
This booklet contains the abstracts of clinical quality improvement and patient safety 

efforts as submitted by OHA members.  OHA is pleased to acknowledge the 

commitment to evidence-based practice and high-quality care represented in the 

abstracts. 

 

Zero Harm   

• Culture of Safety 

• Patient Safety  

• Sepsis Mortality Reduction 

• Healthcare Worker Safety 

• Reducing Harm  

• Airway Safety  

Disparities 

• Patient and Family Engagement 

• Improving the Patient Experience 

• Preventing Infant Mortality 

High Reliability  

• General Quality Improvement Processes 

• Reducing Readmissions 

• Antimicrobial Stewardship 

• Iatrogenic Delirium 

• Failure to Rescue 

Leadership and Sustainability 

• Sustainability 

• Leadership/Executive Sponsorship 

  





Disparities 
Poster Title Hospital Presenter(s) 

Improving Patient Experience 
in a Rural Hospital 

Pomerene Hospital Heidi John, BSN, RN 

ProMedica's Food Clinic 
Initiative 

ProMedica Camelia Arsene 

High Reliability 
Poster Title Hospital Presenter(s) 

A multidisciplinary Approach 
to Decreasing Left Without 
Being Seen and Increasing 
Patient Experience in the 
Emergency Department 

University Hospitals 
Cleveland Medical Center 

Danielle Sindelar MSN, RN, 
CMSRN 

Achieving high reliability in 
fetal heart monitoring 
through use of standardized 
terminology 

Cleveland Clinic Fairview 
Hospital 

Barb Semroc, MSN, RNC-OB, 
C-EFM 

Improvement with Alteplase 
DTN for Primary Stroke 
Accreditation 

St. Luke's Hospital Ann Thompson 

Antibiotic Stewardship: 
Improving Empiric Antibiotic 
Prescribing for 
Uncomplicated Bacterial 
Cystitis in Children (3-18 
years) 

Nationwide Children's 
Hospital 

Livpreet Singh 

Checking in the Moment: 
Leveraging Patient 
Interactions and Moving 
Away from the "Task" of 
Rounding 

Mount Carmel St. Ann's Nicole Richendollar 

Creating a Masterpiece: 
Connecting Quality, Safety & 
Zero Harm to create the 
patient experience. 

Mount Carmel St. Ann's Nicole Richendollar 

Decreasing Clinically 
Insignificant IV Pump Air-in-
Line Alarms 

The James Cancer Hospital 
and Solove Research Institute 

Karen Meade, MS, APRN-
CNS, AGCNS-BC, CPAN®, 
OCN® 

Effectiveness of Diabetes 
Self-Management Training 

Pomerene Hospital Heidi John, BSN, RN 



End-of-Life Care Program The James Cancer Hospital Erin Heuser  MBOE, RT(R)(T) 
LSSBB 

Follow Up Appointments at 
Discharge 

Wayne HealthCare Tamara Beanblossom 

Implementation of a 
Comprehensive Patient Blood 
Management Program  in a 
Community Hospital 

Mercy Health St. Rita’s 
Medical Center 

Vicki Reindel, RN, MSN 

Improving Algorithm-Based 
Depression and Anxiety Re-
Screening during Cystic 
Fibrosis Clinic 

Nationwide Children's 
Hospital 

Venita Robinson 

Improving Debriefing 
Compliance for Neonatal 
Resuscitation 

University of Cincinnati 
Medical Center 

Rebecca Sorrels, RN 

Improving Patient Outcomes 
Through Appropriate Oxygen 
Utilization 

OhioHealth Marion General 
Hospital 

Dan Brown 

Journey to Antimicrobial 
Stewardship 

Salem Regional Medical 
Center 

Lyn Pethtel, BS, SM(ASCP), 
CIC 

Maintaining the effect of a 
pharmacist-led MRSA nasal 
swab protocol to decrease 
the use of vancomycin in a 
community hospital over 
time. 

