Force 6: Quality of Care

The provision of preeminent patient care is the driving force beneath our philosophy of nursing and the missions of VUMC.  Evidence based practice requires nurses to improve care through the application of existing knowledge and their contributions to the generation of new knowledge.

Quality Infrastructure and Processes

(Source of Evidence 6.1)

Quality Infrastructure - the Organizational Committees and Decision-Making Bodies which Affect Client Care – and the Involvement of Nurses from Various Settings and at All Levels of the Organization in Establishing, Monitoring, and Evaluating Practice Standards and Patient Care Policies at the Unit and Organizational Levels

Patient care quality issues are identified both at the point of service (unit/clinic) and at a global or organizational level.  Each Vanderbilt nurse is responsible and accountable for providing high quality care and is supported by an infrastructure of decentralized decision making.  Direct care nurses are empowered to establish and evaluate patient care practices.  Local issues may be resolved in a decentralized manner, at the point of service and/or via a unit or clinic board. Often, quality issues rise to the level of the Patient Care Center Board or spread horizontally across the organization via the Nursing Leadership Board or other councils or committees.  


Our Nursing Staff Bylaws provide our quality infrastructure and processes.  The boards, councils and committees provide the forums for establishing, monitoring and evaluating practice standards and patient care policies.  There are four nursing boards.

· Unit/clinic boards organize direct care staff, leadership, physicians and members of other disciplines in a practice area to address clinical quality and safety.

· Patient Care Center boards organize the administrator of each center and the clinical managers, educators, advanced practice nurses and case managers, physicians and members of other disciplines caring for patients in the center to focus on quality of care and services to specific patient populations.

· The Nursing Leadership Board organizes clinical and support service managers and leaders to address operational quality and effectiveness across Patient Care Centers and ancillary services.

· The Nursing Administrative Board organizes the nursing executive and nursing administrators and directors to focus on strategic quality planning.

Councils provide a forum for discussion of quality issues.  They are also a platform from which to advise nursing leadership relevant to the group and a forum for communication and information sharing.  There are five councils.  

1. Nursing Staff Council 

2. Manager Council 

3. Advanced Practice Council

4. Case Manager Council 

5. Clinical Research Staff Council


The standing committees at VUMC are organized to support the work of unit boards and are formed by and report to the Nursing Leadership Board.  There are five standing committees, each of which impacts quality.

1. The Clinical Practice Committee is the resource for the definition of the practice of nursing and other disciplines with a focus on quality, continuity, safety and efficiency. In addition, we have two subcommittees of the Clinical Practice Committee: The VCH Practice Committee and the Nursing/Pharmacy Committee. 

· VCH Practice Committee functions in the same manner as the Clinical Practice Committee with a focus on the development of companion polices which are tailored/customized specifically to the pediatric population. 

· The purpose of the Nursing/Pharmacy Committee is to support clinical and operational services of the Medical Center as a resource for the definition of the relationships between nursing and pharmacy with a focus on quality, continuity, safety, and efficiency.  [6.1, Book 7, Exhibit A: Nursing/Pharmacy Committee Charter] The committee is composed of direct care nurses and nurse educators from patient care areas across the Medical Center as well as pharmacists from multiple settings.  The desired outcomes of this committee help to define their activities. They include:

· Develop and revise clinical and operational policies and procedures based on current practice issues surrounding medication use as it relates to operational and safety issues affecting patient care

· Coordinate review and development of clinical, operational, and safety policies related to medications

· Consistent application of policies and procedures for both inpatients and outpatients

· Consistent application of policies and procedures for both adult and pediatric patients

· Coordinate review of changes in standards and regulations with appropriate revision of policies and procedures (e.g., Adult Clinical Practice Committee, Pediatric Clinical Practice Committee, Operations Policy, JCAHO Standards, National Standards such as ASHP, PPAG)

· Review national medication safety alerts (i.e.:  ISMP, USP) as well as internal trends in Risk Management reporting related to medication use, with appropriate revision of policies and procedures

· Recommend continuing education programs

· Policies and procedures will be based on evidence of best practices

2. The Vanderbilt Professional Nursing Practice Program Central Committee reviews portfolios and conducts staff interviews for registered nurses seeking advancement in the Professional Practice Program.  The committee assures congruence with professional nursing practice standards across the Medical Center.

3. The Nurse Wellness Committee develops programs and services based on identified needs of nurses, advocates for the health and wellness of nurses, and serves as an advisory board to the Nurse Wellness Program.  We seek to retain highly qualified nurses who provide excellent patient care.

4. The Recruitment and First Year Committee assesses, develops and implements strategies, programs and processes for recruitment, selection, orientation and support for nurses during their first year of employment at Vanderbilt.    We seek to identify and hire applicants who are competent professionals and retain them as they develop the knowledge and skills required for high quality patient care.

5. The Licensed Nurse Credentialing Committee provides a mechanism for compliance with regulatory agencies, accreditation agencies and third party payers. Our credentialing process assures competence to provide high quality care. [6.1, Book 7, Exhibit B: Nursing Integrated Structure for Shared Governance, Quality & Safety] 
The Medical Center Quality Council, responsible to the Medical Center Medical Board (MCMB) and the Board of Trust, is the foundation of the enterprise-wide quality structure. The MCMB, accountable for fulfilling our obligation to provide safe, high quality care to patients, establishes monitors and evaluates practice standards and patient care policies.  Our CNO is a member of the MCMB and the Board of Trust. Four groups report to the Medical Center Quality Council. [6.1, Book 7, Exhibit C: VUMC Enterprise-Wide Quality Structure] These four groups include:  

· Nursing Administrative Board (NAB) which has been discussed previously

· Executive Safety Council (ESC) is responsible for patient, staff and visitor safety and has representatives from our patient care, academic and operational entities, including nursing. ESC provides the mechanism to integrate disciplines and services into a single organizational effort focused on patient safety and risk management. 

· Medical Center Safety Committee (MCSC) is responsible for staff and environmental safety and includes nursing representatives.  MCSC develops, monitors, and reviews the Medical Center’s Safety Program, policies and procedures.  Maintaining a safe environment is fundamental to patient, visitor and staff safety.

· Several committees focused on specific aspects of patient and staff safety are authorized by the Medical Staff Bylaws and include, but are not limited to:  Infection Control, Sedation Committee, Pharmacy & Therapeutics, Value Analysis, CPR, and Joint Practice.  Each has nursing representation. 

(Source of Evidence 6.2)

Evidence that Direct Care Nurses’ Perceive they Provide High Quality Patient Care


 Evidence demonstrates that Vanderbilt nurses perceive they provide high quality patient care.  Sources of evidence include the VUMC Staff Satisfaction Survey conducted by Morehead and Associates, responses to the NDNQI RN Satisfaction Survey, applicants for promotion in the VPNPP and annual nursing awards.
Staff Satisfaction Data

Two items in the Morehead Staff Satisfaction Survey address nurses’ perceptions of the quality of care.  Responses from nurses across VUMC are below.
	Satisfaction Item
	1998
	2001
	2004
	National RN 2005

	My work group provides high-quality care and customer service.
	4.01
	4.11
	4.37
	4.34

	The Medical Center provides high-quality care and customer service.
	N/A
	N/A
	4.08
	4.11


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


In June 2005, direct care nurses completed the NDNQI RN Satisfaction Survey. Shown below are the overall results for staff perception of quality of care.

	Satisfaction Survey Parameter:
Quality of Care
	Survey Item
	Mean Unit Rating

(higher score = positive rating)

	Rating of Quality of Care on Unit


	Last Shift****
	3.44



	
	In General****
	3.46

	
	Change in Past Year***
	.32

	Rating of Last Shift
	Overall Good Day**
	4.77

	
	Important Things Got Done*
	4.21

	**** Responses 1 (poor), 2 (fair), 3 (good), 4 (excellent)

***  Responses -1 (deteriorated, 0 (unchanged), +1 (improved)

**    Item: “overall, I had a good day” Responses 1 (strongly disagree), 2 (disagree), 3 (tend to disagree),        4 (tend to agree), 5 (agree), 6 (strongly agree).

*      Item: ‘some important things just didn’t get done for patients” Responses 1 (strongly agree), 2 (agree),    3 (tend to agree), 4 (tend to disagree), 5 (disagree), 6 (strongly disagree)




Performance Review for Advancement in the Professional Practice Program
Direct care nurses who seek to advance to RN 3 or 4 in the VPNPP present case study examples that reflect high quality care.  Nurses describe patient care examples which highlight the key functions of their role in planning and managing care, continuum of care planning, patient/family education and problem solving.   Examples of narratives will be available on site.
Annual Nursing Awards

The Rosamond S. Gabrielson Staff Nurse of the Year Award is presented annually during National Nurses’ Week.  Previously this was awarded to a nominated nurse after peer review.  A change was made and now the Staff Nurse of the Year Award is given to all of the nurses who advance to the Staff Nurse 3 and 4 levels in our professional practice model.  This is an acknowledgment of the many contributions of the nurses that advance.  
(Source of Evidence 6.3)

An Example to Illustrate How the Allocation of Human and Materials Resources has Improved the Quality of Patient Care


Allocation of human and material resources is a key to providing high quality patient care.  One example of a substantial investment which has improved patient safety and quality is our testing and subsequent adoption of the Alaris IV pump.  

In 2000, Vanderbilt nurses worked with the Alaris Company as a beta site for testing “Smart Pump” technology.  The Smart Pump is designed to prevent medication dosing errors through the use of computer software with drug libraries programmed for different patient populations.  For example, the pump profile for pediatric critical care patients is unique, as is the profile for adult patients.  Due to our successful collaboration during beta testing, the Smart Pump technology was significantly enhanced.  The IV pumps were purchased for use throughout VUMC in 2002 and more than 2500 professional nurses were trained in its use.  Approximately $3,500,000 was spent on the Alaris IV pumps through a capital lease.  Each nurse received a minimum of one (1) hour training and there were countless hours of planning over a two (2) year period to make this project successful.

Ongoing collaboration with Alaris has resulted in continued product updates.  In the fall of 2005, the pump computer software was upgraded.  We are in the initial stages of planning the implementation of a significant enhancement to medication administration safety.    When a computerized medication order is received in our Pharmacy, a pharmacist will remotely program the IV pump.  The nurse is alerted, confirms the order and enables the change in pump programming.  Essentially, each IV medication infusion is double-checked by a nurse and a pharmacist.  

Our initial work with the Alaris Company was led by a Vanderbilt nurse who lost a battle to cancer.  In honor of her efforts, the company established the Irene Hatcher Patient Safety Fellowship and funded it for five years. The fellowship brings together nurses from around the world at the Alaris Center for Medication Safety and Clinical Improvement to focus on best practice recommendations and process improvement.   The first fellowship was awarded Devin Carr RN, RRT, MSN, manager of our Surgical ICU and chair of the Value Analysis Committee. 
In addition to this recognition, the Leapfrog Group recognized Vanderbilt’s effort as “providing safety measures that the rest of the United States should emulate.”  U.S. News and World Report named VUMC to an Honor Role of Excellence with regard to patient safety.   [6.3, Book 7, Exhibit A: JONA Article October 2004]  

(Source of Evidence 6.4)

Processes by which Standards of Practice and Standards of Care are Developed, Implemented, Monitored for Impact and Systematically Evaluated at the Organizational and Unit Levels

Standards of practice and standards of care are developed or adapted by clinical experts with guidance of our Clinical Practice Committee.  The Clinical Practice Committee is interdisciplinary, representing the perspectives of the entire patient care team.  Existing guidelines are scheduled for regular review and are updated whenever practice changes require.   Implementation, monitoring and evaluation of guidelines may be a local or centralized process.  

Guideline Development  
Clinical content experts review the current literature to identify evidence for practice.   The guideline is developed or revised following a standardized format, with support, if needed, from a designated staff member, and is presented to the committee for review and approval.  [6.4, Book 7, Exhibit A: Clinical Policies, Procedures, Protocols, and Guidelines Users Guide, CL 10-01]  When needed, the education and skills required to perform the care outlined in the new/revised guideline are defined.  The committee discusses specific education needs related to practice changes and works collaboratively with unit educators, the Learning Center, product representatives and others to plan and implement the education.  [6.4, Book7, Exhibits B: CVC Guideline CL 30 – 07.02, Exhibit C: Ostomy Care & Management CL 30 – 16.01, Exhibit D: Adult Chemotherapy Guidelines CL 30- 06.09, Exhibit E: Pediatric Chemotherapy CL 30 – 19.18]
Guideline Implementation
 Practice guidelines are approved by members of the Clinical Practice Committee and formally endorsed by the CNO.  The new or revised guideline is posted in the on-line practice manual and staff is notified of the changes via an on-line educational summary.  When a significant change in practice is required, the education plan is implemented prior to the release of the guideline.  Unit/clinic board members, managers and educators are accountable for successful implementation of an approved clinical practice guideline at the practice level.  

[6.4, Book 7, Exhibit F: Educational Summary]
Monitoring Guideline Impact  
Unit/clinic board members, managers and educators are accountable for monitoring the impact of all clinical practice guidelines at the patient care level.  Leaders in the clinical areas compare actual patient care practices to established practice guidelines.  When variation is detected, quality improvement processes are applied at the unit level or may trigger a referral to the Clinical Practice Committee. Feedback regarding impact of any guideline drives the systematic prioritization for focused evaluation.    

Systematic Evaluation  
There are three mechanisms for systematic evaluation of standards of practice.  First, all practice guidelines are systematically reviewed at a minimum of every three years.  In some instances, practice change or a specific request prompt earlier evaluation.  

Second, feedback to the Clinical Practice Committee regarding impact of practice guidelines at the patient care level may prompt focused evaluation.  Routine monitoring of occurrence reports and expressions of individual concern to the committee are additional potential sources of information prompting focused evaluation.  For example, a direct care nurse raised concern regarding ordering chemotherapy to be dispensed and administered to patients in clinical areas without Chemo-Certified nurses.  A focused evaluation of our standards of practice and work processes followed.  [6.4, Book 7, Exhibit G: Request for Review Clinical Practice Issues] 

Third, guidelines are evaluated in a systematic and ongoing method across our organization, when their impact is significant.  These include, but are not limited to: sedation practices and outcomes, use of restraints, pressure ulcer prevention, patient fall incidents, IV infiltration, pain management and physical assault.  Recognized as institutional priorities, the impact of these particular practices and the importance of nursing care provided on overall patient outcomes are also recognized nationally.  Systematic evaluation is supported with centrally allocated fiscal and human resources.  Data is reported quarterly for nurse managers and administrators, who take the information to staff at unit board.  

