Force 5: Professional Models of Care

The foundation of our Interdisciplinary Collaborative Model of care is based on our Philosophy of Nursing and Virginia Henderson’s philosophy of interdisciplinary care.  ANA standards of nursing practice, The Rules of the Tennessee Board of Nursing, and related professional standards were utilized to operationalize our model of care and develop job descriptions which define staff behavior and key role functions for the provision of patient care. 
Our Philosophy of Nursing per the Nursing Staff Bylaws supports the foundation of our Interdisciplinary Collaborative Model of care. 

We believe nursing is an applied art and science with the focus of professional practice being to assist individuals, families and communities in achieving optimum health and well being. This assistance includes preventive healthcare, education, facilitating recovery and continued support through illness, disability, or death. Professional nurses collaborate with physicians and other disciplines to ensure patient care that is coordinated and comprehensive. This collaborative care takes place in a variety of settings.

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

 
Our professional model of care is based on the work of Virginia Henderson which includes the patient and the family as a part of the interdisciplinary team. The Interdisciplinary Collaborative Model compliments nursing practice as defined by The Rules of The Tennessee Board of Nursing.  Nurses do not practice in isolation, instead through interactions with the patient, family and other health care team members.  Emphasis is placed on evidence-based professional standards in the provision of patient centered care. At the foundation, the American Nurses Association standards of practice guided the development of the RN job descriptions in our Professional Practice Program.  Our Shared Governance model guides decision making related to nursing practice.  
Family-centered care is aligned with our Interdisciplinary Collaborative Model.  This approach is grounded in mutually beneficial partnerships among patients, families and healthcare providers.  Because the family plays a vital role in the health and well being of the patient; families are involved in the planning, delivery and evaluation of health care.  The family centered approach to care was formalized in VCH with the development of the FOCUS values in 1995:

· Family Centered Care

· One Team

· Continuous Improvement

· Unique Environment for Children 

· Service Excellence 

Family-centered care is evident in parent and family membership on key committees and participation in planning for the new hospital.  [5.0, Book 6, Exhibit A:  Nursing Executive Watch Article]
VUH has embraced the concept of family centered care. Terrell Smith RN, MSN who worked extensively on the development of family center care in VCH, is now in the process of formalizing the concepts in VUH. As an initial step, a patient admission orientation video was developed which provides education for patients and families regarding our healthcare environment. The video covers information regarding behaviors they can expect from their interdisciplinary healthcare team.  In addition, the video outlines how the patient and family can actively participate in their healthcare experience. A new handbook for those patients/families admitted to VUH has also been developed.  The handbook brings together a large amount of information into a single user-friendly book. 
Regulatory Considerations in Models of Care

(Source of Evidence 5.1)

How our State Nurse Practice Act and Professional Standards Influence the Care Delivery Model
The Rules of the Tennessee Board of Nursing, specifically the Standards of Nursing Competence (1000-1-.14) and Scope of Care (1000-1-.15) outline the rules and regulations for registered nurses, licensed practical nurses and nursing assistants.  [5.1, Book 6, Exhibit A:  pp 32-36 from the Rules of the TN Board of Nursing] The Rules directly influence our Interdisciplinary Collaborative Model of Care and support family centered care, defining the recipients of nursing care as individuals and families.  In addition, professional nursing practice is influenced by standards established by regulatory entities such as JCAHO, CMS, as well as various professional organizations (AORN, ONS, AACN, ACOG/AWHONN, etc…) 

Each patient care area has a Scope of Care that encompasses federal, state, and professional practice standards. [2.1, Book 6, Exhibit B: SICU Scope of Care, Exhibit C: 8th Floor Inpatient medicine Scope of Care, Exhibit D: PHV Adult II Scope of Care] Our Clinical Practice Guideline delineates nursing roles and responsibilities, levels of care, nursing process, and general standards of care. [5.1, Book 6, Exhibit E: Clinical Practice Guidelines, CL 30-02.01] 
(Source of Evidence 5.2)

Demonstrate How the State Nurse Practice Act, other Regulatory Stipulations, and Professional Standards are Incorporated into the Development, Implementation, and Evaluation of our Model of Care
The transition from a strict primary nursing model to a case management model, necessitated by external pressures such as limited RN resources and changes in reimbursement, resulted in the development of our Interdisciplinary Collaborative Model of Care.  During the evolution of our new model, we relied on the State Nurse Practice Act and other professional standards of practice to clarify roles, functions, and boundaries. 

The Model of Care uses an interdisciplinary team to define and administer a plan of care for a patient with a goal of achieving optimal health.  The clinical team includes health care providers (e.g., nurse, physician, therapist, dietitian, social worker) with the skills and expertise necessary to meet the unique needs of the patient and family.  As team members move in and out of the patient’s sphere, the nurse coordinates services to assure patient progress across the care continuum.  
The Interdisciplinary Collaborative Model of Care is implemented via individualized plans based on collaborative pathways. Pathways are best practice, evidence-based inter-disciplinary plans of care for specific patient populations based either on diagnosis or procedure.  Each pathway provides a template for care which includes:

· Goals
· Care reminders and treatments

· Activity

· Nutrition

· Medications

· Diagnostic studies

· Consultation

· Patient / family education and discharge planning

Pathways are matched to evidence-based order sets in the CPOE system (Wiz Order).  Orders entered for a specific patient serve to both operationalize and individualize patient care.