Mercy Health – St. Charles 
Hospital 

Lauryl Hanf-Kristufek, 
Pharm.D., BCPS, CACP 

Process Confirmation and 
Huddles Stop Hospital 
acquired Infections Now & 
for Eternity (SHINE) 

Cleveland Clinic- Marymount 
Hospital 

Juchnowski, J. and Schreiber, 
C. 

Shining the Light on Delirium: 
Delirium Management of 
Older Adults in the Medical-
Surgical Setting 

Kettering Medical Center Lynette Williams MSN, RN-
BC, CCRN 

Standardized Asthma Care 
Helps Decrease Readmission 
Rate 

ProMedica Toledo Children’s 
Hospital 

Heather Anderson 

Standardized Bedside Shift 
Report 

Pomerene Hospital Heidi John, BSN, RN 

Sustainability of Nurse-led 
Interprofessional Bedside 
Rounds 

University of Cincinnati 
Medical Center 

Amy Costanzo 



Take a Ride to the Bedside Summa Health- Akron City 
Campus 

Gina Cross BSN, RN, CCRN 

Unit Based Council (UBC) 
Visitor Pass Initiative for 
University of Cincinnati West 
Chester Hospital Emergency 
Department (UC WCH ED) 

UC Health West Chester 
Hospital 

Lisa Vogele, RN, CEN 

Using a Care Index Model to 
Improve Adherence to Celiac 
Screening Labs 

Nationwide Children's 
Hospital 

Brandon Sparks 

Using Diagnositc Stewardship 
to Treat C. difficile Infections 

Cleveland Clinic Medina 
Hospital 

Lisa Gilbert 

Leadership and Sustainability 

Poster Title Hospital Presenter(s) 
CNOR Strong!  Increasing 
certification in the OR 

Mount Carmel New Albany Gina Matthias 

Extinguishing the flames of 
burnout through a return to 
purpose 

Memorial Hospital, 
Marysville 

amy stephens, RN, MBA, 
CPHQ 

New Hires - Hook Them Early 
and Make Them Feel 
Welcome 

Mount Carmel New Albany Gina Matthias 

Onboarding: The Key to 
Colleague Retention 

Mount Carmel New Albany 
Surgical Hospital 

Jennifer Barrow 

Shared Governance: Taking It 
to the Next Level 

Mount Carmel New Albany 
Surgical Hospital 

Gina Matthias 

Zero Harm 

Poster Title Hospital Presenter(s) 
BE FAST or BE SORRY! Cleveland Clinic Union 

Hospital 
Darsi Feller 

Bubbling Our Way to Better 
Patient Outcomes 

Cleveland Clinic Fairview 
Hospital 

Shelagh Stoicoiu, MSN, RNC-
NIC, CKC 

Cardiopulmonary Care 
Program: A Year in Review 

Holzer Health System Amy Anderson 

Care Connect Used to 
Enhance Communication 
During the Perioperative 
Process 

Mount Carmel New Albany Gina Matthias 

Collaborating to increase 
awareness for help after 

Mount Carmel St. Ann's Nicole Richendollar 



discharge by engaging 
caregivers 

Decreasing Diagnostic Errors Nationwide Children's 
Hospital 

Kelly Kersey 

Decreasing Nosocomial 
Catheter Associated Urinary 
Tract Infections in Persons 
with Spinal Cord Injury in the 
Inpatient Rehabilitation 
Setting 

MetroHealth Rehabilitation 
Institute of Ohio 

Shelly Amato, Ph.D., RN 

Decreasing Sepsis Mortality: 
Implamentation of Epic 
Predictive Model 

St. Elizabeth Youngstown 
Hospital 

Michael Seelman 

Defragmenting Breast Care: 
Developing a Navigation 
Program and Integrated 
Clinic 

