Force 3: Management Style

The management style of our nursing leadership mirrors our philosophy of shared governance; collaborative with a high degree of shared leadership and shared decision making. Key stake holders from other disciplines are always included, as needed for particular situations.  This style begins with our CNO.
(Source of Evidence 3.1)

CNO Leadership Style and Examples 

Our CNO’s overall leadership style is participative and collaborative. As is the hallmark of good leaders, she can adjust her style as required to meet particular situations. Her role in Smooth Moves, CPOE (WIZ Order Implementation), and our National Nurse Wellness Conference are a few examples of her effective leadership using these qualities to impact the entire organization.
We begin with information on her participation in some of our critical initiatives. Ms. Dubree is an active participant in a variety of interdisciplinary committees and task forces where her input effectively represents nursing.  Her influence at executive decision-making committees (Medical Center Medical Board, Clinical Executive Group,  Green Team, and Purple Team) was highlighted in Force 2.1.  Below is a representative sample of her participation in various VUMC Committees.
	Medical Center

· HIPAA Executive Steering

· Executive Safety Council

· Quality Council

· Clinical Cost Effectiveness

· Worker’s Compensation Cost Containment
	Department/Discipline

· Human Resources Policy/Procedure Advisory Board

· Classification & Compensation Strategies

· Task Forces for Search for Respiratory Therapy Department Director and Anesthesiology Department Chairman 
	New Initiatives

· Leadership Development Insitute/”Elevate” Steering

· “VandyWorks” Staffing System Steering

· Supply Chain Initiative

· E5 Project Team (electronic medical record)

· McKesson/HED implementation (clinical documentation)


Smooth Moves Initiative
Details of this initiative are provided throughout our narrative document At this point, we want to tell you about the role of our CNO in this important work.  At the same time we were looking at Nurse Wellness and retention and recruitment through our “Be the Best – Keep the Best initiative, the Occupational Health Clinic (OHC) was conducting an analysis of staff injuries.  Results from the OHC assessment showed that nurses have the greatest risk of injury and the majority of those were back injuries.  Back injuries from VUH alone accounted for 25% of the total. 

Our CNO embraced the opportunity to address the issue along with Dr. Melanie Swift, Medical Director Occupational Health Clinic. They co-led our Smooth Moves Initiative. A wide encompassing interdisciplinary task force was formed with representation from 12 inpatient units and included direct care nurses, care partners and nurse managers.  From working groups, an assessment was conducted, “best practices” were researched and the overall format of the Smooth Moves Program was developed. The decision was to provide equipment in all areas which would support both the patients and the nurses in daily care activities.  This equipment will prevent the nurses from having to “manually lift and support patients” while preventing patients from having that “tugging , pulling  and feeling of insecurity and falling” when being moved.  [3.1, Book 5, Exhibit A: Smooth Moves History, Exhibit B: Smooth Moves Task Force Members]

Initially, a 3 phase, 2 year roll-out of the program was proposed.  After the first phase of 6 pilot units showed overwhelming success, a decision was made and supported to accelerate the roll-out.  In June 2005, our CNO advocated for “year end” capital dollars to purchase “Smooth Moves” equipment for our patient care areas.  In addition, new policies were adopted and implemented. Staff training and implementation of the new equipment began January 2006.  [3.1, Book 5, Exhibit C: Letter from Dr. Swift]
The following is a quote from an email of one of our direct care nurses after he attended on of the ‘Smooth Moves Breakfast of Champions’, which we have utilized to begin our education process.  
Wednesday, 2/1/2006

“I attended the Smooth Moves Breakfast of Champions this morning.  I would just like to say again how much I appreciate the investment Vanderbilt is making in this initiative.  The equipment will be great to have on the unit, but leadership’s support and celebration of the front line nurses implementing the program is what is most exciting to see.  Today’s breakfast was a really nice touch and I believe pays dividends in the long run.  I would like to especially thank whoever made the decision to implement Smooth Moves.

I truly feel as an employee of Vanderbilt University Medical center, I am valued, my contribution to the success of the organization is recognized and that there is a real interest in my future.  I have thoroughly enjoyed the many opportunities here and am amazed at the many opportunities that I just do not have the time to take advantage of them all.  I do believe this is the best organization I have had the opportunity to be affiliated with.  Thank you, Thank you, Thank you.

Matt Demaree, RN, VPNPP – 2 –CC

5 South, Cardiovascular ICU  

[3.1, Book 5, Exhibit D: Email from Direct Care Nurse matt Demaree]
Electronic Clinical Documentation (McKesson/Horizon Expert Documentation) 
Planning for the Electronic Clinical Documentation Implementation (McKesson/Horizon Expert Documentation) is an example of a collaborative process that will lead to widespread organizational change. We elected to have our physicians embrace electronic charts and order entry before we moved to a fully electronic clinical record.  The use of CPOE and StarPanel (electronic chart in the clinics), was the beginning of a full electronic clinical documentation system.  Beginning with the Purple Team, which makes high level resource allocation decisions for the organization for electronic resources, Ms. Dubree has been integrally involved in this process as the leading representative from nursing.  Two years were spent in gathering data and engaging stake holders in making a change to an electronic clinical documentation system.  Input was sought from direct care nurses and other disciplines through focus groups.  Stake holders from finance and informatics were involved in early discussions and external consultants were engaged.  This work led to a final decision to use the McKesson/HED documentation system. Multiple subcommittees and individuals, including direct care nurses were then involved in gap analyses, education planning returns on investment, and work process improvements.  
As we moved to development and implementation, our CNO has now “handed off” the details to leaders and direct care nurses who are most familiar with the day to day work. Her challenge for the nursing vision of how far we can go with this new system has inspired us to make sure we will be utilizing electronic clinical documentation to its fullest advantage. Capturing needed/required data, running quality reports, and automating specific processes are only a few of the things we will do with our new system.  Direct care nurses were involved in designing data points, screens and navigation of the system. Pilot units and clinics have been selected to test the implementation process, which will begin in November, 2005. [3.1, Book 5, Exhibit E: HED Gap Analysis Roster]
Computerized Patient Order Entry (CPOE) (WIZ) Implementation

When VUMC first implemented CPOE, we were not as successful as we would have liked to be.  Interfacing between CPOE and the Admission, Discharge and Transfer system and the customization of the order entry component were not user friendly and our physicians were unhappy with the system.  Direct care nurses were affected as physicians vented their frustrations and avoided use of the system to enter orders.  Nurses were not intended to enter orders for physicians, but were put in the middle of taking over that function.  In addition, a few physicians entered orders, so we had a dual system of computer order entry and traditional written orders. 
An emergency project team was assembled to address the crisis and Ms. Dubree and the Vice President of Informatics led the effort. They had to balance the goal of having a patient order entry system which would help achieve other organizational goals against the dissatisfaction among physicians and the pressure this was placing on direct care nurses, who were left to enter written orders into the system. Early strategies adopted were:  

· CPOE was stopped on the general care units, but continued in the ICU where there was physician leadership willing to support use of the application. Negotiated agreement that ICU physicians would enter some orders on a daily basis but could write others. 

