Force 9: Autonomy


Autonomy is a cornerstone of nursing practice.  It denotes accountability, authority and the responsibility to make decisions about patient care.  Autonomy supports independent and interdependent nursing practice.  Our Nursing Staff Bylaws provide the framework for accountability and autonomous practice – “We are accountable for our practice in accordance with recognized professional standards and ethical codes.  We accept the challenge or providing high quality nursing care as a member of the total health care team in a complex and dynamic health care environment”.  
(Source of Evidence 9.1)

Process by which Advanced Practice Nurses are Credentialed, 
Privileged, and Evaluated 

Advanced Practice Nurses (APNs) are master’s prepared nurses with a primary focus on clinical care.  They are credentialed through a process defined by the Medical Center Medical Board, which includes our CNO as a member.  Applications for credentialing are reviewed by the Joint Practice Committee, co-chaired by a physician and our CNO.  [9.1, Book 8, Exhibit A: Joint Practice Committee Membership] At the time of the initial application, the APN is responsible to submit:
· A scope of practice statement,
· Evidence of successful completion of the educational requirements for the role,
· A current certificate for practice (clinical practice certificate, DEA number),
· A list of the protocols which are to be used in practice,
· Confirmation of medical malpractice insurance,
· Reference letters from three peers
Following recommendation by the Joint Practice Committee, each APN’s portfolio is reviewed and approved by the Credentials Committee, of which Ms. Dubree is also a member.  The Medical Center Medical Board and the Board of Trust provide final approval of the credentials of each APN.  Our CNO is a member of the Medical Center Medical Board.  [9.1., Book 8, Exhibit B: CAPNAH Website Credential Requirements]

APNs are evaluated and re-credentialed every two years. During the re-credentialing process, the scope of practice statement and list of practice protocols are updated, as needed.  The APN also submits letters of reference from peers and a collaborating physician which support continued competency for practice at Vanderbilt.

(Source of Evidence 9.2)

The Organization Ensures that Nurses in all Settings Practice Autonomously and in Accordance with National Professional Nursing Standards

The role of each RN at VUMC is defined by a job description which is aligned with the Rules of the Tennessee Board of Nursing and the ANA Standards of Practice for Professional Nurses.   We recognize, based on Patricia Benner’s definition of the development of professional practice from novice to expert, that nurses’ abilities to practice autonomously develop progressively as their professional practice matures.  During orientation, nurses gain the knowledge and skills needed to consistently and competently practice with minimal direction (RN 1).   Nurses gain additional knowledge and skill to provide competent care for specific patient populations independently as their practice continues to develop (RN 2).  Unit-specific competency evaluations monitor knowledge and skill acquisition.  Nurses practicing as RN 3 are autonomous and proficient care providers who role model nursing care for their nursing colleagues.  Our RN 4s are expert nurses who intentionally mentor colleagues to provide nursing care.   

Recognizing the potential positive impact that nurses may have on tobacco use in our country and the autonomous role of nurses in the provision of patient and family education, our direct care nurses screen patients (and families of pediatric patients) for use of tobacco products on hospital admission.  Education materials are available for patients and family members who are ready to quit, as are resources for those who identify quitting as a future goal.  Venus Manuel, an RN caring for medical inpatients, took primary responsibility for the development of a Web in-service which prepared nurses to provide tobacco cessation advice and resource materials for patients and families.  Resource materials are available on e-Docs and on EZTV, our internal television network for patient and family education.

National professional nursing standards guide the defined Scope of Care for each practice environment.   We utilize the standards of national specialty organizations to develop required nurse competencies, unit specific standards of care, practice routines and staffing plans.  For example, nurses from a variety of our procedural areas used the Association of Operating Room Nurses (AORN) standards to inform the development of our policies and processes to ensure correct site/side surgery.  Before preventing ventilator associated pneumonia became a focus of national attention, our intensive care unit nurses utilized the American Association of Critical-Care Nurses (AACN) standards for care of patients requiring mechanical ventilation in the development of our practice standards for positioning, providing oral care and suctioning patients on ventilators.  These elements of care, for both patients undergoing procedures and those requiring mechanical ventilation, are included in our pathways and documentation systems.  Additional information is written about this in Force 9, Source of Evidence 5. [9.2, Book 8, Exhibit A: Identification of Correct Patient, Procedure, Site and Side Policy CL 30-04.16, Exhibit B:  Mechanical Ventilation Policy, CL 30-18.07]
(Source of Evidence 9.3)