Bon Secour Mercy Health - 
Lima 

Katherine Hunt RN, MSN, 
AOCN 

Drug Diversion- Education is 
Key to Prevention and 
Detection 

Mercy Health West Hospital Gina Murray RN, MSN, CNML 

Emergency Department 
Pediatric Triage Review 

Pomerene Hospital Heidi John, BSN, RN 

Improving Fluoroquinolone 
Use at a Small Independent 
Community Hospital 

Knox Community Hospital Stephanie Lane 

Impact of Eliminating Weight 
Inaccuracies Associated with 
Adult Weight-Based Heparin 
Therapy in the Emergency 
Department 

ProMedica Health System Jennifer Wheaton Galliers 

Impact of Multidisciplinary 
Rounding on VAE Reduction 

UC Health Daniel Drake 
Center for Post-Acute Care 

Erika Tucker, RN, MSN, NE-BC 

Implementation of a Fall 
Prevention Program in a 
Community Hospital 

Mercy Health St. Rita’s 
Medical Center 

Katherine M. Tester RN, BSN 

Implementation of a Sepsis 
Management Program in a 
Community Hospital 

Mercy Health St Rita's 
Medical Center 

Amy M Deffenbaugh RN, BSN 

Improving 1:1 Sitter Safety: 
The Importance of Hand Off 
Communication 

Cleveland Clinic Hillcrest Gloria Letostak 

Improving GI Bundle 
Compliance for Pediatric 

Nationwide Children's 
Hospital 

Crystal Seilhamer, MSN, 
APRN, FNP-C, CNOR 



Patients Undergoing 
Orthopaedic Spine Surgery 

Improving Medication 
Reconciliation Discharge 
Instructions to Include 
Specific Instruction for 
Anticoagulant Therapy 

Cleveland Clinic Medina 
Hospital 

Michael Pace 

Improving the safety of 
psychotropic medications in 
children and adolescents 
through intervention focused 
on nursing education in 
outpatient psychiatry 

Nationwide Children's 
Hospital 

Tyler Rolfes 

In Pursuit of a Culture of 
Safety 

Fayette County Memorial 
Hospital 

Tiffany Hollar, MSN, RN 

Increasing Awareness to 
Reduce Newborn Falls in the 
Hospital Setting 

Mount Carmel St. Ann's Nichole Scott 

Journey to decrease sepsis 
mortality, stop the roller 
coaster 

Mercy Health St. Charles 
Hospital 

Amanda Caldwell 

Low-tech Solution to 
Enchance Safe Patient 
Handoff during High-risk 
Evacuations 

West Chester Hospital Chastity Woolf, BSN, RN 

Multidisciplinary 
Collaboration to Decrease 
Blood Culture 
Contaminations 

UC Health Daniel Drake 
Center for Post-Acute Care 

Erika Tucker, RN, MSN, NE-BC 

Mock Code Violence Drills 
Decrease Workplace Violence 
Injuries to Caregivers 

Cleveland Clinic Hillcrest Gloria Letostak 

Nasal Cleaning Has New 
Meaning 

Holzer Medical Center 
Gallipolis 

William Pfeifer 

Non-Pharmacologic Pain 
Management With Pediatric 
Lower Extremity Trauma 

Nationwide Children’s 
Hospital 

Jenny Weiner, MS, APRN, 
CPNP-AC/PC 

Opiate Centering Pregnacy Summa Health Karen Frantz 

Preventing Catheter-
Associated Urinary Tract 
Infections in the ICU 

Fort Hamilton Hospital- 
Kettering Health Network 

Emily Arnold BSN, RN, CCRN 



Reducing Opioid 
Prescriptions in the 
Orthopaedic Department 

Nationwide Children’s 
Hospital 

Leanne Winslow, MS, APRN, 
CPNP 

Reduction of Catheter-
associated Urinary Tract 
Infections 

Licking Memorial Hospital Brian Thatcher 

Riding the QI Wave Akron Children’s Hospital Kathryn L. Hiney, BSN, RN 

Safety Ambassadors Mount Carmel New Albany 
Hospital 

Karen Blair 

Save Our Skin Mercy Health - Springfield Christy Maynard 

Scripting for Scripts Cleveland Clinic Avon Beth Poltorek 

Using the Blood Loc System: 
Putting Patient Safety First 

Mount Carmel New Albany Manya Maiher 
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Title: Improving Patient Experience in a Rural Hospital