· SWAT teams were formed from outside the ICU to help providers learn to use the challenging application and to enter written orders so unit staff and pharmacists did not have to complete this task.

· Began development of features to make the CPOE application more acceptable to clinicians.
A rapid prototyping methodology was used to change and implement the system. The resident testing team pronounced the new user interface (called Wiz order) satisfactory. Wiz order was then implemented in 3 different critical care areas over the next 6 months with minor enhancements before each rollout. 
Ms. Dubree’s role during this implementation included: 

· Working with nurse managers in each area to ensure strong leadership. 

· Facilitating rapid, appropriate changes to policies and procedures identified during the initial implementation
· Establishing permanent support structure through Systems Support Services to provide implementation and ongoing support for users of the CPOE system.

This same basic approach (enhancement to provide content and features required by each clinical area followed by implementation) has been used to implement (CPOE) throughout nearly all of the Medical Center.  We have no policy requiring providers to enter orders and despite this have achieved a 77% rate of order entry by providers. We have used Wiz order to support many cost saving, safety and quality improvement strategies.  [3.1, Book 5, Exhibit F: PHV WIZ Steering Committee Minutes, Exhibit G: PHV WIZ Child and Adolescent Team Charter]]
Nurse Wellness Conference 
Ms. Dubree’s role in the Nurse Wellness Conference provides another example of her leadership style. She served on the steering committee to plan and host a national forum for dialogue on nurse wellness and its impact on recruitment and retention and quality patient care and outcomes.  The conference planning included leadership staff and direct care nurses  throughout  VUMC, modeling our shared governance approach to work. [3.1, Book 5, Exhibit H: Nurse Wellness Conference Planning Committee]  The conference showcased evidence-based practice related to leadership and nurse wellness.  Dr. Joy Caukin, known through her work on the Institute of Medicine’s publication on Nursing Environments and Patient Outcomes, delivered the keynote address.   The conference, “Passport to Nurse Wellness: Creating a Positive Environment for Nurses”, drew nurses from all over the country, solidifying Vanderbilt’s reputation as a leader in the nurse wellness movement.  [3.1, Book 5, Exhibit I: Nurse Wellness Conference Brochure (see Force 1.4, Exhibit E)
 (Source of Evidence 3.2)

Examples of Effective and Ineffective Leadership-Style Outcomes and Follow-Up Action as Appropriate

Our CNO’s participative and collaborative leadership style has been successful throughout her tenure, particularly in planning and implementing organization-wide change. However, at times this style has not led to the desired outcomes. Two examples are provided to illustrate ineffectiveness in reaching desired outcomes, and the strategies then utilized to achieve success.

 July 4th Staffing

Historically, census dropped and staffing needs decreased around peak holidays.  Over the last few years census has remained constant showing minimal fluctuations in relation to holidays.  In an attempt to ensure appropriate staffing, our CNO and the Staffing Task Force held a retreat prior to the 4th of July, 2004 holiday.  Utilizing a consultant from the Nursing Advisory Board, the retreat focused on the desired staffing outcomes .which included; appropriate staffing, strategies to prevent bed closures and possible diversion of patients, and streamlining patient throughput.  At the conclusion of the session we thought a shared vision had been achieved in meeting those outcomes.  Follow-up did not occur after the retreat to determine what actions were planned by the units to keep beds open over the 4th of July holiday.  

Despite what we thought was a shared vision created at the retreat, due to inadequate staffing levels, we could not keep all of our beds open.  The combination of scheduling issues and call-ins, forced the hospital to go on diversion.  Our approach was not effective in achieving the desired outcomes.
Our CNO and the Staffing Task Force determined that closer follow-up with managers regarding their holiday staffing plans was needed. Since that incident we have entered each holiday season with well defined and shared plans.  Our modified approach has proven to be successful in assuring appropriate holiday staffing. 
Bed Cycle Turnaround 
An interdisciplinary team was formed in 2004; to focus on decreasing the time from physician order for discharge to time the bed is ready for the next admission.  The team convened by Ms. Dubree included: 

· Charlotte Chaney,  Assistant Hospital Administrator

· Wendy Leutgens, RN, MSN, Assistant Hospital Director, Clinical Services Access 

· nurses
· nurse managers 
· PCC administrative directors 
· directors of linen/patient transport
· environmental services and admitting
· representation from the Administrative Coordinators (house-wide supervisors) The team developed a flow chart of the discharge process and reviewed data on the following:  1) time interval between written order for discharge and actual discharge and 2) time interval between actual discharge and time the cleaned room is ready for the next admission.
We identified and implemented best practices from leading authorities UHC, IHI and JCAHO to improve our bed cycle turn around.  The initiatives included:  pharmacy electronic interfaces, improved communication among nursing and ancillary services, and changes in our discharge planning process. After implementation of these best practices, we determined our problem is an inadequate number of beds. We continue to refine our bed cycle turnaround practices, while also planning a third bed tower. As with other construction projects, nursing is involved in the process of designing our new bed tower.  [3.2, Book 5, Exhibit A: Bed Cycle Turnaround]
(Source of Evidence 3.3)

Utilizing Direct Care Nurses Feedback in Organizational Decision-Making


We have numerous examples of staff feedback influencing organizational decision-making and change. A few of those include: the Services Improvement Task Force in our Be The Best - Keep The Best work, the Nurse Wellness Program, and our current search for a different electronic occurrence reporting system.  In addition, we have previously discussed two other organizational decisions that were driven by direct care nurse feedback; our decision to implement an electronic clinical documentation system and our Smooth Moves Initiative. 
Service Improvement Task Force 
Adding the Services Improvement Task Force to our Be The Best – Keep The Best work (discussed briefly in Force 1.8) was directly related to staff feedback from a satisfaction survey and communication with the CNO during “Breakfasts with Marilyn”.   In order for our patients to receive timely, quality care from the nurses, support services are critical.  Having the correct supplies, medications, etc… at the right place for the right patient at the right time, can be challenging and one of the greatest frustrations for direct care nurses. 

The purpose of this group is to “Identify and Remove Barriers to Bedside Nursing”.  This task force conducted focus group interviews with care providers, including direct care nurses; attended unit board meetings for feedback; and has developed a Support Services quarterly assessment tool. Examples of organizational improvements/change which have occurred as a result of the Service Improvement Task Force include:

· Environmental services labor was redistributed, 24/7 call and pm room check were implemented
· Implemented a 7-step process for cleaning patient rooms
·  Re-organized all satellite service centers

· All unit supply rooms were re-organized with accurate PAR levels  to better meet unit needs

· Piloted cordless phones for supply staff

· Established Central storage for monitors and cables

None of these improvements would have been possible without input and feedback from the direct care nurses and without organizational support for the changes. [3.3, Book 5, Exhibit A: Equipment Task Force, Exhibit B: VUH Support Services Evaluation]
Nurse Wellness Program
The creation of the Nurse Wellness Task Force and Nurse Wellness Program is directly linked to feedback from the staff nurses at VUMC. As far back as 1999, a pattern was emerging as verified by the Quality of Work Life (QWL) survey distributed to Medical Center employees. Following the Quality of Work life Survey, Vanderbilt’s Work/Life Connections-Employee Assistance Program (EAP) conducted an analysis of their service usage.  Their records indicated that only about 2% of VUMC’s nurses used the EAP services compared with a 5% utilization rate for the university overall.  Nurses were telling us they were stressed but they couldn’t get away from the bedside to attend stress management lectures or seek health and wellness services.  The EAP data supported a wellness initiative in order retain and recruit nurses.
Based on the QWL survey and our EAP data, focused interviews were conducted with a cross-section of nurses. A review of the data resulted in the following:  

· A standing committee to address wellness issues recognizing that a positive quality of work life is critical to retention and recruitment. The areas for focus included:   reducing stress, providing a safe work environment, and balancing the professional and personal lives of employees.