Patient care rounds and conferences provide excellent examples of the Interdisciplinary Collaborative Model of Care in action.  Teams gather daily with a culture of inclusion and the expectation that each team member brings unique perspectives to the discussion of the patient’s care needs.  Nurses contribute assessment and evaluation data regarding the patient’s response to interventions and progress on the care continuum, based on the State Rules of Nursing.   

Evaluation of the model is ongoing and occurs annually during the formal budget preparation process and review of the Scope of Practice.  In addition, as regulatory requirements change, their impact on our practice model is continuously assessed and modifications are made as necessary.  A current example is the debate at the state level regarding the role of the RN in the administration of moderate sedation.  Recently, VUMC elected not to enact a nurse practice act ruling which permitted LPNs with demonstrated proficiency to administer blood products, chemotherapy and intravenous “push” medications.  

Evaluation is a dynamic process.  We anticipate ongoing refinement of our systems for planning and managing care, based on the interaction of our electronic tools, changes in personnel resources resulting from the regulation of resident work hours (American College of Graduate Medical Education) and the aging workforce and other internal and external forces.
(Source of Evidence 5.3)

How Direct Care Nurses are Educated Regarding the Tenets of the State Nurse Practice Act, other Regulatory Documents and Professional Standards

Nurses are welcomed to our institution in “Hearts and Minds” orientation.  During this orientation all new employees are introduced to the Vanderbilt Credo [Exhibit in Force 1] and Standards of Behavior which are the foundation for our work.  Nurses complete workplace safety requirements, customer service training and an overview of our performance evaluation system.  “Hearts and Minds” orientation represents the cornerstone of professional nursing practice.

Next, nurses complete a three and one half day role-specific orientation.  During this program, nurses are oriented to the:

· Rules of Tennessee Board of Nursing

· Regulatory guidelines (CMS, JCAHO, OSHA, TOSHA and NFPA)

· Philosophy of Nursing 

· Professional practice standards

· Policies, protocols and procedures  
Each nurse is provided with a comprehensive notebook that includes references, hospital policy information and resource access information [5.3, Book 6, Exhibit A: 2 pages from the Orientation Notebook, Philosophy of Nursing VUMC] 

In unit-based orientation, educators and preceptors provide unit specific education and training. In addition to building new skills and becoming familiar with the practice area, this education encompasses the scope and standards of care for that patient care area. Programs are developed in response to regulatory mandates and/or organizational changes, nurses’ learning needs and to ensure competency of all staff.  
Staff are updated regarding new policies, protocols and procedures by monthly email messages which list all new and revised policies and procedures. The notification system is individualized so that staff receive the updated policies and procedures which pertain to their job classification.  When new regulatory mandates are published, the Office of Accreditation and Standards sends out Medical Center-wide messages noting the changes including an information sheet for posting.  These electronic systems have streamlined the processes for notifying employees of the latest information.  [5.3, Book 6, Exhibit B: Email regarding Policy Update Notification]
(Source of Evidence 5.4)

How the State Nurse Practice Act, other Regulatory Stipulations and Professional Standards are Available as References on Each Unit and Incorporated into Daily Decisions
Recognized as one of the “most wired” hospitals by the American Medical Informatics Association (AMIA); we provide on-line access to the state Nurse Practice Act, numerous nursing and medical references, including The Lippincott Manual of Nursing Practice and our policies and procedures. The Tennessee Nurse Practice Act is available through a link located in the policy web site.  Staff has access to multiple resources through our digital library. Numerous web-based resources can be accessed through StarPanel, our electronic medical record.  Should a clinical or administrative question arise at the point of care, staff and managers are able to obtain current policies, procedures, professional standards and supporting literature via clinical workstations. Below is an example of how resources were used to enhance quality patient care. 

In his own words; Lamar Bowman RN was researching pain/pain assessment. He discovered that 3rd floor Round Wing (non-teaching medicine unit) patients with advanced dementia were being treated with psychotropic drugs instead of pain medication for symptoms which could be interpreted as pain.  Utilizing on-line resources from the Eskind Biomedical Library, specifically OVID and Up-to-Date.com., he found a pain scale, PAINAD, which is specific for patients with advanced dementia. He presented his findings at unit board meetings and the interdisciplinary team agreed to utilize the tool. The effort enhanced the quality of care of patients with advanced dementia. The PAINAD scale is now available in our e-doc on-line resources; which is available to all staff.  
[5.4, Book 6, Exhibit A: PAINAD, Exhibit B: VUMC Policies Webpage]
Use of Guidelines and Standards in the Newborn Nursery

