Force 7: Quality Improvement

Quality improvement at Vanderbilt stems from the mission of the Medical Center and our Nursing Philosophy and is included in the Credo behaviors.  

 (Source of Evidence 7.1)

Our Organizational Quality Plan and the Relationship of Nursing Quality Initiatives at the CNO to the Unit Level to the Organizational Plan 

Vanderbilt’s Performance Improvement and Patient Safety Plan reflects a comprehensive focus on quality and patient safety. Our plan reflects the Institute of Medicine’s (IOM) Six Aims for Improvement –the delivery of care that is: safe, timely, efficient, effective, patient-centered and equitable. The focus of our plan is anchored around the redefinition of quality in the IOM Report: Crossing the Quality Chasm. Using the IOM framework, the plan summarizes the philosophy, principles, organization, structure, operational approach, and communication structure for both improvement and patient safety activities. It describes a systematic, collaboratively planned, organization-wide approach to designing, measuring, assessing, and improving quality.

Our quality focus is further enhanced with the initiatives/principles of our Elevate program. Elevate is an organizational-wide initiative with 2 main focuses:  “hardwiring for excellence” and “going from good to great”.  Going from good to great with hardwired processes requires a commitment to 9 fundamental principles:

· Commit to excellence

· Measure the important things

· Build a culture around service

· Create and develop leaders

· Focus on employee satisfaction

· Focus on outcomes at the point of service 

· Build individual accountability

· Align behaviors with goals and values

· Communicate at all levels

· Recognize and reward success

These principles provide a map for goal achievement under five Pillars:  people, service, quality, growth and finance. “It’s a step-by-step process - similar to a clinical pathway - which takes you from where you are to where you want to be.” (Quint Studer)  

The five “Elevate” Pillars provide the foundation for setting organizational goals and direction for service and operational excellence for system-wide understanding and implementation.  In the Elevate “Quality Pillar” the overall goal is to provide safe and high quality preventive, acute and chronic patient care. This initiative incorporates three major quality goals directly linked to nursing care. 
	Quality Pillar Goal
	Target Population
	National Quality Outcome 
	Nursing Intervention

	Achieve the lowest preventable mortality (O/E) in the country

Perform in the top 10% on nationally reported quality measures
	Community Acquired Pneumonia
	-Oxygenation assessment

-Blood culture prior to first antibiotic

-Antibiotic timing

-Pneumococcal, influenza vaccine administration

-Smoking cessation advice
	- Assesses oxygenation on admission

-Obtains blood culture prior to administering first antibiotic

-Administers antibiotic within 4 hours of arrival  

-Administers pneumococcal and influenza vaccines to patients when indicated

-Provides smoking cessation advice & resources for quitting

	
	Ventilator associated pneumonia
	-Sedation guided by RASS score

-Peptic ulcer disease prophylaxis

-DVT prophylaxis

-Daily weaning trial

-HOB elevated 30 degrees
	-Assesses and records the  sedation level 

-Elevates HOB 30 degrees

-Assesses the oral cavity every shift

-Provides oral hygiene every 2 hours

-Brushes the teeth every shift

-Performs hypo pharyngeal and subglottic suctioning at least every 6 hours

-Applies mouth moisturizer PRN 

	
	AMI
	-ASA on arrival

-ASA at discharge

-ACEI for LVSD

-B-blocker on arrival 

-B-blocker at discharge

-PCI within 120 minutes

-Thrombolytic agent within 30 minutes

-PTCA within 90 minutes

-Smoking cessation advice
	-Administers ASA on arrival to the ED

-Provides smoking cessation advice & resources for quitting



	
	CHF
	-LVF assessment

-ACEI for LVSD

-Detailed discharge instructions

-Smoking cessation advice
	-Educates patients and families for discharge and care at home

-Provides smoking cessation advice & resources for quitting

	
	All inpatients
	-Reduce the incidence and severity of patient falls

-Reduce the incidence of pressure ulcers
	-Assesses patients for risks of falling every shift, when the level or location of care changes or a patient falls

-Implements moderate and high falls risk prevention interventions

-Assesses patients’ skin condition at least every shift

-Implements pressure ulcer prevention interventions based on assessed risk

	
	Pediatric inpatients 
	-Reduce the incidence of intravenous fluid infiltration

-Improve the pain AIR cycle 
	-Assesses the IV site every hour  
-Assesses comfort in every patient at least every shift 

-Intervenes promptly to treat pain

-Reassesses patients for their response to the intervention 

	
	Psychiatric inpatients
	-Decrease the incidence of assault among psychiatric patients
	-Applies de-escalation strategies learned in Assault Management training to prevent assaults
-Completes the worksheet and log to detail events when an assault occurs

	
	Patients having procedures
	-Eliminate wrong patient/site/side procedures
	-Accurately identifies patients using two sources of information
-Verifies, with the patient, the procedure to be performed against information in the medical record

-Verifies, with the patient, the site and side of the procedure
-When necessary, contacts a physician if clarification of any information is needed

-Assures that correct studies, films, implants, etc. are present 

-Participates in the “time-out” prior to procedure initiation

-Completes documentation of activities related to accurate patient and procedure identification

	
	All patients
	-Standardize “hand-offs” of patient care
	-Uses a standardized format for clear verbal communication at all patient hand-offs (SBAR)

	
	All inpatients 
	-Deploy Rapid Response Teams at the first sign of patient decline
	-Recognizes deteriorating patient condition
-Communicates up the medical chain of command 
-Activates the Rapid Response Team when needed for patient care

	Eliminate medication errors


	All patients
	-Eliminate unsafe abbreviations
-Prevent errors related to look alike/sound alike medications

-Improve communication related to verbal orders and critical test results
	-Refrains from the use of identified unsafe abbreviations
-Assists pharmacy to eliminate potential for error related to look alike/sound alike medications in our dispensing systems

-When verbal or telephone orders/critical test results are necessary for patient care, writes down and reads back the order/test result to the provider



