Force 4: Personnel Policies and Programs

Professional nursing at VUMC is supported by a performance-based evaluation system which clearly defines critical behaviors of nursing staff at various levels of professional development. Programs and policies are in place which enhances our ability to recruit and retain nurses, and ensure adequate staffing to maintain high quality cost effective patient care.

 (Source of Evidence 4.1)

Formal and Informal Performance Appraisal Process, including Self-Appraisals, Peer Review, and 360 degree Evaluation for Nurses at all Levels
Organizational Overview of Performance Appraisal System

At the core of VUMC’s performance appraisal system is a philosophy of continuously improving job performance by developing and recognizing staff.  This philosophy is intended to improve the quality of our patient care, education and research. The pay for performance appraisal system is designed to:

· Follow an annual cycle for continuous learning, development and improvement

· Focus staff on doing the right thing

· Link individual performance to VUMC’s goals

· Create a sense of  shared responsibility and accountability between staff and leadership

Managers engage in ongoing assessment of employee performance based upon standardized organizational and role specific competencies. The defined competencies range from behavioral to very technical in nature.  Job descriptions define the competencies for that role and serve as the foundation for the web based performance appraisal system, Vanderbilt Performance Evaluation System (VPES). VPES clearly defines performance expectations and promotes standardization in its deployment across the organization. The role specific competencies are an integral component of each staff member’s performance evaluation and embody standards such as patient/customer satisfaction, teamwork, quality improvement, and technical clinical competencies.
Annual performance appraisals are completed in the spring of each year. Employees are evaluated on how well they meet the standards for (a) credo behaviors (b) key functions of their job description, and (c) unit specific standards. Performance for the past year is rated on a 1 to 5 scale, with 3 reflecting “meets standard”.   Annual performance based salary adjustments are implemented for staff based on their individual performance appraisal score. 
Performance Appraisal Process for RN Direct Care Providers:

The VPNPP provides the foundation for the RN performance appraisal process. The program serves as a performance-based career advancement system that recognizes and rewards the application of clinical nursing expertise in direct patient care. The goals of the program include:  
· Define and support professional nursing practice

· Attract and retain clinical experts

· Instill enthusiasm in nursing by appropriately recognizing and rewarding performance

· Create aspirations for continued growth in nursing practice and direct patient care
· Link performance to the goals and strategic plan for nursing and VUMC 
The levels of practice in our VPNPP program are based upon Benner’s philosophy of novice to expert.   Based upon the levels of professional practice, there are 4 RN job descriptions which correspond to novice, competent, proficient, and expert nursing practice. Each level has specific requirements and accountability of measures. The key functions for all staff nurses include:

· Planning & managing care

· Continuum of care planning

· Patient/family education

· Problem solving

· Communication & collaboration

· Continuous learning

[4.1, Book 5, Exhibit A: VPNPP Job Descriptions RN 1-4]

 To provide a more comprehensive evaluation of a nurse’s performance, 4 sources of data are utilized: 
· self evaluation
· manager/assistant manager/charge nurse (i.e., management team)
· peer who works beside nurse 

· peer who works shift following nurse  
[4.1, Book 5, Exhibit B: VPNPP Administrative Practices and Evaluation Tools, Exhibit C: Manager Peer Evaluation – Cardiology]
The annual performance appraisal process provides an opportunity for staff to complete a self assessment as well as receive peer and management feedback on their current performance in meeting the key functions of their role. Open dialogue takes place which highlights strengths as well as potential areas for improvement. As a component of the appraisal process, staff has the opportunity to develop annual professional goals for the upcoming year. 
Performance Appraisal Process for Nursing Leadership:
Nursing leadership in the organization also participates in an annual performance appraisal process which shares many similarities to the one completed by direct care nurses. Leaders receive feedback on performance related to the key functions of their job description as well as credo behaviors.  As a part of the appraisal process, leaders complete a self assessment and receive feedback from peers as well as direct reports. This feedback is incorporated into the written evaluation prepared by the supervisor Annual goals are established which align with the overall goals of VUMC and the strategic goals for nursing. [4.1, Book 5, Exhibit D: Performance Evaluation Schedule – Example, Exhibit E: Manager Evaluation Peer and/or Physician Colleague Tool]
Measurable Outcome: Nurse Satisfaction

The Community Survey (staff satisfaction survey) conducted by Morehead Associates has demonstrated an upward trend in staff satisfaction with clarity of role expectations, opportunities for career development as overall satisfaction with the performance appraisal system.  

Morehead Staff Satisfaction Survey Data:

	Morehead Survey Item
	1999
	2001
	2004

	I am satisfied with my work group’s performance development/appraisal system.
	2.47
	2.47
	3.11

	The medical center provides opportunities for career development.
	3.41
	3.34
	4.03

	My job responsibilities are clear.
	3.73
	3.86
	4.03


*Responses range from 1 (low satisfaction) to 5 (high satisfaction)

In addition to our more formalized methods for performance appraisal, leaders also provide ongoing performance feedback as a part of their normal daily duties. Our Elevate staff rounding model has provided an effective organizational framework for this ongoing feedback to staff. 

Nurses who work in departments other than Nursing undergo two levels of evaluation. A formal process for advanced practice nurses (primarily nurse practitioners) which involves feedback from physicians, peers, and staff nurses is used to conduct the annual performance evaluation. Research nurses also have an annual performance evaluation discussion with their immediate supervisor. 

[4.1, Book 5, Exhibit F: Nurse Practitioner Evaluation Tools]
The second level of evaluation is the credentialing process. Nurses working outside of Nursing are credentialed to practice in the Medical Center. Advanced practice nurses who are master’s prepared and provide direct patient care are credentialed by the Joint Practice Committee, a sub-group of the Medical Center Medical Board. This Joint Practice Committee is co-chaired by Marilyn Dubree, CNO and Michael Pilla, MD.  Members of this interdisciplinary committee include representatives from allied health providers, such as nurses, psychologists and therapists.  Credentialing involves primary source verification (e.g., of education, licensure) and competency to fulfill role. It also requires written confidential evaluation by peers. Nurses are required to be re-credentialed every two years (Force 9.1 provides more detail on the process).  Research nurses, who also require credentialing, are reviewed by the Nurse credentialing committee.  The process is similar to that of the APNs, and re-credentialing is required every two years. [4.1, Book 5, Exhibit G: Application for Appointment to the Professional Staff]
(Source of Evidence 4.2)

Workplace Advocacy Policies and Procedures which Safeguard Employee Rights and Promote a Safe and Healthy Work Environment 
VUMC is committed to being the workplace of choice in Nashville and the surrounding area. The Vanderbilt “complex”, consisting of the University and the Medical Center, is large and employees approximately 18,000; thus to address basic safety and security we have our own Police Department.  Identification badges (ID) are required to be worn above the waist and are to be visible at all times.  During “off hours” all entrances are secured and can only be accessed by swiping ID badges.  The only entrance to VUMC during those hours, without an ID badge, is through the Emergency Department which is manned by a Vanderbilt Police officer. In addition, pediatric inpatient units, the Emergency Department and PHV are routinely locked and admission is directed from the front desks.  

We also have policies and procedures in place which safeguard staff rights and promote a safe and healthy work environment. Specific polices are covered in orientation and all policies are available online to all staff.  A sample of those policies and brief information on the purpose are provided.
1.
Request for Excuse from Staff Assignment for Religious, Cultural Values, Ethics, or Physical Accommodation, # OP 30-10.10


Provides the procedure by which any staff member may submit a written request to be excused from certain tasks on the basis that those tasks are incompatible with the staff member’s bona fide religious beliefs or physical abilities.  Requests are to be made in writing and will be evaluated by the department head in consultation with the Opportunity Development Center (ODC).   If the requested accommodation is not possible, the staff member may submit a request for a formal transfer and Recruitment and Staffing will provide assistance in accordance with University guidelines. [4.2, Book 5, Exhibit A: Request for Excuse from Staff Assignment Policy OP 30 – 10.10]
2.
Dispute Resolution Policy, # HR-022


Outlines the procedure through which VUMC staff can seek to resolve internal disputes arising out of issues concerning Performance Improvement Counseling and/or discharge.  Staff members utilizing this process are protected from any retaliatory actions.  This process goes through the office of Employee Relations.  If there are allegations of a violation of the Equal Opportunity and Affirmative Action Policy # 001, Anti-Harassment Policy # 002, or retaliation, the staff member will got through the Opportunity Development Center.  [4.2, Book 5, Exhibit B: Dispute Resolution Policy HR-022]
3.
Work Place Violence Policy, # HR-027



Supports Vanderbilt’s desire to create and maintain an environment free from disruptive, threatening, and violent behavior.  Vanderbilt does not tolerate inappropriate or intimidating behavior within the work place and responds appropriately to every reported incidence of disruptive, threatening, or violent behavior.  This policy also addresses our process for protecting and supporting members of the Vanderbilt community who have obtained protective orders.  (NOTE:  This policy was shown in the Organizational Overview Documents)
4.
Safety and Security, SA 10-10.04
This policy addresses the guidelines relative to safety and security for patients, visitors and staff.  Outlined is the issue of penalties for disabling any of our security cameras, which are placed at strategic locations in VUMC and store recorded images.  Another important issue addressed is the temporary use of lock down for areas in case of emergencies or other situations. [4.2, Book 5, Exhibit C: Safety and Security Policy SA 10 – 10.04]
5.
Physical Security – Medical Center, SA 10-10.07

Outlines the guidelines to acceptable practice to security of VUMC entrances, exits, and sensitive areas and identifies requirements for staff identification.  This includes control of entrances and exits to VUMC facilities, special provisions for sensitive areas, a requirement for staff identification and video surveillance.  [4.2, Book 5, Exhibit D: Physical Security Policy SA 10 – 10.07]
6.
VUMC Policy on Environmental Health & Safety, SA 10-10.11

Outlines VUMC commitment to safety, health, and environmental protection and defines our strategies for achieving and maintaining organization wide compliance with all environmental, health, and safety laws and regulations. Included are the purposes and responsibilities of VUMC standing safety-related committees which include: 1) Environmental Health and Safety Oversight (EHSOC), 2) Radiation Safety Committee (RSC), 3) Institutional Biosafety Committee, 4) Environmental Affairs Committee (EAC), and 5) Chemical Safety Committee (CSC). Also outlined is information regarding our Compliance Offices and their role in maintaining a helpline for compliance matters.  [4.2, Book 5, Exhibit E: Environmental Health and Safety Policy SA 10 – 10.11]
7.
Safety Program – Environment of Care, SA 10-10.01

Addresses the elements of our Safety Program for providing a safe work environment and safe patient care. The Safety Program provides: a coordinated approach to the improvement and maintenance of safety and mechanisms for effective responses to actual occurrences and the elements of our ongoing proactive reduction in medical/health errors and near misses, including mandatory reporting.  This policy also outlines our Environment of Care Tours, conducted at least every 6 months.  [4.2, Book 5, Exhibit F: Safety Program – Environment of Care Policy SA 10 – 10.01]
8.
Exposure Control Plan, IC 10-10.04

To promote a safe working environment and eliminate or minimize staff exposure to occupational hazards, including bloodborne pathogens, all blood and other potentially infectious materials are treated as if known to be infectious for bloodborne pathogens in accordance with the OSHA Bloodborne pathogen Standard. All staff members observe Standard Precautions with all patients to prevent occupational exposure to such materials.  In addition to many other practices, this policy covers the use of needleless or safety syringes and personal protective equipment (PPE). [4.2, Book 5, Exhibit G: Exposure Control Plan Policy IC 10 – 10.04]
9.
Hazardous Chemical Right-to-Know/Hazard Communications, SA 20-10.03

VUMC staff that use hazardous chemicals are provided with information and training which is consistent with the Tennessee Hazardous Chemical Right-to-Know law and the provisions of the Hazard Communication Standard.  Departments are responsible for overseeing and supervising all aspects of compliance with these laws.  Policy covers Material Safety Data Sheets (MSDS) and training.  [4.2, Book 5, Exhibit H: Hazardous Chemical Right to Know Policy SA 20 – 10.03]
10.
Electrical Equipment ,SA 50-10.01

Electrical equipment used within VUMC for direct patient care is tested prior to initial use and at a scheduled interval as determined by the risk level assigned to the device. Also addresses the safety of patient/visitor non-biomedical electrical equipment.  [4.2, Book 5, Exhibit I: Electrical Equipment Policy SA 50 – 10.01]
11,
Exposure Control Plan - Standard Precautions, IC 10-10.10

Our exposure control plan (ECP) to eliminate or minimize occupational exposure to bloodborne pathogens in accordance with the OSHA standard “Occupational Exposure to Bloodborne Pathogens”.  [4.2, Book 5, Exhibit J: Exposure Control Plan – Standard Precaution Policy IC 10 – 10.10]
12.
Substance Abuse Policy, # HR-035

Vanderbilt is a drug free workplace and adheres to the Drug Free Workplace Act of 1988 and the Drug Free Schools and Communities Act Amendments of 1989.  This policy delineates the appropriate action to be taken in the event that a staff member exhibits behavior consistent with alcohol or drug use in the workplace, the possession of unauthorized substances and the unlawful manufacture, dispensing or distribution of illicit drugs and alcohol.  [4.2, Book 5, Exhibit K: Substance Abuse Policy HR-035]
13.
Alcohol and Drug Use, OP 30-10.04

This policy is specific regarding the use of alcohol or drug use while in the workplace and mandatory reporting by staff if they are convicted of a crime involving alcohol or drugs while off-duty. [4.2, Book 5, Exhibit L: Alcohol and Drug Use Policy OP 30 – 10.04]
14.
Safety; Patient Handling and Movement, CL 30-04.02

Provides guidelines for safe patient handling and movement techniques with the lifting equipment available within VUMC to reduce the instance of injury to caregivers caused by overexertion during manual lifting.  Faculty and staff are encouraged to use the VUMC Back Injury Prevention Program to guide caregivers in safe patient handling, movement, equipment use, and assessment of patient care tasks to determine the safest way to accomplish them. [4.2, Book 5, Exhibit M: Safety: Patient Handling and Movement Policy CL 30 – 04.02]
15.
Occurrence Reporting:  Patient and Visitor, OP 10-10.24

This policy covers required reporting and outlines protection for individuals who report occurrences or problems against retaliatory actions. [4.2, Book 5, Exhibit N: Occurrence Reporting: Patient and Visitor Policy OP 10 – 10.24]
Promoting a Safe and Healthy Work Environment

We have an onsite full service Occupational Health Clinic (OHC) which is available to meet the needs of our staff.  In addition to regular services offered, one unique service is “Late Night with OHC”.   This additional service is provided from 6 p.m. to 10 p.m. on the 1st Saturdays and 3rd Wednesdays of each month.  These additional hours offer a unique opportunity for staff working weekends and nights. Staff members can also call 936-0955 during this late night time to speak with the “late night nurse”.  Also, a mobile cart staffed by an OHC professional moves throughout the Medical Center to offer TB skin tests and immunizations for the convenience of those working nights and weekend shifts.  In addition to TB skin test and immunizations, the mobile cart offers many other services including education and information about other OHC services.  [4.2, Book 5, Exhibit O: OHC Late Night Flyer, Exhibit P: Occupational Health Clinic Website]
Our Nurse Wellness Task Force (from Be the Best – Keep the Best) initiatives address safety of nurses at work and enhancing nurse wellness and include:
· Recognition that safety is a major concern among nurses, and formation of a safety sub-committee that includes members from the task force, the Vanderbilt University Police Department, and VUMC facilities management team. From an actual “walk in the shoes of our staff” project, this group initiated improved lighting and safety mechanisms on commonly traveled campus paths as well as optical mirrors in parking garages.