How Direct Care Nurses use Available Professional Standards, Literature and Research Findings to Support Control over Nursing Practice, Independent Decision-Making, and Assertiveness/Leadership in Patient Care Management and Practice with Evidence from Multiple Patient Care Settings within the Organization

Our nurses perceive themselves as in control of their nursing practice, as evidenced by scores in the evaluation of our Shared Governance program.  The Gerber Control over Nursing Practice survey is utilized to provide serial measures of this concept.  This instrument, developed by Rose Gerber in 1990, is a well-validated tool. Our first survey was in the fall of 2004 and was repeated in 2005.  [9.3, Book 8, Exhibit A: Gerber Summary: Control over Nursing Practice Scale, Exhibit B:  Control Over Practice Survey]
Control over Nursing Practice: Selected Items and Total Score 
	Item
	2004


	2005


	p

	As a nurse, I am free to:
	Mean (SD)
	Mean (SD)
	

	Influence standards of nursing practice
	4.60 (1.63)
	5.01 (1.48)
	.025

	Act on my own decisions related to care giving
	5.37 (1.39)
	5.68 (1.25)
	.05

	Exert the authority needed to fulfill patient care responsibilities
	5.27 (1.40)
	5.59 (1.25)
	.05

	Total score
	5.30 (1.00)
	5.62 (0.87)
	.02


      Possible Range: 1 (strongly disagree) to 7 (*strongly agree)
Going forward, our nurses will participate in an ongoing assessment of control over practice with the NDNQI Survey.  Our second round of participation in NDNQI will be in June, 2006.
Questions and issues related to the scope of nursing practice, independent decision making and leadership in patient care management are directed to the Clinical Practice Committee.  The committee provides the forum for discussion of clinical questions in order to clarify issues and set a plan to acquire the necessary information for resolution.  This committee, comprised of direct care nurses from a variety of patient care areas, as well as representatives of ancillary services and nursing leadership, is an excellent vehicle for nurses to use standards, best practices and research evidence to make decisions about provision of patient care.   Professional and scientific literature regarding best practice, professional nursing organization standards and regulatory requirements are considered in issue resolution.  In addition, as the committee is interdisciplinary, the perspectives of other content experts contribute to the body of information used to resolve issues and there is commitment to the solution from all stakeholders.  

An example of a complex issue impacting the scope of nursing practice and independent nursing decision-making developed following the revision of the JCAHO Medication Management and Patient Care standards which require:

1. objective criteria guiding the administration of PRN medications to manage discomfort and 

2. a patient-centered approach to symptom assessment and management
 
The Clinical Practice Committee provided the setting where initial discussion of symptom assessment and management and the need for objective criteria for range orders took place.  The initial reaction in the interdisciplinary group reflected the sense that regulators were attempting to limit professional autonomy.  Direct care nurses clearly articulated the detailed thought processes they utilize to assess and intervene for patients with pain or other uncomfortable symptoms.  The discussion served to demonstrate that equally skilled professional care providers, in fact, had different approaches to symptom assessment and management.

In order to develop a standard, organization-wide approach to symptom assessment and management, the Clinical Practice Committee collaborated with the Inpatient and Outpatient Clinical Documentation Committees, the Nursing-Pharmacy Committee, and the Medication Management Subcommittee of the Pharmacy and Therapeutics Committee.  Direct care nurses are active participants in each committee,   providing content expertise and “real world” experience.  The solutions were developed by the care providers charged to implement the changes on a daily basis.  The following changes were implemented as part of our integrated approach:

· Standardized pain scales (depending on the population served) were adopted 

· Documentation tools (Admission History, Intake Screening, and daily flowsheets) were updated to support standardized pain assessment and re-assessment 
· All of our electronic and paper medication orders were searched to identify sources of PRN orders which included dose or time ranges and these orders were revised appropriately
· Standard nomenclature for orders was developed which sets objective criteria for medication dose and administration timing, based on patients’ perception of their level of discomfort
[9.3, Book 8, Exhibit C: Nursing – Pharmacy Committee Minutes, Exhibit D: Clinical Practice Issues and Clinical Practice Committees Meeting Minutes]

(Source of Evidence 9.4)

Examples of Issues that were Identified by Direct Care Nurses and that Affected Patient Outcomes, and how the Issues were Addressed 
Focus on preventing oral mucositis in oncology patients

Patients having stem cell/ bone marrow transplant, due to immunosuppression, are at high risk for infections, including oral mucositis.  These patients are prophylactically placed on two agents to prevent mucositis.   Patients reported a drying effect of the oral rinses and were not compliant with the prescribed routine.  Some patients still developed mucositis, despite using the rinses as prescribed.  The cost of both medications was a third concern, as some patients faced out of pocket expense for the rinses.