(Source of Evidence 6.5)

How Each Step of the Nursing Process is Operationalized in Nursing Practice Throughout the Organization

Our Clinical Practice Guidelines (CL-30-02.01 Exhibit in Force 5) defines the fundamental expectations for care provided to patients by direct care nurses.  The table below outlines how each step of the nursing process is put into practice.  

	Nursing Process
	Structure
	Process
	Outcome

	Assessment
	Patient / family assessment standards are developed by an interdisciplinary team composed of content and clinical experts.  In addition to incorporating regulatory requirements, assessment standards are based on best practices and evidenced based guidelines.  Structure is provided through the use of standardized formats and content for similar patient populations.


	Assessment is guided by policies that define when initial assessment and re-assessment occurs. 

Initial and on-going assessments guide nurses to order specific consultation(s) from members of the interdisciplinary team when unique patient care needs are identified and require the expertise of other team members in planning, intervention, and education
	Adult Admission History and Assessment Policy and Flowsheet

Pediatric Admission History and Assessment Policy and Flowsheet

Outpatient Intake Assessment Policy and Form

Customized Assessment:  Restraints Policies and Flowsheet

	Planning
	The plan for care of patients and families is guided by inter-disciplinary practice guidelines (pathways, order sets, protocols). 
	Pathways, order sets and protocols are diagnosis or procedure specific and are individualized for the patient based on assessment findings. Case managers are actively involved in educating the nurses and assuring that patients are assigned the pathway or protocol matching their diagnosis or procedure.

Case managers also provide house staff orientation to the clinical practice guidelines used on the each service.


	Two examples:

Unit-based Pathway Committees are chartered to operationalize pathways and order sets at the local level.

Committee for Clinical Excellence (Adult ED) is organized to address barriers to clinical work life and to establish, review, maintain and promote excellence in clinical standards of care and evaluate the effectiveness of clinical systems and recommend adjustments. 



	Intervention
	Interventions are defined in practice guidelines and are modified based on the assessment of individual patients.
	Pathway interventions are matched by orders on pathway-related order sets implemented by physicians and nursing staff.    


	 Pathways and matched order sets.

	Evaluation
	Pathways define clinical goals or anticipated outcomes for phases of care for patients with a specific diagnosis or undergoing a particular procedure. 
	Assessment/reassessment of patient progress toward the achievement of clinical goals is performed and documented every shift.  If goals are not met, plans are re-evaluated for continuing care needs and interventions and discharge plans are adjusted.


	Discharge plan of care.


[6.5, Book 7, Exhibit A: Adult Admission History and Assessment Policy CL 30 – 05.04 and Flow sheet, Exhibit B: Pediatric Admission History and Assessment Policy CL 30 – 05.05 and Flow sheet, Exhibit C: Clinic Intake Policy and Forms (Adult & Pediatrics), Exhibit D: Patient Restraint Policy CL 30 – 04.18, Exhibit E: Restraint Flow sheet CL 30 – 05.09]
Patient Safety
(Source of Evidence 6.6)

The Process by which Innovative Patient Safety Programs or Initiatives have been Developed, Implemented and Evaluated.  Examples that Demonstrate the Involvement of Nurses from Various Practice Settings and at all Levels, and that Demonstrate How these Programs or Initiatives have Improved Patient Safety Outcomes
Innovative patient safety initiatives or programs are developed in response to potential or real patient safety issues which surface from three main sources:  
· the “grass roots” level, where direct care staff identify issues 

· our own internal data 

· national patient safety initiatives

When direct care staff identifies a patient safety issue that is unit-based in scope, they have – through the interdisciplinary unit/clinic board – full authority to develop, implement and evaluate solutions.  When issues cross unit boundaries or there is potential for system-wide impact, the Clinical Practice Committee organizes key stakeholders to develop strategies which address the issue.  The stakeholder team is accountable for the research necessary to establish evidence based solutions.  The Practice Committee provides the coordination needed to identify and align resources for the team charged to develop a safety solution.  When the solution is developed the committee assists the team to:

· identify the target audience for the safety improvement to
· raise awareness of the safety issue  

· communicate the need for improvement

· identify the education and training needs necessary to implement the solution.
· Implement and evaluate the safety solution.
The Executive Safety Council focuses on national patient safety initiatives and internal safety issues elevated to their attention.  This Council serves to integrate disciplines and departments in organizational efforts focused on patient safety and risk management.  Formal identification and sanction of a program or initiative occurs in the Council. Executive Safety Council’s oversight of patient safety initiatives includes, but is not limited to the following activities:

· proactive assessment 

· education and training

· integration of patients, visitors, family and staff safety initiatives

· failure, mode, and effect analysis

· event identification

· support for sentinel events 

· reviews all safety reports, taking action on those which cannot be addressed at the local level or need broader organizational attention

· selects a minimum of one high-risk process for proactive risk assessment annually

· communicates safety issues (quarterly report) and submits an annual report  to appropriate groups and individuals
A number of innovative patient safety initiatives have been developed and implemented at VUMC.  Examples follow which illustrate the involvement of nurses in the development, implementation and evaluation of safety solutions at the unit level and those guided by the Clinical Practice Committee and the Executive Safety Council.

Unit Level Solution:  Reducing Self-inflicted Injuries 

Patients with co-morbid personality disorders are prone to self-inflicted injuries.  PHV staff investigated potential interventions to improve the safety of care for this patient population.  An interdisciplinary group of direct care nurses, the clinical director (MD), a nurse manager, mental health specialists and a consulting psychologist developed the safety initiative.  The team’s goal was to decrease the occurrence of superficial self-inflicted injuries. 


Following a literature review, the team selected Linehan’s model of Dialectical Behavior Therapy (DBT) as the framework for interventions to increase patient safety. Interventions include:

· Scheduling groups to provide more structure 
· The addition of topics such as stress management and assertiveness to increase coping skills repertoire in group meetings

· Development of a self injury questionnaire 
· Development of a No Harm Contract for patients identified at risk for self-inflicted injury 
Staff were trained in DBT and provided additional education about personality disorders to increase their understanding of this patient population and the rationale for the interventions.  Self-inflicted injuries fell from a mean of 7.5/month prior to the implementation of this safety initiative to a mean of 1.6/month post-implementation. This level of self injurious behavior has been sustained since implementation, with a mean of 2/month.  This program won the Tennessee Hospital Association Patient Safety award in 2004.  [6.6, Book 7, Exhibit A: PHV Reducing Self-Injuries Article, Exhibit B: Tennessee Improving Patient Safety Certificate] 

Clinical Practice Committee Supported Solution
 Missing Persons policy

This project was initiated because of national efforts to improve safety within hospitals, including times of mass confusion such as a disaster.  Reference material to support the new missing persons policy were drawn from the National Center for Missing and Exploited Children, the Nashville Metropolitan Police Department and the JCAHO 2002 report on security.  The project was initiated by our Emergency Management / Disaster Preparedness team and was led by Pam Hoffner, RN.  In addition to the Emergency Preparedness team, other members who participated in this project included VCH administrators, Vanderbilt University Police Department and Medical Center operators.
The policy originally referred to as “Code Adam” was enhanced to meet the complex security issues facing the US.  The new policy provides improved structure on the potential missing patient / abduction code call to strengthen the immediate response by the campus police.  The policy was reviewed and revised from November 2004 through February 2005 and approved for full campus implementation in March 2005. [6.6, Book 7, Exhibit C: Missing Person/Abduction Response Policy SA 30-10.01]  Training for this process included:

 (a) notification through the monthly policy update, 
(b) in-services at staff meetings 

(c) inclusion of the policy for staff questioning on Environment of Care and Quality Round tours.  [6.6, Book 7, Exhibit D: VCH Quality Rounds]  Additional training is available through the Annual Safety Fair for all clinical staff.

Since March 2005, 6 codes (2 drills and 4 potential situations) have been called for VCH pediatric patients. There was an appropriate response by staff to each of the codes called.  For the four potential situations, each was closed within 15 minutes as the patient was found safe, confirmed as lost or wandering and within the children’s campus.

Establishing a Neutral/Safe Zone for Passing Sharps in the Operative Services Areas


The Free Electron Laser (FEL) Center’s Unit Board noted an increase in sharps injuries when they were assessing their quarterly data (last quarter of 2005).  Their subsequent research lead to the conclusion that a modification to the standard precautions policy clearly defining the “safe passing of sharps on the sterile field” would help to decrease sharps injuries.  They continue to monitor sharps injuries to determine improvement. 

The change establishes a neutral/safe zone for safely passing sharps on the sterile field.  The neutral/safe zone may be a sterile container, instrument stand or magnetic pad.  The designated area is utilized by the surgeon and the scrub nurse.  Each time a sharp is placed in the safe zone, the surgeon or scrub nurse indicates this action verbally by announcing “sharp in the safe zone”, or “sharp down”.

ESC Supported Solution:  Reducing Central Venous Catheter Infections

The use of central venous catheters is associated with an increased incidence of blood stream infection.  We define central venous catheter blood stream infection (CVC-BSI) using the National Nosocomial Infections Surveillance (NNIS) criteria.  From November 2001 to October 2002, the 14-bed MICU had a CVC-BSI rate of 5.86 per 1000 central line days and ranked in the 75th-90th percentile of NNIS hospitals.  A team was formed to develop strategies of improve the safety of patients with CVC.  The team included MICU staff nurses, infection control practitioners, nursing and physician leadership from the MICU, the hospital epidemiologist, the Center for Clinical Improvement and a national quality scholar.  The goal of this team was to reduce the CVC-BSI rate through standardized education and evaluation of catheter insertion practices with real time feedback.  The safety solution was designed to be educational, rather than punitive in nature.
To improve adherence to the Healthcare Infection Control Practices Advisory Committee (HICPAC) guidelines, the interdisciplinary team developed formal education and a bedside monitoring tool used when a CVC is inserted.  Completion of web-based education and a test is required of all medical and nursing staff.  Staff nurses complete the bedside monitoring tool, which details the HICPAC guidelines for safe CVC insertion, at the time of CVC insertion or guide wire exchange.  MICU nurses and physicians are provided data about unit specific practices at the start of each month and 3 weeks later, enabling resident physicians to adjust their practice based on data. 

Since October 2002, practices at 693 CVC insertions have been monitored.  Given both education and feedback on practice, the MICU CVC-BSI rate has decreased.  Prior to intervention implementation, the longest time period between infections was less than 100 days.  Since monitoring for safe practice was implemented, there have been two instances of longer than 200 days between CVC-BSI. Positive feedback from this intervention has led to its acceptance and continued success for over 2 years. This project won the Tennessee Hospital Association Improving Patient Safety Award 2005. [6.6, Book 7, Exhibit E: Executive Safety Council Minutes October 13, 2005, Exhibit F: CVC-Bloodstream Infection Rate Reduction power point presentation]
(Source of Evidence 6.7)

 The Process by which Staff Safety Programs have been 

Developed, Implemented and Evaluated
Staff safety programs, like those for patient safety, have been developed and implemented in response to potential or real safety issues which surface from three main sources:  

· the “grass roots” level, where direct care staff identify issues 

· internal monitoring data 

· national safety initiatives and related regulatory standards
Staff and leaders are empowered to resolve minor staff safety problems in their area.  In addition, to highlight local responsibility for safety, each department establishes a safety program and provides an annual safety report.  Department safety plans and reports are reviewed by the Medical Center Safety Committee.

When our internal data reflects evidence that a staff or environmental safety problem crosses unit or area boundaries, the problem is surfaced at the Medical Center Safety Committee.  This interdisciplinary committee is responsible for developing, monitoring and reviewing the Medical Center’s Safety Program and for recommending safety policies and procedures.  
Staff safety initiatives and programs originate with the Medical Center Safety Committee, the Vanderbilt Environmental Health and Safety (VEHS) and our Occupational Health program, which includes the Nurse Wellness program and the Employee Assistance program. Systems exist for the development, implementation and evaluation of initiatives and programs which support staff safety. 
Development:

As programs are developed these groups support the necessary policy and procedure development; design of measurement metrics, audit tools and rounding logs; and design of educational content for the program. As well, they consult with departments on local safety plans and reports. 
Implementation:
     
Safety related initiatives/programs are included in new staff orientation. Education and training strategies are operationalized through innovative learning techniques including; web based in-services, local expert content “champions”, vendor visits, Safety Fairs, skills check offs, and printed materials (posters, flyers, handouts). New or revised policies/procedures are published and accessible on-line. Staff are educated about and referrals can be made to our Employee Assistance Program and Nurse Wellness Program.
Evaluation:  
     
Ongoing evaluation is essential to the success of the Safety program. This is accomplished through:  Hazard Surveillance Programs, Medical Devise recall program, monitoring of trends from First Report of Injury data, security report data, emergency preparedness plans, life safety plans, and rounding and utility audits.  An annual departmental safety report is submitted by each unit/clinic to the Medical Center Safety Committee and the Medical Center Board and departmental safety programs are reviewed a minimum of every 3 years. 
(Source of Evidence 6.8)
Policies and Procedures that Address the Identification and Management of Problems Related to Incompetent, Unsafe or Unethical Practice and Examples which Illustrate Compliance with these Policies

Our guidelines which address the identification and management of incompetent, unsafe or unethical practice include:

· Operations Policy (OP) 10-10.24 Occurrence Reporting

· OP 10-40.07 Confidentiality Agreement

· OP 10-40.11 – 40.33 Information Management

· OP 10-50.06 Patient Rights and Responsibilities

· OP 10-50.08 Patient and Guest Relations: Staff Conduct Related To

· OP 20-10.06 Adoption

· OP 20-10.03 Advanced Directives

· OP 20-10.20 Legal Compliance and Integrity Plan: Standards of Conduct

· OP 20-10.23 Legal Compliance and Integrity Plan: Policy Guide

· OP 20-10.25 Identification and Reporting of Adult Abuse, Neglect and/or Exploitation