· Support of the “Smooth Moves” Ergonomic Task Force with leadership from Vanderbilt Occupational Health Clinic and HealthPlus, the on-campus staff health promotion program and input from direct care nurses throughout the hospital and clinics.  

· Education was provided on workplace safety, physical hazards, handling difficult interpersonal and patient/family situations.
· Sponsoring annual Nurse Wellness Fairs to increase the nursing staff’s awareness of strategies, programs, and products that can enhance their physical and mental wellness.

Many wellness and safety initiatives are made available through our Work/Life Connections – Employee Assistance Program (EAP).  Jim Kendall, a social worker, is the Administrative Director for Work/Life Connections-EAP.  Those initiatives include:  The Nurse Wellness Program and Critical Incident Stress Management Service (CISMC) among others.  
The Nurse Wellness Program

The Nurse Wellness Task Force acts in an advisory capacity to the Nurse Wellness Program whose mission is to “connect nurses with resources when life is challenging.”  Margie Gale RN, MSN, a nurse wellness specialist is the director for this program and services include: 
· Preventative Services

· On-site in-service programs, such as stress management, change, depression, grief
· Stress-plans for nurses

· Responsive Services

· Counseling

· Recovery support for impaired nurses

· Referral to community services

· Critical incident stress management

Referrals to the Nurse Wellness Program come from the individual or their supervisor. Use of the services provided by this program has increased over the last two years; please note the numbers in the table below. 
	
	1999-00
	2000-01
	2001-02
	2002-03
	2003-04
	2004-05

	RN clients (#)
	51
	54
	61
	93
	114
	122

	Manager consults about RNs (#)
	32
	12
	15
	14
	21
	16

	Total (#)
	83
	66
	76
	107
	135
	138


Critical Incident Stress Management Service

Critical Incident Stress Management Service is a means of supporting faculty and staff following traumatic events in the workplace (e.g., incidence of violence in the workplace, threats, deaths, poor outcome cases).  The model was originally designed by Jeffrey Mitchell, Ph.D, to assist EMT/Fire personnel in managing their responses to critical distressing incidents. The Critical Incident Stress Management service was started in EAP in 1996 and has been improved and changed as needed by societal influence and work place needs.  
The Critical Incident Stress Management (CISM) service is available to all employees in the Medical Center. Examples of requests for Interventions include:
· Impact of workplace trauma
· Loss of colleagues 

· Violence in the Workplace 

· Closing of services/programs 

· Staff downsizing 
Impact of clinical trauma because of negative outcomes

· Multiple patient deaths 

· Death of infants and children

· Unusual circumstance cases
In the past 4 years the service has expanded to be more proactive when a nurse (or staff member) is involved in a negative incident by responding to the nurse on the unit rather than waiting for symptoms to develop.  Jim Kendall developed training for nurse managers on “Supporting Your Staff through Trauma: CISM and other tools” first presented at the Nurse Wellness Conference “Passport to Wellness” in October 2004.  [4.2, Book 5, Exhibit Q: Critical Incident Stress Management]
Recognizing the stress of their units and supporting staff that are in highly charged areas, nurse managers embraced Critical Incident Stress Management.    For example, Sarah Hutchison RN, manager of the Trauma Unit, required her entire staff to attend “pre-incident” training on Stress and CISM in June 2001.  This program is also part of orientation for new staff in Life Flight, the Adult ED and Trauma.  As the Administrative Director of our Adult ED, Brent Lemonds, RN, frequently identifies events requiring support for the staff and initiates a request for CISM intervention. 

The following are examples of committees and activities that have been accomplished through the CISM model. 
· A Task Force concerning safety in the workplace was convened exploring hazards in the patient care settings.  

· Risk Management proactively encouraged a direct care nurse to seek assistance for the emotional trauma. This nurse eventually was able to return to work. 
· Training on “Encountering Distressed Patients and their Families” was developed by Jim Kendall and is presented regularly to staff.

· A Universal Behavioral Precautions training module.
The CISM intervention has been well utilized since 2001.

CISM Consults and Participants

	
	2001-02*
	2002-+03
	2003-04
	2004-05

	Interventions
	74
	14
	24
	22

	Participants
	411
	179
	226
	168


*9/11 – special circumstance year
Evaluation

The work of the Nurse Wellness Task Force and the Nurse Wellness Program has been presented nationally at the 2005 ANA Convention.  Data from the Community (staff satisfaction) Survey indicate that nurses at VUMC feel the organization and their direct supervisor assist them in balancing work life and personal life, which leads to better health and wellness.  [4.2, Book 5, Exhibit R: Nurse Wellness Presentation at ANA June 2004]
RN Responses to Wellness-sensitive Satisfaction Items

	Satisfaction item
	1999
	2001
	2004

	The medical center supports a balance between work life and personal life.
	2.97
	3.04
	3.54

	The person I report to support me in balancing my work life and personal life.
	NA
	3.38
	3.70



In addition, we have a Department of Pastoral Care and two chapels (one each in VUH and VCH).  Pastoral care staffs are available to staff as well as patients and families and can provide comprehensive care to the diversity of faiths and backgrounds found at VUMC.

Another important way VUMC promotes health for our staff is through our HEALTHPlus Facility and Wellness Programs. HEALTHPlus is Vanderbilt’s comprehensive worksite wellness and fitness program and is free to Vanderbilt staff members.  All program components support the HEALTHPlus mission to promote healthy lifestyle practices in the workplace and at home among Vanderbilt employees.  HEALTHPLUS has a full compliment of qualified staff including two full time physicians.  
The fitness facility is located conveniently to all staff parking garages/lots. Fitness center hours are convenient:  5 a.m. to 8 p.m. Monday – Friday and 8 a.m. – 2 p.m. on Saturday.  A full service fitness center is available and provides exercise machines, aerobics, Tai Chi, yoga, Pilates, strength training equipment, swimming, walking clubs and many other individual and group exercise options.   As is appropriate, HEALTHPLus conducts health risk assessments, physical activity readiness assessments and obtains informed consent before staff can use the facility.  Fitness orientations, prescriptions and evaluations are also offered.  Through the PLUS One Program, family members or friends can use the fitness center and services for a small monthly fee.  

HEALTHPlus also offers an online wellness library.  A sampling of the topics include:  nutrition, health risk assessments, diabetes, smoking cessation, stress management and weight management.  Another very popular program offered is “Go for the Gold”; a confidential wellness incentives program that rewards faculty and staff who engage in healthy lifestyle choices.   Staff members can choose from 3 different levels, bronze, silver or gold and complete specific wellness requirements to receive $10, $15, or $20 respectfully added to their salary each month.  Completed by November 30 of each year, the payment is paid throughout the next calendar year. [4.2, Book 5, Exhibit S: HealthPlus Classes and Services, Exhibit T: Go for the Gold]  

We also have another full compliment fitness facility on the medical campus, The Dayani Center.  The Dayani Center is utilized for outpatient rehab and exercise facility, such as cardiac rehab.  However, for a small monthly fee, staff members can utilize this state of the art fitness center.  
Working full time, running a household and taking care of our families, can sometimes be stressful.  We have a number of other services which can take some of the “pressure” away including: full service accredited child care centers convenient to campus, a valet/concierge service, on-site full banking services employee credit union and several on-campus pharmacies for filling prescriptions.   Staff can utilize our child care centers for costs well below the average cost of child care in the community.  Valet/concierge services were a request from staff during a satisfaction survey.  The range of services covers A – Z, including:  auto detailing, dry cleaning, car care, party planning, photo services, floral services and zerox services,  
(Source of Evidence 4.3)

Staffing Plans and Practices are Consistent with the ANA Principles of Nurse Staffing 

We have incorporated The ANA Principles of Nurse Staffing at the unit, clinic and organizational levels.
ANA Principles of Nurse Staffing: Comparison to VUMC Practices
	ANA Principles
	VUMC Practices

	Patient Care Unit  Related

	· Appropriate staffing levels for a patient care unit reflect analysis of individual and aggregate patient needs.

· There is a critical need to either retire or seriously question the usefulness of the concept of nursing hours per patient day (HPPD).

· Unit functions necessary to support delivery of quality patient care must also be considered in determining staffing levels
	· Nursing staffing templates are used which support analysis and development of appropriate staffing levels.  Nurse to patient ratios are benchmarked nationally. (Labor Management Institute and university Health Systems Consortium)  Charge nurses and nurse managers work collaboratively shift to shift to modify ratios based on acuity, nursing skill set and unit functions; such as 
      admissions, discharges and   

       transfers.        

	Staff Related

	· The specific needs of various patient populations should determine the appropriate clinical competencies required of the nurse practicing in that area.

· Registered nurses must have nursing management support and representation at both the operational level and the executive level.

· Clinical support from experienced RNs should be readily available to those RNs with less proficiency

	· Unit and clinic specific Scopes of Care are updated annually and as organizational changes occur, to outline the patient population, nursing competencies and special skills necessary to provide care for the patients.  Clinical competencies are assessed ongoing and are documented annually at the time of formal performance review. 
· Through the Organizational Leadership structure, nursing leadership is positioned to advocate for additional clinical resources as determined by changes in the practice environment.
· The staffing complement per any given shift is designed to support the different skill levels of RNs on duty and include a charge nurse role designed (without a patient assignment) to support unit operations as well as act as a clinical resource to staff.  In addition, an Administrative Coordinator is available as a resource to staff for clinical questions and operational concerns.

	Organization Related

	· Organizational policy should reflect an organizational climate that values the registered nurse and other employees as strategic assets and exhibit a true commitment to filling budgeted positions in a timely manner.

· All institutions should have documented competencies for nursing staff, including agency or supplemental and travel RNs for those activities that they have been authorized to perform.

· Organizational policies should recognize the myriad of needs of both patients and nursing staff.
	· Registered nurses are viewed as strategic assets by the organization.  Recruitment strategies, such as advertising, job and career fairs, and dedicated recruiters for nursing, are aligned to support effective recruitment of nurses.
· Clinical competencies are defined for each practice area. These competences are strictly adhered to  for all nursing staff – (Clinical competencies are addressed in Force 14 and examples of clinical competencies are provided) 
· Cl-20-06.13 Allocation of Staffing Resources is our policy which provides standards for the use of development of staffing allocation guidelines. This policy addresses:  
   1) Patient Care Center (PCC) responsibility for having the  appropriate number and mix of qualified staff to meet patient needs in their clinical areas 24 hours a day, 7 days a week.
     2)  PCC development of guidelines to assist with the assignment of staff within and across PCC to meet patient needs. If staff is required to work outside their home department within their PCC, staff will meet the clinical competency standards for all applicable areas of practice. 

[4.3, Book 4, Exhibit A: Allocation of Staffing Resources Policy CL 20 -06.13]



[4.3, Book 5, Exhibit B: SICU Scope of Care, Exhibit C: 8th Floor Inpatient medicine Scope of Care, Exhibit D: PCCU Scope of Care, Exhibit E: VITA Scope of Care]
(Source of Evidence 4.4)

The Organization Fosters a Nondiscriminatory Climate in which Care is Delivered in a Manner that is Sensitive to Diversity


We provide care for patients from a variety of ethnic and cultural backgrounds and lifestyles and we are committed to providing the same level of quality care to all. Our Nursing Philosophy states, “we are guided by a philosophy that recognizes the inherent worth, dignity and uniqueness of every individual…”One of our values says clearly, “we will show respect for our patients and each other”.  Our Credo states, “We will treat patients and others as we wish to be treated”. In addition, one of our key Credo behaviors states “I make those I serve my highest priority:  respect colleagues and those we serve who differ by gender, race, religion, culture, national origin, mental and physical abilities and sexual orientation and treat them with dignity, respect and compassion”.  Another Credo statement, “we recognize the increasing diversity of our community and broaden our knowledge of the culture of the individuals we serve” and continue to learn and seek new knowledge to enhance my skills and ability to serve”. 
Our Interview Process


When potential candidates for hire are interviewed, the Credo behaviors are discussed in the initial interview.  In addition, our interviewing model, Targeted Selection, addresses specific behavioral competencies for specific positions.    

Beginning in orientation, staff is oriented to our Mission, Vision, Values and Credo.  Each staff member is required to sign a copy of our Credo Behaviors. The expectation is set from the beginning that every employee is required to perform to these standards.  In addition, all staff receives a copy of their job description/performance evaluation which has the Credo listed under the following:

“VUMC is driven by its Credo. As an employee at VUMC, you are required to exemplify the Credo daily.  It is the way we do our work!” [4.4, Book 5, Exhibit A: Credo Behaviors Commitment Letter]
During Orientation


During nursing orientation, our nursing staff is introduced to the departments and the staff who provide the many services we have for them and our patients/families around cultural differences.  They also receive education of how to access the resources.  
When Patients are Admitted


Vanderbilt treats all patients regardless of the ability to pay.  When patients are admitted, nurses do not know their insurance status, nor do they have access to that information.  This practice fosters from the beginning, that the same level of high quality care will be delivered regardless of the patient’s insurance or ability to pay.