In her role as a member of key quality and strategic decision-making committees, our CNO is responsible for facilitating two-way communication and for setting direction at the unit level. Our CNO is the link between the organizational quality plan and the nursing quality initiatives, assuring coordination between the two. The formal shared governance structure supports feedback from direct care nurses, via our CNO to senior leadership at the organizational level.   Providing feedback at the organizational level regarding nursing quality initiatives is crucial to achievement of quality patient care.
 (Source of Evidence 7.2)

The Role and Accountability of the CNO Related to Quality Improvement and Examples that Demonstrate How the CNO has Effectively Influenced System-Level Change to Improve the Quality of Care


Our CNO’s role is to facilitate full integration of nursing with medical and administrative decision-making structures of the Medical Center.  She acts as the “voice of direct care nurses” to senior leadership and coordinates the development of nursing quality initiatives which address the quality plan of the organization and reflect the needs of nursing.  Ms. Dubree is held directly accountable for assuring that nurses are practicing according to recognized national standards and for defined patient outcomes which are a direct result of nursing care. An example where the CNO has effectively influenced system-level change to improve the quality of care is the creation of our Pressure Ulcer Prevention Program (PUP).
Pressure Ulcer Prevention

In the Spring of 2004, we participated in a national benchmarking  study  of pressure ulcer prevalence conducted by Hill Rom. Data from this study, as well as our own previous assessment, indicated we had opportunities to improve both prevention and treatment of pressure ulcer with our existing program. Two key issues identified were: need for additional wound care experts to support the program and the need for capital dollars to purchase patient beds/mattresses.  Our CNO effectively influenced system-level change to support development of a comprehensive pressure ulcer prevention program which included: 

· The addition of three nurse wound care expert positions at an approximate cost of $270,000 including salary and benefits 
· Capital allocated for planned staged replacement of beds and mattresses which  began in fiscal year 2004/2005 at an approximate cost of $100,000 
· Recruitment of a Medical Director for the program

· Revised documents and electronic orders which support nursing assessment and intervention to prevent pressure ulcer development or progression and provide resources for patient education and home-care instructions

· Development of a broad based education program for direct care nurses and other providers which includes:
· 8 hours classroom training for unit based nurse experts

· 2 hours of training for all nursing staff 
· quarterly education sessions

· Weekly skin care rounds with nurse wound care experts
· Ongoing review of skin care risk assessment (Braden scale) and implementation of appropriate interventions. 

Advocacy by the CNO for these resources resulted in the system wide implementation of a comprehensive pressure ulcer prevention program (PUPS) that has been instrumental in improving the quality of care outcomes.  Pressure ulcer information and data are highlighted in Force 9, Source of Evidence 5 and the NDNQI pressure ulcer tables are provided in the Exhibits for Force 9, Source of Evidence 5.
 (Source of Evidence 7.3)

The Mechanisms for Ensuring Comprehensive Dissemination of Quality Data to all Stakeholders in the Organization and Illustrate the Process 
with a Representative Example


The primary mechanism for ensuring comprehensive dissemination of quality data to all stakeholders is electronic through the use of: 

· Reports on MyVandy Portal of our intranet 

· Unit specific or PCC specific intranet databases

· E-mail distribution to pre-determined or customized lists of stakeholders
· Systems which maintain “real time” data
Data is analyzed and converted into user friendly information.  Discussion regarding the data is conducted with the appropriate committees such as the restraint team, sedation committee, and core measures groups.   Patient care managers are expected to retrieve applicable data, including the NDNQI indicators.  Managers access the site to view and print unit specific data which has been formatted for them into a user friendly form.  MyVandy Portal also gives managers the ability to follow data trends. In addition, several areas have “dashboards” which are utilized electronically to collect, disseminate and review data trends. Examples of our processes follow.  

 “Quality Dashboards” in the Cardiovascular and Medicine Patient Care Center
The Cardiovascular and Medicine Patient Care Center developed dashboards with each of its patient care areas using a collaborative methodology.  The development and implementation of the dashboards illustrate how target measures to improve patient outcomes are selected, implemented and  evaluated. 

The statement “you can’t manage what you don’t measure” is a maxim in our cardiovascular and medicine units and clinics. While everyone believed that our patient care is very good, we wanted to collectively demonstrate that through our objective data.  A dashboard that included measures of quality and safety, service, people, growth and finance was selected as the best solution (the same categories as our five Pillars).  The dashboard is designed with a few, powerful indicators which illustrate what is working and what needs attention. These indicators include the organizational-wide nursing quality initiatives.  The project involved nurses from multiple levels, including direct care nurses, educators, case managers, managers and the administrative director in both development and implementation of the project.
Teams from each clinical area identified their area-based quality indicators.  All of the area-specific indicators were then compared to identify common themes.  The goal was to have both common indicators and area-specific indicators. There are targets and thresholds for every indicator. We strive to be best in class and set our standards above the best performers, when there are comparison groups.   For indicators without national benchmarks, managers and staff evaluate current performance and the specific indicator’s risk and establish a performance target.  High risk indicators have a low threshold and trigger for action. 
Each dashboard is on a shared drive which provides access for everyone to benchmark with one another.  Dashboard data are reviewed during 1-1 meetings with managers and the administrative director and at the PCC board so that the team can learn from one another.  Discussion at PCC board meetings serves to educate and mentor participants in the use of data to improve performance.  Unit boards provide the arena for discussion of the dashboard quality data, addition of indicators to area dashboards, and, when problems are identified, design of quality improvement efforts in the particular area of concern.  Our dashboards are the “check” part of the PDSA cycle.
Other clinical areas also utilize a “quality dashboard” format to disseminate data and provide comparison and trending information.  Examples of those dashboards, such as the adult ED are provided in the exhibits section.  [7.3, Book 8, Exhibit A:  Example of CVICU Quality Dashboard, Exhibit B:  Example of 3rd Floor RoundWing Quality Dashboard, Exhibit C: Example of MICU Quality Dashboard, Exhibit D: Example of Adult ED Quality Dashboard]
Example from SICU 


The SICU quality and performance improvement unit initiatives are led by a designated interdisciplinary team which includes direct care nurses. They have developed a specific electronic database for their data which supports them in assessing, analyzing, sharing and responding to results. Data is reviewed with the staff in a variety of ways including; the bi-weekly newsletter (Pay Day Post), monthly unit board meetings and quarterly staff meetings and postings in the SICU break room on the PI Information Board.  