· A specialized program out of the EAP to assist nurses with personal and work related problems.

· Hiring of a Wellness Specialist, Margie Gale, RN, MSN, to oversee “Wellness” as related specifically to our nursing staff.[3.3, Book 5, Exhibit C: Caseload of Nurse Wellness Specialist]
Current Search for a Different Electronic Occurrence Reporting System

At the request of the direct care nurses, we purchased an electronic occurrence reporting system and this was certainly a step up from our “old” paper system.  At the time of purchase, after testing, we determined that a specific system would meet our needs.  As time went on, the direct care nurses found the system (which we still have today) to be slow, time-consuming and hard to navigate.  Due to the feedback from the direct care nurses, we are in the process of researching other online occurrence reporting systems to replace our current one.  A multidisciplinary committee which includes direct care nurses and nurses in Risk Management is responsible for selecting the new system. To date, over 45 direct care nurses have been involved in assessing a potential new system.  The goal is to have an online occurrence reporting system that meets the needs of the direct care nurses, as well as the overall needs of VUMC and our Risk Management Department.  [3.3, Book 5, Exhibit D: Electronic Occurrence Reporting]

As stated in the introductory paragraph, organizational change which was discussed before was also influenced by direct care nurses feedback.  Both of these were addressed earlier in our document:  Smooth Moves Initiative and Electronic Clinical Documentation System (McKesson/HED).
 (Source of Evidence 3.4)

Mechanisms and Processes that Create a Practice Environment which Fosters Horizontal and Vertical Communication Between Nurses at all Levels Throughout our Organization
Our Shared Governance structure provides an encompassing umbrella which facilitates vertical and horizontal communication at all levels of the organization as well as across patient care areas.  The structure of boards, committees, and councils provides avenues for flow of information to support decision making boards in making informed decisions.  Boards represent the decision making groups at the Administrative, Nursing Leadership, Patient Care Centers, and Unit/Clinic levels.  Committees gather information to support informed decision-making for these different levels. Councils concentrate on staff development and support.  The Shared Governance structure is discussed in detail in Force 2, SOE # 4.
Shared Governance clearly facilitates communication vertically from staff to managers (on unit/clinic boards), managers to administrative directors (on PCCB and NLB), and between administrative directors and the CNO (NAB).  The horizontal flow of information is supported by the composition of the different groups.   PCC boards provide a vehicle for communication among different patient care areas who work with the same patient population. This promotes communication which enhances the continuity of care from a systems perspective. The NLB provides a forum for communication among all leaders across patient care areas. The monthly Clinical Managers Council also brings together all the managers from the patient care areas.  
We have three avenues which support communication among board chairs and across units/clinics. The first is a monthly meeting for board chairs and managers for networking, problem solving, and education. The second approach to facilitate communication and networking across units/clinics is through our Shared Governance web site (Portal).  Currently, charters and minutes for unit/clinic board meetings are posted and all board chairs have access to these documents. We are currently working to enhance this site by posting “best practices” of unit/clinic boards.  The third avenue is the monthly meetings of the Staff Nurse Council, where representatives from the units/clinics share ideas, suggestions and provide feedback and receive information. [3.4, Book 5, Exhibit A: Shared Governance User Group Meeting Minutes Samples]
Other mechanisms and processes which support a practice environment in which communication is facilitated to enhance staff satisfaction and quality patient care are outlined below: 

1) The Clinical Practice Committee – an interdisciplinary committee with representation from all units/clinics which builds “best practices”  into current and new policies and procedures and is a forum for the staff to bring, discuss and resolve clinical issues 
2) RN Case Managers and service-based Advance Practice Nurses who follow patients in both the inpatient and outpatient settings.  

3) All house-wide policies and some unit-based policies are available electronically.  We have a monthly mass electronic distribution of policies and procedures which have been updated or are new.

4) Inpatient and outpatient direct care nurses and other staff have access to patient’s StartChart -  which is an electronic medical record for outpatients and also stores ancillary inpatient information

5) In CPOE we have electronic messaging which triggers automatic referrals

6) My Vandy Portal – an online system which is utilized for shared data among services

7) Call systems and resident electronic paging – our system automatically rolls pages during change and off hours to facilitate the correct call person is reached – this improves communication by providing access to the right person at the right time. In addition, our paging system was reconfigured in order for the residents to receive critical lab values directly to a single pager for a particular service.

8) Electronic occurrence reporting with a notification to the managers when a report has been filed which supports immediate follow-up.

9)  “Crew Training” – a program that teaches improved communication skills among  and between disciplines working together in a specific area
10)  Nurse Educators Council – forum for nurse educators across VUMC to address issues relating to patient care, patient safety, best practices, competency and evidence-based practice. 
 (Source of Evidence 3.5)

Examples of how Direct Care Nurses Initiate Change to Improve Patient Care, Nursing Practice, and/or the Work Environment 

We have created a culture through our shared governance structure which promotes, encourages and supports direct care nurses to implement changes.  Unit/clinic boards and Clinical Practice Committee are a couple of the avenues through which change can be initiated independently by direct care nurses. Below are examples of how direct care nurses have improved patient care, nursing practice and/or the work environment. 
· Adult Medical Intensive Care Unit (MICU) – VUH – (7th Floor  South)

Through their unit based preceptor committee (standing committee from Unit Board, MICU developed procedure supply baskets with information cards. These serve as resources and guides for unit based procedures and were developed to facilitate orientation of new staff members.  The procedure supply baskets and cards serve several functions:  facilitate timely patient care as all of the supplies are readily available, serve as “best practice” in providing a guideline for a particular procedure; and enhance the work environment by decreasing the number steps nurses have to take.  