In addition, our admitting patient assessments ask two key questions, which help guide us in incorporating any special needs patients have into their plan of care.  One of the questions is:  “Do you have religious, cultural or ethnic practices that we should consider while you are in the hospital?  Space is provided for detailed explanation.  The other question addresses the issue of religious preference and visitation by clergy or other spiritual leader. The information provided from these questions guides the nurse from the beginning to plan for any special needs the patient may have, including assignment of nurses, food preferences, visitation guidelines, etc…  Direct care nurses can utilize this information to contact and or utilize a number of resources available to them.  [4.4, Book 5, Exhibit B: Admitting History/Discharge Plan]
Religious/Cultural Policy Manual 

One of the best and easily accessed resources available to the nurses and other members of the health care team is our electronic Religious/Cultural Policy Manual.   This resource manual is a quick reference for health care providers and gives practical “what do I do now?” information.  The traditions and/or cultures discussed in the manual are those which are significantly different than those we encounter on a daily basis in our work. The format offers caregivers a fingertip resource with information on beliefs and practices which may have a significant impact on the overall treatment plan.  The following general guidelines are provided: 

· Identify the religious and/or cultural tradition of the patient

· Take note of practices that may affect the treatment plan. Be sure those are documented

· Be as flexible as possible in accommodating specific needs and practices

· The level of strictness of adherence to a particular religious or cultural practice may vary from person to person.  A referral to the chaplain is always appropriate.

· A visit from a representative of a particular religious group can be arranged through the Department of Pastoral Care.  [4.4, Book 5, Exhibit C: Religious/Cultural Policy Manual]
The individual practice of faith is unique.

Always ask the question,

“How can we meet your spiritual needs while you are here?”  


An overall Quick Reference List is provided and for individual religions/cultures, more detailed information is provided which include, but is not limited to the following information:
· Dietary restrictions

· Treatment Issues:

· Transplantation/Organ donation

· End of life/terminal care

· Abortion 

· Reproductive Issues

· Drugs, blood products, transfusions, vaccines

· Autopsies

· Death/burial practices

· Specific Religious and/or cultural practices

· Holy Days

· Rites/Rituals

· Burial

[4.4, Book 5, Exhibit D: Religious/Cultural Introduction RC 001, Exhibit E: Religious/Cultural Quick Reference RC 003, Exhibit F: Jehovah’s Witness RC 008]

Having this information readily available when patients are admitted, allows the nurse to individualize the plan of care for each patient to meet any diverse needs and to make appropriate referrals. One example of utilizing this material is the assignment of female only health care providers to female patients whose cultural beliefs forbid them to be examined or cared for by males.  Health care providers are supported in their quest to make allowances for the special needs of any patient and family. 

Other resources 
1) Chaplain Services – if patients request assistance in having a specific spiritual leader, our Chaplain Services will be able to take care of that request

2)  Patient Affairs and Guest Services – this office has the resources to assist in any special requests which patients have related to cultural practices and/or religious beliefs
3)  Interpreter Services – we have an onsite service in which three full-time Spanish interpreters and 10 contract interpreters are available to translate for patients/families.  We use outside agency interpreters for the languages for which we do not have onsite staff.  All interpreters are specifically trained to interpret for health care information and we have the ability to provide any language, including specific dialects.  
4)  Language line – With 160 languages and 24/7 capability, this service provides a dual/speaker phone system through which immediate interpretation occurs, and avoids delay and handing back and forth of the phone. Signs in 15 languages stating that we provide interpreter services at no cost, are posted at all hospital/clinic entrances. 
5)  Spanish is the most common language spoken after English in both our community and the medical center.  We have critical documents and educational resources available in Spanish on e-Docs, our web-based document repository. (Details provided in Force 6 Source of Evidence # 17) 
6) Specialized nutrition services – our nutritionists and full service dietary department are able to assess and accommodate any special food preferences or food preparation needs. Patients are also visited by nutrition representatives and are given the phone number to call the dietary office for any further special requests. 
7)  Tennessee Donor Services are available to assist the health care team to provide culturally sensitive care for patients who are potential donors.   

Although we have patients who speak a number of languages, we have found Spanish to be a one of the most frequent and constant.  Currently, we have some of our “Spanish as their first language” staff members providing classes: Spanish for health care providers. [4.4, Book 5, Exhibit G: Spanish for Medical Professionals Workshop]

The Learning Center provides training materials to increase faculty and staff awareness of cultural differences.    Resources available from the Learning Center include: 
· “Working by our Credo” -  a PowerPoint program which explores how patient/family cultural and religious practices impact health and illness

· “Limited English Proficiency” – a PowerPoint program, which directs staff to low cost services to communicate with patients/families who have low proficiency in English 
· Services to assist with translating print and video education materials

Cultural Sensitivity Training

An awareness of how cultural differences affect group process stimulated the Shared Governance Task Force to provide cultural sensitivity training for unit/clinic board chairs and managers. This 2-hour workshops use a well-tested approach to enhancing sensitivity through a group exercise. [4.4, Book 5, Exhibit H: Learning Center Schedule of Classes, Exhibit I: ODC Training Classes]
(Source of Evidence 4.5)

Examples of how the Organization Addresses Workforce Diversity

As outlined in Force 4, Source of Evidence # 4, our Philosophy of Nursing, Credo Behaviors and Values serve as our guides not only in our relationships and treatment of patients/families, but of each other as colleagues as well.  

Opportunity Development Center (ODC) 


In line with our Mission, Goals, Values and Credo, the ODC serves as one of our main catalysts in promoting diversity and equality in employment, in educating the Vanderbilt community on the laws and policies regarding equal opportunity and affirmative action, and in developing and enhancing our commitment to diversity and inclusiveness through various programs and activities.  The ODC strives to provide a respectful and welcoming environment for staff, faculty, students, and external constituents. 


Core values of the ODC are diversity, equity, accessibility, and inclusiveness.  They have taken a proactive stance in assisting us with the interpretation, understanding and application of federal and state laws and regulations which support our efforts in meeting obligations to diverse populations. The ODC is committed to continuously developing, implementing, evaluating and revising as necessary action-oriented programs aimed at promoting and valuing diversity in the University and Medical Center. Some of their major functions include:
· source of information and assistance for anyone who has a question or complaint pertaining to equal opportunity stemming from any avenue

· coordinate disability services and monitor accessibility of programs, activities and buildings

· coordinate and monitor compliance with equal opportunity laws and affirmative action guidelines

· keep leaders informed of our obligations under stare and federal laws 

Throughout this Source of Evidence we cite specific services, programs and initiatives from the ODC which assist us in addressing workforce diversity.

Hiring Guidelines and Education 
VUMC follows federal guidelines on hiring has nondiscriminatory hiring policies which guide our hiring practices.  Those include: 
· HR – 017:  Recruiting and Hiring Policy

· HR – 001:  Equal Opportunity and Affirmative Action Policy
[4.5, Book 6, Exhibit A: Recruiting and Hiring Policy HR-017, Exhibit B: Equal Opportunity and Affirmative Action Policy HR-001]

We also have a Domestic partner Benefit Policy (HR – 016) which extends domestic partner benefits to eligible staff in accordance to established guidelines.  This policy benefits include:  health, dental, life insurance and accidental death and dismemberment insurance, include domestic partner under Medical and Personal Leave of Absence policy, tuition benefits, participation in our various perks programs and COBRA.  Vanderbilt makes reasonable efforts to maintain the confidentiality of any staff member who seeks these benefits. [4.5, Book 6, Exhibit C: Domestic Partner Benefit Policy HR-016]
Through the ODC, managers and supervisors have access to the following classes related to hiring, human resources management related to diversity:
· Alphabet Soup:  EEO/AA Training – Designed to dispel myths and educate supervisors and managers about their responsibilities in the area of EEO/AA.  Informs about federal and state civil rights laws applicable to Vanderbilt, including a detailed presentation about sexual harassment and the Americans with Disability Act.  Other administrative responsibilities covered include; equal opportunity/affirmative action plan and policy and sexual harassment policies, employment guidelines and procedures, diversity and cross-cultural communication, and procedures for filing a complaint. 
· Cross-Cultural Communication Workshop:  In this practical workshop, new and experienced staff and managers learn techniques for communicating effectively across real or perceived barriers. 

· Disability Law 101:  The Rehabilitation Act of 1973 and the Americans with Disabilities Act of 1990 are the focus of this workshop.

· Sexual Harassment Workshop:  Federal regulations are presented along with specific examples of sexual harassment followed by a discussion of ways to prevent and/or deal with sexual harassment. 

In addition, the ODC will come at the request of managers or staff and present specialized in-service training programs for specific diversity issues.  If a specific conflict or issue has arisen in an area and been brought to the attention of the ODC in the form of a complaint or other avenue, they will design an education program for that area to assist in addressing the problem. 
Recruitment 


“Encouraging diversity in the workforce is a tactic that can increase the healthcare workforce to broaden the base.  In addition, it supports the healthcare needs of a multicultural patient population.” (Source:  JCAHO Audio conference with J. Jones, RN, MSN, VP Parkland Health & Hospital System) 
 We recognized the increase in diverse ethnic groups in our primary recruitment area and our own patient population. We are also sensitive to the growing shortage of available nurses and the increase in the average age of nurses which impact our recruitment efforts.  Several strategies have been implemented to address recruitment of a diverse nursing workforce.
1) Manager Workforce Development – a newly created position which is targeted to build our recruitment efforts for minority applicants. Laura Kelley, RN, has been hired into the role.  A few of the key responsibilities for this role include:

· Establishing community relationships to enhance the recruitment of minority candidates into positions at VUMC

· Establishing relationships with schools of nursing

· Developing educational programs which assist VUMC in developing overall “cultural competence”

· Working with public and private schools at all grade levels to educate guidance/career counselors about the profession of nursing

· Work with area schools’ Health Occupations Students of America (HOSA)

· Acts as a representative for VUMC at the TN Center for Workforce development

· Identify state and/or federal grants which can be utilized to support overall program activities

[4.5, Book 6, Exhibit D: Manager Workforce Development]


2)  Participation in the Center for Workforce Development in Tennessee.  The Center’s mission is to achieve an abundant, competent, diverse and motivated healthcare workforce through statewide collaboration, strategies and solutions. 
3) Strategic partnerships with Vanderbilt University School of Nursing (VUSN) which position us in the community to be the employer of choice for diverse groups:

· Diversity in Action Cultural Sensitivity Series

· Lipscomb University BSN Program Tuition Subsidy Program
· Fisk University BSN Program Tuition Subsidy Program 
· Newly chartered local chapter of the Black Nurses Association as well as the Memphis Black Nurses Chapter

· RN Re-entry into Practice Program
· Targeted field recruitment to historically black colleges and universities including:

· Florida A&M

· Jackson State Community College

· Southwest Community College

· Tennessee State University – which was our number 1 source for May 2005 RN new graduates

· University of Memphis

· Fisk University

· Additional targeted recruitment efforts include:

· Maturity Matters Job Fair

· Mt. Zion Baptist Church Career Fair (largest predominately black church in Nashville)

· Department of Veterans Affairs, Vocational Rehabilitation and Employment Division

· Job Fair at the Middle TN Career Center, targeting evacuees from Hurricane Katrina

· “Nursing Assistant Training Specialists” Program to support training of individuals interested in healthcare to come into entry level Care Partner positions and then on to nursing educational programs. 
Day to Day work area support of Diversity 

Managers, supervisors and staff support the needs of our diverse workforce on a daily basis and are encouraged and given the lead to do this in line with meeting patient needs and not discriminating against any other staff group.  

One of the ways this is addressed is through the following policy:

Request for Excuse from Staff Assignment for Religious, Cultural Values, Ethics, or Physical Accommodation, # OP 30-10.10


Provides the procedure by which any staff member may submit a written request to be excused from certain tasks on the basis that those tasks are incompatible with the staff member’s bona fide religious beliefs or physical abilities.  Requests are to be made in writing and will be evaluated by the department head in consultation with the Opportunity Development Center (ODC).   If the requested accommodation is not possible, the employee may submit a request for a formal transfer and Recruitment and Staffing will provide assistance in accordance with University guidelines. (Note:  This Policy was exhibited in Force 4, Source of Evidence 1) 
Since managers/supervisors manage the schedules of their staff at the local area, they are able to adjust for special holiday scheduling for specific religious or cultural holidays or reasons and support for those individuals who must stop for prayer or other observance during the shift.  Again, any provisions must be balanced with the needs of our patients and all staff members. 
Staff Celebrations and Recognition of Diversity 


Special attention is given to cultural/ethnic diversity for employee celebrations or recognition of holidays.  In addition we have culture fairs aimed at education and recognition of diversity.  Examples include:  Chinese New Years, Kwanza, Black History Month, MLK Lecture Series and celebrations.
Diversity Award
For the past 18 years through the ODC, Vanderbilt has recognized faculty, students, staff and official groups for exemplary efforts in the areas of diversity and affirmative action through an annual program and award presentation.  This program recognizes individuals and/or groups who have demonstrated exemplary efforts in support of our commitment to affirmative action and diversity. Nominations for this award are accepted each year from any Vanderbilt Staff member. The award decision is made by a committee of Vanderbilt administrators. 
Todd Griner, RN, MSN, Nurse Manager of 10 South Renal was recognized for employing a diverse staff in 2004.  He was nominated by members of his staff. He takes the initiative to research information about different cultures to disseminate to his staff.  He also initiated a Cultural Diversity Celebration in which nurses from other countries were asked to give input on how nursing is practiced in their country. His vision is to work as a team treating all individuals with respect, dignity and generosity. 
Carol Eck, RN, BSN, MBA, Administrative Director for Cancer and Transplant Centers was recognized in 2005 for “leading by example at the Cancer Patient Care Center.  Her embracing approach towards diversity is evident both in her hiring practices and her support of her staff.”  For example, while recruiting a Nurse Manager, Patient Care Services position, Carol worked closely with Human Resources to secure a diverse candidate pool.  Her extra efforts resulted in a hire which further enhanced her already remarkably diverse staff. [4.5, Book 6, Exhibit E: Article Regarding Carol]
Focus on the lost boys

“Walking barefoot is hard,” A. says. He knows this well — from the age of 7, he was escaping a war in Sudan, trekking across the Northern African terrain to find safety. A. is one of the Lost Boys, chosen in 2001 to come to the United States to start a new life in freedom and safety.  “I came here through Catholic Charities,” A. explains. These charities connect with churches to be a sponsor for African refugees for a few months. Then the boys are expected to get a job. A. shows a lot of gratitude to these charities and churches. “The churches have been very helpful to me — I really like the First Presbyterian Church.”  A. has worked for Environmental Services at the Children’s Hospital for the past seven months. Four other Lost Boys work with A. in the Children’s Hospital, and a total of 16 Lost Boys work at the Medical Center overall. 