· OP 20-10.26 Identification and Reporting of Child Abuse, Neglect and/or Exploitation

· OP 20-10.27 Identification and Reporting of Domestic Abuse/Violence

· OP 20-10.28 Identification and Reporting of Victims of Violence

· OP 30-10.02 Conflict of Interest

· OP 30-10.04 Alcohol and Drug Use

· Safety (SA) 10-10.01 Safety Program (see section III, C, 6)

· SA 10-10.11 Environmental Health and Safety

· Infection Control (IC)  10.10.19 Standard Precautions 

· Human Resources (HR)  -002 Anti-Harassment Policy

· HR-014 Performance Improvement Counseling

· HR-022 Dispute Resolution 
· HR-027 Work Place Violence 

· HR-031 Smoking and Tobacco Products in the Workplace

· HR-033 Relationships in the Work Place

· HR-035 Substance Abuse
PHV has 2 additional policies which address issues unique to their treatment setting:

· PHV – 01-032 Confidentiality

· PHV – 01-015 Incident Reporting

Examples of our policies are provided as Exhibits, all policies are available online at:  http://vumcpolicies.mc.vanderbilt.edu/E-Manual/Hpolicy.nsf
http://hr.vanderbilt.edu/policies/index.htm
[6.8, Book 7, Exhibit: An Occurrence Reporting:  Patient and Visitor, OP 10-10.24, Exhibit B: Legal Compliance and Integrity Plan Standards of Conduct, OP 20-10.20, and Exhibit C:  Standards of Conduct] 
The programs which support both system and individual compliance with our guidelines for safe and ethical practice are:

· Environment of care rounds are conducted by interdisciplinary teams in every medical center site of care at least twice each year to identify potentially unsafe or unethical practices.  For example, staff in an outpatient area was unaware of state and federal regulations related to radiology services provided by unauthorized personnel.  Prompt correction resulted directly from the discovery made during the rounds.
· Rounding for outcomes is conducted by area managers and their designees.  Rounds in the Emergency Department have improved call-backs to patients and families discharged from the ED
· Tracer rounds are designed to monitor our compliance with external standards as patients move across the care continuum.  Initiated in November 2005, the rounds have already identified that, based on patient report; we are only 70 percent compliant with assuring patients receive information about their rights.
The VPNPP focuses on the individual practice of each direct care nurse.  Each nurse is expected to use problem solving skills to identify and resolve patient, unit and system issues, using the appropriate chain of command.  As nurses advance in the program, their skills and leadership in quality improvement and change management expand.  
Six departments help us to identify and work to resolve lapses in compliance with our guidelines for safe, competent and ethical practice through defined and organized processes within each department.
· Risk Management receives all reports of near-miss and actual adverse events.  At a system level, the reports are aggregated and the information is shared with both the Risk Management and Patient Safety Committees.  When a significant near-miss or adverse event occurs, a team is assigned to conduct a root cause analysis and those results and improvements are also reported to the Risk Management and Patient Safety Committees. 
· For example, the armbands on two patients cared for on an inpatient unit were inadvertently switched.  Though no adverse event occurred with either patient, the error was not noted for several shifts.  The root cause analysis for this particular issue resulted in the following changes:  1) the admitting nurse is the one responsible for placing the correctly identified armband on the correctly identified patient and 2) the admitting nurse is responsible for documenting in the chart about checking and placing the correct armband on the correct patient. Since this change was implemented, this particular unit has not had any further errors.  House-wide changes in correct armband and correct patient placement will follow.

· Vanderbilt Environmental Health and Safety facilitates and promotes staff safety and environmental management.   Detail and an example of how this program helps to assure workplace safety are provided in Source of Evidence 6.10.
· The Medical Center Corporate Compliance Office helps to assure safe and ethical patient care.   The office developed our Standards of Conduct, which all new staff learn in required organization-wide orientation.  Written instructions are provided which detail how the Compliance Office can be contacted with concerns regarding violation of Medical Center guidelines or government regulations.  Staff and faculty review the conduct standards annually, with a WebInservice.  In addition, all credentialed nurse practitioners and physician assistants take special training in documentation and coding provided by our Compliance Office.  Each provider is audited regularly, the results are tracked and ongoing education is provided.  The Compliance Office produces a bi-monthly newsletter that contains educational materials and reminders of important issues. The newsletter is available through the Compliance Office website.

[6.8, Book 7, Exhibit D: (http://www.mc.vanderbilt.edu/compliance/phytraining/np.ppt Compliance Training]
· Our Human Resource Service conducts a criminal background check on each new staff member, faculty member and member of the resident staff.  The check is designed to prevent hiring staffs that have a record of committing offenses such as embezzlement, molestation or patient abuse.  Should a staff member practice in violation of our guidelines, Human Resource Services assists in the development of a performance improvement plan or termination, when indicated.  For example, any staff member who diverts medication from patients is terminated when the problem is identified.  Since medications are dispensed via a computerized system, our Pharmacy Department assists in the identification of employees where diversion is a potential unethical problem.  Information can be provided on site. 
· Occupational Health and the Employee Assistance Program exist to protect and support staff health in the work environment.  Health and safety programs include TB screening, influenza vaccination, ergonomics, Smooth Moves and others.  Our Employee Assistance Program provides services for staff including stress incident debriefing, workplace relationships, counseling referrals and others.
· Information Management / Network Computing Services monitor use of clinical computers for the potential they are used to access inappropriate sites.  
(Source of Evidence 6.9)

Evidence that Nurses have Access to Avenues for Confidential and Anonymous Reporting of Unsafe Practice or Unsafe Environmental Factors 
Without Recrimination

Our Compliance Office provides a mechanism for confidential and anonymous reporting of complaints.  A confidential helpline (343-0135) is available to report complaints from any staff member.  Staff is assured that any concern can be expressed, without fear of recrimination or retaliation.  The helpline number is provided on the compliance website. During the last year, the confidential help line received 14 phone calls.  

When staff discovers environmental factors that require attention or emergency repair, they can be reported confidentially and anonymously (322-2041).  The phone number is on the Plant Services website.  

Occurrence reporting may be accomplished with a confidential phone call.  All individuals who identify and report quality/safety hazards, near-misses or adverse occurrences are not disciplined or subject to retaliatory actions for reporting the concern or event.  
(Source of Evidence 6.10)

Organizational Support, Resources and Initiatives that have Improved 
Workplace Safety for Nurses


Support for staff safety is the responsibility of each nurse in collaboration with Vanderbilt Environmental Health and Safety (VEHS) and Occupational Health Services, which includes our Nurse Wellness and Employee Assistance programs. In addition, all nurses are involved in the Environment of Care program which is focused on hazard surveillance and environmental safety.
I. Vanderbilt Environmental Health and Safety (VEHS): facilitates and promotes safety, health and environmental management through the following services: 

· Safety Program Coordination and Training 

· Liaison with Federal, State, Local Safety Regulatory agencies
· Assistance to interpret and comply with codes and regulations from local, state and federal agencies

· Fire Protection and Life Safety 

· Emergency Preparedness  

· TB Respirator Fit Testing 

· Chemical Exposure Monitoring 

· Direct training programs for 

· Fire Protection & Life Safety 

· Chemical Safety 

· Workplace Monitoring and Evaluation 

· Identification and assistance with workplace hazard controls 
· Radioactive & Chemical Waste Management 

· Laboratory Closing Relocation Assistance 

· Spill Emergency Response & Consultation 

· Biohazard Safety including the consultation and training regarding occupational exposure to potentially hazardous biological materials. 

· Radiation Safety:
· Radioactive Spill Response 

· Monitoring for compliance with limits for environmental radiation levels and emissions 

· Compliance surveys and radiation protection services for X-Ray / accelerator equipment and facilities 

· Shielding and facility design consultation 

· Provides radiation safety training services 
The development of a Cidex disinfectant program is described to illustrate the process of development and implementation of safety measures for staff.
Reducing Skin Irritation Related to Disinfectant

Cidex or glutaraldehyde is a chemical disinfectant used by some clinics and operating rooms to disinfect equipment such as endoscopes between uses. It is in the chemical family with formaldehyde and produces strong fumes which can cause significant dermal, eye (corneal ulcers/lens damage), nose and throat irritation at very low levels in the workplace. In 2004, the American Conference of Governmental Industrial Hygienists (ACGIH) lowered the permissible exposure limit (PEL) for employees. VEHS and Infection Control worked collaboratively with nursing to identify and transition to a new form of Cidex solution (Cidex OPA) which is less toxic to the worker and the environment. A transition plan was developed in conjunction with the nursing Product Implementation Coordinator. The plan included rationale and staff education program to support the need for conversion. The affected areas were re-surveyed with the Environment of Care tour to monitor compliance, documentation and quality control. 

Converting to Cidex OPA improved:

· Staff member’s satisfaction as Cidex OPA was less irritating to work with and simpler to use

· Instrument turn around time (decreased from 20 minutes with Cidex to 12 minutes with Cidex OPA)  

· EOC compliance scores 
[6.10, Book 7, Exhibit A: Cidex OPA Training and Evaluation Tool]
II. Occupational Health Services (OHS): consists of integrated programs that exist to protect and support staff safety in the work environment. The following are examples of OHS programs:
	Starting to Work at Vanderbilt 


	New Employee Evaluations and Requirements

	Initial TB screening

	Vaccination Information

	Meet Occupational Health Clinic Staff 

	Resources for Managers 


	
	Safe Work 
Programs 

Ergonomics
Screening Exams 
(OSHA Physicals)
Working With Animals 
Information for 
Pregnant Workers 
Influenza Vaccination Program 

Annual TB screening

	When Accidents Happen

Work-Related Illness or Injury 
Exposure to 
Blood or Body Fluids
Exposure to Other Infectious Diseases 
The Return to Work Program 

	Working Toward Better Health 

Go For The Gold
Blood Pressure Screening
Allergy Shot Program
Personal Health Care 




http://www.vanderbilt.edu/HRS/wellness/occhealth.htm
The development of a program to manage potentially violent persons is described to illustrate the process of development and implementation of safety measures for staff. Violence in the workplace is a critical safety issue which impacts nurses.  An on-line training program titled, “Universal Behavioral Safety Precautions” was developed.  This training can be assigned by managers and can also be brought “live” to a group of staff.  It is part of the Vanderbilt Environmental Health & Safety Vandy Safe training program.  [6.10, Book 7, Exhibit B:  Universal Behavioral Precautions Training]
III. Environment of Care (EOC) Program: is an umbrella for multiple initiatives and committees which work to maintain a safe environment for VUMC.  EOC management plans outline the processes through which a safe, accessible, effective and efficient environment is provided for patients, staff and faculty.  The seven EOC management plans include:

· Safety Management 

· Hazardous Materials 

· Security 

· Equipment Safety 

· Utilities 

· Emergency Preparedness 

· Fire Safety

Key committees which support the EOC programs include:

· VUMC Safety Committee

· VUMC Emergency Preparedness Committee

· Infection Control Committee

· Radiation Safety Committee

· Ergonomics Committee

· Construction Safety Subcommittee

· Safety Policy Subcommittee

· Laser Safety Committee
Nurses serve as members of the committees listed bringing content expertise to the discussion and related policy and procedure development.
Essential components of the plans are described in the Safety & Disaster Manual and the Safety Policy Manual, which are accessible on-line to all staff members.  The EOC management plans are evaluated annually by the EOC Management Team and include assessment of the objectives, scope, performance and effectiveness of the plan. 
 The development of a construction safety plan is described to illustrate the process of development and implementation of safety measures.

Developing a Construction Safety Program
Construction and renovation activities in healthcare facilities pose special hazards, particularly infection control risks for compromised patients and increased potential for fire. In order to manage these hazards at Vanderbilt, VEHS, Plant Services, Infection Control, and Space and Facilities Planning developed a construction safety and oversight program. The primary protocols associated with this program are outlined in the following VUMC Policies:
· Infection Control Interventions During Construction in Patient Care Areas, IC 10-10.17 

· Interim Life Safety Implementation Policy, SA 40-10.05 

· Fire Watch Procedure for Construction, Maintenance, and Repair, SA 10-10.08 

The purpose of the program is to provide a comprehensive plan to assess air quality control, infection control hazards and develop interventions when new construction or renovation occurs in any VUMC location.  All new construction or renovation projects in patient care areas are evaluated prior to beginning work and are reviewed during construction to promote safety and cleanliness.  During the initial evaluation, a Construction Matrix is completed which outlines the scope of work and the level of protection/dust control required for the project. Weekly jobsite inspections are performed by representatives of VEHS, Infection Control, Plant Services, and Space and Facilities Planning.                         

Direct care nurses and nursing leaders are primarily responsible for providing a safe environment for patients, visitors and staff in areas where there are construction or renovation activities.  Nurses in construction areas are educated by the Subcommittee about the standards to be followed during construction or renovation.  They work with Plant Services, Space and Facilities Planning and contractors to isolate construction activities from patient care activities.  Problems are reported to Plant Services or Space and Facilities Planning. 
The activities of the Construction Safety committee assist us to identify and correct problems during construction or renovation projects, monitor activities with a prescribed plan and prevent or segregate and control construction-related problems. 
Representatives from VEHS and Infection Control conduct infection control and safety assessments of all new construction sites.  There have been no nosocomial or suspicious infections associated with in-house construction projects.  In addition, active construction sites are surveyed with established guidelines to ensure projects emphasize safety and dust containment.  Deficiencies are corrected immediately or the construction work is halted until the deficiency is corrected.
 (Source of Evidence 6.11)

Policies and Procedures for Ensuring Protection of Confidentiality, Privacy and Security for Patients and Staff and Monitoring Systems for Ensuring Compliance
The work of assuring confidentiality, privacy and security is the responsibility of every staff member. Our credo has long supported a culture of patient privacy and confidentiality.  Our staff “respect privacy and confidentiality” and agree that we will discuss confidential matters only in private areas and keep written/electronic information out of the view of others.  Specific work processes and staff behaviors are outlined in our privacy and information security policies.  It is the policy of our medical center to maintain confidentiality of protected patient information in any form, including, but not limited to:
· Verbal communications

· Hard copy records

· Electronic records

· Printouts 

· Notes maintained by staff or faculty 

· White boards

· Patient sign-in sheets

· Message logs

· Inquiries or information from payers

· Faxed patient information

· Diagnostic tests and results
The importance of information security is addressed during orientation and staff members indicate their commitment by signing a confidentiality agreement. The agreement assists staff to understand their responsibilities regarding confidential information.   Each staff member signs the agreement during annual performance evaluation.   
Unauthorized access to patient information is prevented by security measures (encryption, password protection, firewall protection) and all staff protect their passwords from disclosure to others.  

