice, promote safety and strengthen the culture of professional nursing and the interdisciplinary team collaboration. The process of shared decision making was defined as facilitative leadershipTM, which focuses on open respectful communication, strategies for reaching consensus, and action planning

Practiced at VUMC since 1981, we have significant success and staff satisfaction with shared governance.  Our culture of shared governance is so ingrained and our commitment so strong, we have a full time Director of Shared Governance Implementation,  Shelley Moore, RN, MSN.  The addition of this role in July 2004 has enhanced the development of direct care staff which function as co-chairs of boards and has strengthened our overall model.  [2.4 and 2.5, Book 4, Exhibit A: Shared Governance Brochure]
Our current third generation structure for Shared Governance consists of:

· Unit or Clinic Boards, which include interdisciplinary staff and leaders and are charged with decentralized decision making regarding patient care, service delivery, work life issues, and  retention, recognition and recruitment. The unit or clinic boards are co-chaired by a member of the staff (clinical, leadership or affiliate).  
· Patient Care Center Boards (PCCB), which include interdisciplinary leaders from inpatient, outpatient and procedural areas across the continuum of care and are charged with decision-making related to programs and resource allocation for specific patient populations. 
· Nursing Leadership Board (NLB), which includes managers, patient care services; administrators and leaders from key ancillary support departments and is charged with operational decision-making focused on the practice of nursing.    

· Nursing Administrative Board (NAB), which includes Patient Care Center administrators and other key leaders and makes strategic decisions for nursing at VUMC.
Structure of Shared Governance
Boards

The structure and processes of shared governance are outlined in the Nursing Staff Bylaws.  The boards are integral to our model as decisions are made at each level  closest to the work which affects the delivery of nursing care and therefore patient care and work environment.  
The purpose of the boards is:

· To increase the readiness and ability of Nursing Services to change and adapt to a rapidly changing environment in order that quality, cost-effective patient centered care can be delivered.

· To improve the quality of work life.

· To support the continuous improvement of the delivery of patient care/services utilizing a quality improvement framework.

· To make decisions at the delivery level about patient care (Unit/Clinic Boards).

· To make decisions regarding delivery of care and services to specific populations that cross areas (Patient Care Center Boards).

· To make decisions regarding operational issues crossing patient groups (Nursing Leadership Board).

The Nursing Staff Bylaws provide several principles for decision-making for all of the boards.  They include:
· Nurses who will be impacted will be given an opportunity and encouraged to participate in the decision making process.

· Decisions will be reached by consensus when possible.

· Each Board will have established decision making guidelines for when consensus is not reached
Coordination and Integration
Coordination and integration among boards is essential.  To achieve this communication is paramount. Thus, we have overlapping membership across the four levels of boards; for example, all NAB members are also members of the NLB to assure open communication and decision making among  managers, administrators and the CNO. Managers, Patient care Services are involved in NLB, PCCB, and their local unit or clinic boards.  Information flows in each direction. For example, strategic plans developed by the NAB are communicated through NLB to the unit and clinic boards. Issues with system-wide or policy implications raised at unit or clinic boards are communicated up to the NAB via the NLB and/or PCCB.  To facilitate communication across all boards a Web site is used to post board minutes and ideas. 
The frequency of meetings for each board is decided by each group, although a minimum of quarterly meetings is specified in the Nursing Staff Bylaws.  Given the fast paced nature of our work, the vast majority of boards meet monthly.  Meeting agendas are posted publicly before each meeting and minutes provided. To ensure progress toward goals set by each board, a regular review of tasks and projects in process is reviewed at each meeting. Coordination of agenda items, addressed in the NAB and NLB, is managed by an agenda planning group. This group, including the CNO, members from the shared governance task force and the Director for Shared Governance Implementation sets the agenda for each meeting so that issues and topics that require some strategic review are presented first at NAB and then NLB. 