Hospital: Pomerene Hospital

Author(s): Heidi John, BSN, RN

Problem Statement:

At Pomerene Hospital (PH) patient satisfaction of hospital experience is a performance

measurement within 13 departments. PH has an organizational goal that eight of the 13

departments achieve their individual goal for at least seven of 12 months for the year. From

January 2017 through June 2018, there was an apparent decrease in the number of months at

that organizational goal. Only five of the 18 months was at goal (only 28%). It was evident that

a performance improvement initiative was needed to better meet the strategic goal of the

organization.

Project Description:

In order to improve patient satisfaction, a patient experience initiative was started in June 2018

and continues to date. Program activities include: hospital-wide refresher training of adopted

ICARE service behaviors; monthly reoccurring ICARE training sessions for new employees;

weekly Patient and Family Experience (PFE) Huddle with department managers, rounding on

patients for real-time experience feedback, and writing thank you cards to staff named by

patients in survey comments to enhance staff engagement of the patient experience.

Results:

As a result of the patient experience initiative, from July 2018 to March 2019 six of nine months

have met the organizational goal (67%).

Conclusion:

Hospitals cannot be complacent in pursuing patient satisfaction with their customers. It is

important to provide staff with ongoing and varied training efforts that will keep the focus on

the experience of our patients. It is evident that the program activities of this PH initiative were

successful at increasing patient satisfaction of hospital experience.
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Topic: Addressing Food Insecurity at ProMedica

Hospital: ProMedica

Author(s): Camelia Arsene, MD, PhD, MHS; Chloe Plummer, MS, RD, LD; Kristen Sheely,
MPH; Kristen Zachrich; Haley Howard; Linda Chambers, MBA, PT.

Background: In 2014, ProMedica began screening patients for food security at admission using
the Hunger Vital Sign™, a two-question prevention tool which can be used to identify families
struggling to access food. Patients who screened positive were given an emergency one-day
food supply and connected to community resources for further assistance upon discharge. This
small intervention, which began as a philanthropic effort by employees, had a major impact and
as a result of the intervention’s success, the screening process was adopted by ProMedica’s
primary care offices and outpatient oncology practices.

Aim: To evaluate primary care food insecurity screening patterns and report the preliminary
impact of the ProMedica Food Clinic on healthcare utilization and cost for Paramount Medicaid
members with 12 months of continuous enrollment before and after the index date.

Methods: Data was collected from electronic health records, provider billing database, claims
database, and Food Clinic proprietary database from 2015-2017. Three patient groups were
analyzed. Group 1: 85 Paramount members who screened positive and received an
intervention by a visit to the Food Clinic. Group 2: 188 Paramount members who screened
positive, but did not receive an intervention. Group 3: Control group that consists of all other
Paramount members in defined zip codes: 21424 members.