Here is a list of policies which cover expected behaviors and procedures for ensuring protection of confidentiality, privacy and security.

	Privacy & Information Security Policies 
[image: image1.png]





	

	Access to Protected Patient Information by Job Role, OP 10-40.24
Authorization and Access to Electronic Systems and Applications, OP 10-40.33 (Created in June 2005)
Business Associate Agreements, OP 10-10.17 (Revised April 2005)
Business Continuity, OP 10-40.27 (Created in August 2004)
Computer Privileges & Responsibilities
Confidentiality Agreement, OP 10-40.07 (Revised April 2005)
Confidentiality of Protected Patient Information, OP 10-40.01 (Revised April 2005)
De-identification of Protected Patient Information, OP 10-40.19
Disposal of Confidential and Restricted Information, OP 10-40.22
Employees Viewing Their Own Electronic Record, OP 10-40.14
Faxing Protected Patient Information, OP 10-40.12
Management of VUMC Data Communications Infrastructure. OP 10-40.30
Medical Record Dictation Transcription Vendor Qualification, OP 10-40.16 (Revised April 2005)
Patient Access to the Designated Record Set, OP 10-40.18
Patient Amendment to the Designated Record Set, OP 10-40.17
Patient Requests for Confidential Communications, OP 10-40.23
Patient Requests to Restrict the Use of Information, OP 10-40.20
Physical Security - Medical Center, SA 10-10.07
Privacy and Security Training, OP 10-40.13
Release of Inpatient Directory Information, OP 10-40.21
Releasing Patient Information and Coordinating Access to Patients by External Law Enforcement Officials and Investigators, OP 10-40.28
Sanctions for Privacy & Information Security Violations, OP 10-40.32 (Created in April 2005)
Security Patch Management Compliance, OP 10-10.21
Use & Disclosure of Protected Patient Information, OP 10-40.15


[Exhibit:  Examples of the above policies are provided.  All policies can be viewed online at http://vumcpolicies.mc.vanderbilt.edu/E-Manual/Hpolicy.nsf
[6.11, Book 7, Exhibit A: Confidentiality Agreement, OP 10-40.07, Exhibit B: Confidentiality of Protected Patient Information, OP 10-40.01]
To further protect the privacy and maintain the safety of patients, victims of violent crimes and our staff and faculty providing care to these patients, no information is released on patients undergoing diagnosis and/or treatment for psychiatric disorders, drug or alcohol dependence or on patients assigned a NO INFORMATION or ALIAS status.  A "NO INFORMATION" patient is a patient for whom a release of any information on the patient is strictly controlled.  An "ALIAS" patient is a patient that has been the victim of a violent crime, domestic dispute, or a police officer shot in the line of duty.  Patients whose admissions are "SENSITIVE" include high profile patients or patients with high media attention.

Any and all information concerning the diagnosis and treatment of patients with a psychiatric illness is strictly confidential. Confidentiality begins at admission and never terminates. NO INFORMATION concerning patients undergoing diagnosis and/or treatment for psychiatric disorders, drug or alcohol dependence who is to be admitted, has been admitted, is a current patient, or has been discharged or transferred is to be released to any person over the telephone, by fax, by other electronic media, in person, or in writing without first confirming that there is a valid, signed consent for this release of this information. This includes even an affirmation or denial as to whether the person will be, is or was a patient. 

Patients whose admissions are sensitive are classified as GEN NO INFO status. This includes high profile patients or patients with high media attention. Vanderbilt staff members or any other patient may request to be on GEN NO INFO. These patients will retain their real names and an "N" (No Information) prompt will be entered into the Clinical Information System.  All inquiries regarding a GEN NO INFO patient are answered as follows:  "I have no information regarding this patient."

A patient who is a victim of violent crime (i.e., all gunshot victims, stabbing victims, hit and run victims, domestic violence victims, or police officers shot in the line of duty) are placed on ALIAS STATUS. High profile patients or any other patient may request to be on ALIAS STATUS. The ALIAS name consists of the patient's real first name, "ALIAS" as the middle name and a fish name obtained from a list maintained at the ED Liaison's desk. (Example: "Charles Alias Trout") Patients on ALIAS status will remain on this status throughout the hospital stay. An "S" (Security Risk) computer prompt is entered in the CLINICAL INFO SYS. POLICE & SECURITY are informed of all ALIAS STATUS patients.  

An unidentified ED patient or ED patient who must be treated, but is unable to give adequate identification information, is placed on STAT NAME STATUS. A STAT NAME is also being given to any staff member who is sent to the ED for drug and alcohol testing. A "U" (Unidentified) prompt will be entered into the CLINICAL INFOR SYS.  POLICE & SECURITY are notified when patient identification is still required. STAT names are updated after the patient is admitted to an inpatient unit and the patient is positively identified.

HIPAA Compliance


The Health Insurance Portability and Accountability Act (HIPAA) of 1996 provided the catalyst for national attention to issues of personal health information as it focused on the availability and continuity of health insurance coverage.  Through our HIPAA Program Management Office, we attend to the details of compliance with the regulatory requirements.  The office staff also assures that direct care providers have easy access to information giving them the resources needed to incorporate the regulations into their patient care. 
Direct care providers can access information about HIPAA and our privacy and information security policies from the “HIPAA at VUMC” website.  The website includes detailed information and electronic links to training materials, policies, frequently asked questions and contacts for questions or problems.  

Several committees establish the structure and processes to support staff to maintain information confidentiality and security.  These committees include: 

· Privacy and Information Security Executive Committee (HIPAA Executive).  This committee meets monthly and members are leaders, including nursing, who represent VUH, VCH, PHV, VMG, TVC, SOM, SON, Informatics, Finance and Human Resources. [6.11, Book 7, Exhibit C: Charter for Privacy and Security Leadership team] 
· Privacy and Security Committee. This committee meets monthly and is chaired by the VU Chief Information Security Officer.  Members include representatives from the Compliance Office, Privacy Office, Legal, Medical Records, School of Medicine and Internal Audit. [Exhibit: Charter for Privacy and Security Roles and Responsibilities, Exhibit E: Information Privacy and Security Graphic for Policy Development and Deployment Process and Structure]
· Medical Records Committee.  This committee meets monthly and is chaired by the Chief Medical Officer.  Representatives include nurses, physicians, a privacy officer, a security officer, informatics specialists and legal representatives. This committee addresses issues related to the paper medical record and electronic record which often includes issues dealing with privacy and security.

Monitoring Systems for Ensuring Compliance

Any potential violation of privacy or information security is reported and appropriate action is taken to address each verified breach in a consistent manner.  Each individual employed at our medical center is responsible for reporting any known or suspected breach of information confidentiality or security.  Individuals who inadvertently violate information confidentiality or security are to promptly report the incident.  

Reported actual or suspected breaches of information security are investigated and evaluated to determine if a violation has occurred and, if so, the level of the violation.  Factors considered include:

· The degree to which the incident can be verified through audit trails, interviews and other facts
· Whether the conduct leading to the incident was negligent or purposeful

· Whether the incident was a promptly self-reported accident

· Whether the incident caused or is likely to cause harm to a patient, another person or the information infrastructure

· The number of individuals or systems affected by the incident.
Infractions of information security and privacy are classified at four levels:

· Level 1:  Negligent act that is the result of carelessness

· Level 2:  Negligent act that is the result of failure to follow procedure

· Level 3:  Purposeful act for reasons unrelated to personal gain

· Level 4:  Purposeful act that is a blatant misuse of systems or data for personal gain or with malicious intent.
The Privacy and Security Committee also conducts random audits of our patient’s electronic medical records on a monthly basis.  Additional audits are triggered when a complaint is received from an individual suspecting that someone may have inappropriately accessed his/her record.   We recently implemented a new system for tracking all privacy complaints, incidents, and violations that facilitates identifying trends in the type of incidents occurring or areas needing additional training.  Infractions may result in disciplinary action ranging from verbal warning to termination of employment.  As a major regional medical center and because staff is confident about the quality of care provided, many seek care in our hospital and clinics.  They are assured the same confidentiality and security as any patient.  
Applicants for employment or staff applying for an internal transfer can indicate that their application is to be confidential until they have reached the final stages of the selection and hiring process.  That is, contact of their current supervisor is delayed.  Both decentralized and centralized personnel records are confidential.   
(Source of Evidence 6.12)

 How the ANA Code of Ethics for Nurses is is Adhered to 
Across the Nursing Organization

The ANA Code of Ethics outlines principles of professional nursing behavior.  We have policies, procedures and programs to support and assure adherence to the Code of Ethics.  To assure our nurses have access to the code, we list the principles in a clinical practice guideline, which is available on-line and includes links to the ANA Nursing World Home Page, the Code of Ethics Page and the Code of Ethics Independent Study Module.  

Below, in italics, each principle is listed, followed by a description of how they are adhered to at VUMC. 
The nurse, in all professional relationships, practices with compassion and respect for the inherent dignity, worth, and uniqueness of every individual, unrestricted by considerations of social or economic status, personal attributes, or the nature of health problems.
Respect for patients, families and colleagues, the cornerstone of the Code of Ethics, is one of the Credo behaviors at Vanderbilt - VUMC Credo was exhibited in Force 1. During the interview process nurses learn about our patient populations and are enabled to make a choice and a commitment to practice with respect for all.  The ANA Code of Ethics is distributed in nursing orientation.  How each principle is enacted in the care of patients is discussed in relationship to our credo behaviors.  During annual performance appraisal nurses self-evaluate and provide examples of how they demonstrated adherence to the Credo behaviors.  Respect for all coworkers in our diverse interdisciplinary teams is also part of our credo behaviors and annual evaluation.  

The nurse’s primary commitment is to the patient, whether an individual, family, group, or community.
The first of our Credo behaviors states “I make those I serve my highest priority.”  The essence of nursing focuses on their primary commitment to the patient and is a fundamental expectation of nurses in our organization.  Each nurse is expected to resolve any problem that a patient or family may encounter.  Resolution may require complex problem solving efforts or communication of concerns or needs along the appropriate chain of command.  Nurses are enabled to communicate concerns without fear of recrimination.  [6.12, Book 8, Exhibit A: Service Recovery Policy OP 10-10.25] 
Nurses answer questions posed by patients and families to promote learning, ensure understanding and facilitate decision making.  Nurses share facts as appropriate or seek the help of other team members with expertise.  
During medical center orientation, nurses and other staff receive a copy of our conflict of interest policy and sign the agreement to disclose any real or potential conflict of interest.  The conflict of interest agreement is reviewed and signed annually to assure other relationships or commitments don’t interfere with nurses’ obligation to the patient. 
Nursing managers and administrators are supported in making decisions based on what is right for patients and families.  We have no bonus structure that rewards cost cutting or minimal staffing.  Avoiding this type of financial incentive supports nursing’s primary commitment to patients. 
The nurse promotes, advocates for, and strives to protect the health, safety, and rights of the patient.
Our Credo establishes the promotion of health and well being of all patients who seek care at Vanderbilt as a primary service behavior.  Nursing responsibility to promote, advocate and protect the health, safety and rights of the patient are based upon our philosophy of nursing and our bylaws (see Force 1.1).   Our nursing job descriptions and performance standards support this accountability.
We have clear guidelines for the protection of patient information. These guidelines apply to all members of the health care team, including nurses.  Due to the intimate nature of the nurse-patient-family relationship, nurses may be the recipient of confidential information.  Nurses understand their obligation to protect patients’ confidentiality rights unless the information impacts their care or safety.  

Research involving human subjects has IRB approval, which includes nurses.    Nurses also participate in the Ethics Board for our medical center.  Assisting to assure patients rights are protected, our compliance hotline allows nurses or other team members to anonymously report incompetent, unethical, illegal, or impaired practice behavior or situations.  

Teams from many clinical areas have participated in Crew Management training over the past two years.  When faced with an immediate threat to patient health, safety or rights, the expectation created by crew training supports each team member in bringing the team’s attention to a problem. 
The nurse is responsible and accountable for individual nursing practice and determines the appropriate delegation of tasks consistent with the nurse’s obligation to provide optimum patient care.
Each nurse is accountable for individual practice in accordance with the Tennessee rules and regulations for registered and licensed practical nurses, professional standards and ethical codes.  Competence to provide care for patients is established during a nurse’s orientation and evaluated continuously.  On-going competency assessment is the responsibility of designated charge nurses, unit based educators, RN 3s and 4s and front-line nurse managers.

Nurses also learn the roles of other team members during orientation, in order to appropriately delegate tasks to other care providers.   Job descriptions for nurses and non-licensed care providers are clear and direct the appropriate delegation of tasks.  

The nurse owes the same duties to self as to others, including the responsibility to preserve integrity and safety, to maintain competence, and to continue personal professional growth.
Each nurse is individually responsible for self care, maintaining competence and continuing personal professional growth.  Our organization supports staff to maintain personal integrity and safety through programs and services including, but not limited to:

· Occupational Health
· Employee Assistance 
· Nurse Wellness 
· Personal protective equipment 

· Equipment to assist moving patients 
· HealthPlus

· Dayani Center

Organizational guidelines limit the number of hours nurses are permitted to work per day and per week.  

Nurses have a duty to practice consistently with their personal and professional values.  Nurses may seek reassignment from patient care situations that conflict with their personal beliefs.  Nurses at Vanderbilt are not required to work in an area that performs procedures to which they conscientiously object.   