Carol Sanders, RN and Donna Dunn, ARNP questioned the possibility of using an alternative oral rinse to prevent dryness and mucositis with the nursing staff and nurse practitioners from the stem cell transplant team. To review what other institutions were finding successful required a literature search.  They also attended an information session at a national conference which showcased a new evidence-based product.  Some patients who had stopped using the original rinses due to discomfort agreed to try the new solution and reported improvement within days.  

Staff noted a decrease in the occurrence of mucositis and increased patient compliance with oral rinses.  The new rinse was less expensive than the two original rinses.  Due to success of new oral rinse, use has expanded to care of inpatients on the Myelosuppression unit.  [9.4, Book 9, Exhibit A: Oral Rinse Protocol for Myelosuppression Patients]
Focus on reducing nosocomial urinary tract infection in the MICU
The Medical ICU staff noted that in calendar year 2004 and the first quarter of 2005, the incidence of nosocomial urinary tract infection (UTI) was increasing.  Working with the Infection Control Practitioner, through their unit board staff gathered data and analyzed trends in incidence.  An identifiable change in practice during the time period in question was implementation of the Bath in a BagTM.  A trial of using standard soap and water hygiene was undertaken by staff throughout the unit.  In the following 4 month period the rate of nosocomial UTI decreased 75 percent.   A subsequent strategy to reduce UTI is a clear focus on discussing early removal of bladder catheters during daily interdisciplinary rounds. [9.4, Book 9, Exhibit B: MICU Unit Board Meeting Minutes Discussing UTI, Exhibit C: Catheter Associated UTI Rates for Burn, Medical, Neurosurgical, and Surgical ICU’s, Exhibit D: Catheter Associated UTI Rates for Pediatric, Trauma, and Cardiovasular ICU]  Exhibits C & D are graphs which show the monitoring of catheter associated urinary tract infection rates in our intensive care units, including pediatrics. Comparisons (2004 & 2005) are shown against the CDC benchmark.  Catheter associated UTIs are monitored on a regular basis, trended, benchmarked and shared with direct care nurses and the Infection Control Committee. 
Focus on improving parent orientation in the Psychiatric Hospital at Vanderbilt
Bryan McPherson, RN, is a direct care nurse on the Children’s Inpatient Program unit, where children 4 – 11 years receive care.  Bryan noted that although parents receive a lengthy handbook and are verbally oriented to the unit environment and routines, there was often a gap in the information which was retained and understood.  Since the stress of admitting a child to an inpatient psychiatric setting likely hindered retention, Bryan designed a brief brochure given to parents in the Admitting Office which details basic information about the unit:  phone numbers, when calls are encouraged, visitation, etc.  Parents not only have a ready reference when their child is admitted, but the information also assists parents in making admission decisions.  [9.4, Book 9, Exhibit E: PHV Child Program Brochure]
Focus on wound care in the NICU
Infants in the NICU are at risk for full thickness wounds due to IV infiltrations.  When an infant develops a full thickness wound as a result of an infiltrated IV, consultation with the Department of Plastic Surgery is initiated. The treatment may require wound debridement and skin graft.  
When two infants developed full thickness wounds from IV infiltration, staff questioned other ways to prevent and treat such injuries.  Working with local experts (NICU CNS/Case Manager and WOCN CNS), direct care nurses evaluated current information regarding wound care to identify alternative treatment options for wound care after IV infiltration.  Because our literature review and external benchmarking yielded limited results in this area, available expertise was utilized to develop a standardized treatment plan to heal the wounds caused by IV infiltration. Carolyn Lund RN, MSN, CNS who is a recognized and accepted authority on neonatal skin care, (CNS at Oakland Children’s Hospital in California), has explored the possibility of testing this treatment plan in other centers. 
We also examined the NICU protocols guiding administration of medications through peripheral IVs, in light of current recommendations of the Intravenous Nurses Society.  Medications that are considered vesicants are now administered through central lines to reduce the severity of IV infiltrates.  [9.4, Book 9, Exhibit F: NICU Wound Care Protocol]

Focus on Uncontrolled Diarrhea in Intensive Care Patients

Patients with uncontrolled diarrhea are at risk for skin breakdown and infection, particularly when they are critically ill.  To prevent infection of existing wounds and development of pressure ulcers, patients’ skin must be kept clean of stool.  Traditionally, rigid rectal tubes and catheters designed for other purposes were among the devices utilized to contain stool.  Literature review revealed that these devices put patients at risk for rectal necrosis, loss of sphincter tone, and that their use is not demonstrated to be associated with positive outcomes.  