Multiple sets of guidelines exist to guide care of infants in the newborn nursery and are incorporated into the scope of care, guiding daily practice.  Included are the State of Tennessee Perinatal Guidelines and the standards for newborn care of the American Academy of Pediatrics. To ensure the newborn nursery staff is familiar with the guidelines, all were e-mailed the documents by the unit manager and they are posted in the nursery. 5.4, Book 6, Exhibit C: Newborn Nursery Scope of Care]
Care Delivery Model

(Source of Evidence 5.5)

The Role of Direct Care Nurses in the Development, Implementation and Evaluation of Care Delivery Models


Our Interdisciplinary Collaborative Model of Care has been in place for several years and relies on collaborative pathways and order sets.  Included in the interdisciplinary teams which initially developed and continue to evaluate and update pathways and order sets are direct care nurses, clinical nursing leaders (advanced practice nurses and case managers), pharmacists, physicians, and representatives of ancillary services key to patient care. When patients are admitted for inpatient care, the plan of care is initiated by nurses and physicians who select the best matched pathway and order sets.  Pathways most often detail pre- and post-hospital care, assuring continuity. 

Our model for planning and managing patient care continues to evolve as we move toward electronic nursing documentation.  Pathways and order sets will be used in new ways to guide and individualize care.  Revision of the pathways has been crafted by leaders from informatics, nursing and case management and validated by direct care nurses who are participants in the implementation teams for the new documentation system.  [5.5, Book 6, Exhibit A:  Adult Asthma and COPD Management Pathway]
(Source of evidence 5.6)

Describe How the Model of Care Addresses Patient Needs, Patient Population Demographics, Number of Nursing Staff Numbers, and Ratio of Nurses Serving in Various Roles and Levels

Each clinic and nursing unit implements the Interdisciplinary Collaborative Model of Care based on the needs of the patient population served.  Each area’s Scope of Practice describes the implementation of the model.  Due to the complexity of our patient care environment, our nursing workforce is comprised predominantly of RNs.  Our staffing ratios are higher than the 75% percentile in national benchmarks.  Direct care nurses are supported by charge nurses, unit-based educators, assistant managers, managers, case managers and advanced practice nurses.  Nurses in The Learning Center, the Office of Accreditation and Standards, Risk and Insurance Management, Systems Support Services, the Center for Clinical Improvement and Hospital Administration provide organizational leadership and a framework for implementation of our model of care.  [5.6, Book 6, Exhibit A: 9 South Scope of Care, Exhibit B: PCCU Scope of Care, Exhibit C: PHV Children’s Program Scope of Care]
Opening the new cardiovascular intensive care unit (CVICU) is an example of when a change in the practice environment necessitated adoption of new standards within the model of care.  The CVICU combined the care of two patient populations, cardiology and cardiac surgery, into one intensive care unit.  Staff for the unit came from general and critical care cardiology and the surgical ICU.  Standards of care were developed to provide safe and high quality care for both medical and surgical cardiovascular patients.  An interdisciplinary team, including direct care nurses, worked with the unit leadership team to develop standards of care.  Standards were developed from current practice within VUMC, research related to best practices and related professional standards from American Association of Critical Care Nurses and the American Heart Association.  All new staff members are provided a copy of the standards, which are discussed and clarified during orientation with their preceptor. The unit educator also reinforces the standards when interacting with staff during informal and formal educational opportunities. [5.6, Book 6, Exhibit D: CVICU Standards of Care] 
(Source of Evidence 5.7)

Innovations by Direct Care Nurses to Implement the Model of Care and to Meet the Needs of Specific Patient Populations at the Unit Level

Our culture, founded on the Professional Practice Program, Shared Governance and our Interdisciplinary Collaborative Model of Care, encourages and supports direct care nurses to initiate innovative strategies to meet the needs of the patient populations served on their units and in their clinics.   Examples include:

· Open visitation in our intensive care units 

· Transfer of terminally ill patients from intensive care to a private room to enhance family visitation and privacy
· The Vanderbilt Children’s Hospital bereavement program

· Automated, web-based self-scheduling by direct care nurses in trauma to make certain staffing numbers, assignments meet patient needs and enhance staff satisfaction
· The Emergency Department psychiatric patient care model

· Documentation forms which are patient population specific (Diagnostic Cardiology, Neonatal ICU; 
· Diagnosis-specific support groups (Bariatric Surgery, Multiple Sclerosis, Cancer, Diabetes, are a few examples)
· PHV has a Family Support Group (Adult I), this multi-family group focuses on education, the treatment process and emotional support. 
Direct care nurses are often drivers, facilitators of interdisciplinary groups and champions (super-users) of the implementation of best practices. Examples include:
· Ventilator associated pneumonia prevention program
· Pressure ulcer prevention program

· Delirium identification program in the MICU
· Prevention of infections in CVC lines 

· Falls assessment and prevention

· Alcohol Withdrawal/Delirium Tremens (DT) Prevention Symptom Triggered Protocol
Further Examples
Focus on Continuity of Care in our Radiation Oncology Department


Patients who receive Radiation Therapy can be in treatment anywhere from 1 day to several months. Coming in for therapy 2-3 times a week or sometimes daily, they begin to see Radiation Oncology as their “home away from home” and the staff as “family”.  Patients follow specific “treatment plans” and are monitored for response and potential side effects. 
In order to increase continuity of care, the nurses and physicians in Radiation Oncology formed “care teams”.  Each nurse-physician team is in clinic on the same day.  This model has improved communication, staff satisfaction, and the patients know the nurse is familiar with their disease and treatment plan.  This model is also helpful for communication with the other interdisciplinary team members in Radiation Oncology, especially the therapists who administer the treatments.  