A key Credo behavior states “we continuously evaluate and improve our performance.”  Our philosophy of nursing describes the accountability of nurses across the organization for practice in accordance with recognized professional standards and codes.  Nurses who transfer to an area where patient care requires new or different skills complete a unit-specific orientation.  Nurses demonstrate competency in performing specific skills and complete a formal self-evaluation annually.  On a continuous basis, each nurse is expected to identify any shortfall in knowledge or skill and seek assistance.
Nurses have many opportunities for personal and professional development within and externally to our organization. Tuition support is available for nurses completing their BSN or pursuing a Master’s degree.  Flexible schedules allow staff to pursue professional development.  Internal continuing education is available through the Learning Center, the VUSN Center for Life Long Learning and through attendance at conferences and grand rounds offered by many departments, including the School of Medicine.  Patient Care Centers budget for external continuing education.  Nurses are encouraged and supported to submit paper/poster applications in order to present at external conferences.
The nurse participates in establishing, maintaining, and improving health care environments and conditions of employment conducive to the provision of quality health care and consistent with the values of the profession through individual and collective action.
Our shared governance structure provides the mechanism for nurses to participate in decision making regarding patient care and work life issues. It is also the mechanism which supports nurses in providing input to administrative leadership with regard to improvements in either the health care environment or employment conditions.   Shared governance is practiced across the organization and at all levels of nursing.  
The Staff Nurse Council brings together direct care nurses from across the organization.  They provide vital feedback on new programs and existing issues.  In addition, the group is a rich source of new ideas for consideration.  An example of the collective wisdom of the Staff Council led to safer walkways for nurses leading to parking areas
Our model for planning and completing renovation and new construction includes nurses as key members of the interdisciplinary team.  Nurses are involved in all facets of the process to assure an environment conducive to the provision of high quality care.

Feedback from staff satisfaction surveys led to the development of four strategic committees focused on conditions of employment.  They are the Quality of Work Life, Total Compensation, Diversity and Recruitment Committees.  Nurses participate on each of these committees. 
The nurse participates in the advancement of the profession through contributions to practice, education, administration, and knowledge development.

Direct care nurses and front-line nursing leaders participate on the interdisciplinary Clinical Practice Committee.  The committee uses evidence for the practice of professional nursing to review or develop our clinical practice guidelines.  Nurses at all levels participate in local, national and international organizations to advance professional practice, as is evidenced throughout this document.    


Nursing students from programs throughout middle Tennessee work with Vanderbilt nurses in clinical practicums.  In addition, nurse externs (students between their junior and senior years of nursing school) work with professional nurses for eight weeks in the summer.  New nurses work with preceptors, who are expert clinical care givers and coaches.  Nurses in educator and preceptor roles assure that those they work with possess the knowledge and skills essential for professional practice.

The Staff Nurse Council provides input on administrative practices and policies.  For example, the nursing tuition support policy was revised to decrease the wait time for eligibility, based on the recommendations of the council.
 

The Research Internship is available to direct care nurses who seek to advance professional practice through the generation of new knowledge.  In addition, nurses across the organization present papers and posters at professional conferences and write for publication.
The nurse collaborates with other health professionals and the public in promoting community, national, and international efforts to meet health needs.

Vanderbilt is a prosperous organization with rich intellectual, physical and financial resources that enable us to play a key role in promoting community, national and international health.  Our nurses are empowered and supported to be active in their communities, our country and the world to address health concerns.  For example, nurses have staffed school health clinics and provided training for parent volunteers in the clinics.  Efforts described in greater detail throughout this narrative which illustrate community care include seat belt safety and motorcycle helmet legislation.  Our nurses participate with churches and national organizations such as the American Heart Association, the American Kidney Foundation and many others to raise funds, provide screening exams and provide leadership.   
During both regional and national disasters, our nurses have responded to the health needs of affected populations.  Burn Center nurses traveled to New York City in response to the terrorist attacks of September 2001 and to Rhode Island following the night club fire that killed 98 people in February 2003.  After both the tsunami disaster of late 2004 and Hurricane Katrina in 2005, nurses participated in fund raising activities.  The primary care needs of impoverished Hondurans are attended to annually by a group of our nurses.  Vanderbilt staff, including nurses, participates in Operation Smile.  

The profession of nursing, as represented by associations and their members, is responsible for articulating nursing values, for maintaining the integrity of the profession and its practice, and for shaping social policy.

Through participation in professional associations, our nurses articulate nursing values, maintain the integrity of our profession and shape social policy.  For example, at the Tennessee Hospital Association, our nurse members were able to submit the names of two Vanderbilt nurses as participants in the Johnson & Johnson campaign for nurses – speaking on nursing values.  The Tennessee Nurses’ Association regularly deals with issues of professional integrity and scope of practice such as blood product administration by licensed practical nurses and moderate sedation.  Our nurses impact the discussion of such issues as active members of the TNA.  The Tennessee Organization of Nurse Executives (TONE) also helps us to communicate nursing’s values and maintain professional standards within organizations across the state.  

When the state legislature debated the reform of TennCare and the revocation of the motorcycle helmet law, two social policy issues with significant public health implications, Vanderbilt nurses were active in influencing legislators.  Emergency department nurses testified in support of sustaining the existing helmet law.  Our healthcare lobbyist regularly seeks input of nurses to confirm and articulate nursing values related to healthcare legislation impacting accessibility, quality and the cost of healthcare.  
(Source of Evidence 6.13)

Processes for Educating Patients and Families about the Patients’ Bill of Rights, Processes for the Dissemination of the Patients’ Bill of Rights and Examples to Illustrate how the Patients’ Bill of Rights Shapes Organizational Policy and Practice
We are committed to assuring that patients and families are afforded care which is respectful of their individual rights.   Providing patients and families information about their rights and responsibilities as recipients of care at Vanderbilt is fundamental to the processes necessary to assure respectful care.   
Copies of our Patient Rights and Responsibilities in English and Spanish are posted throughout our hospitals and clinics.   Ambulatory patients are given a printed copy upon request. Hospitalized patients are given a copy on admission.  In the case of minor patients and adult patients with legal guardians, the parents and/or legal guardians receive the document. [6.13, Book 8, Exhibit A: Patient Rights and Responsibilities Policy OP 10-50.06]  Psychiatric patients hospitalized at PHV receive a copy of the unique Patient Rights and Responsibilities which incorporates our philosophy of treatment.  Because of the special nature of psychiatric care and potential need for behavior management with seclusion, behavior, patients are given a copy of the Philosophy of Seclusion Use on admission. [6.13, Book 8, Exhibit B: PHV Philosophy of Restraint and Seclusion] 
When patients request or are provided a copy of their Rights and Responsibilities, they are encouraged to read them and ask questions about any point that is not clear.  Both VCH and VUH have videos for patient and family orientation which detail their rights and responsibilities and identify individuals and departments who will assist them with questions or concerns.   
Our philosophy of nursing supports the principles outlined in the patient’s rights and responsibilities.  Specifically, we are guided by a philosophy that recognizes the inherent worth, dignity and uniqueness of every individual.  We promote participation of patients and families in decisions regarding the patient’s healthcare.  We work to promote patients’ optimal wellness.
The principles outlined in the patients’ rights and responsibilities shape our practice and serve as the foundation for policy development.  New staff members are oriented to our principles of patient rights and see them enacted throughout our organization.  Our children’s hospital committed to FOCUS Values in 1995.  Family-centered care is the first value.  The VCH Family Advisory Council collaborates with us to assure the unique rights of children and their families are supported.  In 2005, we created at VUH the Director of Family Centered Care.  We are developing a Patient and Family Advisory Council to advise and collaborate with us in the same way.  [6.13, Book 8, Exhibit C:  VCH Family Advisory Council Guidelines]  
Our Credo reflects our commitment to respecting the rights and individual dignity of patients and families.  Patients’ rights and responsibilities have guided the development of specific policies.  Several examples are provided in the table below.

	Patient Right
	Related Policies
	Credo

	· Personal and informational privacy
· Review and obtain copies of medical and financial records

· Have your medical and financial records read and discussed discreetly

· Request an amendment to your records

· Confidentiality regarding all aspects of your individual care
	· OP 20-10.10 Consent to Photograph

· OP 10-40.06 No Information, Alias or STAT Name Status

· OP 10-40.20 Patient Requests to Restrict the Use of Information

· OP 20-10.07 Search of Patient Rooms
Note:  our polices related to information confidentiality are listed in Source of Evidence 6-11.
	· I respect privacy and confidentiality
· Discuss confidential matters in a private area

· Keep written and electronic information out of the view of others

· Knock prior to entering a patient’s room, identify myself and ask permission to enter
· Utilize doors, curtains, blankets to ensure privacy; ask permission prior to removing garments or blankets

	· Refusal of treatment on religious or other grounds
	· OP 20-10.18 Refusal of Treatment on Religious Grounds

· OP 20-10.03 Advance Directive

· OP 20-10.15 Do Not Resuscitate
· OP 10-50.01 Communications with Patients, Families and Visitors with Special Needs

· OP 10-50.08 Patient and Guest Relations: Staff Conduct Related To
	· Respect those who 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
· Recognize the diversity of our community and broaden my knowledge of the cultures of the individuals we serve


(Source of Evidence 6.14)

How Nurses are Educated about the ANA’s Bill of Rights for Registered Nurses and How it is Implemented across the Organization
“The ANA Bill of Rights for Registered Nurses is a powerful statement of the rights that every nurse must have to provide high quality patient care in a safe environment” (ANA President Mary Foley, 2001).  We believe that nurses have the right to a safe work environment, to practice in a manner that assures the provision of safe care through adherence to professional standards and ethical practice, and to advocate freely for themselves and their patients.  Our nurses receive a copy of the Bill of Rights in their orientation booklets and the bill is discussed. Each element of the Bill of Rights is listed below in italics, followed by a brief description of how it is implemented across our organization.  
Nurses have the right to practice in a manner that fulfills their obligations to society and to those who receive nursing care.
We are guided by a philosophy of nursing that “recognizes the inherent worth, dignity and uniqueness of every individual.”  Nurses accept the “responsibility to provide high quality, cost effective nursing care for all patients and their families.”  We promote “participation of patients and families in decisions regarding the patient’s healthcare.”  We work to “promote patients’ optimal wellness.”

Our organization provides care to all, regardless of race, creed, gender and socioeconomic status and ability to pay.  Vanderbilt nurses daily fulfill our obligation to society in the nursing care of patients and their families.  Throughout our narrative we have demonstrated how our nurses fulfill their obligation to the community external to our walls.  
Nurses have the right to practice in environments that allow them to act in accordance with professional standards and legally authorized scopes of practice.

Nursing practice is governed by the Rules and Regulations of the Tennessee Board of Nursing, our operational policies and our clinical practice guidelines.  Our practice guidelines are based on evidence and professional practice standards.  When there are changes in professional practice or in nursing statues, we modify our practices accordingly.  For example, our critical care nurses providing care for patients requiring mechanical ventilation implement evidence-based practices to aid in the prevention of ventilator associated pneumonia.  
Nurses have the right to a work environment that supports and facilitates ethical practice, in accordance with the Code of Ethics for Nurses and its interpretive statements.

We have policies, procedures and programs to support and assure adherence to the Code of Ethics.  These have been described in Force 6, Source of Evidence 12.  

Nurses have the right to freely and openly advocate for themselves and their patients, without fear of retribution.

Our shared governance program provides structure and processes for nurses to advocate for changes that will improve patient care and nursing practice.   Nurses practice consistent with their personal and professional values and advocate for themselves and their patients.  Nurses may seek reassignment from patient care situations that conflict with their personal beliefs.  Nurses report unsafe practices or environments without fear of recrimination.
Nurses have the right to fair compensation for their work, consistent with their knowledge, experience and professional responsibilities.

We have a competitive salary and benefit package that positions us favorably in the nursing marketplace.  We adhere to all state and federal regulations governing compensation practices.  Regular review and market comparison of our salary and benefit package for nurses assures that we adequately compensate nurses for their expertise and experience. 

Our professional practice program provides nurses with clear criteria for clinical advancement and ample opportunities to meet the criteria for practice as an RN 3 or 4.  We offer a differentiated compensation model which recognizes and rewards the knowledge, experience and professional responsibilities of nurses at every level.  
Nurses have the right to a work environment that is safe for themselves and their patients.

We assure a safe environment for the provision of patient care.  The details of our safety programs and plans are detailed in Sources of Evidence 6-6 to 6-10.
Nurses have the right to negotiate the conditions of their employment, either as individuals or collectively, in all practice settings. 