Examples of information which has been shared through theses methods with the interdisciplinary SICU team include:

· Infection control data – captured through the NNISS and reported by the infection control department

· Pressure Ulcer Prevention – pressure ulcer/skin care data is captured weekly and quarterly.  SICU CNS and unit-based skin care champions round weekly on patients with the focus of teaching/learning to assess status of current patients and to measure compliance with skin care protocols.  Quarterly prevalence studies are coordinated by the wound/ostomy care program and data is collected by the PUPS group and entered into the central database.  The SICU has piloted and successfully implemented electronic documentation of Braden scores via WIZ order; supporting the nurse to assess risk, document existing pressure ulcers and activate treatment and prevention orders.  

· Ventilator Associated Pneumonia – this process is currently overseen by the Infection Control Department and data is collected and compliance and outcomes data is reported bi-monthly at the Surgical Intensive Care platform meeting and monthly at the SICU unit board meeting.  This information is accessed on the SICU PI website.  Reports using graphs and tables are posted in the SICU break room on the “SICU PI Information Board”.

· Additional quality information – is reported through the PI Committee via the PI website; such as compliance with restraints and  documentation requirements.  The clinical pharmacist gathers data regarding protocol compliance and this data is reported at the bi-monthly interdisciplinary Surgical Critical Care Committee meetings. 

A recent article in the Medical Center Reporter highlighted the improvements in patient care that have resulted from the SICU focus on quality.  [7.3, Book 8, Exhibit E: SICU article in the Reporter-January 13, 2006 re: Quality Improvement, Exhibit F: SICU December Staff Meeting Minutes Re:  Quality & Quality Presentation and power point,  Exhibit G: Slides utilized to develop the bulletin board “SICU Performance Improvement Initiatives” & picture of bulletin board, Exhibit H: Sample of SICU staff Newsletter (Payday Post) which has a report of quality data ]
Focus on Dissemination of Quality Data in VCH


VCH has established a performance management and improvement (PM&I) strategy which specifically addresses VCH’s unique issues.  A hospital wide PM&I Council oversees and guides unit-based Task Forces which span the scope of intensive care, inpatient, clinic as well as unique populations such as cardiovascular and oncology patients. The Council includes direct care nurses and provides a forum where issues are reviewed, analyzed and responded to in a cohesive and timely manner.  Task Forces provide a venue for each patient care area to address concerns and process issues, make recommendations and implement change. The task forces are true “working groups” where interventions and decisions around project work are collaboratively addressed based on ongoing clinical and operational measures.

They have also developed “dashboards” or “scorecards” based on: 

· Organization wide operational and clinical measures
· Unit based measures

· Local and national benchmarking

· Project prioritization criteria

· Ongoing quality round process

· Focused improvement efforts

This is an ongoing and evolving process providing an avenue for consistent, continuous growth and collaboration of process development between all facets of the organization.  [7.3, Book 8, Exhibit I: Example VCH Quality ED White Board, Exhibit J:  Example VCH Quality Compass Scorecard]
Operative Services Quality Dissemination

Perioperative Services uses an electronic link to their Perioperative Quality Indicator Summary Reports https://vpims.mc.vanderbilt.edu/PIMS/VORS/ORSummaryReports/VIewORReports.asp
The VPIMS Indicator reports are reviewed weekly and monthly at various Perioperative Enterprise Committees, which include all stakeholders, including direct care nurses. They are also profiled in the Perioperative Services Newsletter – ‘Modus Operandi’.  This type of access available to all stakeholders and review has led to multiple improvement efforts.

[7.3, Book 8, Exhibit K: Perioperative Newsletter – Modus Operandi, Exhibit L: VPIMS website for Quality Reporting]
Quality Data Dissemination in PHV


Our psychiatric hospital participates in quality data collection with the Maryland Hospital Association, as there are no national quality indicators which apply to this patient population.  Data is regularly collected on the following:

· Medication errors (all patients)
· Adverse medication reactions (all patients)
· Self-injury events by patient days (adult and adolescent)

· Physical assault events by patient days (adult and adolescent)

· Transfers to acute care within 24 hours of psychiatric admission (adult only)
· Readmission within 15 days of discharge (adult and adolescent)

· Involuntary restraint events by patient days (adult and adolescent)
· Seclusion events by patient days (adult and adolescent)

Data is shared at the PHV Coordinator meeting and at the PHV Clinical Service Committee.  
(Source of Evidence 7.4)

The Processes and Rationale for the Identification, Development, and Utilization of National Databases that Include Nursing-Sensitive Measures

that Impact Client-Centered Outcomes
Processes and Rationale for Identification
In the late 90’s the increased national focus on patient safety and quality led to the development of a number of national efforts at outcomes measurements and related databases began to emerge (i.e. LeapFrog, ORYX, AHRQ). Although, nursing care contributes significantly to the outcomes measured, there was an absence of well developed systems to measure nursing-sensitive indicators.  After review of available databases, the Nursing Administrative Board and Nursing Leadership Board selected the National Database of Nursing Quality Indicators (NDNQI) to support the ongoing measurement of nursing sensitive quality indicators. NDNQI emerged as our top choice for the following reasons: 
· Availability of National comparative reports

· Access to unit level comparative data

· Use of validated measures

· Inclusion of academic medical centers in comparative group
· Top choice of Magnet facilities
· Ability to submit data electronically with easy to read reports and documents
· Positive reviews of ongoing customer service/support 

· Added bonus of opportunity participation in an annual RN satisfaction survey

Development and Implementation


One of the first steps was the identification of needed resources and education for the successful launch of measuring nurse-sensitive quality indicators. For each indicator key stakeholders were identified.