Vanderbilt partnered with churches which sponsored the Lost Boys to assist with clothing and employment.  Among other forms of support, we obtained waivers for medical charges until benefits were available to them. A number of them are currently pursing college and in addition to tuition benefits are supported in scheduling their shifts to attend classes. Vanderbilt has embraced these young men and supported them as they perform in their roles throughout VCH as valuable staff members. [4.5, Book 6, Exhibit F: “Lost Boys” Reporter Article]
Project Opportunity


Project Opportunity is a dynamic initiative supported by a startup grant form the Tennessee Department of Human Services (Vocational Rehabilitation Division) which established an on-site program which provides educational, skills training and potential employment opportunities within VCH to individuals with developmental delays and disabilities. This program is modeled after a highly successful eight year program at Cincinnati Children’s Hospital Medical Center.  This is a partnership effort among VUMC, the Division of Rehabilitation Services, Tennessee Department of Human Services, Community Options and the Williamson County School System.  Participants received education and on-the-job training for positions which will be adapted to meet their developmental and functional abilities.  Throughout their experience, the students receive ongoing job coaching to ensure their continued success at VUMC.  Sara Ezell is the Program Coordinator and is an employee of VCH. 

We currently have 5 students from three high schools and we are accepting one additional student in February.  They are spending approximately 4 hours each school day learning skills that will be transferable to hospital roles such as linen and supply stocking and assembling trays for procedures.  They will graduate in May.  We will begin an adult program in the summer.  Project Opportunity won an Affirmative Action and Diversity Initiative Award from the Opportunity Development Center in October 2005.  Our goal is to place all 6 students in positions here or in the community at a location of their choice. 

Other Diversity Efforts

· Vanderbilt has over 10 programs and initiatives which address and support women in the workplace and has an active Women’s Center
· The Office of International Services works regularly with foreign national faculty and staff providing services and counseling. 

· As a service to our older workers – the Benefits Office provides periodic programs on Retirement.

· Recruitment and Staffing maintains contact with external organizations which are sources for expanding recruitment efforts and sensitivity in identifying qualified women, minority and individuals with disabilities.

· The ODC has sponsored and co-sponsored over 15 programs per year to raise awareness of equity and diversity issues.
We are committed to and strive to recognize and support cultural diversity in a sensitive manner.  If any individual and/or group believe we have been unsuccessful, we support them in getting resolution to any issues.  Our Administrative Review and Dispute Resolution Policies provide avenues for staff to address concerns which affect their employment.  The ODC is the contact department.  
 (Source of Evidence 4.6)

Organization’s Nursing Recruitment and Retention Programs and Responses to Ongoing Challenges in the Marketplace

Top of Form

Bottom of Form

The most valuable VUMC asset is our staff.  Attracting and retaining top talent in a competitive market is essential for the ongoing success of our organization.  Creating an effective recruitment and retention strategy establishes the foundation for our ability to succeed as an organization in fulfilling our mission of delivering high quality patient care to the communities we serve.  Recognizing the importance of the patient care component of our mission, nursing has initiated an effective recruitment and retention program which is flexible in its ability to respond to changes in the marketplace. We continually strive to create a workplace of choice which attracts and retains quality nursing personnel. Below are examples of key nursing recruitment and retention programs/initiatives. 
Recruitment Programs/Initiatives:
· Recruitment and the First Year Committee—chartered in the Nursing Bylaws to assess, develop and implement effective strategies, programs and processes for recruitment, selection, and orientation. The membership of the Nurse Recruitment Committee includes nurses from all levels and areas of nursing within the organization (Administrative Directors, Patient Care Managers and direct care nurses), as well as key stakeholders from Recruitment, Clinical Education and Development and Human Resource Services. The committee works to identify “best practices” and implement programs which support the recruitment of quality personnel to our organization. 

· Nurse Recruitment has created a strategic partnership with Bernhard Hodes Group and Lewis Communications to create a well developed marketing and media campaign.  The campaign is utilized to guide our recruitment presence in local, regional and national markets. The plan includes multimedia recruitment approaches such as :

· Print advertisement

· Radio advertisement

· Brochures

· C.D.’s 

· Postcard mailers

· Open Houses

· Banners

· Billboards

· Nursing Recruitment Job Fairs are conducted two times/year during peak recruitment times for new graduate nurses
· Open Houses and interview sessions are conducted in specialty areas such as Labor and Delivery, Cardiovascular, Perioperative, Pediatrics and Neurology. 

· Attendance at national nursing conferences such as National Trauma Institute, Emergency Nurses Association, Oncology Nurses Society, National Black Nurses Association, National Student Nurses Association etc… 

· Attendance at local/regional career fairs held at area Schools of Nursing.
· Participation in the Crossroads program supporting minority students in Schools of Nursing.
· Participation in the Nursing Explorers Program which introduces students to a potential career in nursing. 

· Ongoing efforts of VU Human Resource Services to monitor and benchmark area compensation and benefits programs to ensure Vanderbilt maintains a competitive position in the market. 

· Implementation of the DDI Targeted Selection Interview model which provides managers with behavioral interviewing skills to assist in the evaluation of a potential applicant’s fit with the culture and work environment at VUMC.
Retention Programs/Initiatives:

Creating a positive work environment is essential in increasing employee’s intent to stay into the future. Visible leaders who openly and honestly communicate with staff and reinforce the importance of employees to the organization not only gain the credibility and trust of the staff, they have high performance areas.  Our Elevate “rounding” program has laid the foundation for this ongoing dialogue between leadership and staff creating a mechanism for staff to feel they are connected and an integral part of the organization.  

Numerous programs exist to support the retention of staff:

· Well developed initial orientation program:

· UHC BSN Nurse Residency Program

· Pediatric Nurse Residency Program

· Perioperative Internship Program

· New Manager orientation pathway

· New hire general orientation roadmap

· Be the Best Keep the Best Initiatives:

· Staffing and Scheduling

· Nurse Wellness

· Leadership Development

· Recruitment & First Year

· Shared Governance

· Service Excellence

· Ongoing Training and Development Opportunities:

· Local/regional seminars and workshops

· National conferences

· Economic support for returning to school through the Nursing Tuition Benefit 

· Programs which support work/life balance:

· Vanderbilt Valet—onsite concierge services for staff at all levels. Services range from auto detailing, dry cleaning, car care (including detailing), party planning, photo services, jewelry repair, floral services and many more
· Work/Life Connections - Employee Assistance Program

· HEALTH Plus Facility and Wellness Programs - comprehensive worksite wellness and fitness program and is free to Vanderbilt staff.  

· Child Care Services- providing quality child care and early childhood education to the children of the Vanderbilt community
· On-site full banking services: ATM’s as well as Employee Credit Union 

· On-campus pharmacies for filling prescriptions
· Staff Rewards and Recognition Program

[4.6, Book 6, Exhibit A: 147 Reasons Why Vanderbilt is a Great Place to Work]
Research Nurses


Over the past five years, VUMC has experienced unprecedented growth in National Institutes of Health (NIH) funding, with one of the highest growth rates in the US.  Our ability to recruit and retain experienced, highly motivated professional nurses is crucial.  In an effort to address the issue of retention and recruitment of research nurses, a subcommittee (clinical investigators, research nurses and leaders) of the Clinical Research Staff Council (CRSC) worked with Human Resources and VPNPP and developed a career advancement opportunity for research nurses.  This program is designed to encourage professional development and reward excellence as demonstrated by experience, education, mentoring of junior staff, involvement in the CRSC and improving our research environment. 


In line with VPNPP, there are 4 levels for research nurses with increasing levels of practice and expectations.  Research Nurse Specialist I – IV.  These tiered job descriptions support the practice levels of the 4 groups.  Provisions are being made for nurses currently in research roles. 

[4.6, Book 6, Exhibit B: Information Regarding Research Nurses 1-4]
(Source of Evidence 4.7)

Action Plans Developed with Direct care Nurse Input/Involvement to Address Variation in Unit – or Service-Based Turnover and Vacancy Rates
Administrative directors and nurse managers receive quarterly turnover and vacancy reports for their areas. The reports are organized by Patient Care Center, allowing managers to benchmark against other patient care areas with similar patient populations. Managers review turnover and vacancy data with their staff. This data along with results from Satisfaction surveys helps to identify both positive aspects and potential areas for improvement. Managers also meet one-on-one with their designated recruiters, at least twice monthly. These meetings keep the recruiters updated about positions and needs. Based on need, some unit/clinic boards have Recruitment and Retention sub-committees who are responsible for leading the change process.  
Focus on Adult General Medicine Units (8 North & 8 South)

What makes the General Medicine Unit at VUMC different from other comparative units across the country?  This is a question which was recognized by the executive leadership team of the organization and was identified in the overall strategic plan as one area which needed immediate attention.  Transformation was a necessity if the reputation of the 8th floor was to improve. 

As is common with general medicine units, the nurses on 8th floor typically stayed only 1-2 years and then moved on.  The majority of these nurses were new graduates.  Over a period of years of this happening, the unit developed a reputation as a “turn-over unit” and was chronically short-staffed.  The staff on the unit had an overall general feeling of low worth and little recognition for the actual great care they gave patients.  Physicians were also unhappy with having their patients in the unit. 

The first step was to involve the staff in the transformation.  Conversations and focus groups with the staff revealed “themes”:  lack of team work, staff conflict, short staffing, lack of timely communication and poor staffing patterns.  After the list of concerns and needs was developed, then the staff worked with the leadership to develop a plan to retain and recruit nurses to general medicine – 8th floor.

A few of the action plans and steps included:

· Vision that medical nursing is “the latest recognized specialty”

· Expectations were set for professional nurse behaviors

· Created an environment where mistakes were learned from and not punished

· Refocusing of unit board and staff meetings
· Building strong relationships with support departments

· Volunteering the unit for pilots and other organizational opportunities

· Changes in orientation and preceptor methods

· Supporting each other to go for advancement in VPNPP

· Change nurse to patient ratios

· Routine rounding with physicians

Because of the commitment by leadership and the involvement of the direct care nurses, 8th Floor, General Medicine has come very far.  Of course, this effort was not an overnight success and took continued and concentrated effort.  We are proud of their hard work and efforts. Today, they continue their diligence to be able to sustain.   The table below provides an excellent summary of “before and after”.

	Previous
	Today

	- Unfavorable nurse to patient ratio
	- Days 1-4 ratio and nights 1-5

	- Closed beds 
	- Beds closed infrequently

	- 33% vacancy rate 
	- less than 1% vacancy rate

	- “Arm pit” of the hospital
	-“ latest recognized specialty”

	-  Physicians hesitant to admit
	-  Improved relationships

	- Nurses leaving the unit
	- Nurses requesting to work on the unit


[4.7, Book 6, Exhibit A: Inpatient Medicine Acuity Tool]
Focus on Medical Intensive Care Unit


In late January/early February 2005, the adult Medical Intensive Care Unit was planning for an expansion. This transition would take them from 14 beds to 26 beds and basically double the number of staff from 40-80.  The 26 beds would also be scattered around 3 work (nurses) stations.  They utilized a “Transition Team” composed of leadership and direct care nurses to shepherd this work and were in constant contact with their recruiter.  Utilizing feedback from all the staff, the transition team also worked closely with the unit board and sub-committees, such as the preceptor committee.  They also included the support services staff in their meetings as needed and worked with the Medical Director.  

In addition to the basics of equipment and space, examples of the issues identified which the team tackled included:

· Hiring the “right staff” for the roles and the culture of the unit

· Balancing the levels of experience of new staff

· Scheduling and balancing workloads of the unit preceptors, as well as the unit educator
· Redesign of workflow

· Redesign of the work of the charge nurses

· Inter-unit communication

· Retention of both previous and new staff

· Maintaining quality patient care
· Concern of erosion of unit culture of team work

Examples of the action plans and steps taken to meet the challenges of this expansion are listed below.

· Identification of unit team values to guide the entire body of work

· Redesigned the work of the preceptors and developed guidelines to give all staff some role in the orientation process 

· Temporarily redesigned the work of the unit educator

· Gathered ideas from  VUH units which had previously gone through this type transition, 7 North and 9 North 

· Small frequent “celebrations”

MICU is now a fully functional 26 bed unit.  The staff has found that the approach they took to this expansion, still serves them today in their ongoing work.  They also have an added bonus, their unit culture of team work is stronger than ever. [4.7, Book 6, Exhibit B: MICU Transition Team Minutes 12/01/04 and 01/05/05]
	Focus on  Vacancy Rate 
            11 North is a 29 bed Myelosupression/Bone Marrow Transplant unit. In the past 2 years the turnover has been substantial and the vacancy rate rose to 25%. Feedback from nurses who had worked on the unit for less than 1 year indicated that orientation to the unit was overwhelming.  Two years ago staff from the unit (including direct care nurses, manager, assistant manager, care partners and medical receptionists) redesigned the unit orientation. Changes made were based upon surveys developed by the staff to assess the current status of orientation and preceptor experience. [Data tools were developed to improve the education of new nurses about transplantation.  The staff was re-surveyed and results showed, despite the new educational materials, the preceptors did not feel empowered to take control of orientation.  Preceptors on 11 N now have mentors to assist them in their development.  The unit has recently hired 7 new graduates and plans to survey the new nurses and preceptors to determine the effectiveness of the changes in preceptor orientation.