Focus on communication and improved patient care in our Pulmonary/Infectious Disease/Travel Clinic


Like Radiation Oncology, after conversation with the interdisciplinary team, the direct care nurses in the Clinics initiated a “per provider” coverage.  This has created a “nurse-physician team” which has improved clinic flow, increased provider and patient satisfaction and improved continuity of care.  
Focus on a targeted “well” population


Our Cosmetic/Plastic Surgery Clinic in Medical Center East has a very targeted and essentially “well” demographic.  This demographic, coupled with their volume of only about 150 visits per month supports their efforts in creative innovations.  They have created a satisfaction survey with key questions for this service. If patients come into the clinic for a consultation visit and do not schedule a procedure, they receive a follow-up phone call to check to see if they have further questions and to maintain the new relationship.  The direct care staff worked with our marketing department and created a “thank you “ card.  The card is signed by the entire staff and is given to the patient when they are discharged.  
Focus on “teamwork” and meeting patient needs in Franklin Pulmonary Clinic (off-site) 


This is a small clinic which developed “teamwork” as the “cornerstone” for meeting patient needs.  Through a little bit of “cross-training”, patients typically wait less than 10 minutes to be seen and speak to a nurse immediately if needed, when they call, instead of having to leave a voice mail. Patient records are up-to-date because they continually file throughout the day and reports, etc… which need physician review and patient follow-up are handled timely.  Because of the small workforce and excellent teamwork, the nurses at the clinic believe their patients appreciate receiving care in a timely manner in a friendly – patient centered environment.    
Focus on Families First Program in our Trauma ICU
The direct care staff in our Trauma ICU was acutely aware of the difficulties many families had with obtaining information from physicians regarding the status of their loved one’s medical condition. Nurses were “caught in the middle” when families were stressed and feeling left out of the information loop.  Working with Dr. Rick Miller, (Professor of Surgery and attending physician for the Division of Trauma and Surgical Critical Care), the staff of the Trauma ICU looked at a paradigm shift in their culture by including families in the “trauma team” by incorporating them into morning rounds with the physician attending.  The group looked at the Patient and Family Centered Care Model in Bethesda, Maryland and the Institute for Family-Centered Care. www.familycenteredcare.org  Dr. Miller was familiar with this process as he had used it in a previous setting. 
The plan was to explain rounds to family members the first time via a handout and the attending physician would discuss the process of rounds with them.  One of the residents would “present” the patient with a synopsis of the events of the last 24-48 hours and the plan for the next 24 hours.  After discussion among the “healthcare team”, the attending physician would provide information to 2 family members and then they would have the opportunity to ask questions. 

This change was difficult, as we knew it would be. The Trauma staff was unsure and wondered if it would alleviate any of the stress the families’ feel which is sometimes transferred to the bedside staff.  The attending physicians were concerned about families interrupting rounds and/or not paying attention and impeding the learning process for the residents.  Even with the concerns, the trauma team wanted to trial the “Families First Program”.  One of the most important things about researching, discussing and implementing this process is what the trauma team learned and has attempted to address.  

· The need for RNs to present the current status of the patient; the RNs present a much clearer picture of the patients’ status; while the residents, fellows, and attending physicians put together the information on labs, procedures, and problem lists to form the plan for the day.  The whole team is involved and is seen as equally important to the families. 

· The need for family education was identified around specific topics, because the staff was asked the same questions repeatedly.  The Trauma Website now has family education sheets which cover more than 40 topics of trauma care and procedures.

· Differences with communication for patients in the Step down and Receiving Area because rounds are at 6 a.m. and there is no place in the Receiving Area for private meetings with families.

· Pictures of all the trauma attending physicians are in the waiting rooms.  

· Family rounds information sheets which are given upon admission which detail the process.

· Have provided a series of “wellness” initiatives with Jim Kendall through EAP which address hostile families, communication during stressful situations and dealing with death and dying.

· Provided lockers in waiting room bathrooms for families to place their belongings. 

Does the Trauma ICU have a perfect model for a “Families First Program”?  The answer is no, this continues to be an ongoing process.  What continues to be fundamentally significant about the process is how the many needs of these families have been brought to the surface.  The Trauma ICU continues to refine this process and address the many issues.  Some of the issues being addressed at this time include:

· Family education sheets outlining rehab hospital options and giving specific information about each one and directions from VUMC

· A social worker led support and informational group for families

· Memorial Services led by one of our Chaplains for staff and families of patients.  Revitalizing TUGS, Trauma Unit Grief Support, which sends out sympathy cards for patients from the unit.
· Providing restaurant style pagers for families which will work throughout the Medical Center to allow them to take breaks and still be able to be reached.