· Statistician was hired to support data management 

· Access was provided to the NDNQI site 
· Tutorials were assigned and completed

· Additional resources were identified to support the data collection process for each indicator

· A schedule was developed for quarterly data collection and submission

· Intensive coaching and support was provided during the first round of data collection 

· Mechanisms for dissemination of data were developed 

Utilization

Monitoring trends and identifying best practices has led to practice changes ultimately affecting patient outcomes. For example we utilized our data to create a house-wide Falls Screening and Prevention Program, implemented in January, 2006. 
Falls Screening and Prevention Program


The charter of the Falls Team was to develop and implement effective strategies, programs and policies for a falls prevention program.  The interdisciplinary membership of this group included:

· Direct care nurses (inpatient, clinic and home care) 

· Geriatric Nurse Practitioner

· Risk Management nurse

· RN product implementation quality consultant

· Geriatrics pharmacist

· Physical therapists (inpatient and outpatient) 

· Physicians

· Statistician

· PhD in Hearing and Speech Sciences from the balance clinic

· Representative from the Department of Safety

· Representative from the bed committee (Wound/Ostomy Care) 

A literature review of best and evidence-based practices centered around 3 

topics; risk assessment tools, number and type of medications associated with falls and falls prevention interventions.  Direct care nurses piloted risk assessment tools and provided feedback on all aspects during the program development.  
The program includes:

· A revised nursing admission history which incorporates an evidence-based falls risk assessment 
· Identification of 3 high risk medications for moderate risk for falls and 4 medications for high risk associated with falls

· Revised daily nursing flowsheets which incorporate the falls risk assessment and supports direct care nurses to reassess each patient’s risk for falling every shift

· Development and utilization of an evidence-based electronic nursing order set which outlines interventions compatible with a patient’s assessed falls risk and which permits individualization of the orders for a given patient.

[7.4, Book 8, Exhibit A: NDNQI Reported Falls Data per Unit]  shows the NDNQI reported falls data which is trended and reviewed by the Falls Committee and the patient care areas. Current data shows a VUMC average of 3.1 falls per 1,000 patient days compared to an average of 2.9 falls per 1,000 patient days in comparable hospitals.  Over time we have been implementing our ‘fall screening and prevention program’, with full implementation in January 2006.  We continue to monitor and trend our falls data and our comparisons to like hospitals and assess the effectiveness of our falls screening and prevention program.  [7.4, Book 8, Exhibit B:  Admission History incorporating Falls Risk Assessment, Exhibit C:  Web training – Admission History & Falls Prevention] 

Our pressure ulcer prevention program is detailed in Source of Evidence 7.2 and Force 9, Source of Evidence 5.  Exhibits of our pressure ulcer data are in exhibits for Force 9, Source of Evidence 5. 
(Source of Evidence 7.5)

Example at the Organizational, Departmental, or Unit Level of a Change in Practice that Resulted from an Integrated Analysis of Data from Fiscal, Human Resource, Clinical Outcomes, and /or Satisfaction Survey Sources

Care of patients with community acquired pneumonia (CAP) has been targeted for quality improvement by CMS, JCAHO and the Agency for Healthcare Research and Quality (AHRQ). Data from internal or external benchmarking can be the catalyst for identifying needed change.  This was the case when we examined our financial, human resources and clinical outcomes related to care of patients with CAP.
Organization-wide Change Related to Community Acquired Pneumonia
 We targeted several areas for improvement in our practices.  Highlighted here is the: (a) timely administration of antibiotics to patients presenting in the ED with a “working diagnosis” of pneumonia, and (b) provision of smoking cessation advice and resources for patients who use tobacco. We also looked at our record of administration of pneumonia and influenza vaccines.   Evidence-based guidelines support administration of the first dose of antibiotic within four hours of presentation. Offering patients access to smoking cessation advice and programs is considered “best practice”.  
UHC benchmark data indicate that 72% of patients with a working diagnosis of pneumonia received their first antibiotic within four hours of presentation at member university hospitals. Our baseline data was 46%. The national goal to identify 100% of patients who smoke and offer smoking cessation advice and counseling is met by 60% of UHC member hospitals.  Our initial assessment of smoking cessation showed an erratic pattern ranging from 25% to 30%.  
An interdisciplinary team reviewed the literature for evidence-based practice guidelines and analyzed our internal data.  Team members included:

· Direct Care Nurses, nursing educators and nurse case managers from our medicine, neurology,  cardiology,  pediatrics, and emergency departments
· The RN Director of Smoking Cessation Program at the Dayani Center
· A Respiratory therapist

· Nursing leaders from Systems Support Services and physician informaticists from the Department of Biomedical Informatics

· Physicians from our emergency department, infectious disease and  pulmonary medicine
Integrated analysis of fiscal, human resource and clinical outcomes data, as well as our current systems for providing care to patients with CAP resulted in the following practice changes:
· Development of an algorithm guiding antibiotic selection for CAP patients cared for in the ED and for those admitted to the hospital (Clinical outcome)
· Revised electronic order sets for care of patients with CAP, leading to timely patient testing, diagnosis and administration of antibiotics  (Clinical outcome)  
· Housewide education for direct care nurses to motivate and prepare them to provide smoking cessation advice and resources for patients and families who use tobacco products (Human Resource and Fiscal)  
· Development of tool kits which provide direct care nurses guidance for helping patients who use tobacco quit and resources (in English and Spanish) for patients and families who wish to stop smoking  (Clinical outcome and fiscal)
· Revision of the Nursing Admission History to screen all patients, as well as the families of pediatric patients, for tobacco use and assess their readiness to stop  (Clinical outcome)
· Revisions to Teaching Records to support documentation of smoking cessation advice and resource provision (Clinical outcome)
Addition of two educational videos about tobacco addiction and smoking cessation to our internal television network for patient and family education Evaluation of data for the third quarter of 2005 showed a heartening gain of 40% improvement in timely administration of the first antibiotic dose from 46% to 86% for patients with an identified “working diagnosis” of CAP.  Provision of smoking cessation advice and resources rose in the same time period to 47.2%.  We continue to focus on these two areas as well as others, to improve patient care quality.  We are in the early phases of our PDSA Cycle around smoking cessation. 
Rapid Response Team  
Deploy Rapid Response Teams…at the first sign of patient decline - is one of 6 initiatives set forth by the Institute for Healthcare Improvement (IHI) to prevent avoidable deaths.   IHI has joined with other leading American health care organizations in an unprecedented 100,000 Lives Campaign, which is targeted to disseminate powerful improvement tools, with supporting expertise, throughout the American healthcare system. ‘Failure to rescue’ which is addressed by the Rapid Response Team is also one of the preferred indicator options for nursing sensitive quality indicators for Magnet Recognition. 
Based on the IHI initiatives, a review of our own data and “evidence-based practices”, an interdisciplinary team began working on a “Rapid Response Team” for VUMC in February 2005.   The team developed educational and operational plans which included:  Triggers for calling the Rapid Response Team, which outlines patient conditions which could warrant a call to the Rapid Response Team.  The team also developed a brief set of triage questions which the dispatcher asks when a call is initiated. 
Also instituted was the use of SBAR (Situation-Background-Assessment-Recommendation) technique of communication between members of the health care team. SBAR is easy to remember useful for framing critical conversations which require a clinician’s immediate attention and action.  It sets expectations for what will be communicated and how between members of the team, which is essential for quick response, developing team work and fostering a culture of patient safety.
A pilot was conducted from September 21 to October 21 on the general medical and surgical floors in VUH.  Response team members included:  critical care charge nurses, respiratory therapy supervisors, physician fellows and residents.  Due to the success of the pilot, coverage was extended to those units anticipating a house-wide rollout of the Rapid Response Team. The following table and graph highlight the positive impact of the Rapid Response Team in the pilot units.  [7.5, Book 8, Exhibit A: Rapid Response Presentation to NAB & Executive Safety Council] 
Pilot Unit Data                                              