Through their unit based preceptor committee (standing committee from Unit Board) the MICU direct care nurse preceptors and newly hired nurses developed “Bedside Resource Manuals”.  These Manuals serve as a resource for new and actually any staff member directly at the bedside.  The resource manuals contain protocols, consults and phone numbers, communication tools, information on medications, pulmonary artery catheter tools, pathways, documentation information, information from the Tennessee Donor Services for deceased patients, and assessments and guidelines on ICP monitoring and set up and much more. [3.5, Book 5, Exhibit A: MICU Bedside Resource Email]
· PHV

Elizabeth Chrisman, RN, from our Adult II program recognized that many of the staff was uncomfortable communicating with callers to the unit in cases where PHV does not have a release of information.  This practice is not uncommon among patients admitted for psychiatric care and they often choose not to have any information disclosed.  In addition, it is not uncommon for PHV patients to change their minds frequently about what and to whom staff can provide information.  Elizabeth authored a series of “scripts” for staff to use in a variety of challenging situations with callers.  Although originally designed for use on Adult II, the scripts found universal appeal in all of the inpatient units.  [3.5, Book 5, Exhibit B: PHV Scripts]
 
· Neonatal Intensive Care Unit (NICU) – VCH 
Per request of the direct care nurses and the need to simplify the discharge planning process, the nurse Case Manager, Renita Holmes, RN, MSN, created a discharge teaching website.  This discharge planning website provides one central place where all the information needed for discharge can be found.   This allows the staff to have quick access to needed information for what can frequently be very complicated discharges. [3.5, Book 5, Exhibit C: NICU Samples of Discharge Planning]  
 
· Renal Transplant Service (inpatient and outpatient)

Staff found they frequently had patients that could not read and/or were legally blind.  They developed two systems for these patients to improve their care.  1)   For patients that are unable to read, they developed a color coded system with matched colors on the bottles and the education folder;  stickers indicating morning (sun) and night (moon) and food stickers (with or without) and lines for the number of pills. An identical system was developed for the pharmacy allowing the patient to be able to reorder the correct medications over the phone.  2)  For patients that are legally blind, they enlarged the entire education book and ordered special magnifying glasses through our purchasing department.  
· Adult Emergency Department (VUH)

Direct care nurses developed a Committee for Clinical Excellence (CCE) to address and resolve barriers to clinical work.  Their purpose  is to establish, review, maintain, and promote excellence in clinical care consistent with best practice standards, the ED mission statement and the Vanderbilt mission and Credo.  One of the many accomplishments of this group is the Adult ED lockdown policy.  This policy was written and implemented for the safety of the staff and patients. The ED is “locked” and only ED personnel are allowed to enter and exit when a high profile crime victim is admitted.  A VUPD officer is placed at the doors between the ambulance bay and the waiting room until all is assessed to be clear.  All ED personnel are alerted and no visitors are allowed to enter the ED until the high profile patient has left the department.  High profile patients are also made anonymous and “no release” of information, in case someone does call or come looking for them. 
· Adult Neurology Services – Neurology & Neurosurgery Clinics (TVC) and Inpatient Neurosciences (Neurology and Neuro ICU) 
In preparation for the survey for certification of our stroke program, the adult Neurology Services utilized several creative initiatives.  To support patient and staff education, they posted graphic posters for patients to read and created a competition for the staff.  Staff wore pedometers and were required to walk 10,000 steps per day.  The group exercised in the Dayani Center, created their own recipes and completed stroke assessments.  Through a secret decoding exercise, the staff learned more about strokes and the risk factors.  Not only did the staff prepare for the site visit for our stroke program certification, they are now better able to provide education and care for our patients.  Through the leadership of Janice Smith, RN, M.Ed., Administrative Director for Neuroscience Services and the interdisciplinary team, Vanderbilt achieved national accreditation from JCAHO as a Stroke Center. [3.5, Book 5, Exhibit D: Reporter Article VUMC Designated Primary Stroke Center January 13, 2005]
· Cardiac Catherization Lab (Adult) 

The adult Cardiac Catherization Lab implemented a 10- question follow-up phone call to all patients within 4 working days of their visit.  The direct care staff from the cardiac cath lab state:  “This is a chance for us to check in on them and fix any issues that are not resolved.  We have had at least 5 “saves”.  There have been incidents where someone was having bleeding issues or even chest pains.  We were able to get them to an ED or physician the same day.”  “Everyone has reported they liked the care they received from our doctors and nurses and felt very safe in our lab.
The calls have also led to changes in patient education and follow-up which has reduced by half the average time that patients spend in the waiting rooms.  This follow-up has only been in place for 4 months.  These new measures have improved patient care and patient satisfaction.  Data will continue to be monitored, trended and evaluated.   

· Outpatient Plastic Surgery Clinic (TVC)

The Plastic Surgery Clinic created a nurse call rotation schedule which has assured that 95% of all patient calls are answered by a nurse the same day they are received.  Historically, this was a ‘hit and miss effort’.  

They initiated the same call system for procedure days which now has all the nurses rotating through the procedure area on a weekly basis.  Procedures can be long and tedious.  This adjustment has reduced nurse ‘burn-out’ in the procedure area and increased the knowledge and skill level of all the nurses; thus increasing job satisfaction and morale.  
(Source of Evidence 3.6)

Examples of how Direct Care Nurses’ Feedback is used by Nurse Leaders to Make Changes to Improve Patient Care, Nursing Practice, and/or the Work Environment 