Individual nurses negotiate aspects of the compensation package, position, start date, shift and hours during the application process.  Individual compensation is based on experience and processes which support internal equity.  Shared governance provides the structure which enables collective negotiation of employment conditions.  For example, a group of our perioperative nurses petitioned for a change in our holiday pay policy that was revised based on their input.  Nurses are informed about these types of changes through the units/clinics/areas by their managers. 
(Source of Evidence 6.15 and 6.16)

Examples that Show How Nurses at All Levels are Educated and Supported in Applying Ethical Principles in Nursing Practice

Nurses at all levels of the Medical Center have access to services provided by our Center for Clinical and Research Ethics, including the Clinical Ethics Consultation Service (CESC).   The center provides education and consultation services and has members which serve on the Medical Center Ethics Committee. 
Education to Apply Ethical Principles in Nursing Practice

The director of the Center for Clinical and Research Ethics participates in our Hearts and Minds orientation with a panel that discusses our Credo behaviors.  New staff members are introduced to the Clinical Ethics Consultation Service (CECS), available to all patients, families and staff. They also learn that anyone directly involved in patient care may request ethics consultation and that, when requested, an ethics consultant will respond in a timely manner.  Members of the CECS team present at nursing leadership meetings to update staff on their program and services.
Nurses are provided additional regular opportunities to learn about applying ethical principles in practice through attendance at our Ethics Grand Rounds.  The Ethics Committee conducts spring and fall conferences to present content on pertinent ethical issues and provide a forum for discussion.  A variety of topics have been presented, including: 

· Children and Medical Decision-Making, 

· Conflicts of Interest, 

· Racial and Ethnic Disparity in Healthcare, 

· Culture, Ethnicity, Religion and Patient Preference 

· HIPAA and Privacy

· Human Genome Project

· IRB

· Ethics at the Level of Medical Center Administration

· End of Life Care and Suffering

· Confidentiality and electronic records

· HIV testing

· Fetal surgery

Support to Apply Ethical Principles in Nursing Practice

The Clinical Ethics Consultation Service (CECS) promotes and enables moral decision making by staff directly involved in a situation causing moral distress or disagreement.  Two services are provided: 
· Discussions and conferences with care providers, units, or departments focused on personal, professional, patient care and/or policy issues  
· Individual clinical ethics consultations with nurses, physicians, patients and families.   
Any individual directly involved in a patient’s care, including the patient and family, may request an ethics consultation. [6.15, Book 8, Exhibit A: Clinical Ethics Consultation, OP 20-10.19]
The unit, service or department-based service (discussions and conferences) typically arise in one of two ways:

· CECS team members round regularly in patient care areas.  Rounds occur weekly in each of our critical care units.  Rounds provide occasions to identify and discuss ethical issues arising in patient care situations.  
· Members of the CECS have assisted discussion of specific cases or policies at unit boards and nursing leadership meetings.  
Formal ethics consultation may be requested for assistance to resolve moral issues most often related to care of specific patients.  The consultants assist the interdisciplinary care team to discuss treatment options and likely outcomes and to develop a plan of care.  Issues at the end of life for patients (code status, treatment goals, withholding and withdrawing treatment), and concerns regarding decision making and advocacy for patients are common issues prompting ethics consultation.  The CECS receives, on average, one formal consult request every week.  Ethics consultation has been provided in 28 different patient care areas.  Approximately one-third (30.5%) of the ethics consultations were requested by nurses. 
The interdisciplinary Medical Center Ethics Committee, including nurses, also provides support for education and application of ethical principles in patient care.  The committee has a two-fold mission: 
· to review and revise hospital policies in regard to ethical issues in order to promote ethical practice in health care 
· to foster awareness of moral and ethical issues within the Medical Center by sponsoring quarterly ethics education.  Recent topics have included:  the human genome project, the DNA database, and provider conflict of interest for supply chain initiatives.  
Other programs which provide resources for staff education and support to apply ethical principles in practice include Patient Affairs, Social Services and Pastoral Care.  

(Source of Evidence 6.17)

Examples of Programs, Services and Initiatives Developed to Meet the Cultural, Ethical and Demographic Needs of a Diverse Patient Population and the Resources, Fiscal and Human, Allocated to Support these Programs, Services and Initiatives

Our Credo states that we “recognize the increasing diversity of our community and broaden our knowledge of the cultures of the individuals we serve” and “continue to learn and seek new knowledge to enhance my skills and ability to serve.”   The largest age groups we serve are children between the ages of zero and four and middle-aged adults.  The predominant racial groups we serve are Caucasian, Black and Hispanic.
Meeting Demographic Needs


The Vanderbilt Children’s Hospital was housed within VUH until 2004, when pediatric patients and their families moved to our new freestanding children’s hospital and clinics.  As the only children’s hospital in middle Tennessee, we recognized the need to create a unique space and care environment for children and families.  As a pediatric referral center, our patients and families often travel a significant distance for care at VCH.  We provide accommodations for families in our Ronald McDonald House.  Families have access to the Family Resource Center which provides services including access to our digital library, hard copy resources in English and Spanish, internet access, a business center, play areas for siblings of children receiving care in our hospital or clinics.  The Resource Center is staffed by an Assistant Director who has a Masters in Education and selects and compiles information and assists in individual consults.  There are also other support staff including 13 volunteers.  VCH has one full-time teacher on site and the only accredited hospital-based school in the state which provides educational services for school-age children who require lengthy hospitalization.

VUH patients also often come from long distances for care.  We support two adult residence hotels – The Hospital Hospitality House and Hope Lodge – which offer free lodging for patients and families.  Patients who are treated in our transplant programs receive on-campus lodging at the Village at Vanderbilt to facilitate their transition to home and accommodate their care requirements.  


Vanderbilt Home Health provides services to long-distance patients by coordinating home care services with agencies in their location.  This facilitates continuity of care even when patients are discharged to a home in another state.

For several years, we have had Geriatric Advanced Practice Nurses and physicians who specialized in care of the elderly and provided a unique consult service for that population.   Individuals aged 65 and over represent 20% of our inpatient adult admissions and we are committed to addressing the special needs of our growing geriatric population in a concentrated effort through - Nurses Improving Care for Health Systems Elders (NICHE).  This program is aimed at improving nursing knowledge, attitudes and practice regarding geriatric care and was developed by New York University and the Education Development Center for Health Care Practice and is offered through the Geriatric Institute of Nursing. 
              Our adaptation of the program V-NICHE, was supported by research of our own geriatric population by our Geriatric Advanced Practice Nurses.  An interdisciplinary steering committee which includes direct care nurses reviewed the materials available in the NICHE toolkit and opted to utilize the Geriatric Individual Assessment Profile (GAP) to educate nurses about the care of our elderly hospitalized patients.   This initiative represents a broad-based and well-coordinated effort to improve care through staff education and experience.  As per the NICHE program model of care, we will also be designating an Acute Care Elderly Unit (ACE Unit) which will serve to strengthen our commitment to meeting the special needs of our geriatric population.  

Meeting Cultural Needs 

The population of patients cared for at Vanderbilt has increased in cultural and ethnic diversity.  We recognize that different cultural and religious factors impact healthcare workers’ ability to provide individualized, sensitive care to our patients.  
Clear communication is a primary need of our culturally diverse patient population.  We maintain a well-developed Interpreter Services Program.  We have three full-time Spanish interpreters, 10 contract interpreters and use agency interpreters for the languages for which we do not have in-house interpreters. To date, we have always been able to meet the communication needs of every patient requiring interpreter services, regardless of language or dialect.  We have a Language Line with 160 languages available 24/7.  Staff may request interpreters via the Interpreter Services website or by telephone or email.  Signs in 15 languages stating that we provide interpreter services at no cost, are posted in all the hospital entrances.  Our interpreters assure that we overcome language barriers and 
· Communicate effectively with patients in their language

· Communicate effectively with the patient and family about diagnosis, prognosis, tests, procedures, discharge instructions, how to take medications, follow-up appointments, etc.
· Obtain informed consent whenever required
· Provide patients a clear explanation of financial issues
In Metropolitan Nashville/Davidson County approximately 4% of the population has identified itself as Hispanic.  This represents a 400% increase since 1990. Home care instruction sheets and other educational resources are available in English and Spanish on e-Docs, our web-based document repository.  Interpreter Services staff provide support for the translation of documents to assist in conducting patient care and education. Staff may request any document be translated in any language.  Documents available include, but are not limited to:

· Consent forms

· Disease specific educational material

· Discharge instructions

· Medication information
· Financial forms

· Family Resource Guide

· Directions to Vanderbilt Medical Center

· HIPPA Notice of Privacy Rights 

Due to the escalated risk of bioterrorism Interpreter Services assisted in translating information brochures explaining the facts about the illnesses that might result from a bioterrorist attack.  The information is available in Arabic, Bosnian, Kurdish, Somalian, Spanish and Vietnamese. 

Culturally sensitive care necessitates that every therapeutic intervention be considered.  We inquire about unique cultural and religious needs when gathering the admission history.  We are sensitive to and have the infrastructure to meet the cultural needs of patients and families with interventions such as:

· Provision of an appropriate diet
· Assuring correct gender specific care and examination

· Specific end of life and bereavement care

· Provision of a specific religious leader 
· Support of specific religious observances

On the Horizon


Diabetes is threatening the health of the fastest-growing population group in the US – Hispanics.  According to the National Institute of Diabetes and Digestive and Kidney Diseases, Hispanics are nearly twice as likely to develop diabetes as white, non-Hispanics. On Tuesday nights, Dr. Michael Fowler, provides services at the Siloam Clinic in downtown Nashville.  “It’s always a packed house.  It’s just a question of how many hours we are able to spend (at the clinic).  The human need outstrips the supply at this point.”  


While his efforts at Siloam continue, Dr. Fowler is working with the direct care nurses, Advanced Nurse Practitioners and the clinic staff to establish a practice at the Vanderbilt Eskind Diabetes Clinic specializing in treating diabetes in the Hispanic population.  In addition to Fowler, several laboratory staff, nurse educators and dietitians at the Eskind Diabetes Center speak Spanish.  Work is underway to recruit other staff who speak Spanish.  Fowler recently secured grant support to systematically study how best to design, implement, evaluate and sustain these types of services between the clinic and the community.  [6.17, Book 8, Exhibit A: Article from the Reporter for February 3, 2006] 
Meeting Ethical Needs

We recognize that our diverse patient population may present unique ethical dilemmas for our staff.  The programs and services that assist us to meet the ethical needs of our patient population are detailed in Source of Evidence 6-15 and 6-16.  A potential ethical issue arising from the care of psychiatric patients in our emergency department, led to the development of our Psychiatric Transition Unit in the VUH ED.  The outcomes of its development are 

· Psychiatric and general ED patients are separated, enhancing the safety of both groups and providing a therapeutic milieu for patients who are disadvantaged in the hustle-bustle of our busy ED
· Placement plans are developed for psychiatric patients based on their most acute needs (physiologic or psychiatric problem) in order to enhance their safety.
Summary


In addition to the specific programs and services discussed, all patients and families may access the services of our Patient Affairs Department and our Chaplains Services.  These two departments can coordinate services to meet unique needs.  Finally, an on-site nursing administrator is available 24/7 and is partnered with a hospital executive leader on call.  We make every effort to identify and obtain the resources necessary to meet any need of all patients and families.
(Source of Evidence 6.18)

Data that Compare and Contrast the Ethnicity of our Service Area, with the Ethnicity of Inpatients and the Ethnic Profile of the Professional Nursing Staff

The Metropolitan Service Area comprising Nashville (Davidson County) and the surrounding counties of Cheatham, Dickson, Robertson, Rutherford, Sumner, Williamson and Wilson, is the primary service area of Vanderbilt.  The table below shows the data which is available for our service area, our patients and our professional nursing staff.  It is important to note that ethnicity is not a required data point, but is reported voluntarily. 
Comparison of Ethnic Background of Service Area, Patients and Nursing Staff 

	Ethnicity/Race
	Service Area
	Patient Encounters
	Nursing Staff

	
	#
	%
	#
	%
	#
	%

	Asian
	25887
	1.99
	11347
	0.9
	39
	1.57

	Black
	201102
	15.49
	174853
	13.6
	188
	7.56

	Hispanic
	53661
	4.13
	21371
	1.7
	23
	0.93

	Indian
	0
	
	1452
	0.1
	0
	

	Native American
	0
	
	15784
	1.2
	7
	0.58

	White
	992167
	76.42
	800622
	62.3
	2164
	87.2

	Not specified
	0
	
	259801
	20.3
	58
	2.34

	Unknown
	25513
	1.97
	244
	< 0.1
	0
	



We outlined in Force 4, SOE 5 and 6 the many recruitment efforts we have around hiring a more diverse RN population. 
(Source of Evidence 6.19)

How we Prepare the Professional Staff to Meet the Projected 
Needs of Diverse Populations
Interpreter Services staff participate in nursing orientation to discuss cultural awareness and sensitivity, how to request an interpreter and other resources available to meet unique cultural needs.  Our nurses are also oriented to the services available for patients and families with limited English proficiency (LEP).   Nurses receive an ID badge card with information regarding how to contact Interpreter Services and the resources available and are oriented to the Cultural and Religious Resource Handbook.  This resource is available on-line and is a quick reference for health care providers, giving practical “what do I do now?” information.  The traditions and/or cultures discussed in the manual are those which we may encounter in our daily work and are significantly different from those more commonly known in our area.  It provides information on beliefs and practices which may impact the overall treatment plan.  
Although we have patients who speak a number of languages, Spanish is one of the most frequent.  Currently, we offer Spanish for Health Care Providers on a regular basis.  [6.19, Book 8, Exhibit A; Spanish for Medical Professionals Workshop from the Training Locator] 
The Learning Center provides ongoing training for staff to enhance cultural sensitivity.    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 services for patients and families who have low proficiency in English 

· Services to assist with translating print and video education materials

An awareness of how cultural differences impact group processes stimulated the Shared Governance Task Force to provide cultural sensitivity training for unit and clinic board chairs and managers. This 2-hour workshop uses a well-tested approach to enhancing sensitivity through a group exercise. 
Tennessee Donor Services assists our nurses to provide culturally sensitive care for patients who are potential organ donors.  They recognize individuals, whose religious beliefs prohibit donation of organs and tissue, helping us avoid inadvertently offending a family. 

[6.19, Book 8, Exhibit B:  Cultural Diversity Training] 
 (Source of Evidence 6.20)

Structure and Process Standards (Policies and Procedures) that Reflect How the Organization Addresses Patient/Resident Language and Hearing Needs

Vanderbilt's policy Communications with Patients, Families and Visitors with Special Needs has been in place since 1987 [6.20, Book 8, Exhibit A: Communication with Patients, Families and Visitors with Special Needs, Op 10-50.01] The policy addresses the needs of individuals with hearing, language and visual impairments, as well as those with limited proficiency in English.  Service Animal Required by Patient or Visitor details how we accommodate patients and visitors who are accompanied by a service animal. [6.20, Book 8, Exhibit B: Service Animal Required by Patient or Visitor OP 10 – 50.05]  
 (Source of Evidence 6.21)

Evidence of Workplace Advocacy Efforts that Have Improved the Work Environment for Nurses at All Levels 

Our Shared Governance program provides the structure and process for workplace advocacy by nurses at all levels of the organization.  The unit/clinic board structure and decision making processes empower nurses to raise issues and implement solutions which improve the work environment.  Shared governance is based upon several principles which enhance nurses’ ability to advocate for an improved work environment: 

· People cannot support what they do not understand – they need the right information at the right time

· People do support what they help create – they need to be included in decisions affecting them and decisions about their practice

· People feel ownership when they are involved 
· Power is in the participation of all key stakeholders.  

Our Nurse Wellness Task Force (from Be the Best – Keep the Best) initiatives address safety of nurses at work and enhancing nurse wellness. The initiatives 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 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 nurses’ awareness of strategies, programs and products to enhance their physical and mental wellness.