Councils
In our shared governance structure, councils are groups that raise issues, discuss issues, and make recommendations to the decision making boards. The purpose of councils includes:
· To provide a forum for discussion of issues and advise nursing leadership relevant to the group.

· To provide a support group and arena for information sharing.

· To provide a forum whereby other hospital groups can communicate.

· To provide support for orientation as well as continued professional development for members of the council.
· To develop and implement various recognition activities. 

The Nursing Staff Council is facilitated by our CNO.  Members are elected  clinical staff from each unit and clinic board, however, the meetings are open to any interested staff nurse. The Nursing Staff Council was highly involved in reviewing the Nursing Staff Bylaws before our last convention and many council members were delegates at the convention. 

The Mangers Council is composed of Managers, Patient Care Services from all inpatient and clinic areas. This council is co-chaired by two elected managers.  Over the past two years, the Mangers Council has become an educational forum for managers as well as a forum for networking and mentoring.

Three new councils were approved during our 2004 Nursing Staff Bylaws convention: (a) Nurses in Advanced Practice Council, (b) Vanderbilt University Hospitals and Clinics Case Manger Council and (c) Clinical Research Staff Council. Membership in all three councils is related to the role/position occupied by the nurse at VUMC.  These 3 councils provide a mechanism for these groups to be involved in decision-making throughout VUMC.
Committees

Standing committees are utilized to support the work of our unit and clinic boards. Each committee has a charter that outlines its purpose, scope and processes. [2.4 and 2.5, Book 4, Exhibit B: Clinical Practice Committee Charter, Exhibit C: Nurse Wellness Committee Charter, Exhibit D: Recruitment & The First Year Charter] These committees report to NLB. Current standing committees include: 
· Clinical Practice Committee

· Vanderbilt Professional Nursing Practice Program (VPNPP) Central Committee 
· Nurse Wellness Committee 

· Recruitment and First Year Committee 

· Licensed Nurse Credentialing Committee
Education 
Educating managers and staff who chair the various boards, councils and committees is a challenging task. Facilitative LeadershipTM was used to provide administrators, managers, and unit board chairs the skills to run effective meetings. Recently, we selected an outside vendor, Management Solutions Group, to provide basic training in leading effective meetings. This 1-day workshop covers the 4 P’s for Leading Effective Meetings; Purpose, People, Performance and Processes. [2.4 and 2.5, Book 4, Exhibit A: Four P’s Flyer] Funding for manager and staff education was provided by patient care unit/clinic budgets and grant funding from the Department of Health and Human Services-Health Resources and Services Administration Grant (HRSA). To date, 212 administrators, managers, assistant managers, and unit/clinic board chairs have attended this program. [2.4 and 2.5, Book 4, Exhibit B: Four P’s Status Report] The 4 P’s is generic in its approach, and does not address issues specific to shared governance at Vanderbilt.  With the help of our Learning Center consultants, core members of the shared governance task force developed a curriculum to introduce shared governance to our staff. This 4-hour workshop, “Board Basics”, is facilitated by Shelley Moore RN, MSN, Director of Shared Governance Implementation, a direct care nurse, unit board chair and an administrator. Since the kick off workshop in September 2004, 171 managers and unit/clinic board chairs have attended Board Basics. [2.4 and 2.5, Book 4, Exhibit C: Board Basics Flyer, Exhibit D: Board Basics Curriculum Excerpt (full document available onsite), Exhibit E: Shared governance Overview, Exhibit F: Summary of Shared Governance Structure, Exhibit G: Shared Governance Charter Template]   Evaluation of this workshop is positive; any suggestions for improvement are incorporated into the following workshop. Participants in Board Basics receive 3.9 CEU’s for completion of the workshop. 
Evaluation of Implementation
Initial evaluation of unit board implementation in VUH was conducted in the summer of 2003; initial clinic board evaluation was conducted in the summer of 2004.  Structured interviews were conducted by members of the Shared Governance task force for 27 units and 21 clinics. These assessments revealed that two-thirds of the units and a smaller proportion of the clinics held meetings that would be described as unit or clinic boards (e.g., shared decision making occurred, chaired by a volunteer or elected staff member). Board meetings were regularly scheduled and were interdisciplinary in nature. The level of participation by staff was greater in the clinics (100%) than on units (average of 32%), which may be related to off shift scheduling on the units. Across all patient care areas, managers and unit board chairs identified unit/clinic board work and outcomes along three major areas: (a) quality of patient care, (b) work environment and (c) staff education. Re-evaluation of unit boards within the hospitals and peri-operative services were conducted in the summer of 2005. The clinics will be re-evaluated in the summer of 2006. Staff surveys assessing group cohesion and control over nursing practice showed relatively high scores throughout VUMC. [2.4 and 2.5, Book 4, Exhibit H: Guide for Assessment of Unit Based Shared Governance]