Mentoring Program at VCH 

VCH has a formal mentoring program which is geared toward “smoothing the transition for new graduate nurses to registered nurse roles”.  Mentoring has been identified as one of the ways to positively affect nurse retention.  Mentors and mentees are provided guidance for this process and roles and responsibilities are clearly defined.  [4.7, Book 6, Exhibit C: VCH Mentoring Program]
 (Source of Evidence 4.8)

Examples of how Direct Care Nurses Participate in Recruitment and Retention Activities

Direct care nurses are involved in recruitment and retention activities in several ways including off campus, on campus and in their individual units/clinics/areas. This involvement includes:
· Going to career days at high schools to encourage interest in nursing careers

· Teaching health classes at high schools

· Staffing recruitment booths, while attending local and national conferences 

· Interacting with other nurses and presenting posters and lectures at local and national conferences which generates interest in VUMC due to the work being shared

· Staffing at local recruitment fairs off campus; for example, we have regular recruitment fairs at the Frist Center (local arts center) 
· Staffing on campus recruitment fairs and open houses and providing tours of units/areas
· Attending college career days and job fairs

· Participating in interviewing of applicants 

· Chairing and participating in unit-based retention and recruitment committees

Specific information and examples are provided below.

Example of going to local high schools

“I took staff nurses to a local high school to promote the profession of nursing.  We actually taught the health classes that day.  The first couple of classes enjoyed it so much that the last hour of the day 2 teachers combined their classes so that more students could be exposed to the presentation.  With the nursing shortage in full swing, you can never start talking about the nursing profession too early.  Although we do not receive immediate gratification with high school students, hopefully, it will help us in the future”.  (Susan Thurman, Manager, Inpatient Cardiology) 
Examples of Conference Attendance
Being able to attend a major conference and at the same time be part of the recruitment efforts for VUMC is an important part of our recruitment efforts.  Examples of some of the conferences which have been attended include:
· Annual Neurosciences Conference

· NTI Critical Care Conference

· Annual Emergency Nurses Association Meeting

· Association of Operating Room Nurses 

· SMA Burn Conference

· Advanced Critical Care and Trauma  conference

· Pediatric Critical Care Conference

· National Student Nurses Association Conference 
Example of area specific Retention and Recruitment Committee


Many unit/clinic boards within the Medical Center have a structure that includes sub-committees. While the objectives of area specific Retention and Recruitment (R & R) sub-committees may vary, the primary purpose is to identify strategies to retain and attract nurses in their patient care areas.

	Focus on Subacute
     The Subacute Care Unit is a 23 bed Skilled Nursing Facility housed in the Medical Center. 

     The staff (RNs, LPNs, care partners, social worker and therapists) on the unit developed a “Celebration Committee” for our unit, coordinated by Bonnie Smith RN.  The committee recognizes new staff members by posting a “Welcome” banner with their name on it at the nurse’s station on the unit for all to see.  They also celebrate staff achievements with banners announcing these achievements.  They planned the Subacute’s 10 Year Anniversary Celebration including food and entertainment.  They also celebrate “special dates” such as CNT day, Administrator’s Day, Doctor’s day, Activity Director day etc with breakfasts or luncheons.  They plan all holiday celebrations.  They make gift baskets for staff that have family in the hospital or that have been ill.  The baskets have contained soups and easy to prepare meals.  Cards are given to each staff member on their birthdays with all other staff signing each card.  


Recognition and Communication through Unit/Clinic Newsletters

Several units/clinics have monthly or bi-monthly Newsletters. Names include:  Modus Operandi, PayDay Post, etc...  These Newsletters are utilized in several ways:

· Welcome new employees

· Recognize excellence

· Discuss quality or performance improvement data

· Discuss unit specific or house-wide initiatives

· Others

[4.8, Book 6, Exhibit A: Newsletter]
	Focus on Work Life Issues
     11 North, the myelosupression unit, has an active R&R committee.  After a staff survey showed that staff were not satisfied with the quality of their work life, this group decided that they would focus on that work.  One of the direct care nurses took the lead and surveyed the staff. 
      The focus of the committee has been quality of work life for all staff.  They have done fund raising (bake sales/t-shirt sales) so they have funds to support their work.  They have a new comers breakfast where they welcome the new staff and give them a “survival package” specific to their role, introduce them to the other departments they will interact with (e.g., pharmacy, clinic)  The committee plans unit based activities for nurses week, and have created care partners week and medical receptionist  day. 


(Source of Evidence 4.9)
Ongoing Collaborative Efforts of Nursing, Finance, and Human Resources related to Personnel Policies and Programs


Recognizing the provision of quality patient care as essential to the overall mission of VUMC, there has been a long standing collaborative partnership between nursing, finance and human resources. One of the critical elements of these collaborative partnerships are the liaisons nursing has in these specific departments; Anne Underhill, RN in Finance and Susan Mezger with Human Resources Classification and Compensation.  In addition, nursing is an integral member of the Human Resource Policy Advisory Committee and provides oversight for broad based decisions. 

The development of the Vanderbilt Professional Nursing Practice Program (VPNPP) provides an excellent example of long term and ongoing collaboration between Nursing, Human Resources and Finance. Several other key areas of ongoing focus are highlighted.

Total Compensation Efforts (salary and benefits)

Human Resource Classification and Compensation completes an annual market salary and benefit survey to assure our total compensation program remains competitive in the community.  A collaborative meeting composed of the CNO, nursing leadership, Classification and Compensation and Recruitment takes place monthly to review market conditions and propose  enhancement to the existing policies and programs. 

Pay for Performance
The current staff pay for performance program was developed in response to feedback received from the Community (satisfaction) survey. The development of the program started with the initial process of developing detailed competency based job descriptions later coupled with detailed performance reviews that support objective evaluation data. The effort was completed through a strong partnership with Human Resource and the overall leadership team.  [4.9, Book 6, Exhibit A: Performance and Pay Webpage]
Performance development is our process and plan for continuously improving job performance by developing and recognizing staff: 
Through Performance Development, we are able to: 
· focus  on doing the right things, all the time, 
· link individual performance and VUMC’s goals, 

· follow an annual cycle for continuous learning, development, and improvement 

· rely on shared responsibility. 
Shift Differential Eligibility and Compensation Policy (OP30-10.06)
Shift work is a reality for nurses and many other hospital staff.  Finance, nursing and human resources works collaboratively on a routine basis to make sure we are competitive in our shift differential policy.  Together they define shift differential eligibility and compensations guidelines for the payment of applicable shift differentials to eligible full or part-time non-exempt staff. [4.9, Book 6, Exhibit B: Shift Differential Eligibility and Compensation Policy OP 30 – 10.06]
Lodging Assistance:  Designated Hospital Staff, OP 30-10.12
As a regional Medical Center we are fortunate to draw staff from surrounding states and distances within Tennessee.  To promote the recruitment and retention of nurses by providing lodging assistance for professional staff who commute 50 miles or more (one-way) to work, through collaboration we secured various lodging options and we pay half the contracted rate of total room costs at each hotel.  This provides staff with a very affordable housing option in place of long commutes. [4.9, Book 6, Exhibit C: Lodging Policy 30 – 10.12]
Adoption Assistance 
The adoption assistance policy was developed in response to staff requests through the Nursing and Medical Center Staff Councils.  Our Adoption Assistance Policy (HR-037) was established in conjunction with the existing Family Medical Leave policy and supports the process for Adoption.  In addition to Leave, staff can reimbursed up to $3,000 per child with a lifetime maximum limit of 2 adoptions per staff member to assist with the expenses of adoption. Human Resource Services worked closely with nursing leadership and finance to develop the policy and to include support to same sex partners who work at Vanderbilt.  [4.9, Book 6, Exhibit D: Adoption Assistance Policy HR-037]
As a result of our collaborative efforts with finance and Human Resources, Vanderbilt nursing continues to be well positioned in the market related to salary and benefit related programs. 

(Source of Evidence 4.10)
How trending data are used in the formulation of the staffing plan and to acquire necessary resources
Budget Development Process
Staffing budgets for the patient care areas are developed at the local (unit/clinic) level in collaboration with the Administrative Director, area/unit nursing leadership team (Manager, Assistant Manager, nurse educators, Charge Nurse) and key nursing staff such as staff scheduling coordinators.  Key financial management resources are provided via the Financial Officer role assigned to the area/department. 
At the foundation of the annual budget formulation is the provision of historical data related to financial performance.  Currently, 2 years of historical data and 5 months of actual data are provided as a part of the budget data utilized to drive the decision making process. Early in the process, the nurse manager in collaboration with his/her Administrative Director has an opportunity to revise the proposed forecasted projection of patient days based on changes driven by new programs or modifications to existing volumes due to additional providers or expansion of capacity.  Modifications may also arise from data driven from quality initiatives, changes in retention and vacancy rates and staff satisfaction surveys. 

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

Benchmarking

Vanderbilt University Medical Center participates in an operational benchmarking program called ACTION OI with a company called Solucient.  VUMC primarily compares data with academic hospitals that are part of University Health Consortium (UHC).  During the budget cycle and on an ad-hoc basis throughout the year, executive leadership requests that each department within the hospitals and clinics evaluate their total cost and worked hours per unit of service compared to the benchmark hospitals.  This ongoing benchmarking process provides managers with the ability to assess their current performance against similar institutions. The benchmarking process gives managers an ongoing evaluation metric providing them with the ability to identify and seek out best practice facilities excelling in effective resource allocation. 
Electronic Financial Data
Multiple reports that track financial performance are available to the Administrative Director and Manager in an electronic format.  Electronic files, such as Proclarity, Waldo and Edog are at the managers’ fingertips for budget monitoring.  Charge nurses and/or assistant managers on many inpatient units complete a shift management report that shows census and staffing ratios per shift based on acuity of patients and competencies of the nurses on duty.     
Monthly Management Meetings
Budget performance is a part of the monthly management meetings in each area. This ongoing agenda item allows nursing leadership the opportunity to assess the ongoing financial status of their units. During these discussions, nursing leadership (Administrative  Directors, Managers, Assistant Managers and Charge Nurses) have an opportunity to view the available data and discuss the data in relation to the overall nursing care being provided to patients in the area. 

Because of the reciprocal nature of the budget formulation process, ideas for improvement in care delivery may come from numerous avenues ranging from direct care providers, to Managers and Administrative Directors.  Staff nurses are often in the unique position to identify these needs which they are empowered to share directly with the unit leadership or can be surfaced as a part of our shared governance model through the unit board structure. These additional needs typically present themselves in the form of staffing resources.  Emergent needs can be taken directly to the CNO by the Administrative Director. 

 (Source of Evidence 4.11)
Examples of the Development of unit staffing plans and corresponding schedules

Developing a Staffing Plan for a New Unit: Cardiovascular Intensive Care Unit (CVICU)
The CVICU is a 26 bed unit which opened in January 2005.  The goal was to run the new unit meeting or exceeding national benchmark targets related to staffing and quality outcomes.  Key people involved in planning the staffing for the CVICU included direct care nurses, charge nurses, nurse educator, assistant manager and manager, administrative and assistant directors, and the Assistant Director of Finance.

Since the CVICU was a new unit combining surgical and medical patients, the staffing plan was based on trends from the SICU and the CCU.  Anne Underhill, RN Assistant Director of Finance, reviewed admissions, discharges and transfers and staffing trends from both units, volume projections and acuity projections which helped to create the staffing model for the CVICU. [4.11, Book 6, Exhibit A: CVICU Acuity Tool]  The model includes the ability to flex staffing up in the event that the unit receives patients needing 1:1 care and non-productive time for vacations and ill calls. On-call shifts are part of the staffing model to cover sick calls or a sudden increase in acuity. The direct care nurses and the charge nurses are educated on how to implement the staffing model.
 Each shift the charge nurse gets an updated report from each direct care nurse to determine care needs for the patients and the information is used to create the staffing assignments for the following shift. The OR schedule and unit floor plan are also used for the staffing plan. The Nursing Resource Staffing Center (internal registry) staff and on-call staff are used to cover sick calls or shifts in acuity. Throughout the shift, each charge nurse re-assesses care requirements and adjusts staffing accordingly. 
For example, if a day shift begins with a full unit and 3 surgical patients are expected from the operating room, the charge nurse communicates with the direct care nurses after rounds to determine which patients can move to a step-down or a general care unit bed. They also count the number of discharges for the day. Based on the information collected, a plan is created for accommodating the surgical patients arriving from the OR. [4.11, Book 6, Exhibit B: CVICU Staffing Model]
We also have a procedure nurse who works 11a-11p who can be flexed to meet the needs of the unit for both day shift and night shift. When multiple discharges or transfers occur and no other admissions are expected, staffing is adjusted accordingly.  FTEs for each individual staff member are listed on the schedule for charge nurse use in making staffing decisions. During the week, the unit management staff assists with challenging staffing decisions. On the weekend, the in house Administrative Coordinator assists if necessary. Charge nurses document the information collected during their shift on a shift management report.  The data collected on the shift management reports are used to complete a bi-weekly variance report. The variance reports support the work of comparing actual staffing hours and dollars to budgeted hours and dollars on an on-going basis throughout the budget year. It also provides trend data which can support needs for additional staffing and are used to plan staffing and the budget for the next fiscal year. [4.11, Book 6, Exhibit: C CVICU Floor Plan]
Following several months of monitoring in the new CVICU, it was apparent that the staffing model we created did not fit the needs of the unit. Patient acuity and the number of patients requiring 1:1 care were higher than expected. In order to change our plan mid-year, the charge nurses, assistant manager, nurse educator, respiratory care manager, and manager collected data around number of surgical cases, number of patients requiring 1:1 care, and number of labs completed. The information was presented to Anne Underhill, RN Assistant Director of Finance, the CNO and the Hospital Director of Finance for approval and we flexed the current staffing model by adding staff and modified our staffing plan for the following fiscal year.