Being responsive to feedback from our direct care nurses is a cornerstone of nursing leadership at VUMC.  The staff at the bedside has the insight on changes to improve patient care and work life.  Following are some examples:
· Direct care nurses were involved at all levels as we designed and built our new Children’s Hospital.  One issue which was critical for the nurses and other health care staff was the location of the alcohol gel dispensers in the corridors outside the patient rooms.  The location (directly outside patient rooms)  which worked best to serve the nurses, other staff, patients and family members was against federal/state fire codes.  Because the containers contained alcohol, they were not to be mounted in a “means of egress”, namely the corridor. This was a national issue and after much discussion, the National Fire Protection Association (NFPA) changed the code to allow the gel dispensers to be placed in the corridors. This issue was critical to the environment for the staff and to nursing practice.  Vicki Brinsko, RN, Infection Control Coordinator, with the support of nursing leadership for VCH worked at the federal/state level to make the change occur. We believe the code change supports “best practice”, instead of hindering it.   
· Our Cancer Center is an NCI designated center and has experienced extreme growth in the last couple of years.  Historically, inpatients receiving chemotherapy were admitted to one of two inpatient units (8 South or 11 North).  As more patients were admitted for chemotherapy, bed availability became an issue.  We require that all nurses who are administering chemotherapy be certified in chemotherapy administration per the Oncology Nursing Society’s (ONS)  certification standards.   “Off-service” patients needing chemotherapy presented problems as we had not increased our number of chemotherapy certified nurses to meet our increasing patient load.  Direct care nurses realized and appropriately voiced their concern over patient care and nursing practice.  An interdisciplinary team, including direct care nurses, convened to work on this issue.  A thorough analysis was conducted to determine the following:  1) was this an isolated problem, 2) did we indeed need to increase our number of chemotherapy certified nurses, 3) were chemotherapy sessions offered frequently enough to meet the need, 4) was our chemotherapy certification class “best practice”?  The following were outcomes from this work : 1) we increased the number of times the chemotherapy certification course is offered to have an increased number of certified nurses, 2) invested in 4 nurses to become certified by the National Oncology Nurses Society to teach chemotherapy, 3) nursing leadership worked with Bed Management Personnel on agreement to adjust patient placements until more nurses were chemotherapy certified and  4) gained support from the nurse managers from the affected units to send more staff for chemo certification. [3.6, Book 5, Exhibit A: Clinical Practice Committee Minutes]
· Construction is slated to start in December 2005 in our Adult Radiology Department in VUH.  Due to direct care nurse input, the new area will look and function very different; particularly the waiting/recovery space.  Currently, patients waiting for tests/procedures and patients recovering are in the same area.  With nursing input, that alignment will be different.  Patients waiting will be in a separate quieter area with televisions if they want.  Post-procedure patients will have a separate area.  This will provide a better environment and workflow for both patients and nurses. In addition, this change supports better patient care as the recovering patients can be disruptive and the nurses have seen the stress that causes for the patients waiting. [3.6, Book 5, Exhibit B: Radiology Construction Email]
· Direct care nurses on the adult orthopedic/urology unit found that syringes were too far from the medication pyxis causing delays in medication administration.  A group of staff from their  “Quality Team” reorganized work at the nurse’s station to enable locking file drawers to be placed by the medication pyxis with syringes readily available.  Staff also voiced concern regarding location of sharps containers in patient rooms.  The containers are difficult to reach especially when visitors are in the room.  We are in the process of adding sharps containers to rooms at locations selected by staff.   Nurses and care partners have expressed their gratitude for these changes stating the changes have made their jobs easier and it shows that management listens and cares. [3.6, Book 5, Exhibit C: Ortho/Uro Unit Board Minutes]
· Patient flow in the adult Emergency Department can be a challenge, particularly during times of peak census.  After a thorough assessment, the direct care staff proposed the role of “flow nurse”.  They developed a job description; put it through the Unit Board and received support and approval from management to implement the position.  The flow nurse does not take a patient assignment, but keeps the ED flow going.  This includes helping with triage for patients which are waiting and being in constant contact with the charge nurse to keep them informed about patient flow.  
· Space reorganization/utilization has been an issue in our Cancer Clinic as our cancer program has grown.  Several weeks of “brainstorming” with direct care staff led to significant changes made to accommodate additional staff, improve the efficiency of existing space, and create more space for patient care.  Some of those changes included:  

· Addition of an office supervisor and locating the workspace for this position into the chart room.  This space allows for some separation from the waiting room, offering access to observe the work-flow.  The office supervisor is a “hands-on” role that adjusts staff to accommodate patient needs.

· Development of office space into a finance office with a staff of six.  This has created more resources for patients’ financial questions and concerns. 

· Created a Patient Conference area.  This meeting room is located near the patient waiting room.  Available to patients, nurses, doctors, ancillary staff, Clinical Trials staff, and financial advisory staff, this space is utilized to speak privately with patients and their families.

· Relocated office space to create a multi-purpose room for use as a blood-draw area and for other patient needs.

The assessment of available space versus needed space is continual by the direct care staff and other efficiency changes are in the planning stages.  
· During their regular Clinic Board meetings, the direct care nurses at the Green Hills Internal Medicine Clinic (off-site clinic), led discussion with the interdisciplinary team on ways to serve patients better.   The recommendations made were implemented and have improved care for our patients who may not want to come to the “downtown campus” for their health care.  Those improvements included:

· Implementation of a new phone system which provides patients better access to the clinic when they need to contact  someone

· Under an agreement with Vanderbilt Hillsboro Imaging added basic X-ray service to the Green Hills site so the patients can get their results on site the same day and not have to travel “downtown”

· Initiated an on-site patient “exit interview” to assess clinic services

· Provide lab/phlebotomy coverage over lunch time to support patients who can only come in during their lunch hour

· Participated in the automated RXstar which provides faster prescription renewal for patients
· Focus on patient care in the GI Clinic and Lab

A focused examination of the nursing role and physician and patient satisfaction led to some improvements.  One of the concerns was the time nurses were spending in “non-nursing activities and documentation came out as one of the top issues.  The clinic had a very time-consuming process of recording lab data (over 60 plus values) on a flow sheet for liver patients. Working with the informatics nurse specialist, an electronic ‘Liver Flow Form’ was designed which decreased the amount of time spent recording data. The staff continues to work with informatics on the flow form to give the staff the ability to enter outside information on the sheet. 
Another issue was patient flow and work flow through the clinic.  Changes in room use has improved both.  Working as a team, the nurses took 2 small nurses offices and designed them as patient intake rooms.  An existing conference room was made into a shared nursing area which has five workstations.  This shared space supports the nurses to work more efficiently as a team and cover for one another. 
A review of the message basket (electronic messaging) set up for each nurse revealed several messages on a daily basis which were being sent from Vanderbilt Health Care Providers (physicians) to designated nurses regarding appointment overbooks. Each electronic request took a great deal of time in contacting the physician and discussing an overbook request.  Working with the physicians and the office supervisor, the manager moved the messaging for overbooks to the front desk.  This has resulted in happier clinic and referring physicians, and happier nurses as it has decreased the time spent in non-nursing activity.  
· We have had house-wide policies and procedures online and available from any clinical workstation (unit/clinic computers) for several years.  At the request of the direct care nurses, we have now added the capability for each unit/clinic to have their unit/clinic based policies and procedures online.  While we do not have this task 100% completed, it is in progress.  Patient care areas are finding this method to be superior for easy access and easier for keeping policies and procedures updated.  

 (Source of Evidence 3.7)

How Nursing Leaders are Visible and Accessible to Direct Care Nurses 
Nursing leader visibility is accomplished in a variety of ways.  Formal visibility is accomplished through staff and unit/clinic board meetings and most recently through implementation of leader rounding.  We engaged the services of the Studor group, a national leader in healthcare operations improvement, to guide us in implementing their program known as Elevate across the Medical Center.  
 Nursing supervisory leaders are “rounding for outcomes”.  Specific questions addressed during rounding include:  
· What is working well today?
· Are there any individuals whom I should be recognizing?

· Are there any physicians whom I should be recognizing?

· Is there anything we can do better?

· Do you have the tools and equipment to do your job?
Rounding helps leaders met the following needs:

· Establish good relationships with staff

· Create approachability

· Show a willingness to work side by side

· Develop efficient systems

· Make decisions around training and development

· Provide the right  tools and equipment for staff to do their jobs

· Show appreciation.