In addition to structured interviews and staff surveys, we conducted a review of NAB and NLB minutes from January 2004 through January 2005. This review suggests that the NLB membership is interdisciplinary. Minutes revealed that the sequencing of topics was appropriate, which indicates that the agenda planning group is functioning as intended. Of the topics addressed at NAB and NLB, approximately 30% of agenda items (omitting announcement and introductions) required some action and most of these resulted in a consensus decision. From the data gathered we feel that the implementation plan has been successful.

Current Status
Our shared governance culture is currently experiencing rapid growth and sustenance.  All stakeholders are involved, not just nursing, although nursing continues to play a major role in  implementation.  All levels of nurses and patient care service personnel participate:  medical receptionists, care partners (nursing assistant role), technicians, therapists, patient service representatives (clinic medical receptionist role), nurse Interns, and at times even nursing students.  The majority of unit and clinic boards routinely have non-nurse members “at the table” during discussion and decision making.

Challenges continue to be participation of physicians and implementation in the ambulatory setting.  Within the past few months, however, rapid progress has been made in the ambulatory settings (TVC/VMG).  The Psychiatric Hospital (PHV), is now on board and over the past several months has become fully engaged with the model.  The Children’s Hospital (VCH) has been totally re-configured based on the recent opening of their free standing facility and clinics. 2.4 and 2.5, Book 4, Exhibit I: Unit/Clinic Board Poster Projects]
(Source of Evidence 2.6)

Examples of How the Organizational Structure has been Modified to Accommodate Change from an Internal or External Force
Focus on Emergency Preparedness Coordinator

Sept 11 taught us how much more VUMC needed to do in order to respond to disasters as a Level I Trauma Center with a regional burn unit and pediatric hospital. We want to be ready to take a lead role in local, state, regional and national disasters.  External pressure to enhance our response to disaster from the evolving JCAHO requirements for emergency preparedness, and the American Hospital Association vulnerability assessment pressed us to enhance our response to disasters.

The position for an emergency preparedness coordinator for VUMC was funded in 2004.  The responsibilities of this coordinator are to utilize knowledge of applicable regulations and standards to plan, develop, implement and evaluate the Emergency Preparedness program at VUMC. The position is a joint appointment with Vanderbilt University School of Nursing (VUSN).  [2.6, Book 4, Exhibit A: Emergency Preparedness Program Overview]
Pam Hoffner, RN, MSN a nurse with administrative experience, was hired as the Emergency Preparedness Coordinator in 2004.  She sits on the Disaster Committee, which  creates the emergency preparedness plan for VUMC. She is also the key contact for Vanderbilt with the city of Nashville, the state and the region. Ms. Hoffner coordinates emergency drills and policies for us.
In her role as Coordinator, Ms. Hoffner trained hospital administrators and key staff to operate the Emergency Operations Center. She set up two duplicate sites and changed  the location of the decontamination center. Ms Hoffner arranged to use the Student Center as part of the bioterrorism plan for mass vaccination.