This is an on-going process. Staffing is assessed multiple times during the shift and flexed accordingly. The interaction with nursing leadership and finance is also on-going. Submission of the bi-weekly variance reports allows nursing leadership to assess progress to goals and take corrective action quickly.

Staffing Plan: Outpatient Transplant Clinics
As more patients’ stem cell transplants were being performed in the outpatient settings, the Hematology/Stem Cell Clinic and the Outpatient Transplant Unit experienced a substantial growth in patient volume. For example, transplants done in the Outpatient Transplant Clinic increased from 35 in FY 03-04 to 135 in FY 04-05. The increased volume led to a change in operating hours from 5 to 7 days/week. In addition, the patients were more complex and required more 1:1 nursing care. In addition, new transplant protocols were implemented in the outpatient transplant unit which required more nursing care.  To accommodate the increased hours and care required, nursing FTEs were increased from 2 to 3.5 in the Outpatient Transplant Clinic. The shift in volume and patient care needs also impacted the Hematology/Stem Cell Clinic, as patients were transferred between the two clinics depending on the type of care needed.

A task force examined the volume and staffing issues in both clinics. Direct care nurses from both clinics participated in this task force, in addition to the assistant manager, manager, administrative director, physicians who used the clinics, and the financial officer for the Cancer Patient Care Center. An issue which was identified by staff was whether the skill mix of staff was appropriate for each of the clinics?  Through  meetings, the staff and management team discussed; (a) who was doing what, (b) what skill set was necessary to complete the tasks and (c) what tasks and responsibilities were specific to RN.  Results from the review showed; 1) RNs were doing many tasks in both clinics, which could be performed by either an LPN or a Patient Care Technician (nursing assistant) and 2) the busiest time in the outpatient transplant clinic was the morning, whereas the busiest time for the hematology/stem cell clinic was in the late morning and afternoon.
Staffing plans were created based upon the new information. The Outpatient Transplant Unit required an additional 1.5 RN FTE to assist with coverage 7 days a week.  Staffing would include 3 RNs on the weekdays and 2 RNs on the weekends.  Because of patient needs in the early morning (e.g. vital signs, dressing changes, blood draws and injections) a staff person who could perform these tasks would allow the RN to begin the transplant protocol earlier, thus facilitating the flow of the clinic.  [4.11, Book 6, Exhibit D: Outpatient Transplant Clinic Staffing]
In the Hematology/Stem Cell Clinic, the number of RNs was sufficient - this clinic needed assistive personnel.  Thus, staffing additions included an LPN and two patient care technicians.  The LPN and one patient care technician would be shared between both clinics.  The additional shared staff would initially begin in the outpatient transplant unit as the transplant patients would arrive and would assist with the vital signs, blood draws, dressing changes and injections.  As the transplant patient arrivals were tapering off and the hematology/stem cell patient’s arrivals increasing, the staff would move from the transplant unit to the hematology/stem cell clinic.  The third patient care technician would be dedicated to the hematology/ stem cell clinic.  [4.11, Book 6, Exhibit E: Proposal for Hematology/Stem Cell Clinic]
Modifying the Staffing Plan in the PEDS ED

An existing staffing plan was in place for the Pediatric Emergency Department, and was in use for FY 01, 02, and part of FY 03.  Because of increasing volumes and the anticipated move to VCH in early 2004, a Staffing Task Force evolved from the Pediatric ED Transition Team. The Task Force was led by direct care nurse Brandy Dalton RN and other direct care nurses from the ED.  This project was based on a desire to proactively make a change in staffing pattern to cover the increased geography and anticipated volume of the new Pediatric Emergency Department.

The Staffing Task Force took the floor plan of the new Pediatric ED and designed staffing ‘zones’ based on the geography and anticipated usage of each of the rooms in the department.  They used historic data from the electronic white board to anticipate volume fluxes by time of day and day of week.  Utilizing the anticipated staffing ratio for the fiscal year, they were able to allocate nursing and non-nursing staff FTEs.   This work was completed prior to the move to VCH in February of 2004. [4.11, Book 6, Exhibit F: Staffing Plan for Peds ED, Exhibit G: Peds ED 5 – Level Triage]]

The basic staffing plan we started with in early 2004 continues to be used today, with some ongoing changes to shifts and personnel occurring due to volume changes.  For example, we are now seeing volumes increasing earlier in the day than we did in late 2003, so we have trialed some alternative shifts to begin at 0900 and end at 1900, and then begin at 1900 and end at either 0300 or 0500.  The Unit Board reviews our staffing plan periodically and suggests alterations to pattern and scheduling to better meet our patient needs. [4.11, Book 6, Exhibit H: ED Unit Board Minutes 02/16/05 and 01/25/06]
(Source of Evidence 4.12)

How staffing adjustments are made in response to fluctuating patient workload and acuity (such the use of agency, float staff, overtime)

Overall, we have a decentralized unit based staffing model with no floating except to “sister units”.  Overtime is utilized only as needed in emergent situations. On a shift by shift basis and as needed, charge nurses work with nurse managers and the Administrator on Call (AOC) to assure appropriate staffing. 

We have several organizational policies which are used as guidelines for the allocation of staffing resources and to support decision-making in response to fluctuating patient workload and acuity. In addition, the units/clinics develop staffing guidelines in congruence with the organizational policies; which include specific details regarding on-call hours, overtime, calling staff off for low census and other needs which may be specific to particular areas.  
Organizational policies include:

· CL 20-06.13 Allocation of Staffing Resources (which provides standards for use in the development of staffing allocation guidelines)

· OP 10-20.06 Staffing for Low Census Management (which provides a uniform process for managing staffing needs during times of low census and to maintain staffing levels for quick deployment when demands increase)

· OP 10-20.05 Census Management – Management of Bed Resources During Periods of High Volume at Vanderbilt University Hospital (which establishes an overall management plan for VUH resources to provide appropriate and consistent management of inpatient access during high census periods and to initiate the High Census Plan to set thresholds, to manage services proactively, to continue serving the community while maximizing use of resources)

· OP 80-10.14 Census Management – Management of Bed Resources During Periods of High Volume at Vanderbilt Children’s Hospital (which establishes an overall management plan for VCH resources to provide appropriate and consistent inpatient access during high census periods to prevent pediatric diversion)  [4.12, Book 6, Exhibit A: Allocation of Staffing Resources Policy CL 20 – 06.13, Exhibit B: Staffing for Low Census Management Policy OP 10 – 20.06, Exhibit C: Census Management for High Volume Policy VUH OP 10 – 20.05, Exhibit D: Census Management for High Volume Policy VCH OP 80 – 10.14] 
Floating
Overall, Patient Care Centers (PCC) are responsible for ensuring appropriately qualified staff as well as the appropriate number and type of staff to meet patient care demands in clinical areas.  PCCs also develop guidelines which address the utilization and assignment of staff within one unit/clinic or the “floating” or “sharing “ of staff between or among areas which are paired or grouped based on needs and patterns. These guidelines include:  staffing, patient census, patient case type, comparable care environment and/or levels of nursing practice. Floating does not occur except within these defined and agreed upon circumstances.  

Additional Resources


In addition to their own on-call staff when appropriate, nurse managers also have access to the Clinical Staffing Resource Center (CSRC) for VUH and TVC and for VCH, the VCH Float Pool.  Shifts can be scheduled in advance or requests can be made as needs arise.  [4.12, Book 6, Exhibit E: OnCall Compensation Policy OP 30 – 10.05]
Although not a common occurrence, provisions have been made for the use of long-term agency staff (travelers) for instances of expansion or other unusual circumstances until other staff are hired and trained.  In addition, although again, not a frequent occurrence, for extreme cases, we have utilized a Critical Staffing Compensation Plan (premium pay).  These two options are utilized after careful collaboration and consideration for all resources and plans are developed for a more permanent solution.
Overtime


Managing staff overtime to cover shifts and/or immediate critical needs is the responsibility of the nurse manager.  The managers work within the guidelines of our Human Resource Services:  “Policy & Procedure Staff Guides HR Hours of Work HR-030. [4.12, book 6, Exhibit F: Hours of Work Policy HR-030]
which addresses the issues of number of hours worked within specific timeframes and staff and patient safety.  Managers look at FTES and hours already worked to determine if someone will work overtime if needed.  Overtime may be used to cover for a short period of time until another staff member reports to work or acuity and/or census changes. Managers are guided by budget and FTE information, but patient care needs come first. 

Other Options


When acuity and census rise during a shift, managers can work with the Administrator on Call (AOC) and their Administrative Director to temporarily hold patients or limit admissions.  This is only done in extreme cases and the AOC looks carefully at overall bed utilization, community hospital bed status, current influx of patients and other available resources.  The hold is temporary until other resources are activated.

Low Census Management


Guidelines for staffing for low census are implemented as determined by the manager, AOC and Administrative Director for the area.  If sister units have been defined and staff are competent and oriented, they may go to a sister area.  Staffs are “called off” based on an assessment by the manager of volunteers or FTE and hours worked.  At VUMC, low census management is certainly not the normal need.  
Specific to PHV

PHV has inpatient services for adults (2 units), substance abuse (2 units), child and adolescent patients.  The RNs who work at PHV are cross-trained to work on any unit within the hospital.   When census changes significantly, staffs are moved from units with lower to higher census to meet the staffing and patient needs.  This rarely occurs but the nursing staffs are prepared to work with any type of psychiatric patient and move to a unit with higher patient needs.

(Source of Evidence 4.13)

Alterations in scheduling practices related to budget variance analyses

Over time, if trending of data shows the need for changes to the staffing template, ratio or skill mix, that is addressed immediately if necessary or if appropriate through new budget development.  Biweekly budget variance analysis reports are discussed in PCC Leadership meetings.  Along with quality indicators and staff satisfaction, nursing leaders can begin to see trends and patterns; providing an ongoing tool for tracking utilization of and need for additional resources. 

Available Data

Nurse Managers and Administrative Directors receive data from multiple sources to monitor the staffing needs. For example, turnover reports provide monthly transfers and resignations, allowing mangers to identify seasonal patterns of turnover which would require heightened recruitment efforts.   Census information, Admissions, Discharges and Transfers (ADT) on a daily basis may suggest patterns necessitating the ability to “flex up” at times of high activity and “flex down” once patients are settled. The bi-weekly variance reports provide data on staffing use, such as hours per patient day (HPPD), use of overtime and use of supplemental staffing. The staffing model is re-assessed each fiscal year and changed according to previous trends and any internal or external factors that will affect staffing requirements in the next fiscal year. 

(Source of Evidence 4.14)

Relate the Delegation Activities of Direct care Nurses to the Requirements of the State Nurse Practice Act, other Regulatory Stipulations, and Professional Standards


Rules of the Tennessee Board of Nursing – Chapter 1000-1 – Rules and Regulations of Registered Nurses specifies the delegation activities and requirements for direct care nurses. Our job descriptions key functions for Care Partners (unlicensed assistive personnel), LPNs and RNs are based on these rules and regulations. 

The key functions of our RN job descriptions cover assessment, planning, intervening, and evaluating patient care.  The following table relates examples of the delegation activities of direct care nurses to the requirements of the TN Board of Nursing Rules and Regulations of Registered Nurses specific to delegation to the key functions in our job descriptions.
	TN Board of Nursing Rules and Regulations
	Key functions of Care Partner (unlicensed assistive personnel)
	Key functions of LPN
	Key functions of RN

	Rule 1000-1-.14 (p.33) 

6.  Delegate to another only those nursing measures which that person is prepared or qualified to perform

7.  Supervise others to whom nursing activities are delegated. 

8.  Retain professional accountability for nursing care when delegating nursing interventions.
	1.  Provides basic age-appropriate patient care under the supervision of an RN and communicates appropriate information to the nurse partner. 

3.  Performs selected procedures and treatments and communicates appropriate information to the nurse partner. 
	1.  Planning and Managing care 

1a.  In accordance with the unit, VUMC standards and licensure regulations and under the supervision of a licensed care provider (RN, physician or dentist), uses and documents the nursing process to plan, deliver and evaluate goal-focused individualized, safe, age-specific care for uncomplicated patients.  NOTE:  Based on regulations, LPNs have the following practice limitations:  (1) May not initiate the administration of blood or blood products; or administer experimental drugs, administer any IV chemotherapy agents or IV push medications. 

4.  Problem solving

4a.  Identifies patient problems and when goals are not met reporting variations to the supervising licensed care provider, seeking consultation as necessary
	1.  Planning and Managing Care

RN 1, VPNPP

1c. With assistance efficiently organizes clinical assignment using human and other resources appropriately.

RN 2, VPNPP

1c.  Using appropriate delegation skills manages clinical assignments in an organized, efficient manner using human and other resources. 

RN3, VPNPP

1c.  Serves as a role model and consultant in assuming responsibility and accountability for efficient use of human and other resources for managing patient care. 

RN 4, VPNPP

1c. Serves as a mentor and consultant in assuming responsibility and accountability for efficient use of human and other resources to manage all patients and/or staff in a clinical area. 




Based on the TN Rules and Regulations and specific professional standards, the delegation of specific activities to assistive personnel and the need for specific competencies to perform certain tasks, is included in some policies.  Examples include policies which direct the administration of blood and blood products (Blood Product Administration, CL 30-07.06) and the administration of Cytotoxic drugs (chemotherapeutic agents) (Cytotoxic Drug (Chemotherapy) Administration and Management, CL 30-06.09.  [4.14, Book 6, Exhibit A: Blood Product Administration Policy CL 30 – 07.06, Exhibit B: Cytotoxic Drug Administration and Management Policy CL 30 – 06.09, these exhibits include just the first few pages indicating who can and cannot perform] 
The following is another specific example of how the delegation of responsibilities has been hard-wired.

Delegation of Nursing Tasks: SICU 

Faced with increasingly complex patient care assignments and the need to use unlicensed assistive personnel (UAP) more effectively, the SICU incorporated care activities that can be delegated to UAP into unit-based policies and procedures – specifically in the area of interventional patient hygiene (oral care, bathing/skin care, and incontinence care).