· 24/7 Waiting Room Coverage with a family liaison. 

Maintaining Family Centered Care at VCH


Although Family Centered Care is a priority at VCH, the safety of children in their care is critical.  To improve screening for visitors and still maintain security measures, 6th Floor, VCH Pods A, B & C (Oncology and Cardiology acute care), implemented “greeter” positions at the front desks.  Families and visitors sign in outside of the secured units, appropriate screenings are performed, policies are shared and then appropriate unit passes can be distributed.  
In addition, they have been involved in a pilot for night security badges for patient families.  The badges will give families access to the appropriate 2nd floor entrance after hours.  These two measures help to maintain the focus of Family Centered Care while providing security and safety measures.  

(Source of evidence 5.8)

How the Continuity of the Patient’s Care is Addressed in our Professional Model for the Delivery of Patient Care 

Goal-oriented pathways provide a road map for care across the continuum, designed to facilitate continuity from one level of care to the next.  The pathway is a “best practice” evidence-based interdisciplinary plan of care for a specific patient diagnosis or procedure.  Pathways provide a template that guides us in providing high quality, cost effective care. This is accomplished through the integration and sequencing of care needed for a typical episode of illness.  Our RN’s are responsible for selecting the most appropriate pathway for each patient based on assessment, physician orders and assessment findings of other team members.   
Patient progress toward pathway goals is reviewed as necessary, based on assessment of the patient’s condition. Progress toward goal achievement affects the decision made to return the patient to a previous pathway phase, stay in the same phase, advance to the next phase or, on occasion, change to a different pathway.  
Information collected by the nurse early in the admission process results in communications, via electronic ordering, to ancillary departments triggering consults for services such as a nutritional evaluation, physical therapy, and social needs assessment. This process directs planning for special needs the patient may have while in the hospital and to anticipate discharge needs. As discharge plans are finalized, they are captured on the Discharge Plan of Care, providing an on-going summary for reference by each team member.  
Maintaining continuity of care with a consistent plan when patients are transferred to other acute care or extended care facilities outside of VUMC is critical.  In addition to verbal communication with the outside facility, a “packet” of information is sent with the patient/family.  The packet includes:  history and physical examination results, medication records, the discharge summary, physician discharge orders and the discharge plan of care.  The discharge plan of care is written by the nurse, directly from the physician discharge orders and previous plan of care and is the actual plan of care to be followed for the patient.  This allows previous plans and course of action to continue in the new care setting.

Direct care nurses, caring for patients with complex problems not effectively managed on a single pathway, are supported by case management teams.  For example, patients with multiple co-morbidities, injury to multiple body systems, psychosocial issues, and inadequate social support require complex plans of care.  The case management team provides continuity for these complex patients as they cross the care continuum via protocols and frequent team rounding and communication. Case Management is a key to our interdisciplinary, collaborative process when needed for complex care planning.  Our teams consist of a nurse case manager (Master’s or Bachelor’s prepared), social worker, utilization management/DRG specialist and financial counselor who interact as needed with direct care nurses, patients and families.
Our electronic medical record, StarChart, available to the interdisciplinary team, including all direct care nurses, contains both inpatient and outpatient records of patient care.  StarChart is a comprehensive medical record supporting continuity of care.  The current plan of care and problem list, outpatient visit notes, inpatient discharge summaries, diagnostic test results, progress notes from all providers and more are accessible from any clinical workstation.  Nurses in the outpatient setting are able to read details of a patient’s hospital course, while nurses providing inpatient care can review a patient’s clinic visits.

Staffing Systems 

(Source of Evidence 5.9)

Examples which Depict the Scheduling Process and how it is Tailored to the Patient Population, Unit Needs and the Needs of Individual Staff Members.  

We are committed to safe, effective patient care, while maintaining fiscal responsibility.  Each of our patient care areas base staff scheduling and skill mix on the needs of the patient population served.  Benchmarks from the University Health System Consortium, the Lawrenz Company (administrative consultants) and other guidelines from professional organizations such as AORN, ASPAN, AACN, etc,  are used to assess staffing templates.  All areas review and revise their staffing template during the annual budget process.   Ongoing review of the template occurs if there are changes in the patient population served.  
Staffing is adjusted when required by unit needs, such as new employees in orientation or a change in patient census/acuity.  During a 24 hour period, unit charge nurses meet twice with an administrative coordinator to plan accommodation of patient care needs.  Information on patients’ progress across the care continuum assists in determining staffing and skill mix needs for the following shifts.  Based on the Rules of the Tennessee Board of Nursing, we optimize the skill sets of LPNs and unlicensed assistive personnel by aligning those individuals to support the patient’s assigned registered nurse.
Examples of Scheduling and Staffing 

The OR and PACU skill mix is based on AORN & ASPAN guidelines. In the OR the staffing ratio is 1:1. The OR RN is responsible for the assessment of the patient prior to surgery and for communication and education of the family and patient.  During the intra-operative phase the RN continues to monitor patient safety in the role of the circulating nurse.  When the patient is transferred to the PACU, the RN continues the assessment and implementation of the patient’s plan of care using a collaborative pathway specific to the type of surgery completed. [5.9, Book 7, Exhibit A: AORN Standards, Recommended Practices, and Guidelines, Exhibit B: ASPAN Positions Statements, Exhibit C: Surgical Admission Pathway].