She planned a Homeland Security exercise for District 5 for September 2005, which would have coordinated all the hospitals in our region and included over 200 victims. That exercise was postponed due to Hurricane Katrina and has been rescheduled for April 2006. [2.6, Book 4, Exhibit B: Homeland Security Minutes] She helped the other hospitals set up a budget for the drill. Ms. Hoffner extends her role into the community by helping boy scouts; girl scouts and high school students obtain their emergency preparedness badges.
Focus on Director of Patient/Family Centered Care

VCH has had a family centered care focus for many years. The original work in VCH was guided by the principles from the Family Centered Care Institute. Recently a position was created for VUH and the Clinics, to ensure the adult hospital and clinics also employ principles of family centered care to improve patient/family and staff  satisfaction.  One of our goals is to provide excellent care across the system and be a role model for other academic medical centers for patient and staff satisfaction.  
Utilizing the Institute of Medicine’s report Crossing the Quality Chasm: a new Health system for the 21st Century (external force) combined with an internal force (improve patient/staff satisfaction), our CNO in conjunction with Hospital Administration (Charlotte Chaney), created the position of Director of Patient/Family Centered Care.  Terrell Smith, RN, MSN who was instrumental in developing family centered care at VCH, was hired to fill the position. Ms. Smith has formed a steering committee to complete an assessment and identify next steps for improvement. We will also align with other institutions to research the effects of patient/family centered care on patient care and patient/family and staff satisfaction. [2.6, Book 4, Exhibit C: Patient and Family-Centered Care]
Focus on Evidence Based Practice and Pathways and Order Sets 
In today’s healthcare environment we are required to provide quality care with positive outcomes with fewer resources and decreased reimbursements.  In addition, consumers have easy access to quality data about hospitals.  JCAHO also mandates that we be able to demonstrate how we have utilized clinical practice guidelines in designing and improving processes.  At VUMC, pathways and order sets have been identified as one clinical strategy for assuring best practice, reduction of undesirable variability, efficient use of resources and goal directed care.  These driving forces were the influence for the development of a new program with dedicated fiscal and human resources to address the issues surrounding pathways and order sets.  
The use and effectiveness of Pathways and order sets, has been at risk for several reasons:
1) lack of resources available to initiate and maintain them within our current systems 
2) delays in updating or entering new pathways and order sets 
3) lack of confidence in the reliability and effectiveness of their use due to the delays of updating or adding new ones into our current systems. 
Outdated pathways or inaccurate order sets present potential risk to our patients and to VUMC.  

Two full time RN Systems Support Specialist positions were established and filled to address this issue.  Both positions report directly to and reside in the Office of Case Management.  Work of these staff members and this program include:

1) initial assessment of existing order sets (ownership, accuracy and utilization 

2) determine areas of priority

3) determine physician leadership

4) identify other resources needed to update and maintain the system

5) establish time lines for new pathway and order set entries and updating

6) develop a quality assurance process

7) with pharmacy develop a medication review system

8) develop a mechanism for ensuring that “best practice guidelines as being met as well as incorporating Core Measures and National Patient Safety Guidelines where appropriate

9) establish a mechanism in which the two team members can serve as consultants  across the system to ensure standardization

One of the most important aspects of this work is increasing the use of both pathways and order sets.  Processes to produce outcome data related to clinical outcomes as well as resource utilization are currently being developed.  Information that may impact practice patterns will help drive the use of best practice tools and we will quantify their worth. [2.6, Book 4, Exhibit D: Burn ICU Pathway]
Development of the Psychiatric Transition Unit (PTU) in the Adult Emergency Department