Critical Incident Stress Management Service

Work/Life Connections-EAP provides Critical Incident Stress Management services to support staff following traumatic events in the workplace.  The service was started in EAP in 1996 and is available to all employees in the Medical Center.  Examples of requests for services came from staff that had experienced:

· Workplace trauma
· Loss of colleagues 

· Violence in the workplace 

· Closing of services/programs 
· Multiple patient deaths 

· Deaths of infants and children

· Unusual patient care circumstances
Nurse Managers have received education on “Supporting Your Staff through Trauma: CISM and Other Tools.”   Recognizing the stress of their units and supporting staff that are in highly charged areas, nurse managers embraced Critical Incident Stress Management.  For example, direct care nurses in our Trauma Unit attend “pre-incident” training on Stress and CISM. This program is also part of the orientation of new LifeFlight and ED staff.  
The table below details the number of CISM consults and participants to date.
	
	2001-02*
	2002-+03
	2003-04
	2004-05

	Interventions
	74
	14
	24
	22

	Participants
	411
	179
	226
	168


*9/11 – special circumstance year

A number of outcomes improving the work environment for nurses accomplished following the CISM model include:

· A Task Force concerning safety in the workplace was convened exploring hazards in the patient care settings  

· A direct care nurse was provided assistance for emotional trauma and was able to return to work
· A training module on “Encountering Distressed Patients and their Families” by Jim Kendall

· A Universal Behavioral Precautions training module authored by Jim Kendall and Ann Cross, RN.  
 (Source of Evidence 6.22)

How Current Literature, Appropriate to the Practice Setting, is Available, Disseminated and Used to Change Administrative and Clinical Practices

As a research institution, we are committed to the generation and use of knowledge.  Current literature is available to all staff (direct care nurses, physicians, administrators) through our digital library, which can be accessed from any work station in VUMC.  Librarians at the Eskind Biomedical Library (EBL) provide consultation to any staff member seeking assistance to research a clinical problem or question.  Current literature informs the development of clinical policies, procedures and practice guidelines.

EBL’s Clinical Informatics Consult Service (CICS) 

Librarians help direct care nurses, students, residents and faculty stay abreast of the latest findings in the literature by actively participating in clinical rounds.  EBL librarians participate in rounds with the MICU, NICU, PICU, Trauma ICU, Neurology/Neurosurgery ICU and the Clinical Research Center.  They also participate with the teams on the Breast Cancer Tumor Board, Pediatric Infectious Diseases and Emergency Medicine.  As part of the clinical team, they identify complex information needs, search the literature, and synthesize all of the viewpoints reported in the literature related to a particular question, developing a concise, informative summary, which they present along with the articles on rounds.   Their answers for the questions, along with the filtered references and written summaries, are entered into a searchable database at the Evidence Based Site <http://www.mc.vanderbilt.edu/biolib/cics/index.html>.

The search strategies used to research each question are linked to an update button that connects directly to PubMed, providing a quick update on the topic.  A record of all the questions generated by clinical teams is maintained to share the most current viewpoints in healthcare literature.  

In addition to clinical team rounds, librarians assist with focus studies to identify evidence based practices for patient problems crossing the boundaries of clinical areas.  Focused studies may be initiated by any member of the interdisciplinary team who accesses a clinical librarian for assistance to address the problem and develop practice solutions.  Several recent practice protocols specific to nursing practice have been developed with the help of the Consultation Service, including:

· Pressure ulcer prevention

· Ventilator-associated pneumonia prevention

· Prevention of blood stream infection during CVC insertion 

Clinical Practice Committee: Evidence Based Guidelines

Our Clinical Practice Committee is responsible for the development and revision of all clinical practice guidelines.  Relevant literature and external standards are used in writing each guideline, which includes a bibliography to support the recommended practices. [6.22, Book 8, Exhibit A: Total Parenteral Nutrition, CL 30-06.07 example of Clinical Practice guideline with supporting research evidence]
Evidence Based Pathways 


Using evidence and best practices to develop clinical pathways has a 12 year history at Vanderbilt.  Pathways to guide patient care have been in place for that period of time and are associated with matched order sets in the computerized provider order entry (CPOE) system.  Since the spring of 2004, we have formalized the process to systematically review literature for evidence based practices.  

To support development and revision of pathways and order sets, EBL librarians created the Pathway Literature Locator (PLL), which provides access to the literature for our pathways.  The librarian conducts a thorough analysis of the healthcare literature on the pathway topic and creates an overall analysis of the state of the science (including major findings, areas of controversy, appropriate search terms).  Pathway sub-topics such as diagnosis, treatment and potential complications feature targeted literature from Pubmed, CINAHL, and three EBM databases. Each PLL entry is updated annually.  As clinical teams review the content in the PLL, additional complex questions may arise; responses to these questions become part of the PLL pathway entry.  

Clinical teams developing evidence based pathways and order sets are led by a nurse, a physician and a pharmacist.  Three full-time RNs (two of whom work in positions created in the past year in response to administrative commitment to evidence based practice) facilitate clinical team access to the literature.  The services of EBL librarians are available to assist the team with complex clinical questions.  The digital library provides access to on-line literature searches, abstracts and full-text articles.  Notably, in fiscal 2005, 55 evidence based order sets were developed or updated.  Since July 2005, an additional 85 are in development.  Examples of librarians assisting the work of clinical teams includes their help of the Sickle Cell Anemia Pain Crisis team (which posed 7 additional complex questions about the existing pathway)  and the Liver Transplant team (which posed 30 additional complex questions) when they revised their practice guidelines.   

Liver Transplant Example of Using Literature to Change Practice


The liver transplant team has used best practice pathways and order sets for more than 10 years.  In June, 2004 the practice group was asked to pilot a model for closed loop quality improvement.  The model emphasizes the use of our informatics systems to improve patient care.  [6.22, Book 8, Exhibit B:  Pathway/Order set Literature Locator Liver Transplant]
The team taking on the work of using current literature to look for evidence for practices was led by   Jerita Payne RN, APN, the lead transplant coordinator, Ravi Chari, a transplant surgeon and Christie Buchanan, our transplant pharmacist.  Also included were:
· The four transplant coordinators

· One additional transplant surgeon

· A hepatologist

· The liver transplant social worker

· The nurse educator from the postoperative unit

· A research librarian

As a first step, a total of 30 questions were refined and submitted to the research librarian.  Listed below are examples:
· Is there evidence for preoperative treatment of hepatitis in adults undergoing liver transplant?

· What is the experience of others with pulmonary complications of liver transplant?

· What is the experience of others with cardiac problems after liver transplant?

· Is there evidence for postoperative prophylaxis of CMV?

· How is postoperative hyperlipidemia managed in adult liver transplant patients?

· What is appropriate DVT prophylaxis in patients undergoing liver transplant?

· How is pneumocystis carinni prophylaxis best provided after liver transplant?

· How should acute renal failure be managed?

· How can the malnutrition associated with end stage liver disease best be addressed postoperatively?

· What are the postoperative GI issues associated with liver transplant?

· What is the best treatment of acute graft rejection in liver transplant patients?

· What “routine” studies do others include in candidate evaluation for liver transplant?

· Can hemorrhage be prevented, how is it best managed in postoperative liver transplant patients?

The team divided the literature review responsibilities among members based on the phase of care and the content.  Nurse transplant coordinators, who follow liver transplant patients long-term, participated in each group.  Substantive changes were made to a number of routine practices – including the choice of immunosuppressive agents to prevent rejection of the transplanted liver in order to minimize medication side-effects and improve patient compliance with the regimen.  This critical change in practice was promoted by the nurses’ experiences of providing ongoing care to patients after liver transplant.  With the previous regimen, medication side-effects prevented adequate compliance resulting in rejection episodes.  

Edie Vaughn RN, the nurse educator coordinated updating the instructional program with the practice changes.   This program has been in place since the beginning of the Liver Transplant program and is mandatory for nurses who provide care for liver transplant patients.  It prepares SICU and 9 South nurses to provide high quality patient care and assure facilitate continuity for this complex patient population.  Content is presented at a day long workshop by physicians, liver transplant coordinators, the transplant nutritionist and unit nursing leaders (RN 4 from SICU, 9S charge nurses and the 9S unit educator). Each attendee is given a reference manual with detailed information about the course content. Practice updates are included in each workshop, to ensure dissemination of the rationale for practice changes based on the review of literature.  Nurses understand WHY we do what we do.  
Outcomes:

· Evidence based pathway and order sets 

· Manuals for nursing education  

· A guide for patients and families detailing the care and services they can anticipate

· Updated teaching record for liver transplant patients 

· Nursing expression of increased knowledge of liver transplant patient care and improved ability to provide patient and family education 

(Source of Evidence 6.23)

Policies and Procedures that Protect the Rights of Participants in Research Protocols; Evidence of Consistent Nursing Involvement in the Governing Body Responsible for Protection of human Subjects in Research 
The Institutional Review Board’s (IRB) role in human subjects’ protection is clearly defined by federal regulators. The Department of Health and Human Services defines an IRB as “an administrative body, composed of scientists and non-scientists, established to protect the rights and welfare of human research subjects.”  To meet federal regulations, IRBs are guided by policies and procedures [6.23, Book 8, Exhibit A: IRB Policy and Procedure Manual Table of Contents]  The polices provide specific guidelines for required level of review based upon degree of risk, content and language of consent forms, and schedule of review and renewal for continuing studies.  Vanderbilt currently has three health science review committees and one behavioral science review committee.  Each committee is interdisciplinary in nature and a minimum of one nurse (doctoral-prepared or advanced practice) is a voting member of each IRB review committee [6.23, Book 8, Exhibit B: IRB Committee Rosters – 4 Committees].

Nurses have unique skills to improve and promote human subjects protection programs. At Vanderbilt, 25 percent of the support staff of the IRB is nurses who are responsible for study coordination.  Nurses apply nursing knowledge to the review, education and oversight process and, when trained in research procedure and process offer valuable skills human subjects protection programs.  Familiar with both the medical aspects of a research proposal and research processes, they apply both skills to the pre-review process which improves the quality of research proposals that will eventually be reviewed by the committee.  

(Source of Evidence 6.24)

Evidence that Research Consultants are Actively Involved in Shaping Nursing Research Infrastructure, Capacity and Mentorship 

The significance of nursing research at Vanderbilt is evidenced by the establishment of the Nursing Research Program in 1990. The program has evolved over the past 15 years and continues to support nurses’ involvement in the use, generation and dissemination of knowledge to advance nursing practice and patient care.  Our current Director of Nursing Research, Dr. Nancy Wells provides one-to-one consultation, education on the conduct, utilization and dissemination of research and mentoring of nurses at all levels engaged in scholarly activities.

Nursing Research Infrastructure


Our nursing research program is led by the Director of Nursing Research, who holds a joint appointment in the School of Nursing.  Further support is provided by a 0.3 FTE nurse researcher, who also holds joint appointments with the Schools of Nursing and Medicine and a program coordinator (1.0 FTE).  

Supporting our nursing research program is the Joint Center for Nursing Research, a collaborative effort between the School of Nursing and VUMC.  Our Director of Nursing Research is the Assistant Director of the Joint Center for Nursing Research.  The center provides resources for nurses conducting and disseminating research or investigating and implementing innovative projects.  Nurses have access to:

· Statistical consultation 

· Research assistants (students currently enrolled at VUSON)

· Grant management (budget development and disbursement)

· Formal and informal educational programs 

· Research consultation from faculty in the School of Nursing.

Nursing Research Capacity, Mentoring 

The Nursing Research program offers a number of opportunities for nurses interested in using, generating and disseminating knowledge.  The programs highlighted include the internship program, the writing for publication workshop and the annual poster session.  Each provides opportunity for nurses at all levels to be mentored while developing skills in nursing research.

Nursing Research Internship.  The Nursing Research Internship program was initiated in 1999, to improve patient care through the use of evidence based practices and provide a professional development opportunity for direct care nurses. The program provides monthly workshops over a 2 year period to: 

· Expose staff nurses to the digital libraries

· Increase ability to critically analyze research literature

· Use research literature to solve clinical practice problems 
Participants are drawn from a variety of clinical practice areas across VUMC to broaden each intern’s perspective and enhance networking.

15-20 staff nurses are involved in the internship, signifying substantial organizational commitment.  Participants are paid for eight hours of professional leave each month, while another RN replaces each in staffing the clinical area.  Direct care nurses in the program also complete learning activates between workshops. 

Intern program curriculum 
The primary focus of the program is the application of knowledge to solve clinical problems. Interns develop the skills necessary to:

· Search relevant literature 

· Critically analyze research 

· Determine applicability to the clinical area and 

· Plan, implement and evaluate a practice change
These skills are developed through a mix of didactic presentations, group discussions and practice sessions. [6.24, Book 8, Exhibit A:  Nursing Research Internship Curriculum}  

Ability to find relevant research is a barrier to applying knowledge to solve clinical problems.  Many direct care nurses are not familiar or comfortable with conducting literature searches. In the first year of the internship, hands on practice with the Eskind Biomedical Library staff enable participants to develop skills in identifying key words to locate topics in CINAHL and PubMed. These digital libraries can be accessed from the clinical work stations on the patient care units and clinics.

A second barrier to research utilization is lack of ability to critically analyze research.  Interns learn strategies to review multiple studies and determine the consistency of findings.  When consistent findings are found, a potential practice change may be planned and implemented. If findings are inconsistent, interns further explore current practice in their clinical area to identify processes which may be modified to improve patient care.

The second year of the program is devoted to practice change. The workshops become shorter in length.  They learn from case managers who use clinical data to support changes in practice and administrators who manage large organizational change.  During the remainder of their workshop day participants have time to work on their clinical practice project.  Interns plan, implement and evaluate a practice change in their clinical area.  