Certified surgical technologists and LPN surgical technologists are employed in the operating room to assist with surgery.  The surgical technologist is trained at an Association of Surgical Technologist-approved facility.  Use of these certified assistive personnel is supported by the professional guidelines and is consistent with the role of the RN in the state Nurse Practice Act.
[509, Book 7, Exhibit D: SICU Staffing Template, Exhibit E: 9 North Staffing Template, Exhibit F: PHV VITA Staffing Template]
(Source of Evidence 5.10)

Examples of How Direct Care Nurses Influence Scheduling

Scheduling is influenced by the level of experience and the competencies of direct care providers.  Preceptors guide the progress of new staff during orientation and are accountable for informing unit leadership if new staff will not complete the orientation period as scheduled or is ready for independent practice earlier than planned.  Charge nurses for inpatient care areas are designated and prepared for the role.  Scheduling is planned to provide the necessary compliment of staff with the competencies and experience required to provide direct and indirect patient care.

The following policies provide the foundation for unit-based scheduling methods.  
· CL 30-02.01 Clinical Practice Guideline – [Exhibited in Force 5.1.E]
· CL 20-02.13 Allocation of Staffing Resources 
· OP 10-20.05 Census Management – Management of Bed Resources During Periods of High Volume at VUH

· OP 80-10.14 Census Management – Management of Bed Resources During Periods of High Volume at VCH

· OP 10-20.06 Staffing for Low Census Management
[5.10, Book 7, Exhibit A: Clinical Practice Guideline CL 30 – 02.01, Exhibit B: Allocation of Staffing Resources, CL 20 – 06.13, Exhibit C: Census Management – Management of Bed Resources During Periods of High volume at VUH, OP 10 – 20.05, Exhibit D: Census Management – Management of Bed Resources During Periods of High Volume at VCH, OP 80 – 10.14, Exhibit E: Staffing for Low Census Management, OP 10 – 20.06]
Direct care nurses in inpatient areas use one of three methods for scheduling: fixed rotational, preference and self or modified self.   Scheduling in the clinic is generally fixed because of the standard hours of operation. This changes, however, in clinics where hours of operation are expanded either into the evening or weekend.  Nurses select, through unit or clinic board, the type of scheduling system used and provide input on unit-based scheduling guidelines.  

Self Scheduling or Modified Self-Scheduling 

Self scheduling is used in a variety of patient care areas to promote staff satisfaction and enhance staff autonomy.  The schedule is made available to staff (electronically or on paper) to  complete their desired schedule.  Staffing templates and guidelines provide the boundaries for scheduling. In modified self-scheduling, the staff completes their schedule and then either a manager or a unit scheduling team finalizes the schedule.  Examples of areas that have designed and implemented self scheduling systems are presented.

Focus on a Modified Self Scheduling Plan for the Women’s Center
4 East is the obstetric and gynecology unit, with 36 beds and 37.01 FTEs staffing the unit. The self scheduling guidelines were developed through the unit board by staff members including direct care nurses, Care Partners, Medical Receptionists and the Nurse Educator. Guidelines include the staffing plan with the designated number of nurses, Care Partners and Medical Receptionists required for each day of the week. It provides guidelines for weekdays, weekends, holidays and vacation and on-call scheduling. Staff members are responsible for self scheduling utilizing these established guidelines. Our evaluation feedback from the June, 2005 RN (NDNQI) survey indicates high level satisfaction on the following related metrics:  
	RN Job Satisfaction
	T-Score*

	Time for Patient Care
	64.54

	Participation in Decision-Making
	55.73

	Satisfied with My Job
	66.18

	T-Score Legend: 50 rating is the Mean

40-60 rating is neutral, ≥ 60 is a strong positive, ≤ 40 is a strong negative


[5.10, Book 7, Exhibit F: 4 East Self Scheduling Guidelines]
Focus on a Modified Self Scheduling Plan in the Operating Room 

The Medical Center East OR (MCE OR) provides care to a variety of general surgery patients.  There are 3 operating rooms with a daily staff requirement of 3.0 FTE nurses, 1.5 FTE LPNs, and 3.0 FTE OR technicians. In response to staff feedback, the nurse administrator of MCE OR facilitated and supported development of a self scheduling system to provide staff with greater control over their work schedules. A committee from the unit board developed guidelines and the process for self scheduling. Once the guidelines were developed, they were discussed with leadership and staff and were endorsed for implementation.  
The staff self scheduling committee remains active revising guidelines as needed. The goal of reduced nurse turnover and improved recruitment has been achieved this past year. Our evaluation feedback from the June, 2005 RN (NDNQI) survey indicates high level satisfaction on the following related metrics:
	RN Job Satisfaction
	T-Score*