The driving force for this work centered on increased rates of ventilator-associated pneumonia, increased rates of pressure ulcers and skin breakdown, and lack of standardization in the practice of routine patient hygiene.  The first practice change was the implementation of a structured oral care protocol which was approved by the Unit Board as a unit-specific policy.  A number of SICU staff (nursing and care partners), the medical director of the unit, respiratory therapy, and nurses from Infection Control were involved in implementing the oral care protocol.  [4.14, Book 6, Exhibit C: Oral Care Policy – SICU]
Products to provide oral care were identified and a trial was requested through the hospital Value Analysis Committee.  Appropriate in-servicing was provided to all SICU staff and evaluations were completed by staff after using the products.  After the trial the products were approved by the committee and further education was done for staff.  Specifically, education was provided about who is responsible for providing oral care vs. who “can” provide oral care.  At that time, the task of performing oral care was “delegated” to the care partners.  The expectation set forth in the unit-specific policy is that oral care is performed every 2 hours for intubated patients – the RN is ultimately responsible for all care delivered but the task of oral should be delegated to the care partner and orientation plan. [4.14, Book 6, Exhibit D: SICU Orientation Competencies - Care Partner, Exhibit E: Care Partner Orientation Plan – SICU, Exhibit F: SICU Care Partner Competency Day Agenda]  The use of this protocol has been expanded to other critical care units. 

(Source of Evidence 4.15)

Mechanism by which direct care nurses are educated about matching staff assignments to patient needs and staff member skill sets and experience

During house-wide nursing orientation and skills check-offs, direct care nurses receive initial education regarding the matching of staff member skill sets and experiences to meet patient needs.  [4.15, Book 6, Exhibit A: Orientation Redesign] They receive further education during area-based orientation with their preceptors.  Orientation with preceptors provides them with specific information related to the patient population and skill mix of staff they are working with.  [4.15, Book 6, Exhibit B: RN Orientation Roadmap, Exhibit C: MICU RNII Orientation Pathway, Exhibit D: PHV RN Orientation Pathway]
Matching staff assignments and delegation education in our Residency Programs

In our adult nurse residency program education is provided on delegation and matching staff assignments based on skill sets and experience. This education also provides discussion on how to work with all members of the health care team. Through scenarios, role playing and coaching, nurses learn skills for effectively meeting patient/family needs as part of a team. Some of the specific topics covered include:  
· Delegation

· Differentiation between direct and indirect delegation

· Active decision-making before delegating

· Potential for Harm

· Complexity of Care

· Need for Problem-solving and innovation

· Unpredictability of outcomes

· Level of interaction with patient and family

· 5 Rights of delegation

· Delegation and communication

· Delegation decision-making 

[4.15, Book 6, Exhibit E: Delegation Skills Nurse Residency Program, Exhibit F: Pediatric Nurse Residency Program]
The pediatric nurse residency program covers similar materials. Specifically, they address the roles of all the staff members the nurses will come into contact with on their units.  
On a shift by shift basis, charge nurses are responsible for the allocation of staffing resources to meet patient care needs.  In creating a patient assignment, the charge nurse matches patient needs (acuity, procedures, etc…) with the skills of the personnel on duty.  Other factors taken into consideration include:  the needs of new orientees to learn specific skills, physical placement of patients and continuity of care. [4.15, Book 6, Exhibit G: PHV Nursing Staffing/Patient Assignment Policy]
Patient Assignment: Determining Patient Acuity

Units have developed internal patient acuity tools.  These acuity tools have been tested on these specific units and have proven to be useful guides in helping to determine acuity and can contribute to making assignments.  This information can then be matched with staff mix and staff competencies and the need for experiences for orientees to make patient assignments. 

Our adult  General Surgical Units on 9 North and South and our Adult General Medicine Units on 8 North and South are examples of two areas that have developed specific acuity tools.  The acuity tools were created based on tools found in the literature by the direct care staff on the units and piloted before implementation.  Inter-rater reliability was tested by the assistant managers and some of the direct care staff, which also provided data on the amount of time needed to complete the acuity tool. In the beginning, ongoing discussion and feedback at Unit Board meetings helped the units to refine the tools and understand them better.  Discussion on using the tools was held during Charge Nurse Meetings.  At this time, the acuity tools are widely accepted by the staff and are invaluable in helping to determine patient assignments.  The acuity tool for 9 North and South is now electronic.  [4.15, Book 6, Exhibit H: 9 South Acuity System, Exhibit I: 9 North Acuity System, Exhibit J: 8th Floor charge Nurse Orientation Checklist, Exhibit K; Inpatient medicine Acuity Tool]
(Source of Evidence 4.16)

Examples of patient assignments, including the rationale for the assignments of personnel of various roles, who was responsible for making assignments, and who had input into the process

At the end of this Force are several examples of patient assignments, including the rationale for the assignments of personnel of various roles, which was responsible for making assignments and ho had input into the process.

In most inpatient areas, the charge nurses are the main drivers in working with the direct care nurses on patient assignments.  Units also have policies which address making patient assignments. 

(Source of Evidence 4.17)

Examples how the organization supports career development opportunities for organization employees interested in becoming nurses or nurse support staff
Ongoing career development is an essential component of a successful work environment. VUMC provides tuition support for ancillary staff throughout the facility who are interested in becoming nurses. Often these staff members will begin as care partners after taking the training course offered through a partnership between Nursing Assistant Training Specialists Inc. and VUMC.  Staffs have the option to continue their education and become Registered Nurses through the use of the Vanderbilt Nursing Tuition Benefit program. [4.17, Book 6, Exhibit A: VUMC Nursing Tuition Assistance Benefit]
Nursing Assistant Training
VUMC created a partnership with Nursing Assistant Training Specialist Inc. (NATS) an organization licensed by the Tennessee Higher Education Commission for the training of Certified Nurse Assistants. The partnership allowed Vanderbilt to identify employees who were interested in becoming care partners and send them to NATS for training, followed by a clinical experience at Vanderbilt. In addition, NATS could refer external care partner candidates to Vanderbilt at the completion of the program. In the event we hired these individuals as employees we paid the employees tuition for the program.

We have been in a partnership with NATS for 7 years.  In the past 12 months, 46 care partners have been trained by NATS and we have hired 46.  Frequently when staff are in the care partner role, they decide to further their education by becoming an RN’s. We support the RN education through our Nursing tuition benefit program.  The following is a list of some of the NATS graduates and where they work at VUMC.   
	Adams, Anna– Burn Unit
	McCloud, Jennifer – Cardiac Stepdown

	Baker, Sherrie - Myelosuppression
	McKay, Matthew – 9 North Surgical

	Bolin, Olivia – Cath Lab
	McMasters, Nathan – Cardiac Stepdwn

	Bush, Danielle – Neonatal ICU
	Moss, Tiffany – Cardiac Stepdown

	Cuce, Chris - Melosuppression
	Pearson, Cornelia - Trauma

	Curry, Melody - Myelosuppression
	Plemons, Scott– 10 South Renal

	Daddairo, Myra – Cardiac Stepdown
	Putnam, Leigh Ann – 8 North Medical 

	Dinwiddie, Anna– 6 North Cardiac 
	Ray, Steven– 9 North Surgical

	Ewing, Jenna – Cardiac Stepdown
	Risner, Anthony – 9 North Surgical 

	Greenwell, Sara – 10 South, Renal
	Seagroves, Bridgett - Neuroscience

	Grimes, Allison – Neonatal ICU
	Spencer, Diane - SICU

	Hance, Elizabeth – 8 North Medical
	Spencer, Joanne - Myelosuppression

	Hawkins, Kim – 7 North Cardiac
	Stallins, Amanda – 8 North Medical 

	Hicks, Terri – Cardiac Stepdown
	Strozier, Miosotis – 9 North Surgical 

	Husein, Abdi - SICU
	Summers, Shellie– Adolescent Surgery

	Inkum, Georgia – Trauma 
	Sutton, Jessica – 8 North Medical 

	James, Linda – Neonatal ICU
	Taylor, ,Jason – 9 North Surgical

	Jenkins, Joseph – Orthopedics/Urology
	Torres, Lesley– Orthopedics/Urology

	Jobe, Robert – 8 North Medical 
	Trice, Coressa - Neuroscience

	Kimbrell, Scott - SICU
	Trull, Kim - Myelosuppression

	Kneeland, Jessica - Neuroscience
	Vaughn, Joel– Cardiac Stepdown

	Macid, Vamon – 8 South Medical
	Walters, Rebecca - SICU

	Martin, Michelle – 8 North Medical
	Watson, Donnie – 9 North Surgical 


Nursing Tuition Benefit:

Vanderbilt provides nursing tuition benefits for full time staff members. The nursing tuition benefit reimburses nurses at a rate of 100% for 12 credit hours/calendar year or 18 credit hours per calendar year for a quarter based programs.  Further details are provided in Force 14. LINK:http://vumcpolicies.mc.vanderbilt.edu/EMANUAL/Hpolicy.nsf/AllDocs/EFFFE9FAB8BCA55186256F9C005B68BB 
Several of our staff has utilized these benefits, following are some personal examples.  
Dare to Dream – in her own words  
	It all began with courage to embrace my dreams, strength to sacrifice for them, and determination to fulfill them!  My husband, Randy, our 2 ½ year old daughter Amanda and I moved to Nashville from Louisiana on Christmas Day in 1985. I came to Vanderbilt in January, 1986 seeking employment and was interviewed by a wonderful recruiter, Toney Cole.  I was hired to be a secretary in Hospital Administration.    That was the beginning of great opportunities available to me.

 I always wanted to be a nurse.  My first job was as a nurse’s aide when I was 16.  But I let excuses get in the way of a college education.  I gave birth to our second daughter, Jacie, in 1987, here at Vanderbilt.  Opportunity #1 – Vanderbilt accepting payment from the insurance company as payment in full as an employee benefit.  Wow!  A free baby!  ( 

 Working in hospital administration, I was surrounded by wonderful role models - specifically nursing role models like Marilyn Dubree and Adrienne Ames.  The desire I had to become a nurse kept getting stronger and stronger, but how could I go to school with two small children?  And then there was the cost of the education.  Enter opportunity #2 – Vanderbilt was offering a nursing scholarship to employees interested in seeking a career in nursing.  Vanderbilt would pay for the tuition in return of a signed contract that after receiving a nursing degree and passing State Boards, a two year employment commitment would be given to the hospital.  Easy enough!  Everyone in Hospital Administration fully supported me and my efforts.  I was awarded a Nursing scholarship and began classes the same week Amanda started kindergarten.  

For four years, I worked full-time and attended evening classes.  In 1990, I had the opportunity to be part of an Orthopedic pilot program here at Vanderbilt.  I was hired to be an Administrative Associate and was cross trained in several different areas of work.  In 1992, I was accepted into the nursing program at TSU and begin my clinical rotations.  I attended classes M-F, and worked 16 hours on Saturday and 16 hours on Sunday for two years until I graduated in 1994.  After graduation, I stayed on the Orthopedic Unit as an R.N.  Susan Moseley was my Nurse Manager!  As every nurse knows, the secret to job satisfaction is finding your “passion”.  My search took me from Orthopedics, 
to 7 North, the Nursing Registry, Utilization Management, and finally in November of 1997, I found my passion!  I was hired as the nurse in the Executive Physical Program at the Dayani Center.  It is absolutely the perfect job for me!  I love it!  I am surrounded by an incredible team of people, all under the leadership of Jay Groves.  When the VPNPP program started, I immediately took advantage of this opportunity (with enormous support from my fantastic Nurse Manager Barbara Forbes) and completed the necessary paperwork.  The VPNPP committee determined that in my job I was functioning in a RN4 capacity.  WOOHOO!!!!  I am very proud of this accomplishment!!     

          My daughter Amanda graduated from Belmont University in May, 2005 with a BSN and she is currently a RN here at Vanderbilt on the CVICU.  Of course, I took advantage of Vanderbilt’s tuition benefit for her education.  My daughter Jacie is a freshman at Belmont, majoring in nursing!  Again, Vanderbilt is supplementing her tuition.  Jacie also works at the Dayani Center as our evening receptionist.  I am doing my part to help address the nursing shortage – but I only have two children!  My husband Randy has been employed at Vanderbilt since 1988.  He is the Director of Medical Center Printing, Post Office, and Satellite Delivery.  He is currently furthering his education – and again, Vanderbilt is helping with tuition.  My sister, Sheila Walker, is an administrative assistant here in  Risk Management, and her husband, Mark, is an assistant manager in Plant Ops.  We are a Vanderbilt family!  

           I am amazed at the opportunities Vanderbilt has offered to me and my family.  Each opportunity has made me a better person, and I will forever be grateful!  I have had the support and encouragement of many wonderful people along the way and have made many good friends.  I am proud to represent Vanderbilt’s nursing staff, and there is no other place that I would rather be!

_____________________________________
Teresa Roberts, RN


(Source of Evidence 4.18)
Examples of how the performance appraisal processes improve the practice of nurses at the direct care and the nurse administrator levels


Registered nurses at all levels are evaluated per documentation by a self-evaluation, some type of peer evaluation and evaluation by the manager or supervisor.  As part of the Vanderbilt Professional Nurse Practice Program, direct care nurses are also reviewed on an ongoing basis through chart/documentation audits.  These audits identify opportunities for individual improvement as well as at the unit/clinic level. Following are several examples of how our performance appraisal processes have improved the practice of nurses at the direct care and administrator levels.  We will not use names; however, further documentation will be available onsite.  
PHV Example Direct Care Nurse
“As part of the documentation review, one of the nurses was made aware of deficiencies in documentation.  All of the admission assessments were completed by this RN.   The inadequacies in documentation were readily apparent when the nurse was completing the documentation tool as part of the self-assessment.  Manager review of documentation is ongoing; however, because the RN did a self-evaluation, this RN became more aware of current performance.  After discussion with the manager, a commitment was made to improve the completeness and quality of the admission assessments.  Subsequent documentation audits have shown significant improvement and compliance.” 
VCH Example Direct Care Nurse

“I started the VCH Pediatric Nurse Residency Program in February 2004.  Wow, I had passed my licensure exam, so I thought the worst was behind me.  What more could I want in my first job?  I was working with my favorite age group, at one of the nations most distinguished medical centers.  I was very proud to tell people that I was working at Vanderbilt.  All of this plus, I would be starting off in a newly built hospital that can best be described as Disney World for sick kids.  The place is amazing.  