An innovative new rectal tube, the Bowel Management System (BMS) has produced promising results.  When utilized with an aggressive pressure ulcer prevention campaign, our SICU reduced the incidence of pressure ulcers on the sacrum and buttocks.  After the SICU staff used the system on a trial basis, they developed practice standards, educational requirements to assure staff used the system safely, and strategies to prevent transfer of patients out of the intensive care setting to nursing staff not trained to care for patients with the BMS.  Criteria and a protocol for the safe use of the BMS were presented to and approved by the Clinical Practice Committee.  Super-users were educated to serve as local experts and prepare staff in their units to use the system safely.  [9.4, Book 9, Exhibit G: Bowel Management System Training, Exhibit H: Bowel Management Competency Checklist]

Focus on Infusions in the Medical Specialties Clinics

In the past, outpatients who require intravenous medications were cared for in an examination room or required transfer to the Cancer Clinic Infusion Area. In the shift from inpatient to outpatient services, outpatient chemotherapy was the first service to be offered in a designated area.  As demand grew for other outpatient intravenous therapies, nurses caring for these patients asserted that transfer to the Cancer Clinic disrupted continuity of care.  In a response to the increased demand, our Medical Specialties Clinics opened an Infusion Clinic.  The clinic not only serves the Medical Specialties Clinics, but supports all non-oncology outpatient intravenous therapy services.   

Focus on Phone Centers to Provide Improved Patient Service

Nurses in our Medical Specialties Clinic found themselves challenged to answer and triage patient phone calls in a timely manner.  A Telephone Nurse Triage Center which answers and triages all patient phone calls for the 17 Medical Specialty Practices was developed.  This service is now the model for The Vanderbilt Clinics and several other Call Centers such as surgery, neurology, and pediatrics were modeled after it.  All patients who call our Nurse Triage Center speak with a “live person” and calls are typically answered in less than 15 seconds.  This initiative virtually eliminated patient complaints and allows nurses to focus on patients currently being seen in the clinics.
(Source of Evidence 9.5)

How Opportunities for Independent, Intradependent and Interdependent Nursing Practice for Direct Care Nurses are Developed and Initiated, including Required Educational Programs and Continuing Competence Evaluations

The independent, intradependent and interdependent roles of direct care nurses are part of our Interdisciplinary Collaborative Model of Care.  Nurses exercise independent judgment and are autonomous practitioners within the context of interdisciplinary patient care, professional standards and our policies and procedures.  Several examples of nursing practice illustrate the development, education and ongoing competency evaluation undertaken with each.  
Patient Identification, Site/Side Verification


Urged by the Institutes of Medicine report on hospital errors and in response to the 2002 National Patient Safety Goals of the JCAHO, staff representing procedural areas across the medical center worked as a team to develop our standards for practice to keep patients at VUMC safe and eliminate errors in identification of patient, procedure, site or side.  The group used the recommendations of the AORN, the American Academy of Orthopaedic Surgeons and the Universal Protocol as the foundation for the development of our processes to accurately identify patients, procedure, site and side.  How nurses prepare patients for a procedure was carefully considered, as were the handoffs from a nurse in one area to a colleague in another.  When the actual work process steps were clear, we incorporated the recommended safety functions and developed a documentation tool that captures the completion of each step in the process.  The documentation tool developed considers the independent, intradependent and interdependent practices that are characteristic of patient care before a procedure is undertaken.  WebInserviceTM was utilized to set the performance expectations, reinforce practice changes and introduce the documentation tool that serves as a reminder to incorporate changes in daily practice.    