Writing for Publication Workshop  
A four-session Writing for Publication Workshop is held each year to teach writing for publication skills.  Each session is conducted at 2 month intervals to permit participants’ completion of assignments resulting in a finished manuscript by workshop 4.  The sessions include a step-by-step plan for writing a manuscript for submission and time to discuss successes and difficulties the participants have encountered in writing.  
National Nurses’ Week Poster Session  
The annual poster session during National Nurses’ Week provides nurses at all levels the opportunity to write an abstract, prepare and present a poster.  Nurses’ understanding of this avenue of dissemination of knowledge is enhanced and many are motivated to submit abstracts and present posters externally.  The Nursing Research Office provides support to identify poster content and technical support to prepare the poster.  Nursing research interns are required to submit an abstract and a poster.  Other nurses are encouraged to describe innovative programs they have developed, implemented and evaluated in their patient care areas via a poster presentation.  
(Source of Evidence 6.25)
Funding for Nursing Research for the Past Year, the Current Year-to-Date, and the Future Projections, Highlighting the Allocation and Utilization of Resources for Nursing Research
	FUNDING DEPARTMENT OF NURSING RESEARCH


	Year
	Positions
	Non-salary Support

	2004


	1.0 FTE Director of Nursing Research (PhD)

.3 FTE Nurse Researcher (joint faculty position)

1.0 FTE Program Coordinator

Total salary support:  $179,701
	$24,274.97



	2005
	1.0 FTE Director of Nursing Research (PhD)

.3 FTE Nurse Researcher (joint faculty position)

1.0 FTE Program Coordinator

Total salary support: 

 $185,092
	$25,245

	2006
	1.0 FTE Director of Nursing Research (PhD)

.3 FTE Nurse Researcher (joint faculty position)

1.0 FTE Program Coordinator

Total salary support:  

$191,570
	$26,002


[6.25, Book 8, Exhibit A: Nursing Research Yearly Expense Report FY 05] 

In addition to this direct, centralized funding of nursing research, indirect resources are provided by clinical areas which support direct care nurses in the Nursing Research Internship and all areas which support nurses at all levels to participate in the Writing for Publication Workshop.

As well, our Director of Nursing Research, Dr. Nancy Wells has received grants for clinical research in the area of pain management.  She is also co-investigator in a five year $948,665 grant awarded by the Department of Health and Human Services.  The grant is designed to improve the retention of nurses and patient care by: 
· enhancing collaboration and communication among nurses and other health care professionals 

· promoting nurse involvement in organizational and clinical decision making. 
(Source of Evidence 6.26)
Documentation of all Nursing Research Activities that are Ongoing and Participation in Surveys Completed within the Past 12 Month Period

There are numerous research activities led by nurses at Vanderbilt.  Many direct care nurses are involved in studies to evaluate practice improvements.  Faculty, post-doctoral fellows and doctoral students from the School of Nursing also conduct research at VUMC. Our Director of Nursing Research maintains a program investigating pain and symptom management in patients with cancer.  Dr. Wells also participates in research with other investigators (the Clock Gene study).    We evaluate many of our programs and initiatives from a research perspective, using data for decision-making (Be the Best, Keep the Best; Smooth Moves). 
Summary of Research Activities in the Medical Center (July 2004 – June 2005)
	Evidence Based Practice Improvements

Project                                                                                   Investigator(s)


	Reduction of pressure ulcers in SICU

	Richard Benoit, RN, MSN, Educator
SICU direct care nurses

Wound care consultant


	Confusion Assessment Method (CAM-ICU) Implementation

[6.26, Book 8, Exhibit A:  CAM-ICU Article in Critical Care Medicine 2005] 
	Brenda Pum, RN, MSN

Kim Butler, RN, Direct Care Nurse, MICU
MICU staff

Wes Ely, MD


	Reduction of ventilator associated pneumonia in SICU 

	SICU Direct Care Nurses 
Infection control


	Ventilator weaning & ventilator acquired pneumonia in PCCU [Exhibit: summary of findings]

	PCCU Direct Care Nurses 

	Improving documentation of groin sites following cardiac catheterization 

	Stacy  Sherard, RN

Grace Vincente, RN, Direct Care Nurse, CCU
Felicia Lowe, RN, Direct Care Nurse, CCU
(intern project)


	Documenting complications arising from surgical positioning  (SICU) 
	Dorothy Nuusila, RN, Direct Care Nurse
Regenia Wsecarver, RN

(intern project)


	Reinsertion of mature gastric tubes (3rd Floor Round Wing) 
	Lamar Bowman, RN, Direct Care Nurse
(intern project)



	

	Unfunded Nursing Research

	Survey of NP responsibilities in transplantation
	Haley Hoy, MSN, ACNP (PI)

	Breast feeding duration (doctoral dissertation)
	Bette Moore, PhD, RN

	Coping and HRQOL in renal transplant patients (doctoral dissertation)
	Hongxia Liu, RN, MSN

	Evaluation of Programs & Initiatives

	PathworX survey (10 pilot units) 

[6.26, Book 8, Exhibit B: PathworkX Users Survey]]
	Janis B. Smith, RN, MSN

Judy Ozbolt RN, PhD, FAAN

Systems Support Services

	Hand Hygiene program 


	Lauran Allen (VCH)

Tom Talbot, PhD (epidemiologist)

	Clinic-board survey of group cohesion & control over nursing practice (HRSA funded)


	Nancy Wells, RN, DNSc

Shared Governance task force

	Nurse Residency program 


	Chris Wilson, RN, MSN

Nurse Residency Advisory committee

	Pediatric Nurse Internship program 


	Debbie Arnow, RN, MSN

	Smooth Moves 
	Smooth Moves task force

Melanie Swift, MD

	Be the Best – Keep the Best initiatives

· Recruitment pilot study 

· Scheduling survey

· Service Improvement focus groups & survey development


	Task Force Members

	Internally Funded Studies

	Families coping with lung cancer: A pilot study 

(VICC Support Funding)
	Linda Riley, PhD, RN (PI) (post-doctoral fellow)

	Arm volume measurement 

(VUSN Fellowship)
	Sheila Ridner RN, PhD (PI) post-doctoral fellow)

	Use of expressive writing in women with lymphedema (VUSN Fellowship)
	Sheila Ridner, RN, PhD (PI) post-doctoral fellow

	Outcomes in cardiac rehabilitation 

(VUSN/JCNR)
	Ken Wallston, AB, MA, PhD (PI)

Mike Vollman, RN, PhD (Co-PI)

	Biological clock genes

(Vanderbilt Discovery grant)
	Carl Johnson, PhD (PI)

Nancy Wells (Co-I)

	Externally Funded Studies

The use of opioid protocol for cancer pain control

(NCI)

Nancy Wells, RN, DNSc (PI)

Barbara Murphy, MD (Co-PI)

Adaptation of Opioid Titration Order Sheet to the Hospice Setting (NCI)

Barbara Murphy, MD (PI)

Nancy Wells, RN, DNSc (Co-I)

Maternal opioid treatment: Human experimental research (NIDA)

Peter Martin, MD (PI)

Karen D’Apolito, PhD, RN (project director)

Vanderbilt University Medical Center birth defects prevention project
(Blue Cross-Blue Shield of Tennessee) 

Melanie Lutenbacher, PhD, APRN, BC (Co-PI)

Effect of expressive writing on persons with HIV/AIDS (NIMH/NIH)

Ken Wallston, MA, PhD (PI)

Lois Wagner, RN, PhD (Co-I; dissertation research) 

Effect of expressive writing on cessation of tobacco use (NCI/NIH)

Ken Wallston, MA, PhD (PI)

Addressing literacy and innumeracy in primary care patients with diabetes. (American Diabetes Association)

Russell Rothman, MD (PI)

Ken Wallston, MA, PhD (Co-I)

Kathleen Wolff, RN, MSN (Co-I)




(Source of Evidence 6.27)
Evidence of Education and Mentoring Activities that have Actively Engaged Staff Nurses in Research and/or Evidence-Based Practice Activities 

Opportunities for education and mentoring in research and evidence based practices are apparent in the accomplishments of direct care nurses related to research activities.  Our Director of Nursing Research provides education and mentoring in her contact with the research interns and with participants in the writing for publication workshops and the annual Nurses’ Week poster session.  The Shared Governance User Group provides education related to research and evidence based practice presented by a variety of experts.  Direct care nurses also participate with practice groups developing or revising evidenced-based  pathways and order sets. 

Nursing Research Internship 

Participants 
 Direct care nurses choose to participate in the research internship and request support from their nursing managers and administrative directors for participation in the two year program.  Since 1999 nurses from inpatient, perioperative and ambulatory settings have taken part in the program.   

Research interns have utilized current knowledge to improve patient care and to generate new knowledge to address clinical problems. Examples include:

· Reducing flat, supine position time following diagnostic angiograms

· Describing the presentation of women with acute myocardial incidents

· Exploring the clinical outcomes and financial implications of endotracheal tubes related to the prevention of ventilator associated pneumonia

· Identifying alternative strategies to physical restraints for hospitalized elderly patients

· Expanding family visiting hours in SICU

· Evaluating the impact of HIPAA on patients, family members and direct care nurses

· Using a behavioral observation tool to measure pain in cognitively impaired patients 

· Examining the feasibility of nurses re-inserting established gastrostomy tubes 

· Documenting complications which arise from positioning during surgery  [Exhibit: surgical complications unrelated to surgery]

· Improving nursing documentation of cardiac catheterization site condition

In her own words – Research Intern Experience in Changing Practice

From Susie Stephens, RN,   ED
“I was an intern in the first group of nursing research interns.  I work in the ED and we insert IVs in most of our patients.  The process in place to start IVs was cumbersome – and required going to the equipment area to pick up the IV basket and the medication room to get saline.  In the second year of my participation in the program, I designed a new IV tray which would reduce the time needed to gather all the equipment for an IV start and improve the efficiency of completing the task.  This also led me to develop an external jugular protocol for difficult sticks after I had finished the internship program.
I used the tools that I had learned during my internship on research and planned change to set up my work.  Although I knew what my experiences were in starting IVs, I needed to have a better sense of what other nurses were doing to start IVs.  I observed and timed my co-workers and noted the equipment they used.  After my observations, I worked with our IV team to identify equipment and supplies to be used and our Service Center to put together packages for us to trial.  After piloting several trays, our nursing staff reached agreement.  The ED nurses are very satisfied with the procedure for starting IVs.

Following the internship program, I identified difficult IV sticks as another clinical problem in the ED.  After reviewing the evidence available, I identified using an external jugular stick as a solution to these difficult IV starts.  An external jugular protocol was developed, reviewed and approved by the Clinical Practice Committee. “
Program Evaluation [6.27, Book 8, Exhibit A: Nursing Research Internship Program Evaluation 2005]  
Research interns report using the digital library to search the literature about clinical or administrative problems 3-5 times in the 6 months following program participation.  Program participation helped 6 of 8 eligible direct care nurses to advance to RN 3 or RN 4 within one year of program completion.  Following program participation, interns’ involvement in unit/clinic boards, committees and Medical Center committees increased.  Finally, participants report increased appreciation of research and evidence based practice.  They reported greater confidence in their ability to read and use research, as well as satisfaction with their personal professional growth.

National Nurses’ Week Poster Session
Each year, 10-20 posters are presented during our Nurses’ Week reception.  Presenters are required to be present to talk with colleagues about their projects.  The mentoring process which enabled direct care nurses to present locally has resulted in a number of staff nurse presentations at national conferences. For example, Denise Gamary, a nurse from MICU, presented a poster on the unit’s preceptor program at the national American Association of Critical-Care Nurses National Teaching Institute in May, 2005. [6.27, Book 8, Exhibit B:  MICU Preceptor Poster Slides]
Writing for Publication Workshop

Since its beginning five years ago, approximately 45 nurses and 7 providers from other disciplines have participated in the Writing for Publication Workshops. [6.27, Book 8, Exhibit C: Writing for Publication Workshops Program]

Other Mentoring Activities for Direct Care Nurses Related to Research


In addition to these formal activities, Dr. Nancy Wells, our Director of Nursing Research also provides informal mentoring. Dr. Wells was recently inducted as a fellow in the American Academy of Nursing (AAN).  The AAN consists of 1,500 nurse leaders who make extraordinary contributions to nursing and have been identified by their peers to be the best and brightest professionals in nursing.  Dr. Wells provides an average of 4 consults a month for activities which are varied and include:  conducting literature searches, assisting with instrument development, reviewing grant proposals, data analysis and interpretation, preparing abstracts, posters and slide presentation, review and critiquing of manuscripts for journals. 
Evidence-Based Practice Workgroups

Clinical practice groups employ research and research utilization strategies to systematically review the evidence-based literature and establish best practices for patient care.  These groups are most often led by the collaborative partnership of a case manager or advanced practice RN and a physician, who coordinate the involvement of direct care nurses and representatives of ancillary services.  Responsible to reflect the potential impact of practice changes based on evidence for the group; direct care nurses are key to the development of tools with a high degree of usability in real patient care situations.  In addition, nurses are supported and mentored in research-related activities by the clinical practice group participants and by the clinical librarians who support the work.  
(Source of Evidence 6.28)
Resources Available to Nursing Staff to Support Participation in Nursing Research and Nursing Research Utilization Activities 
Direct care nurses are supported to participate in and utilize research as outlined in the evidence presented above in 6.22, 6.24, 6.26 and 6.27.  To summarize, resources available include:
· The Eskind Digital Library can be accessed directly from each of the clinical workstations in the medical center.  Nursing staff can review the literature associated with pathways in the Pathway Literature Locator, access evidence based practices in the guidelines developed in Zynx and review evidence based literature in the Cochrane database or UpToDate.  Additionally, searches of the literature for topics of interest can be conducted independently via PubMed and full text articles are available on-line from all the major nursing, medical and related healthcare journals.
· Biomedical librarians will assist nursing staff in conducting literature searches to establish evidence for practices.

· The Clinical Practice Committee is a resource for nurses with questions about their practice.  Guidelines for practice are written based on a review of the relevant literature and external standards and include a bibliography to support the recommended practices.

· Advanced practice nurses and case managers are clinical experts and are consistently visible and available in patient care areas.  As leaders of the evidence based practice work on pathways and order sets, these individuals are knowledgeable resources who assist direct care nurses in understanding and utilizing research.
· Dr. Nancy Wells, our Director of Nursing Research, provides both formal and informal resources which support nursing staff to participate and utilize nursing research.

· Direct care nurses participate in the evidence based practice groups which update pathways and order sets using research. 
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