The Psychiatric Transition Unit (PTU) grew in response to an increasing number of psychiatric patients that were presenting in the Adult Emergency Department (ED).  We did not have an appropriate place (less stimulating) or a plan where they could be kept safe and confined until a thorough assessment was completed to determine their need for hospitalization or some other level of care.  Another contributing factor was the other patients in the ED; a need to keep beds in the ED turned over quickly to prevent a backlog and decrease waiting time.  One Vanderbilt University Police Department Officer (VUPD) was required to monitor each patient during the evaluation. This was needed to keep the ED staff and the other patients safe.  
We created a separate, secure area for our patients with psychiatric disorders to wait and be fully assessed.  This supports us in making sure they have correct placement.  In addition, by bringing all the patients awaiting disposition into a common area, we are able to provide the supervision that is required in a more cost effective manner.   The criteria for admission to VUH (acute medical problem that needs to be addressed prior to psychiatric disposition) or admission to PHV or another psychiatric facility or to another level of care has not changed as a result of the PTU. [2.6, Book 4, Exhibit E: CNS Depressant Protocol Order Set]

The volume of patients, facilities transferred to and the amount of time required for disposition of patients is collected and trended.  This provides the opportunity for us to work with other facilities in developing improved disposition processes. [2.6, Book 4, Exhibit F: Psychiatric Crisis Assessment]

Rapid Response Teams 
The Institute for Healthcare Improvement (IHI) joined hands with other leading American health care organizations to launch the 100,000 Lives Campaign, which will disseminate powerful improvements tools, with supporting expertise, throughout the American health care system.  This effort is in response to: 1) estimates that 98,000 die in US hospitals due to medical injuries; 2) the Centers for Disease Control (CDC) estimate 2 million patients suffer hospital-acquired infections each year; and 3) the US spends more money on health care than all other advanced industrialized nations, but performs more poorly on measures of health care quality.
This campaign aims to enlist thousands of hospitals in a commitment to implement changes in care which have been proven to prevent avoidable deaths.  Vanderbilt has elected to start with 6 of those changes; one being to deploy Rapid Response Teams…at the first sign of patient decline (addressing failure to rescue).

As is typical, our Cardiopulmonary Resuscitation (CPR) Team responds to all codes or STATs regardless of the acuity with no ability to triage.  Data showed that 64% of our STATs did not require a full team response.  We did not have a system in place to rescue deteriorating patients before they arrested.  This left the less critically experience providers handling the most critical cases, while having to provide care for their other patients. In addition, we had poor risk management documentation on non-patient STAT calls.
Our plan was to: 1) keep our current Resuscitation Team as an Advanced Care Team for life-threatening emergencies like cardiac and respiratory arrest and 2) begin a Rapid Response Team (arrest prevention and assessment response) which would serve as a professional consult service for nurses and physicians seeking evaluation of deteriorating patients. 

Several options were considered for implementation.  On September 21, we began a pilot on 2 of our adult general medical-surgical floors (8th and 9th floors in VUH).  For the pilot we used a “sister unit concept”, instead of a new program concept. Available responders are the charge nurse from the adult Surgical Intensive Care Unit (SICU) and the supervisor for respiratory therapy with physician backup from the Medical Intensive Care Unit Intensivist  physicians and the physicians from the SICU. 

We believe the expected outcomes from a major change of this nature would:

1) improve quality of care

 
2) reduce complications, such as cardiac and respiratory arrests, stroke, and sepsis,

3) improve resource utilization

 
4) decrease our number of patient claims
 
5) improve retention of bedside nurses.
 Evaluation of our pilot program will tell us if we are headed in the right direction.  [2.6, Book 4, Exhibit G: Rapid Response Teams, 2.6, Book 4, Exhibit H: Respond Unit Report]]
Focus on VCH Leadership Structure

The Leadership Board in VCH was an interdisciplinary meeting of Department Heads to facilitate communication and problem solving. In an effort to streamline communication and strengthen their shared governance model, unit board chairs (direct care nurses) were added as members and the new Board was renamed VCH Operations Board. This change was driven from an internal force in response to improve decision making and communication among the healthcare team members. A new charter was drafted and approved by consensus outlining the key functions of the board [2.6, Book 4, Exhibit I: VCH Operations Board] 
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