Direct care nurses independently prepare patients for procedures, completing the Pre-Procedure Checklist to document patient and procedure identification and verification.  The checklist accompanies the patient to the procedural area, where the subsequent nurse continues the process of intradependent patient care and documents ongoing verification of the patient and procedure.  At a final time out, the interdependent team affirms the identification of the patient and procedure. [9.5, Book 9, Exhibit A: Pre-procedure checklist]


These procedures combined with Crew Resource Training have resulted in significant improvements.  Implemented in May of 2003 and refined over the last couple of years – between May of 2003 and February of 2005, we went 600 days without an incident – essentially 2 years.  [9.5, Book 9, Exhibit B: Report of Changes and Monitored Quality Data for Site/Side] 

Collaborative Plan of Care


Collaborative pathways are diagnosis or procedure specific templates for care of patients.  Pathway-based order sets are used by the interdisciplinary team to activate and individualize care of a particular patient.  Our CPOE system was designed and developed by Vanderbilt computer scientists, physicians and nurses.  Similarly, pathways are a hallmark of how the interdisciplinary team at VUMC plans and manages patient care.  


Direct care nurses learn how to utilize the order entry system as part of a 4-hour training session scheduled during role specific orientation.  Education about pathways is accomplished in both centralized and unit based orientation.   Centralized orientation prepares nurses to use the computerized pathway system, PathworX.  Unit-based orientation familiarizes new staff with the diagnosis or procedure specific pathways most often used to guide care of patients admitted to that area. In addition, all pathways are available in e-Docs and order sets can be accessed from any clinical workstation, facilitating care of “off-service” patients in any location. Unit-based preceptor model:
· team discussions which lead to pathway selection and individualization 
· evaluation of patient progress
· work processes which support the interdisciplinary team’s use of the pathway and related orders  
Both our pathway and order entry system permit independent, intradependent and interdependent practice and enhance patient safety.  As our plan of care is collaborative and interdisciplinary, interdependent functions include pathway assignment and individualization, which often occurs in consultation with case managers, physicians and others.  Nurses coordinate interdisciplinary patient care.   Nurses independently enter pathway orders including nursing orders, admission screening orders, changes in orders for diet, activity and vital sign frequency and patient/family education and discharge planning.  The intradependent team of nurses assigned care of a patient carries out the orders entered by nurses and physicians for pathway driven interventions, patient-family education and discharge planning.  [9.5, Book 9, Exhibit C: Example of Pathway & Corresponding Order Set – Complications of Cirrhosis]
Pressure Ulcer Prevention

Following our March 2004 pressure ulcer prevalence study in VUH, a pressure ulcer prevention program (modeled on the HealthCare Advisory Board Brief and the Duke University Pressure Ulcer Prevention Model) was initiated. Pilot units were identified and a trial was conducted.  Based on the excellent results from the pilot units, the PUP was quickly taken house wide.  Data was shared at the Nursing Administrative and Leadership Boards, as well as the unit level. Results of the data are presented below.  The goal of the program is to decrease the incidence and severity of pressure ulcers by equipping direct care providers to identify stage and initiate treatment of pressure ulcers.   


Training focuses on preparation of direct care nurses as “local experts” in each patient care area.  They are educated by our specialty wound, ostomy, and continence nurses (WOCN) and train other unit staff in a one-hour class accompanied by an on-line program.  New nursing staff completes the classes in modules.  Regular rounds by a WOCN (one hour per week per unit) and a local expert focus on patient observation and assessment.  Additionally, unit staff is assisted to identify resources for pressure ulcer prevention and treatment in our CPOE system, on e-Docs and the wound flow sheet.
Practice competency evaluation is ongoing.  Elements of the process are:

· Successful completion of the required elements of orientation

· Direct observation of practice by clinical experts

· Chart reviews to support evidence of competent practice

· Ongoing verbal feedback from team members 

· Completion of didactic requirements at Safety Fairs, in-services and web-based programs

· Written self, peer and leader evaluation of practice in a formal cyclic summation of performance


The table below provides examples of the independent, intradependent and interdependent orders for our pressure ulcer prevention program; covered under protocols.  

	INdependent
	INTRAdependent
	INTERdependent

	- If Braden Risk Score less than or equal to 16:  nursing will “initiate pressure ulcer prevention protocol” which has 6 components
	- orders required for specifically designated medication/treatment for different stages of ulcers:  i.e. multidex powder/gel for Stage 2 – open blisters 
	- Nurse assesses for the need for physical therapy and occupational therapy consults based on Braden Scores and protocols and physician orders 

	- Nursing can “initiate” patient/caregiver education through the use of teaching booklet and home care instruction video
	- Based on assessment of pressure ulcer stage, need for consult with Wound Care Consult Service or Plastic Surgery – follow protocol and obtain physician order 
	- Based on assessment, nursing can initiate “specialty bed selection tree” and provide name of bed to be ordered.