My orientation process went very well and I was felt ready to start on my own.  At first I was nervous, but at the same time happy to have a little autonomy.  As the summer months began and the patient care became more difficult, as it usually does during that time of year, I started to make little mistakes here and there that weighed on my confidence.  I became more focused on the thought of risking my license than I did patient care.  The focus quickly went from the patients to me, which became a huge problem and one that I did not become fully aware of until later down the road.  Through ongoing documentation audits and reviews, it was obvious that I was not performing to standard or my potential.  I dreaded coming to work for fear of the mistakes that would be pointed out from the previous night.  To make matters worse, I became defensive and acted out of character.  I was tired and unmotivated. 


I talked several times a week with my assistant manager about the tough time I was having. My attitude was anything but positive.  My assistant manager and a couple of the charge nurses managed to see a brighter future for me.  My requests for meetings were met with a sense of urgency and they helped me to stay calm.  I was coached and directed to various resources which were very helpful to me.  Scheduling was rearranged to allow me further time in preceptor experiences.  


I met with the unit educator and we created a plan of action to allow me to build my confidence and hopefully operate at full capacity.  Our plan had a time table of events and included limiting the number of patients I would care for.  The willingness of the leadership to work with me gave me confidence and motivation.  We started this plan in August and by Christmas I was doing well.  I was still feeling the effects of being a new RN, but I knew I was not alone in my struggles because the leadership and my peers were there to help me.


Confidence is a wonderful thing.  I started the new year with a new attitude and newly found confidence.  We continued documentation audits and reviews and we were able to see an entirely different pattern.  I loved coming to work.  I received several nice notes from the leadership and my peers about a job well done.  It was nice to be recognized for the good you do and not just the mistakes.  


As time has gone on, I have taken a charge nurse position.  I am very exited about this opportunity and very grateful to those who have helped me to this point.  I am now trying to be that support and positive influence to others.”   
TVC (Clinic) Example Direct Care Nurse


“I have worked in an outpatient clinic for the past six years and have experienced a great deal of professional growth due to my exposure to the performance appraisal process through the VPNPP.  Its implementation and ongoing refinement has helped to shape my practice in a very positive way. I have benefited from the clearly defined standards of professional practice the program provides, no only to staff, but to managers as well.  The feedback and direction provided by my manager throughout the past few years has been clear and consistent and has helped to ready me for advancement.  The best example I can give is in regard to the key function of ‘coaching others’.  


In her efforts to mentor me, my manager discussed aspects of coaching others with me, both during the course of the year and during my annual evaluations.  By nature, I am somewhat of a shy person, and while I am perfectly comfortable teaching and coaching patients, I am a bit more hesitant when it comes to my peers and co-workers.  My Manager helped me to identify opportunities during the average workday to share information or provide direction to my peers or co-workers.


I continue to perfect this skills and have found that it has had a snowball effect.  I can see where opportunities are not limited to providing others with clinical knowledge, but my efforts can assist with solving systems problems as well as assist in conflict management of others (specific examples provided in self-reporting tools for the past 2-3 years).  It has been through this work that I have developed a different understanding of professional goals, and a realization of how my individual performance can have a more global effect on our institution’s culture.”  

VUH Example – Manager


“A couple of years ago, my performance on the key function of customer service outside of quality of patient care was pretty thin on examples.  My practice for getting feedback from physicians on their level of satisfaction with my unit was not formalized and happened haphazardly.  So my goal was to establish a formal method for evaluating physician satisfaction for the next year.  
During that year, I met with the Medical Director of the unit and the Chief for our service to establish a method that would work for the physicians.  Each physician group wanted a different way of providing feedback information.  For one group, I developed a brief satisfaction survey and the attending physicians and the fellows completed it at the end of their rotations and all were surveyed at least 2 times a year.

For another large group of physicians, along with another manager, I hosted one of their regular lunch meetings.  We used that time to facilitate a focused conversation regarding their level of satisfaction with nursing care.  This format provided immediate feedback on suggested changes.  

Feedback from both of these methods is shared at unit board meetings, which gives the direct care staff the opportunity to discuss improving performance.  This led to several improvements in the unit.  

My ongoing evaluations reflected the work I had done on obtaining physician feedback.  As time as gone on, I have not found the need to formally capture physician satisfaction, as now my Assistant Manager and I routinely receive feedback from the physicians regarding satisfaction and areas for improvement.  Possibly the formal process has set the stage for the physicians who work in the unit to feel like the unit leadership is open to suggestions for improvement, welcomes these ideas and acts on them.”  

Specific Goal – year 1: Develop and implement a method of obtaining customer feedback, especially physicians.  Include method for sharing feedback with staff and using information to improve performance of work team.    
Examples for Force 4, Source of Evidence 16 
Patient Assignment Information for 8th Floor, PODS A, B & C VCH
          Patient assignments are created by the charge nurse of the previous shift and are based on (1) patient acuity using a 1 to 5 acuity scale, (2) maintaining continuity of care, and (3) level of experience/expertise of each nurse.
          There are three pods on the 8th Floor.  Each pod has 12 beds and when full requires 3 RNs to provide the appropriate levels of care.  The patient population in Pod A is infants and children; Pod B is adolescent surgery and Pod C is adolescent medicine.  This assignment was developed by the day charge nurse with the input of the direct care nurses for the night shift.

Pod A – Infants and Children

           Pod A had 2 RNs scheduled – the third RN position was filled by a registry nurse, who was an experienced pediatric nurse.  At the beginning of the shift there were 9 patients on Pod A with 3 admissions during the night.

· Nurse A worked the night before and was an experienced pediatric nurse (3 years at VCH).  Her assignment was based primarily on maintaining continuity of care, although she did admit 1 patient during the shift.

· Nurse B also had worked the night before and was an experienced pediatric nurse.  Her assignment was based upon maintaining continuity of care and she admitted 1 patient during the shift.
· Nurse C, from the Registry, had previously worked at VCH and so had a high level of experience as well.  Her assignment was based upon the remaining patients in Pod A and she was identified for the 1st admission because the acuity level of her patients was lower than for nurses A and B.

Pod B – Adolescent Surgery

           3 RNs were scheduled, 2 very experienced RNs and 1 who has recently completed the Pediatric Nurse Residency Program.  None of the nurses had worked the previous night, so continuity of care was not a consideration in making the patient assignment.  The charge nurse created the assignment based upon patient acuity and information from the direct care nurses, with the goal of fairly equal acuity for all 3 nurses.

· Nurse A (experienced) began the shift with 3 patients and admitted 1 during the night.  The acuity of her patient load totaled 13.

· Nurse B (recent pediatric nurse resident) began the night with 3 patients and admitted 1.  Although she was not scheduled for the 1st admission, she took this admission because Nurse C had just received a patient from the PACU at the time the admission arrived.  Nurse B’s total acuity was 14.

· Nurse C (experienced) began the shift with 3 patients and admitted 1 during the night.  Her assignment was modified to accommodate a patient returning from the OR.  Total acuity of her patients was 13.

Pod C – Adolescent Medicine

          3 RNs scheduled for this shift, all were experienced pediatric nurses.  The assignment was created to maintain continuity of care and ensure fairly equal acuity across all 3 nurses.  By the end of the shift, all 3 RNs had a total acuity level of 14.

· Nurse A (experienced at VCH) had worked the night before and cared for the same 3 patients to maintain continuity.  She admitted one patient during the night. 

· Nurse B (2 years experience at VCH, 5 years as an RN) was assigned 3 patients initially and admitted 1 during the shift.  The patients were assigned based upon their acuity.
· Nurse C (experienced pediatric nurse, new to VCH) was assigned 3 patients initially and had one admission during the shift.  The acuity level of her patients as the primary consideration for making this patient assignment. 

Patient Assignment Information for Pediatric Critical Care (VCH)

           Assignments are made by the charge nurse with input from the direct care nurses.

All of the following patients are one on one:

· ECMO patients

· Oscillator patients and anesthesia ventilator patients

· Post-op cardiac patients who are immediately post-op

· Any patient requiring multiple vasoactive drips and other interventions to stabilize

· Donor patients

Day Shift

· Room 5417:  One on one due to s/p arrest and very unstable.  Patient was on multiple vasoactive drips and required multiple interventions to stabilize.

· Room 5303:  One on one due to ECMO

· Room 5304:  One on one because was oscillator patient

12 assignments with 12 nurses using on-call and pulling STAT Nurse into staffing. Co-Charge serving as STAT nurse.  2 Beds closed.

Night Shift

· Rooms 5417, 5303 and 5304 remain one on one patients for the reasons listed above.

· Room 5302:  One on one because patient was very unstable sepsis patient, who was on multiple vasoactive drips requiring multiple interventions to stabilize.

13 assignments with 13 nurses using on-call and pulling stat nurse into staffing.  Co-charge serving as STAT nurse.  One bed closed. 
Patient Assignment Information for Neonatal Intensive Care Unit (NICU) VCH
           In the VCH NICU, our unique physical environment lends to challenging staffing considerations.  We are a 72 bed capacity Level IV unit which provides not only ECMO services and we one of only two hospitals in TN which provides pediatric cardio-thoracic surgical services and one of four in the state which provides pediatric general surgical services.  Therefore, our census can increase slightly or dramatically at any time day or night not only from the 800-900 yearly in-born population but also from the 400 or so a year transport in populations we provide for.  When we moved into our new facility in February 2004, we kept a portion of our beds in the main hospital so as not to separate Moms from their babies, as that is where Labor and Delivery services remain.  Therefore, we also staff the former unit, the Stahlman unit in MCE/VUH.
          We do primary nursing and every effort is made to ensure that each baby is with his primary nurse though exception is made for requests by a preceptor for the needs of an orientee. We have a bi-annual Pediatric Nurse Resident Program and so we continually have nurses assigned to precept the nurse residents.

          There is a charge nurse at VCH and also a charge nurse at the Stahlaman Unit every shift.  These 2 charge nurses stay in close communication as census, acuity, babies ready to move from Stahlman to VCH, and availability at VCH changes.  Although ideally, in-born babies stay at Stahlman until their mothers are discharged, and then until stable enough to move and then when there is availability in VCH, if an in-born is diagnosed in-utero as having any surgical or cardiac needs, the baby will be transported and admitted directly to VCH upon stabilization (after bonding with the Mom) after delivery.  Sometimes those situations are planned for and sometimes they cannot be planned.

          The VCH charge nurse is responsible for making nursing assignments in VCH and for selecting the group of nurses who will work in Stahlman for the upcoming shift.  VCH charge nurse calls Stahlman charge nurse with her assigned group after the point of acceptable ill call time.  Stahlman charge nurse then assigns her group to the babies there.  The unit educator works closely with preceptors in mapping their orientees’ needs and so she, the educator, has input for requests in those.  There are also typically requests from nurses to be assigned in Stahlman to have a particular infant that is not necessarily their primary or requests from a primary nurse to designate another nurse to be in charge of her infants during her absence.  

         Since our PRN Program is constantly expanding, at any given time, we have several nurses who fall into the “0-6 months post orientation” category.  The majority of these staff are on the night shift and it is a challenge to mix the experienced nurses with the less experienced.

          Day shift charge nurses make the assignments for night shift with input from the direct care nurses and night charge nurses assign for days.  All of the charge nurses work extremely well together and can look at assignments at a glance and know rationale for specific assignments.  This synergy between the charge nurses keeps the flow and communication open as possible in order to tend to the greater needs of our unit.  Rarely a shift goes by when babies do not get moved from Stahlman to VCH or from one Pod to another to accommodate new admissions, status changes of babies and/or families in need.

          In Pod A, parents can live in the room with their infants.  Infants are moved into Pod A once they have attained “feed and grow” status as availability allows.  In keeping with our family focused values, if a family cannot spend much time with their infant in Pod A, that infant may be moved back into the high acuity Pods to accommodate families that can spend the majority of the day/night with their baby.  There is always the possibility that a Pod A baby will deteriorate and need to be moved back into another Pod.  So an ongoing shifting of babies requires each Charge nurse to be able to pick up where the last one left off with flow and continuity not only for our babies and their families, but also for our staff.

          Typically, the nurse to patient ratio in Pod A is higher than in the other Pods and in the Stahlman Unit. But high census means that at times, we have Pod A babies in the other Pods and in Stahlman. Also, at times, babies who need their families to room in Pod A to learn the care may still require two to one nurse ratio.

          Assignments are made by considering geographical location, acuity, primary nurse, experience and preceptor needs for orientess.  

          One this particular day, RN 5 primary baby is BH in room 430 and RN 10 primary baby is BL in Room 4304, so splitting the consecutive rooms was critical for continuity of care. A Care Partner was provided to assist these 2 nurses because each of them also had a baby to be discharged with teaching, appointments, and home equipment to arrange.  

Nurse 25 had a 2:1 assignment as BHZ in Room 4308 was a very complicated “feed and grow”.  This baby was several months old and had developmental and socialization needs along with her physical care needs and required more nursing time than the typical Pod A infant. 

BRB in Room 4310 is in a 2:1 assignment for similar reasons.  

· RN 9 has the ideal and more typical Pod A assignment – 4 babies.  

· RN 22 also has only 2 babies and could take admissions.

           Also on this particular day, acuity on the entire unit was very high, so the assignments had to be carefully made based on experienced nurses versus the “0-6 months experience” nurses.  The charge nurses are very in tune with the competencies of all the staff to ensure an appropriate mix of skill level.  This day we had 3 1:1 assignments and 3 1:1 assignments in the Stahlman Unit; therefore, the “sickest” babies were assigned the most experienced nurses. 

          This particular day, the less experienced nurses RN 30 in Pod 1, RN 29 in Pod H and RN 28 in Pod E were assigned in Pods with less ill infants with solid experience. The less experienced nurses do not sign up for primary babies, in order to allow them to go from assignment to assignment over a period of months capitalizing on exposure and gaining competency and comfort level in caring for all the different disease processes and conditions of our babies. 
Force 4
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