STAT Data for 8th & 9th Floor
	Quarter
	STATS Called
	Advanced Care
	Deaths
	Rapid Response Team Calls

	Oct/Nov/Dec 2004
	16
	7
	8
	

	Jan/Feb/Mar 2005
	30
	16
	9
	

	April/May/June 2005
	12
	2
	1
	

	July/Aug/Sept 2005
	9
	1
	5
	

	Oct/Nov/Dec 2005
	11
	4
	1
	11
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After the success of the Rapid Response Team on the pilot units and the decision to continue and expand, the following recommendations were made:

· Identify permanent staffing solution as current staffing model will not support continuation

· Reward responders for taking on additional responsibilities

· Flesh out debriefing process, insure debriefing every call within 72 hours – identify accountable leader

· Continuing education of physicians and nurses is critical

· Establish policy on when triage decision is made on Rapid Response Team versus STAT team
· Data and recommendations were presented to the NAB and the Executive Safety Council.  The continuation of the Rapid Response Team with the rollout plan for house-wide coverage and additional FTEs to support the Rapid Response Team were approved, including early funding.  An additional 4.6 FTEs were approved for nursing at a cost of $307,238.43 and 2.3 FTEs for Respiratory Therapy at a cost of $127,528.43. Rollout of these plans is underway. 
The projected start date for house wide implementation is April 1, 2006.  Education will be provided through staff meetings, unit board meetings or special unit meetings.  

(Source of Evidence 7.6)

For Clinical Areas that are not included in National Databases, how Benchmarks and Nursing-Sensitive Measures are Selected, Implemented, and Evaluated by Nurses at the Organizational, Departmental, and Unit Levels to Improve Patient Outcomes  
The patient care services provided at VUMC are broad and often specialized.  We participate in a large number of databases to provide all services access to external benchmarks, which include nursing-sensitive measures.   Clinical services range from preventive and general health care to care of very high risk patient populations, including patients who require psychiatric, pediatric, trauma, transplant, HIV, and maternal-fetal care.  Our participation in these national databases provides us opportunities to contrast and compare our clinical outcomes data with national benchmarks in every specialty area.  Examples of the national databases that we participate in include:
· ORYX Hospital Core Measures

· The Leapfrog Group
· UHC – University Healthsystems Consortium
· IHI – Institute for Healthcare Improvement

· NNIS – National Noscomial Infections Surveillance System
· CDC – Centers for Disease Control

· Agency for Healthcare Research and Quality
· ISMP – Institute for Safe Medication Practices

· NQF – National Forum for Healthcare Quality Measurement and Reporting

· National Patient Safety Foundation

· Vermont Oxford Network (VON)
· NDNQI – National Database Nursing Quality Indicators

· JCAHO – Joint Commission on Accreditation of Healthcare Organizations 

Specific for VCH:

· CHCA PHIS – Child Healthcare Corporation of American, Pediatric Health Information System

· CHCA PACT – Child Healthcare corporation of American, Pediatric Analysis and Comparative Tool

· NACHRI  – National Association of Children’s Hospitals and Related Institutions 
[7.6, Book 8, Exhibit A:  Organization-wide Quality Measures Chart by Benchmarking Groups]
(Source of Evidence 7.7)

Examples to Demonstrate how Nursing Services Communicates Expectations of Direct Care Nurses’ Accountability for Quality Improvement Activities


All direct care nurses are accountable for participation in quality improvement initiatives. During the initial interview process, qualified applicants are introduced to the key functions of the job description which include active participation in quality activities. 

The four RN job descriptions (RN 1 – 4) address the degree of involvement which increases with level of expertise. For example, at the RN 1 (novice) level the staff nurse identifies potential areas for improvement. At the RN 4 (expert) level the nurse is expected to lead area-specific quality improvement initiatives. RN 1 – 4 staff nurse job descriptions are exhibited in Force 4.  As a part of the annual performance review meeting, staff and managers review the key functions in relation to quality initiatives.  Ongoing communication of expectations is through, “rounding for outcomes”, unit/area board meetings, staff meetings and specific unit/area newsletters.  
For example, leadership staff in the Emergency Department rounded to improve outcomes related to call-backs to patients following an ED visit. This supported them in one-to-one conversations with the direct care nurses. 

For system-wide targeted initiatives, we have additional modes of communication.  Information is shared through in-house printed and web-based materials.  The development of staff as “champions” to provide area leadership for key quality initiatives has proven successful throughout the organization.   As discussed above, unit-based experts receive extensive and ongoing education to serve as champions for skin care on their units.  For example in the PUPS Champion training, specific information is covered related to staff responsibility and accountability for outcomes related to pressure ulcer prevention.  [7.7, Book 8, Exhibit: A: Training outline for PUPS]
Unit-based nurse educators provide specific information and training which communicates the expectation that all staff is accountable for quality improvement.  For example, Richard Benoit RN, MSN, CCRN, the SICU Clinical Educator, provides additional education for direct care nurses focusing on the quality improvement initiatives in the unit.