[9.5, Book 9, Exhibit D:  Example of Pressure Ulcer Prevention Orders in WIZ, Exhibit E:  Braden Score Calculator in WIZ and Prediction Scale, Exhibit F: Bed Selection Tree, Exhibit G: Pressure Ulcer Prevention & Treatment Protocol, Exhibit H:  Pressure Ulcer Product List, Exhibit I:  Pressure Ulcer Staging]

The three graphs below show the differences between the pilot and non-pilot units and the changes in pressure ulcers. 
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Figure 1 
Shows the percentage of all Pressure Ulcers during both surveys indicating the impact of education on the pilot units:  Pilot units decreased from 43% to 20%.  There was no change in the non-pilot units. 

[image: image3.emf]Percentage of Nosocomial & Nosocomial w/o Stage I Ulcers

0

5

10

15

20

25

30

35

Nosocomial Nosocomial w/o

Stage I

Nosocomial Nosocomial w/o

Stage I

2004 2005

Non-Pilot Pilot

Figure 2

Shows the impact when Stage I pressure ulcers were removed from the data – the number of nosocomial pressure ulcers were greatly reduced. Obviously these are the easiest ones to stop.  In 2005, the pilot units reduced their number of nosocomial pressure ulcers with and without Stage 1, however, the non-pilot units did not.
Figure 3 
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In 2004, the Pressure Ulcer risk was higher in the pilot units which coincided with the higher percentage of pressure ulcers of all types. This was the rationale for selecting these units to be the pilot group. 
In 2004, only 72% of non-pilot units had documented Braden Scores, whereas 90% of the pilot units had.  The rate was higher in 2005 for non-pilot units which could account for the difference as well as the more accurate calculation of the Braden Scale. 

In 2005, the risk in the pilot units did not change, however, the percentage of pressure ulcers decreased for all types.  There was also a higher risk level in the non-pilot units.  [9.5, Book 9, Exhibit J: Pressure Ulcer Survey] provides the results from the house-wide surveys of patients with pressure ulcers and [9.5, Book 9, Exhibit K: Hospital Acquired Pressure Ulcer Survey (nosocomial)] provides the results of surveyed patients with hospital acquired pressure ulcers.  These results are per service and show our comparison to the NDNQI database. 
(Source of Evidence 9.6)

Evidence that Nurses throughout the Organization have Access to the Internet, Library and/ or other appropriate Literature/Data Sources

As a benefit of our rich academic and research environment, nurses have access to numerous sources of data and information concerning patient care. Clinical Workstations (CWS) in every patient care area, as well as an onsite biomedical library, provide rapid access to needed resources. 
All nursing and other staff at VUMC has the ability to access the internet and the digital library from any CWS.  This access gives nurses the ability to conduct literature searches related to patient care, as well as personal professional development.  Our digital library has on-line subscriptions to most professional journals, permitting staff to read full-text reference articles.  MD Consult, HealthGate  and UpToDate are contemporary resources for patient care.

From the CWS sign-on screen, nurses can access internal documents such as the Nursing Bylaws and all of our Policy and Procedure Manuals and external information sources such as the Lippincott ManualTM.  We are in the process of including unit based policies and procedures on-line.  Medication information from the First Databank can be accessed from the CPOE system and from the CWS sign-on screen.  
A secure portal, MyVandy, allows areas to customize a website for users.  For example, all staff can view shared governance documents (committee minutes, etc.) from units/clinics throughout VUMC via MyVandy.   Staff in cardiology and cardiac surgery can access patient care protocols and standards via “their community” on MyVandy. [9.6, Book 9, Exhibit A:  Protocol Sample from Cardiology MyVandy]