	Time for Patient Care
	60.47

	Participation in Decision-Making
	53.82

	Satisfied with My Job
	69.12

	T-Score Legend: 50 rating is the Mean

40-60 rating is neutral, ≥ 60 is a strong positive, ≤ 40 is a strong negative


[5.10, Book 7, Exhibit G: MCE Staff Self-Scheduling Guidelines and Meeting Minutes]]
Focus on a Modified Self Scheduling Plan for VCH Acute Care PODS (6A/B/C, 7A/B/C, 8 A/B/C) 
Prior to the move to the new facility, a decision was made to standardize the staffing policies for the acute care units due to increased frustration amongst the staff with the different guidelines between the areas.  We knew that we would be implementing ‘sharing staff with sister units’ and wanted to have congruency.  A task force of direct care nurses and unit staff from the acute care units developed the scheduling guidelines.  
The staff likes the option of modified self scheduling “because they are able to get a schedule that is conducive to their home life”.  The scheduling process also promotes teamwork amongst the staff as they work together to meet the needs of the staffing models for the floor.  The schedule template is posted approximately 5-6 weeks prior to the start date, the staff complete their individual schedules and work among themselves to meet the scheduling model needs.  The Assistant Manager finalizes the copy for posting.

Each of the PODS has 12 beds and an average of 17.0 FTEs.  Their acute care population includes: school-age and adolescent medicine and young and adolescent surgery patients.  
RN survey (NDNQI) results are in the table below, averaged for these PODS.  
	RN Job Satisfaction
	T-Score*

	Time for Patient Care
	62.81

	Participation in Decision-Making
	45.0

	Satisfied with My Job
	61.37

	T-Score Legend: 50 rating is the Mean

40-60 rating is neutral, ≥ 60 is a strong positive, ≤ 40 is a strong negative


[5.10, Book 7, Exhibit H: VCH Acute Care Pods Scheduling Guidelines]

Rotational Scheduling 
Rotational scheduling creates a predictable, fixed schedule.  Some direct care nurses prefer this type of scheduling because they feel like the predictability enhances work-life balance.  
Focus on Rotational Scheduling in Adult Orthopedic/Urology Inpatient Unit

The direct care nurses in our adult Orthopedic/Urology unit are “adamant about keeping rotational scheduling”.   Our adult Orthopedic/Urology Unit is a 32 bed unit with 16 beds on the 5th floor and 16 beds on the 6th floor with a total of 66 FTEs and their rotational schedules are based on 3 week patterns.  During the interview process, Cindy Childress, RN, Nurse Manager discusses rotational scheduling with potential employees.  If unexpected needs arise, staff is able to trade or swap days as needed.  As new staff is hired into the unit, they are plugged into a rotation as soon as possible.  Our evaluation feedback from the June, 2005 RN (NDNQI) survey indicates high level satisfaction on the following related metrics:

	RN Job Satisfaction
	T-Score*

	Time for Patient Care
	52.91

	Participation in Decision-Making
	55.73

	Satisfied with My Job
	70.59

	T-Score Legend: 50 rating is the Mean

40-60 rating is neutral, ≥ 60 is a strong positive, ≤ 40 is a strong negative


[5.10, Book 7, Exhibit I: Ortho/Uro Schedule]
Focus on Fixed Rotational Scheduling in the Clinic (Internal Medicine)


In our Vanderbilt Internal Medicine Clinic in Medical Center East – North Tower, they see on average, 175 patients per day.  All full-time nurses are on a fixed rotational schedule (i.e. Monday through Thursday, Tuesday through Friday or Monday through Friday).  Several nurses have alternate work schedules (i.e. 4-hour shifts, part-time),  and they also have a clinic-specific supplemental staffing pool consisting of full-time, part-time and PRN staff in all roles who primarily cover staffing needs for non-productive time.   The clinic is closed for most of the major holidays, on weekends and during the evening hours.  This system works well for this clinic. [5.10, Book 7, Exhibit J: VMG Scheduling Guidelines]

Because our VMG Clinics have a small number of direct care RNs, the majority of their staff satisfaction scores had to be rolled into one category, VMG Other. These scores do reflect a high level of staff satisfaction.  See the results in the table below.

	RN Job Satisfaction
	T-Score*

	Time for patient care
	55.81

	Participation in Decision-Making
	54.19

	Satisfied with my job
	67.04


* T-Score Legend:  50 rating is the Mean
40-60 rating is neutral, above 60 is strong positive, and below 40 is strong negative 
Preference Scheduling

Preference scheduling is when staff members turn their request into a manager or scheduling team and a schedule is created which meets the needs of the unit.  Some areas which have a smaller number of staff members find this method works well for them.  Many of our clinics which are open Monday through Friday utilized preference scheduling.  Following are some examples
Focus on Preference Scheduling at PHV Child and Adolescent 


The staff on the Adolescent and Child Units at PHV prefer the flexibility of preference scheduling for several reasons, with the main one being vacation planning.  Guidelines support the staff in being able to plan ahead several months and secure the days off they need.  In addition, they like the sense of equity regarding holiday rotations.  Staff members can exchange days/shifts if they needed.  These two units are staffed separately and do not have a PRN Pool, nurses are replaced from within the staff at PHV. The table below reflects the satisfaction data. 