The Adult and Pediatric Nurse Residence Programs cover responsibilities and accountability for quality improvement activities.  Examples of the topics covered include: SBAR Communication, AIDET training, Risk Management and decreasing the costs of hospitalizations. 

Shared governance “board basics” which addresses operations, guidelines and ideas for unit/clinic boards is also an avenue in which staffs learn about responsibility for quality.  Quality, performance improvement, patient outcomes, etc… is addressed as one of the realms to be covered by the boards.  

(Source of Evidence 7.8)

Examples to Demonstrate how Nursing Provides the Resources, Education, and Support to Facilitate Staff Involvement in Quality Improvement Activities
Support Structure within Shared Governance

Our shared governance philosophy and structure promotes an environment where interdisciplinary teams can easily come together over clinical outcomes for “like” populations.  For many patient care areas, a quality or clinical care sub-committee is included in the unit/clinic board structure; such as the example in Force 7, SOE 3 from SICU.   This sub-committee is responsible for leading quality improvement issues which may arise from unit/clinic board discussions and/or analysis of data results.  

We have wide-spread staff involvement in quality improvement activities; which range from being a primary investigator in a study, coordinating a specific improvement project, or being a part of the data collection process and improvements which result.  All staff, including direct care nurses are identifiers of areas for potential improvements and for implementing evidence-based practice changes.   Direct care nurses are recognized as experts at the bedside and in our clinics.  For them to serve as change agents, problem identifiers, creators of solutions and to develop ownership and accountability we: 

· provide them with skills in group processes 

· provide them with skills in different types of decision making

· include them at the right time and with the right information 

· support them in these endeavors 

Resources, Education and Support

Through a number of avenues, we provide resources, education and support to facilitate staff involvement in quality improvement activities.  Many of them have been discussed previously in our narrative document.  
Examples of resources include:
· Consultative Services from a variety of sources:
· Clinical Practice Committee

· Dr. Nancy Wells – Director of Nursing Research

· Dr. Debianne Peterman – Director of Nursing Education and Development

· Center for Clinical Improvement (CCI)
· Eskind Biomedical Library

· Vanderbilt University School of Nursing

· In-house nurses in advanced and specialty roles, i.e. wound care experts, infection control experts, advanced practice nurses 
· Systems Support Staff which includes several nurses

· Literature searches – Eskind Biomedical Library

· Software and statistical analysis support

· Dr. Nancy Wells – Director of Nursing Research
· Dr. Debianne Peterman – Director of Nursing Education and Development

· Steve Deppen, MS. MA.  – Office of Accreditation and Standards 

· Eskind Biomedical Library 

· Center for Clinical Improvement 

· Systems Support Staff which includes several nurses

Examples of Educational opportunities include:
· Root Cause Analysis (RCA) Training

· Access to our digital library

· Expert “champion” training for specific quality initiatives, i.e Pressure Ulcer Prevention (PUP), Smooth Moves

· Participation in data collection and benchmarking analysis at the “bedside” and clinic settings

· Participation in “unit board users group” initial and ongoing education
· Participation in Nursing Research Internship with Dr. Nancy Wells

Various mechanisms of support include:
· On-line policies based on “best practice” or evidence-based practice guidelines

· “best practice” and evidence-based practice guidelines are built into the documentation system

· Informatics, including forms, journals, MyVandy Portal, electronic white boards 

· Staffing time away from direct care responsibilities

· Nursing Research Internship with Dr. Nancy Wells

· Clinical Practice Committee

The Radiology unit board provides one example of practice change initiated through the shared governance structure.
Revising Contrast Reaction and Extravasation Guidelines in Radiology
The Radiology unit board identified a needed improvement in the documentation and treatment of both contrast reactions and contrast extravasations. Because of the types of contrast used for radiological procedures, both reactions and extravasations pose substantial risks to patients – and may lead to an unplanned hospital stay with associated costs.  An interdisciplinary team composed of direct care nurses and technologists completed this project.  The contrast reaction treatment form was revised and made available on e-Docs to guide the specific documentation required in the event of a contrast reaction and provide a mechanism to share information concerning reactions and a patient’s treatment regimen with the patient’s interdisciplinary care team. Nursing staff throughout the Medical Center now have access to this information. In addition to this work on contrast reactions, unit board members collaborated to develop an algorithm for documentation and treatment of contrast extravasation. The algorithm is also available from e-Docs and accessible to all nursing staff within the Vanderbilt system. These initiatives were developed within our shared governance structure, as a direct result of processes which facilitate interdisciplinary collaborative problem identification, problem solving and quality improvement.
Measurement of the Adequacy of Pain Management in VCH

For the last several years, VCH has increased their attention on pain management and created a pediatric pain service.  Up to the time of this study, there had not been an evaluation of the current practices of pain management at VCH and parental/patient satisfaction with the current methods used.  Carrie McCoy, an anesthesia medical student worked with the direct care nurses and Dr. Jay Deshpande, Professor of Anesthesiology and Pediatrics, and conducted a study which looked at the adequacy of pain management in Children’s Hospital from the perspective of patients, parents/guardians, and staff.  

IRB approval was obtained and the patient population were those children aged 6 and up and their parents/guardians.  The nurses and physicians included in the study were those caring for the patients enrolled in the study.  All individuals were appropriately consented. 


The study method was participant survey/questionnaire.  The questionnaires looked at the prevalence of pain assessment, treatment of pain, and satisfaction with those methods.  The staff includes nurses and physicians also had the opportunity to identify barriers to the pain management process.  


The results of the study were positive, indicating that patients (97%) and their parents (93.7%) were both satisfied with the pain management process.  The results also showed that the prevalence of pain assessment perceived by parents was the same as the prevalence stated by the staff.  