[3.7, Book 5, Exhibit A: Rounding Logs]
CNO Visibility
Ms. Dubree is visible and interactive with nursing staff, managers and administrative directors on an ongoing basis. Our campus, including our 4 entities, VUH, VCH, PHV and The Vanderbilt Clinics covers over 2 ½ million square feet, located in approximately 15 buildings. In addition, we have 14 offsite clinics. With close to 3,000 nurses, she has adopted a number of strategies to remain visible and accessible to direct care nurses including, but not limited to:
· “Marilyn’s Corner”, a regular column in Nursing Capsules, an internal newsletter published quarterly and distributed to  nurses

· “Breakfast with Marilyn”, a monthly breakfast meeting with 10-15 nurses throughout VUMC. Nurses are invited based upon a specific demographic or focus,  i.e. nurse educators, nurses who work nights, nurses over 40
· Facilitates the monthly staff Nurse Council meeting 

· “Ask Marilyn” online, this mailbox enables any staff member to send questions, comments, and/or concerns; all messages get a personal response if needed, and appointments may be set up to meet for a confidential discussion

· “State of Nursing” address (annual report)  given during National Nurses’ Week each year

· “Rounding for Outcomes”
Nursing Leader Visibility
Most unit/clinic based nursing leaders’ offices are decentralized to the sites of patient care.  Alpha/text pagers offer almost immediate accessibility linking staff to the managers. Staff email is accessible from any computer with internet access both off and  on campus and provides an excellent tool for communication.   Charge nurses are often the first contact for direct care nurses and they are accessible right on the units.  
Other Leadership Resources

Unit/service based nurse educators, nurse case managers and advanced practice nurses are readily available to the staff on the units and in the clinic areas as they go about their work.  Our Director for Shared Governance Shelley Moore, RN, MSN also serves as a resource for our staff.  She is available via pager and email and regularly attends unit/clinic board meetings. 
(Source of Evidence 3.8)

Examples of Mentoring and Succession Planning by and for Nurse Leaders and Direct Care Nurses 

Although VUMC does not have specific polices to address succession planning or “hiring from within”; we have several mechanisms which provide mentoring and succession planning for nurses at all levels, both formal and informal.  Some of those are described below with a few examples. 

Direct care nurses who are unit/clinic board chairs receive education on facilitative leadership.  This training teaches the skills for leading effective meetings, meeting process and consensus decision making as well as many other skills. (details provided in Force 2, Sources of Evidence 4 & 5). Direct care nurses also have the ability to participate in a two year Nursing Research Internship Program with our doctoral prepared Director of Research, Dr. Nancy Wells and details are provided in Force 6 in the research section.  
    One of the critical behaviors for direct care nurses who advance to RN 4 is mentoring, which is defined as “an active and personal relationship where the mentor intentionally develops another toward personal and professional goals”.  Examples of expert staff nurses mentoring other nurses include:  increasing clinical skills in managing complex patients and families, solving patient and system problems and resolving conflicts that arise with other care providers. When nurses are advanced to RN 4, the central review committee members look for behaviors that showcase mentoring (See Force 4.1 for more detail on VPNPP).  
Nursing leadership, including charge nurses participate in educational sessions provided by the Health Advisory Board.   All of our NAB members and many nurse managers precept MSN students during their leadership classes.  With large nursing initiatives/committees/task forces, such as Be the Best, Keep the Best, we have designated co-leaders - pairing up leaders for mentoring experiences.  
Focus on developing charge nurses – an example

Due to program development and renovated patient care areas, the inpatient Neuroscience areas (5S & 6N) experienced tremendous growth in their numbers of patients. When additional direct care nurses were hired, this increased the need for more charge nurses.  Direct care nurses were identified by self and leadership who could move into charge nurse roles.   The leadership team developed a specific plan to improve the management/operations skills of the direct care nurses who were moving into charge nurse roles. Examples of topics covered during the retreats include:

· Team leading

· Delegation

· Decision Making

· Financial Impact of decisions

· How to do a presentation

This forum meets on a quarterly basis to share and disseminate information.  The management team and the nurse educator take the lead on identifying topics and engage other experts and disciplines as needed.  This is an ongoing process which develops the staff nurse into a competent charge nurse that is ultimately prepared to continue in a career path to a management level. 

Mentoring is also evident as nurses move from direct care positions to manager positions, and then from manager to administrative director. Examples of this graduated mentoring and coaching are given below.

	The Road from Care Partner to Manager
        When I made the decision to become a nurse, my aunt suggested that I work at Vanderbilt University Medical Center (VUMC) as a care partner. She was a long-time Vanderbilt employee and thought it would be a great experience. Thankfully, I took her advice! In 1994, while I was completing my nursing program, I began working as a care partner through Vanderbilt Home Care. I was able to not only provide home care to patients, but also to provide care on inpatient units in the hospital. I met wonderful people and was able to apply my learning at both school and work. The very first assignment I had in the hospital was working on 7 North with cardiac patients. I knew after that first shift that 7N was the place for me. The staff was smart, kind, supportive, and committed to excellent patient care. After successfully completing my nursing program in 1996, I was offered a position as a nurse. The staff was very helpful as I accepted the responsibilities of being a nurse. It was obvious that they enjoyed teaching and loved caring for patients. Never was I concerned about asking a question when I needed assistance. The experienced staff not only nurtured and taught me, but they also allowed me to be independent and grow as a nurse.

       That caring, educational atmosphere has continued throughout my career in cardiology. I worked as a staff nurse for one year before becoming a Designated Charge Nurse. The new position provided me with opportunities to grow as a leader and also grow as a nurse. It opened the door to my management career which began in 1999 when I became the Assistant Manager for 7 North, the Cardiac Step-down Unit. The leaders I worked with provided opportunities for me to learn many aspects of nursing management. They have all been supportive as I moved from novice to expert in each position.

       In June 2003, I accepted the position of Manager for Inpatient Cardiology. Inpatient Cardiology consisted  of a 12-bed cardiac ICU, a 30-bed cardiac step-down unit, and an additional 17-bed cardiac step-down unit opening in February, 2003. Opening a new unit was certainly a challenge. With the help of the multidisciplinary team, the unit opened successfully. Just as things were beginning to settle down, a new opportunity was presented. Planning began for the new Cardiovascular Intensive Care Unit scheduled to open in January, 2005. 

       I was asked to help lead the efforts to open the new unit. With the support of the 
assistant managers and charge nurses, we were able to keep the 3 cardiology units running smoothly and plan for the new 5th floor. During the planning, I was provided the opportunity to interview for the CVICU manager position that was opening due to the expansion. Although I was not an expert in the field and still had much to learn as a leader, I was offered the position and given the opportunity to grow my career once more. My administrator, assistant administrator, and other leaders within VUMC  supported my growth and provided guidance as I moved into the new role. With open communication and collaboration, the CVICU opened on January 20, 2005. 