	RN Job Satisfaction
	T-Score*

	Time for Patient Care
	67.44

	Participation in Decision-Making
	50.00

	Satisfied with My Job
	75.73

	T-Score Legend: 50 rating is the Mean

40-60 rating is neutral, ≥ 60 is a strong positive, ≤ 40 is a strong negative


[5.10, Book 7, Exhibit K: PHV Nursing Staffing/Patient Assignment Policy, Exhibit L: PHV Scheduling Guidelines for Child and Adolescent]]
Automated Scheduling


In 2006, we will pilot and implement an automated scheduling system designed by WorkBrain Inc. Internally the system will be known as VandyWorks. Existing scheduling policies, procedures and guidelines have been revised as necessary.
(Source of Evidence 5.11)

How the Various Levels of Nurse Leaders Ensure that the Utilization of Personnel Resources is Consistent with the Established Staffing Plan, Scheduling Plan, Patient Needs, and Model of Care

Nurse leaders have a high level of accountability for the utilization of personnel resources to meet patient care needs and achieve high quality outcomes.  Ongoing review and integration of multiple data sets is conducted by nurse leaders at various levels.  The goal is to ensure that on a daily basis, patient needs, the model of care and the scheduling plan are utilized to staff the area.  Variances (positive or negative) are analyzed to identify trends necessitating adjustment of the scheduling plan.
The following table describes how various levels of nurse leaders ensure that the utilization of personnel resources is consistent with the established staffing plan, scheduling plan, patient needs and model of care.

	NURSE LEADERS & PERSONNEL RESOURCES
	Staffing
Plan
	Scheduling Plan

	Patient Needs 
	Model of Care

	Charge Nurses
	Plan and organize unit staff resources for each shift’s needs based on unit activity and patient acuity.
	Provide input to managers on operational needs.
	Assign unit staff to meet patient care needs, considering staff skill mix and unique patient considerations  
	Model the interdisciplinary collaborative process, problem solve with the interdisciplinary team, act as a key contact for support departments

	Managers/Assistant
Managers
	Serve as a resource to problem solve utilization of staff resources in the case of bed management issues. 
	-Develop the plan with input from staff and charge nurses, utilizing benchmarks and monitor effectiveness of the plan.
-Facilitate and provide parameters for unit-based scheduling policies, monitor effectiveness.
-Monitor patient volume and acuity  trends to assess for needed budgetary adjustments related to staffing and/or skill mix.
	Round with staff, charge nurses and patients for feedback on the effectiveness of the staffing plan in meeting patient needs and utilize the information to adjust the plan as needed.
Review all sources of patient feedback. 
	Facilitate the unit-based assessment and implementation of the model of care. 



	Patient Care Center Administrative Directors/Assistant Administrative Directors
	Work with nursing  managers in the case of severe bed management problems, in the event of a significant internal staffing problem  or in response to an internal or external disaster.
	Review and endorse the scheduling plan   and staffing guidelines.   Advocate to the CNO when adjustments are required. 

Monitor against benchmarks.
	Review patient feedback (surveys, rounds, letters, data from Patient Affairs and Risk Management).
Provide oversight when diversion is required.
	Secure support and services for implementation of the model, if needed.

Participate in strategic planning to support the model of care.

	Chief Nursing Officer 
	Work with PCC Administrators, managers and staff on the unit level in the event of a significant internal staffing problem or in response to an internal or external disaster.
	Endorse unit scheduling plans and scope of care.

Advocate to executive leaders for fiscal support of required staffing.

Monitor against benchmarks and trended staffing data. 

Support innovation.

Authorizes additional staffing resources based on changes in practice, and/or staff feedback
	Support PCC Administrators to respond to identified patient needs.
	Convey critical aspects of the model of care, including standards for practice to executive leaders.
Participate in strategic planning to support the model of care. 


The following tables are summaries of the biweekly variance reports which nurse managers and administrative directors use to monitor utilization of personnel resources in accordance with the established staffing plan, scheduling plan, and model of care.  The biweekly variance reports were discussed in Force 1, Sources of Evidence 5 and 6.  Managers receive biweekly variance reports per unit, for these reporting purposes; we have provided the reports per service. 
[5.11, Book 7, Exhibit A: Table 1 – Total Nursing Hours per Patient Day, Exhibit B: Table 2 – RN Hours per Patient Day, Exhibit C: Table 3 – Percentage of Total Nursing Hours Supplied by RNs, Exhibit D: Table 4 – Percent of Total Nursing Hours Supplied by Agency Staff of all Licensure Categories]

Force 5
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