The following are quotes from a few of our direct care nursing staff on ways they utilize resources to plan and provide care for their patients.
· Hannah Maloney states, “I use Up-to-Date regularly to look up medications and to research patient specific disease processes or procedures that they have performed.”
· From Stephanie Dorsey, “I use Up-to-Date to reference disease processes and expected course of treatment to individualize my plan of care for that particular patient.”
· Spring Moore adds, “I just used it last week to look up a specific drug that I couldn’t find in two different drug books that we have on the unit.  The medication was an anti-fungal.  I love Up-to-Date, it is a great resource.  I have used it many times especially to look up diagnoses that are not familiar to me.”
· From Enqu Kent, “I have used the digital library when we have patients that are diagnosed with a rare disease.  Example, Mrs. F was diagnosed with Epstin Syndrome, Allports disease.”
· Denise Gamary cites multiple ways she utilizes the on-line systems.  “When needing the “quick and dirty” explanation of a diagnosis for an orientee; like Steven Johnson’s Syndrome. I used it when I needed an in-depth discussion for our neuro module for critical care orientation.  I’ve used it as quick reference for a test; like the cortisol stimulation test.”
· Julie Workman adds, “I like using the Drug Handbook, (Lippincott) under the favorites tab on the internet.  It makes it easy to be able to look up and test drug compatibilities instead of always having to bother the pharmacy.  This has made things go much faster in the Burn Unit and lets the pharmacy do their job instead of us always calling them.”
(Source of Evidence 9.7)

How the Peer Review Process is used for Professional Growth of Nurses at all Levels of the Organization

Providing peers and colleagues informal feedback is ongoing.  During orientation preceptors provide staff feedback on progress daily. In addition, a member of the unit/clinic leadership team (manager or assistant manager) meets with new staff at targeted 30, 90 and 180 day time frames during their orientation period. This not only provides staff feedback on their progress, but also gives the leadership team an opportunity to assess the orientation process in the area.  Charge nurses and unit based educators are direct observers of staff providing patient care and provide ongoing verbal feedback.  


Formal peer review is built into the cyclic performance evaluation for nurses at all levels of the organization.  Professional growth is a primary goal of this activity, as there is strong evidence that peer feedback fosters growth. The Vanderbilt Professional Nurse Practice Program (VPNPP) provides feedback tools for input from two peers.  Peer feedback is provided at a time which permits attention to areas for growth prior to the formal cyclic evaluation.  Peer feedback is shared with staff and is incorporated into the annual evaluation and is utilized to set goals.  

Peer review is an important component of the process of advancement in VPNPP.  Direct care nurses who are seeking advancement submit peer reviews.  In addition, they have a peer interview as part of the advancement process.  This provides the opportunity for discussion and feedback both ways relating to performance.  [9.7, Book 9, Exhibit A: JONA Article on VPNPP, Part I, Exhibit B: JONA Article on VPNPP, Part II, Exhibit C: JONA Article on VPNPP, Part III, Exhibit D: VPNPP Advancement]
Schedule for peer feedback


The leadership team in MICU uses a schedule for completing and sharing peer feedback.  During the first quarter (May – July) a peer working the same shift as a given nurse provides feedback.  In July – August the direct care nurse receives the feedback from a designated member of the leadership team.  During the subsequent quarter feedback is obtained from a peer who works the opposite shift and is also shared.  At the formal cyclic evaluation professional development is anticipated.  [9.7, Book 9, Exhibit E: Peer Feedback Tool: Same-shift, Inpatient Area (example RN1), Exhibit F: Peer feedback tool:  Nurse that Follows, Inpatient Area, example RN4, Exhibit G:  Peer Feedback Tool: Outpatient areas (example RN2), Exhibit H: Peer Feedback Tool: Procedural Areas (example RN 3), Exhibit I: Peer feedback tool: Operative Services – OR, HR & PACU (example RN 2)]

Credentialing Process for Advanced Practice Nurses 


The credentialing process, in place for APNs, incorporates peer and supervising physician feedback during the initial credentialing review and re-credentialing every two years.  The annual performance evaluation through the HR process incorporates self evaluation, peer review, physician evaluations and supervisory evaluation as a formal and regular system for identifying strengths and areas for growth.   [9.7, Book 9, Exhibit J: Attestation Feedback for APNs] 


 Case Managers utilize a feedback form and a minimum of six (6) are completed for each Case Manager.  These feedback forms are completed by different members of the Interdisciplinary Team and include: direct care nurses, physicians or Nurse Practitioners, Clinical Nurse Managers, Social Workers and other Case Managers.  For Case Managers who work closely with other disciplines, feedback is also obtained from those groups.   [9.7, Book 9, Exhibit K: Case Manager Feedback Tool]
Nursing Leadership Evaluations


Peer feedback is obtained by all nursing leaders and incorporated in the formal cyclic evaluation.  

Nurse Managers 
Feedback for nurse managers is obtained from a variety of sources including:
· direct care nurses

· nurse educators

· assistant nurse managers

· charge nurses

· nurse managers within the PCC 

· members of the interdisciplinary team, such as; physicians, social workers, case managers, advanced practice nurses, etc..