       I continue to work with smart, caring, wonderful people. The teamwork among leadership provides a safe environment for growth and career advancement. The support for nursing and support for education within Vanderbilt is second to none. If a Vanderbilt employee had not asked me to give Vanderbilt University Medical Center a try, I would have missed out on some great experiences and a great place to work. After eleven years of employment at Vanderbilt, I can honestly say it is a wonderful place to work.
________________________________________
Susan Thurman, RN, MBA/HCM


	Mentored to an expanded nursing role

        I began working in our ED in 1992 as a staff nurse with a diploma degree.  Almost immediately, the ED then initiated the first Emergency Department Case Managers in the country.  I had never tried anything like that before but was interested in how we could help ED patients find better resources for non-urgent care, rather than their using the ED as their primary caregiver.  The Manager moved me into this role, while encouraging and supporting every idea I had.  I didn’t realize it at the time but this was my first taste of being supported while I tried something new.
       I must have liked trying something new because a few years later I shifted to Interim Assistant Manager then Interim Manager in the ED, while they search for a permanent replacement.  I then (briefly) went to Case Management in Admitting, then Case Management in Cardiac Surgery.  While with Cardiac Surgery, I was encouraged by the leadership to return to school and I was supported while working on my B.S.
         After several years with Cardiac Surgery, the evening Administrative Coordinator retired.  I had come in contact with this role on multiple occasions and was contacted by administration to ask if I could cover as the AC while they found someone for the position.  Even though it was difficult to cover my current position, my manager was totally supportive of my “tackling” this role. The role eventually became permanent and, thanks to Becky Keck and Marilyn Dubree, I also went back to school to pursue my dream of becoming and attorney.  I have recently found my “home” in Risk Management and I will graduate from law school in the spring of 2007.  I cannot imagine working for any other organization – VUMC is truly my family. 

          Everything I have ever wanted to try, Vanderbilt has been supported and promoted.  The mentoring I have received at all levels has been incredible.  My “accomplishments” in the last 13 years have been largely because of the atmosphere here at Vanderbilt, which has given me the confidence to feel like I can do anything.

________________________________
Diane Moat, RN


The administrative directors and directors who report to our CNO look to her as a mentor and role model.  Insights and wisdom are often shared during monthly meetings with her. The following example illustrates how the administrator from PHV received mentoring from Ms. Dubree.
	Increasing Visibility in the Medical Center

       During my annual performance evaluation in 2004, I approached Marilyn about the isolation I felt at PHV and my desire to become more involved in VUMC activities.  Marilyn had a number of suggestions about how to become more involved in Medical Center wide initiatives.  As a result, I have participated on the Nurse Wellness Committee and became a co-chair, the Restraint Committee, and I became a trainer for Targeted Selection Interviewing.  Although I have met my initial goal, this has become an agenda item for our monthly meetings.

___________________________________
Ann Cross, RN, MS, MBA



We have several examples of moving up the leadership structure as a result of early identification of talent, coaching and mentoring. For example, Mary Duvanich was in an assistant administrative director role In Women’s, Orthopedics and Surgery for 2 years before becoming the administrative director of the surgery specialty clinics.  Marie Glaser’s talent was recognized when she managed the cardiology clinic, and she is currently the assistant administrative director in the Cardiology and Adult Medicine PCC. The administrative director for Cardiology foresees the day when Ms. Glaser moves into an administrative director role.  The following is a recent example of succession planning in the Cancer PCC.

	Meeting Expanding Demands
       I have been the administrative director for 9 years.  At the inception of this role the scope of responsibility was for the cancer patient care center.  However, my scope of responsibility has greatly increased over the past 6 years with the addition of oversight for the organ transplantation programs and 3 medicine inpatient units.  A high level of institutional emphasis has been placed on increasing volumes and services in both the cancer and transplant arenas.  After careful analysis of total FTE’s and direct reports, I developed a proposal in collaboration with the CNO and the COO of the clinics.   The proposal was presented to the executive leadership to create a new position for an assistant administrator.  The primary responsibility for the administrative director would be to oversee the cancer services and the assistant administrator to oversee transplant and medicine.  The proposal was based on  the need to make a change and to allow more time to be devoted to program growth and development, which was not possible with the current workload.  
     The proposal was approved and a position was funded.  Interviews were conducted of the 3 top candidates using behavioral interviewing questions (Targeted Selection Interviewing).  The assistant administrator has been in place for only 6 months, therefore her orientation is ongoing.  Since this is a new role, a significant amount of time is being spent defining our roles and expectations. 
     One of the desired outcomes is to have the assistant administrator be cross trained with the administrative director so that they can each cover for one another  A more long range goal is to prepare the assistant director to move into an administrative director role.[Exhibit:  Tool developed by assistant administrator]
__________________________________
Carol Eck, RN, MBA


	Opportunities Abound

       During my 28 years at VUMC, I’ve been involved in 3 major revisions of our clinical documentation methodology. I was mentored in this work while still a staff nurse when I served in a Documentation Committee co-chaired by Becky Culpepper and Marilyn Dubree. Those efforts introduced Nursing Diagnosis into our organization. A few years later for the next major round of documentation changes, Linda Nelson and Judy Spinella arranged for me to lead the project with Linda as my mentor. I was freed up from part of my management responsibilities with the addition of an assistant manager so I could devote 25% of my time to the work. I was able to work with Liz Berger, Irene Hatcher, and others as we developed training materials to support those efforts. This project ultimately lead to my participation with our early attempts at CPOE and my present role

       About 6 years ago, I was again asked to spearhead revisions to our clinical documentation system and I adopted some of the strategies I’d been taught. 3 members of my staff were included in the project and did most of the work with me providing oversight and support. Initially, I chaired both the inpatient. and outpatient Clinical Documentation Committees.  Two years ago, I was able to transition leadership to 2 of my staff who had been working on the project. They did a great job of bringing new members to the work and mentoring them to increase their understanding of applicable standards, processes, etc. then  3 months ago, when Nancy and  Sylinda had to leave the Clinical Documentation Committee rather urgently to begin training for new roles, one of the committee members they’d mentored was ready to take over. I can trace this evolution back about 6 “generations” over more than 25 yrs. This is an example of the way nurse leaders are grown in this organization

Some of the specific things that have been done that allowed me to grow include:

· Environment that encourages staff to take risks in a protected environment (co-chair a project with a more experienced mentor)

· Educational opportunities to grow skills

· Honest feedback from mentors to help novices improve weak areas

__________________________________

Karen Hughart, RN, MSN


As we have been taking our Magnet Journey, we find ourselves looking around and realizing how many of our nursing colleagues and leaders were “grown” right here at VUMC.  What a great way to preserve our history and at the same time promote growth.   You have heard just a small number of their stories above, there are many more.  The table below highlights several more examples.  These are some of the people you will meet when you take your “VUMC Magnet Tour”. 
	Name
	Starting Role
	Current Role

	Adkins, Sharon  RN, MSN
	Instructor, Staff Development
	Director, Parish Nursing

	Arnow, Debbie RN, MSN
	Nurse Manager
	Director Nursing Education, VCH

	Ausderau, Mohona RN, ADN
	Staff Nurse
	Assistant Manager, Clinics

	Bachman, Jan RN, ADN
	Staff Nurse
	Assistant Nurse Manager, MICU

	Barnes, Brenda RN
	Staff Nurse
	Research Clinical Specialist for Preventive Medicine and CDC

	Benco, Ann RN, BSN
	Staff Nurse 
	Nurse Educator, Perioperative Services

	Biga, Lenys  RN, MSN
	Staff Nurse SICU
	Administrative Director PCC

	Bond, Betsy RN, BSN
	Staff Nurse
	Instructor in Staff Development and Consultant, Learning Center