In conclusion, the study suggests that pain management in VCH is adequate and satisfactory to both patients and their parents.  While the data support high satisfaction with the process, important barriers to pain management were identified by the staff and present opportunities for improvement in pain management.  
This was an excellent evaluation of the Pediatric Pain Service which was implemented at VCH.  Next steps which are being evaluated at this time are clear understanding and assessment of the barriers to pain management which were identified by the staff during the study.  Further study is underway to address the identified barriers.  [7. 8, Book 8, Exhibit: A: Abstract and Presentation, Adequacy of Pain Management in VCH, Exhibit B: Report of Percentage of Complete Pain AIR Cycles for VUMC and National-Academic Medical Center]  The data results are comparable. 
 (Source of Evidence 7.9)

Examples of Nurse Involvement in Evidence-Based Quality Initiatives to Improve Coordination and Delivery of Care across the Continuum of Services 

The emphasis on evidence-based practice throughout the Medical Center mandates the use of current literature and research findings to plan, implement and evaluate patient care quality.  A comprehensive list of the evidence-based guidelines developed in fiscal year (July – June) 2005 and 2006, is provided as evidence of nurse involvement in these initiatives [7.9, Book 8, Exhibit: A: Evidence-Based Guideline Tracking] Each evidence-based practice guideline development team is led by a nurse, pharmacist and physician.  Direct care nurses and representatives of ancillary services also participate.  Examples of ongoing quality improvement projects founded on evidence-based practices include, but are not limited to, our: 

· CVC-BSI project 
· Pressure ulcer prevention project 
· Falls prevention program 

· Smoking cessation initiative

· Efforts at preventing ventilator associated pneumonia 

Each is based on evidence from broad clinical trials which establish best practice guidelines for patient care.


In addition, recent team work has focused on care coordination between our emergency department and inpatient units.  Clinical teams, which include nurse case managers, educators and direct care nurses, pharmacists, physicians and other disciplines, from the ED and from a variety of other services have collaborated on the development of evidence-based order sets which guide patient care in the ED and inpatient areas.  Patient care meets the same evidence-based quality standards regardless of the care setting.  Care coordination and delivery is improved, as well, when patients initially cared for in the ED require hospital admission. Teams which have collaborated on evidence-based care with emergency care providers include:

· Hematology – care of patients with sickle cell anemia in pain crisis (nursing lead: Laura Winslow, APRN),

· Neurology – care of patients with TIA and stroke (nursing lead: Vickie Stalmasek, RN, MSN),

· Cardiology – care of patients with chest pain, acute coronary syndrome and acute myocardial infarction (nursing lead: Jeannie Byrd, RN, MSN),

· Infectious disease and pulmonary medicine – care of patients with CAP (nursing lead: Marsha Kedigh, RN, MSN),

Nursing leadership from our emergency department is provided by the area’s case managers and educator:  Paige Conatser RN, MSN; Penny Lancaster RN, MSN and Lori Martin RN.  New work is beginning with our Obstetrics and ED teams to assure evidence-based care of pregnant patients who require emergency care.

Development of our alcohol withdrawal prevention protocol is an example of the use of evidence-based practices from psychiatric patient care to improve care delivery for medical and surgical patients who may have alcohol dependence in VUH.  As each of the evidence-based quality initiatives listed above is detailed elsewhere in this narrative, that project is highlighted here as an example of the nursing involvement which is part and parcel of quality work at Vanderbilt.

Alcohol Withdrawal Protocol
The development and implementation of the hospital-wide Alcohol Withdrawal Prevention Protocol was an initiative to standardize care supported by evidence based practice.  The goals of the protocols developed were to:

· Standardize nursing assessment of patients at risk for alcohol withdrawal across all areas and services

· Educate nurses and physicians on best practices for the management of patients experiencing alcohol withdrawal in order to avoid progression to delirium tremens (DT)

· Develop tools for nurses and physicians which guide and support evidence-based care of this patient population.
Evidence for the care of patients requiring alcohol withdrawal and DT prevention originated in psychiatric patient care.  The Psychiatric Hospital at Vanderbilt (PHV) has followed an evidence-based practice protocol for a number of years, but inpatients at VUH were inconsistently recognized as at risk for alcohol withdrawal, inadequately assessed for signs of progression and received variable treatment to avoid withdrawal and DT.  The quality improvement initiative was begun by a physician colleague,Dr. Andrew Spickard Jr, who requested our CNO identify nursing co-leaders. The team assembled to develop and implement the quality improvement plan included the nurse leaders, Julie Foss, RN and Sarah Hutchison, RN,  Dr. Spickard, direct care nurses from PHV and VUH, a pharmacist and a Systems Support Services nurse, as well as additional physicians.

The group developed a protocol similar to that used at PHV to screen and manage patients admitted to VUH at risk for alcohol withdrawal during hospitalization. Literature on symptom-triggered management of alcohol withdrawal provided the evidence-base for the assessment and interventions outlined in the protocol.   All patients are screened for risks of alcohol withdrawal on admission to VUH and our Nursing Admission History was revised to facilitate and support appropriate screening.  An electronic order set with links to references, flow charts and FAQ was implemented in our CPOE system.  Clinical practice guidelines were developed and approved by the Clinical Practice Committee and the Medical Board.  All nursing staff participated in live education led by unit based experts who were coached by the project’s nursing leaders.  Physician education was accomplished via Webinservice.  

Our Alcohol Withdrawal / Delirium Tremens Prevention protocol has been in place for since late autumn, 2004.  After 10 months of potential use, a review of the records of 44 patients at risk for alcohol withdrawal was conducted.  The protocol was utilized appropriately with 40% of patients.  The outcomes of this review have been discussed by the quality improvement team members, who have continued education and are currently investigating electronic strategies to track order set usage and compliance, as well as the impact of order set use on patient outcomes.   [7.9, Book 8, Exhibit B: Presentation of Assessment of Alcohol Withdrawal Prevention Protocol]
Administration, Safety and Monitoring of Moderate Sedation Across VUMC


In an effort to improve administration, safety and monitoring of moderate sedation across VUMC:

· Policy was created
· Extensive provider and staff training was initiated
· Physician privileges were defined
· A safety monitoring program was implemented.
The results of these efforts across disciplines and areas have been successful and resulted in increased patient safety and enhanced continuity of care.  