· others as determined by the manager
In addition, the nurse managers complete self-evaluations.  The 360 degree feedback, self-evaluation and manager evaluation are utilized to help set goals for professional growth and change.  
Nurse Administrators



Input is obtained from several sources:
· Nurse managers

· Advanced Practice Nurses

· Physicians

· Support staff in the PCC structure 
This feedback along with a self-evaluation is utilized to set goals for professional growth. 
Rounds



As discussed before, “leader rounding” is a tool that is utilized throughout VUMC for review.  When nursing leaders at all levels of the organization round, they are able to give and receive immediate feedback.  Rounding logs are discussed at nurse manager-nurse administrator meetings and provide ongoing communication of progress toward professional goals, insights and changes that may need to be made. [9.7, Book 9, Exhibit L: Senior Leader Rounding Log, Exhibit M: Leader Rounding on Staff Log]

(Source of Evidence 9.8)

Examples in which Staff Nurses Exercise Independent Judgment to Resolve Patient Care Issues


“We are accountable for our practice in accordance with recognized professional standards and ethical codes.  We accept the challenge of providing high quality care as a member of the total health care team in a complex and dynamic health care environment.”  This is one of the cornerstones of our Philosophy of Nursing and is the motto of our daily nursing practice. 
Nurses in the Medical Center make decisions daily about the approach to a patient/family issue, and select appropriate strategies and/or interventions which will yield positive outcomes.  Examples of this independent practice have been highlighted throughout this narrative.  Additional examples follow: 
Nurses at VUMC have:
· Made arrangements for a chronically mentally ill woman to play the piano in a location at PHV and facilitated her discharge to a group home where she will continue to play.  
Focus on Mental Health of Some of the Victims of Hurricane Katrina

During the evacuation of the victims of Hurricane Katrina, the Nashville Red Cross set up a shelter locally which was designated for “special needs”.  Several of the residents at the shelter had ongoing psychiatric problems which were exacerbated by the disaster.  Licensed mental health professionals were needed to volunteer at the shelter and staff from PHV answered the call.  Marilyn Henning, RN, Johnny Woodard, RN and Ann Cross, RN spent many hours at the shelter offering emotional support and encouragement to the residents.


Additionally, several evacuees were hospitalized at PHV.  Two of them were from boarding homes in Baton Rouge.  Diagnosed with chronic mental illnesses, both of these women had been evacuated in anticipation of the hurricane and did not need acute psychiatric hospitalization.  The staff of our Adult II Unit made immediate contact with their boarding homes and found that shortly after evacuation, the women could return home.  Planning for the return trip was problematic since no agency, either state or national, would assume responsibility for their travel or supervision.  With complete hospital support, two of the PHV nurses, Lori Harris, RN and Beverly Gross, RN accompanied the two women by plane for their return trip to Baton Rouge.  The trip held many challenges, both women were easily agitated and had never flown commercial before, changing planes and mechanical delays were not easy for them to comprehend.  However, the trip was certainly worth it when Lori and Beverly described the joy on the faces of “Queenie” and “Bobbie” when they were reunited with their boarding house families. 
Critical thinking and action on the part of a nurse ‘saves’ patient


A volunteer subject arrived in our Clinical Research Center (CRC) to participate in a study.  Typically patients who are in the CRC are stable patients who are enrolled in research studies and are admitted for testing or administration of medication.  This particular patient was enrolled in a psychiatric study and was there for a glucose tolerance test. 


Upon admission, the patient was asymptomatic, but a careful inspection of the EKG caused the nurses to be concerned.  Old EKG tracings were compared to the new EKG and they were significantly different.  The nursing staff took responsibility and acted on their assessment and had the situation under control well before the physician arrived.  The patient ended up with significant (but asymptomatic) myocardial ischemia and went for catheterization that night with resultant stent placement.  Rapid action on the part of the CRC nurses probably prevented this patient from having serious consequences.  [9.8, Book 9, Exhibit A: Email from Dr. David Robertson]
Unique Recognition of Contributions from Nurses

The annual nursing “Innovative Practice Award” is given to a nurse who is recognized for innovation and leadership by her/his colleagues.  This award provides one avenue for recognizing “risk taking” and innovation.  [9.8, Book 9, Exhibit B: Innovative Practice Award Criteria, Exhibit C:  Innovative Practice Award Winner Article in The Reporter]
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