	Brown, Cindy RN
	Staff Nurse
	Assistant Director of OR- MOR

	Burgess, Emily RN
	Care Partner
	Staff Nurse, Othopaedics/Urology

	Butler, Kim RN, ADN
	Care Partner
	RN Charge Nurse, MICU

	Chambers, Misty RN
	Assistant Nurse Manager, VCH
	Director of Planning, VCH

	Dale, Tory RN, ADN
	Medical Receptionist
	Staff Nurse

	Diffendorfer, Tracy RN, MSN
	Staff Nurse
	Manager in OR

	Dubree, Marilyn RN, MSN
	Clinical Nurse Specialist
	Chief Nursing Officer

	Duvanich, Mary RN, MSN
	Nurse Manager
	PCC Administrator for Clinics

	Eck, Carol RN, MBA
	Nurse Manager
	Administrative Director, Cancer PCC

	Evans, Tasha RN, BSN
	Staff Nurse
	Assistant PCC Manager, for VMG Franklin

	Ford, Connie RN, BSN, MHA
	Staff Nurse Peds
	Nurse Manager, VCH

	Forsythe, Rachel RN
	Care Partner
	Staff Nurse, MICU

	Foss, Julie RN, MSN
	Staff Nurse
	Nurse Manager MICU

	Fudge, Mitzie RN, MSN
	Staff Nurse
	Nurse Manager, OB/GYN

	Gabbard, Janice RN, BSN
	Staff Nurse
	Nurse Manager, General Medicine

	Gardner, Debbie RN, BSN
	Staff Nurse Peds
	Manager, 7 A, B & C VCH

	Givens, Pat  RN, MEd.
	Staff Nurse, VCH
	Associate Hospital Director VCH

	Glaser, Marie RN, MSN
	Nurse Manager
	Assistant Administrative Director PCC, Cardiology and Inpatient Medicine

	Gleaves, Angela RN, ADN
	Medical Receptionist
	Flight Nurse

	Griner, Todd  RN, MSN
	Staff Nurse Renal
	Nurse Manager Renal

	Hann, Tracy  RN, MSN
	Staff Nurse
	Infection Control Practitioner

	Harmon, Donna RN, BSN
	Staff Nurse
	Nurse Practitioner, Cardiology

	Harrell, Terri RN
	Staff Nurse
	Assistant Manager, Main OR

	Harris, Lori RN, BSN
	Mental Health Specialist
	Nurse Manager at PHV

	Hartman, Terri  RN, MSN
	Nursing Assistant
	Nurse Manager, Subacute

	Hassellblat, Marie RN
	Staff Nurse
	Manager in OR

	Hays, Margaret RN, MSN
	Staff Nurse
	Nurse Educator, MICU

	Herman, Neva RN
	Technician in ED
	ED staff nurse

	Holder, Gwen RN, MSN
	Staff Nurse
	RN Team Leader System Support Services

	Holman, Brent RN, MSN, ACNP
	Care Partner
	ACNP and Manager for Neurosurgery Clinic

	Houston, Clint RN, ADN
	Care Partner
	RN Charge Nurse, MICU

	Hughart, Karen RN, MSN
	Staff Nurse
	Director, Systems Support

	Hutchison, Sarah RN, BSN
	Nurse Extern
	Nurse Manager - Trauma

	Kibler, Valerie RN, ADN
	Phlebotomist in Admitting for Pre-op patients
	RN Systems Support Services

	Kinman, Patricia RN, MSN, NP
	Staff Nurse
	Administrative Officer For HR Health & Wellness

	Kuhn, Erin RN, MSN
	Staff Nurse
	Nurse Educator, Perioperative Services 

	Kuntz, Audrey RN, MSN, PhD.
	Assistant Nurse Manager
	Manager, Perioperative Education

	Lucas, Janet  RN, MSN
	Staff Nurse
	Assistant Manager, Myelosuppression

	Madison, Katie RN, MSN
	Staff Nurse
	Nurse Manager, Franklin Oncology

	Maenza, Jama RN
	RN Internship Program
	Manager, N.E.W. Main OR

	Maloney, Hannah  RN, BSN
	Medical Receptionist
	Staff Nurse, MICU

	Moat, Diane RN, BSN
	Staff Nurse
	RN Clinical Risk Manager

	Moseley, Susan RN, MSN
	Nurse Manager
	Director, Accreditation & Standards

	O’Hara, Nancy RN, ADN
	Staff Nurse
	Director, VPNPP

	Payne, Cathy RN, BSN
	Staff Nurse
	Instructor, Learning Center

	Poulson, Julie  RN
	Staff Nurse
	Manager in OR

	Price, Lynn  RN,  BSN
	Staff Nurse
	Assistant Manager, inpatient Neuro

	Randa, Stephanie RN, 
	Supply Chain Coordinator
	Assistant PCC Administrator, Perioperative Services 

	Redlin-Frazier, Sheryl RN, ADN
	Staff Nurse
	Assistant Nurse Manager, 4 East Obstetrics


	Reed, Ron RN, 
	Medical Receptionist
	RN in System Support Services

	Robinson, Karen RN, MSN
	Staff Nurse
	Coordinator, Case Management Practice

	Sacco, Richard RN, BSN
	Staff Nurse
	Assistant Manager, Surgical Stepdown

	Smith, Leslie RN, ADN
	Mental Health Specialist
	Staff Nurse at PHV

	Smith, Norma Jean RN, MSN
	Technician in ED
	ED staff nurse

	Smith, Tony RN, ADN
	Staff nurse
	Flight Nurse

	Snell, Leanne RN, BSN
	Staff Nurse
	Manager, VCH RN Float Pool & Administrative Coordinator VCH

	Steaban, Robin RN, MSN
	Nurse Manager
	Administrative Director PCC, Cardiology and Inpatient Medicine

	Stinson, Beverly RN
	Staff Nurse
	Assistant Manager, General Surgery and Surgical Stepdown

	Stobaugh,  Kaye RN
	Staff Nurse
	Assistant Nurse Manager, Burn Unit

	Taylor, Valerie RN, BSN
	Nurse Extern Peds (5th floor)
	Assistant Nurse Manager, 5th floor Peds

	Terrell, Michelle RN, MSN, APN
	Staff Nurse
	Nurse Manager, Burn Unit

	Thurman, Susan RN, ADN, MBA/HCM
	Technician
	Nurse Manager, CVICU

	Wilkerson, Kathie RN, BSN
	Staff Nurse
	Infection Control Practitioner

	Willenberg, Kelly RN, MSN
	Hemodialysis Technician
	RN Manager Clinical Research

	Williams, Susan M RN, MSN
	Staff Nurse
	Nurse Manager, General Surgical Floors

	Wilson, Chris  RN, MSN
	Summer Senior Student Nurse
	RN Clinical Learning Consultant

	Woods, Debra  RN, BSN
	Staff Nurse
	Assistant Nurse Manager, Oncology Clinic

	Wooldridge, Les  RN, ADN
	Staff Nurse
	Manager, Resuscitation Program

	Wyttenbach, Leslie RN, ADN
	Care Partner
	Charge Nurse, Myelosuppression
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