Moderate sedation is defined by VUMC as “[Any] sedation and analgesia in all areas except as stated below:  

1. Patients who have an anesthesiologist providing sedation, including patients receiving monitored anesthesia care, deep sedation, and general anesthesia.
2. Care involving continuous sedation in an acute or intensive care setting.

3. Patients not undergoing a diagnostic or therapeutic procedure (e.g. post-operative analgesia, sedation for treatment of insomnia).

4. Patients who receive anxiolytic or analgesic agents which are administered routinely to alleviate agitation and pain. 

See http://vumcpolicies.mc.vanderbilt.edu/E-Manual/Hpolicy.nsf?BytitleWEB?OpenView for the complete policy.  Anywhere in the organization where moderate sedation occurs, trained personnel must monitor and document the sedation process, the procedure and recovery.  All documentation is compiled and becomes part of the quarterly sedation report, which is submitted and reviewed by the Sedation Committee.  From each month’s total of documented sedations, 5% of the procedures are fully reviewed.  The percentage complete reported in the conscious sedation report are from this sample.  In addition, for post-procedure nursing education and discharge criteria, only outpatient procedures are reported wherein these indicators are applicable.

Outcome measures include:
· Adverse drug reactions

· Cardiac/respiratory arrest

· Unplanned intubations due to respiratory failure

· Aspirations pneumonitis

· Myocardial infarction

· Death

· Unplanned outpatient admission

· Change in inpatient level of care required

· Code team responses activated by patient’s untoward response to the administration of any analgesic/anxiolytic agents.
Between June 2004 and December 2005 with over 20,000 procedures, there have been no known negative outcomes associated with moderate sedation. [7.9, Book 8, Exhibit C: Moderate Sedation Monitoring Data] provides the data for our moderate sedation monitoring for the past 7 quarters (2004 and 2005).  Data shows total of procedures throughout VUMC and the percentage of compliance with required measures.  

ECMO (Extra Corporeal Membrane Oxygenation) - Focus on a Unique Service’s involvement in evidence-based quality initiatives
The ECMO Program has been in existence since 1989 and offers a unique service. They are one of 100 such programs in the U.S. and one of two in TN.  The program provides support to 50-60 children and adults each year.  Many patients are transferred to Vanderbilt because of ECMO.  Patients served include:  

· neonatal patients in severe respiratory failure due to Meconium Aspiration Syndrome

· congenital diaphragmatic hernia 
· congenital heart disease
· persistent pulmonary hypertension

· severe status asthmaticus

· heart and lung transplant patients.
· continuous renal replacement therapy (CRRT)  

The ECMO Specialists include registered nurses and registered respiratory therapists.  Along with the Medical Staff, they are an interdisciplinary team which coordinates care for the patients.  ECMO continues to be a “relatively new” treatment, is constantly changing and is driven by evidence-based practice.  The patients who come into the unit are from across the medical center and from the community. Because of the nature of their work, the ECMO Specialists are involved in evidence-based research initiatives on an on-going basis. They recently had 4 abstracts accepted to the 22nd Annual CNMC ECMO symposium.  All of the abstracts were dealing with the ongoing care of ECMO patients and reflect evidence-based practice.  Brief summaries follow.

· C-reactive protein (CRP) test utilization – identified that some of the patients appeared acutely septic immediately coming off ECMO.  Occasionally, this could be treated by simply changing antibiotics and giving small volumes.  However, other times, the patients required additional antibiotics or medication to support blood pressure.  The team identified they were effectively masking the temperature spikes in many of the patients, therefore masking symptoms which would normally prompt changes in antibiotic therapy.  The question identified was whether there was a test which would pick up subtle changes in the infection process and predict the need for changes in antibiotic therapy.  CRPs were identified in the literature as a test of choice, however, the staff questioned whether it would work for ECMO patients. The discovery as that CRPs do appear to be beneficial and are actually used to influence ECMO’s practice.  Further investigation is being planned.

· Change in ECMO circuit configuration – there are two type of oxygenators – hollow fiber and silicone membrane.  Historically, the silicone membrane ones are used in most ECMO programs.  Although our ECMO Program used the silicone membrane oxygenators, they questioned the appropriateness of them for particular patient populations.  They conducted a study which actually resulted in a modified circuit and has provided significant improvements for specific patient populations during their treatments and is actually less expensive. 

· Utilizing ECMO as a form of CPR (ECPR) – Team addressed the need for quick response times that would not compromised patient outcomes. Involved evaluating the right staffing approach and the right equipment to expedite the response time of the team and the treatment.
· Use of a potent clotting factor for severe cases of uncontrolled bleeding – involved looking at changing the dose of the clotting factor (Factor VII) and determining the number of administrations. 
The direct care nurses in ECMO are involved in evidence-based practice which is setting the standard for improved clinical outcomes.  Treatment which offers patients an opportunity they might not otherwise have.   Based on this evidence, through their Unit Board, the ECMO Team has developed internal process improvement guidelines, trouble-shooting and practice guidelines, training and competency programs.  [7.9, Book 8 , Exhibit D:  Profile of C-Reactive Protein in Patients on ECMO, Exhibit E:  Decreased Use of Blood Products in Post-Cardiac Surgery ECMO, Exhibit F:  Survival Outcomes for ECMO Using Crystalloid-Primed & Blood-Primed Circuits A Comparison, Exhibit G:  Refractory Bleeding in Post-Op ECMO, Exhibit H:  ECMO Acceptance Letter]
Returns to Emergency Departments (adult & pediatric), any Diagnosis within 48 hours
Coordination of care and delivery of services in both the adult and pediatric emergency departments is critical.  The emergency departments not only need to coordinate processes within their own departments, but also across the organization. The goal is to evaluate patients effectively in order to make appropriate decisions about treating and releasing or admitting. The goal is not to have “quick” patient returns to the ED.   CMS requires reporting of returns to the ED within 48 hours. [7.9, Book 8, Exhibit I: ED Returns Graph]  For 2004 and 2005, our rates are below 4% for adults and below 3% for pediatrics.
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