Results:
Group 1: Paramount members with 2 years of continuous membership, who accessed the Food
Clinic in 2015-2017, experienced a 5% drop overall in their actual medical cost post-
intervention. One member of the sample suffered multiple comorbidities that led to gangrene,
sepsis and amputation. If these costs were removed from the sample, the intervention group
experienced a cost decrease of 25%. This member also accounted for 4 of the 17 post-
intervention inpatient admissions.
Group 2: Paramount members who screened positive for food insecurity and did not access the
Food Clinic experienced an increase of 21.6% in their actual medical cost for the 12 months
following the index date. Admission is a driver to the cost increase. Based on semi-risk adjusted
costs, this group experienced a decrease in costs of 10%. This group did not experience savings
as Group 1. Due to the swing in costs once they are risk adjusted, we concluded that either
Group 2 had higher acuity in the second period than in the first period, or that acuity was
captured in their visits. These members cost 42% more than the control group but 26% less
than the intervention group.
Group 3: This group experienced a 10% increase in costs overall, in both actual cost and risk
adjusted cost. It appears readmissions was a key driver in the cost increase. This was the lowest
cost group, but had a significant positive trend in costs, year over year.
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Conclusions: There seems to be a decrease in the total medical expense for Paramount
members who visited the Food Clinic. This decrease was greater than the trend experienced by
members who did not have an intervention. The control group actually experienced a cost
increase year over year. The difference in trend between the intervention group (-25%) and the
control group (10%) was statistically significant. Our ultimate goal is to effect change and
address social determinants of health, beginning with hunger as a health issue in our
community. It is our hope that the initiative will drive down healthcare costs and non-primary
care utilization.
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Title: A multidisciplinary Approach to Decreasing Left Without Being Seen and

Increasing Patient Experience in the Emergency Department

Hospital: University Hospitals Cleveland Medical Center

Author(s): Jodi Lipnick BSN, RN, Danielle Sindelar MSN, RN, CMSRN, and Maria Paula

Domingo BSN, RN

Problem Statement:
The Center for Emergency Medicine at Cleveland Medical Center has seen an increase in patient
volume and acuity. Increased volume and acuity leads to overcrowded waiting rooms, and
increased patient frustration. This frustration increases the risk of patients leaving without being
seen by a provider. Patients who present to the ED for care and leave before being evaluated by
a provider can lead to consequences that effect both patients and the hospital by increasing
quality risk events, decreasing patient satisfaction and loss of revenue.

Project Description:

The staff at CMC ED implemented ongoing innovative restructures within the department to
promote patient centered care that resulted in decreasing the percent of patients leaving without
being evaluated by a provider and increasing overall patient satisfaction. There were four major
initiatives implemented. These indicatives included redesign of split flow, ED specific volunteer
program, leadership and staff hourly rounding, and a patient care coordinator.

Results:

During the 12-month implementation of the various quality assurance projects, the emergency
department was able to reduce the % of LWBS from 5.54% in 2017 to 0.46% by the end of 2018.
This also resulted in an overall improvement in all of the categories within the patient satisfaction
score card while steadily increasing the total ED volume of average daily visits from 185.6 to
191.50 visits per day.

Conclusion:

Multiple patient safety and experience rates improved. Notably, the left without being seen rate
decreased to 0.89 percent despite a 3.4 percent increase in patient visits. There is currently only
one academic, Level I trauma center Emergency Department in the country with a higher patient
volume and a lower left without being seen rate than our Center for Emergency Medicine. Patient
experience increased in all domains with seven out of ten demonstrating statistically significant
increases.



Title: Achieving high reliability in fetal heart monitoring through use of standardized

terminology

Hospital: CCF- Fairview and Hillcrest Hospitals

Author(s): Karen Prescott MSN, RN, CNOR

Barb Semroc MSN, RNC-OB, C-EFM

Problem Statement: In the obstetrical arena, communication between the providers and

nurses regarding the fetal heart rate tracing needs to be concise, accurate, and timely. A

discrepancy in utilizing correct terminology to describe fetal heart tracings and interventions

caused breakdowns in communication.

What is known: There were no formalized multidisciplinary fetal heart rate monitoring classes.

The obstetrical (OB) nurses and OB residents attended formalized classes; however, there were

no classes for attending physicians. Therefore, different terminology was being used while

communicating causing some confusion among the caregivers.

Project Description: The decision was made for there to be multidisciplinary educational

sessions to communicate the correct terminology to be used when discussing fetal heart rate

tracings and the interventions which should occur. This would assure the education would be

consistent for nurses and OB providers. The educational opportunity was entitled: “Fetal heart

rate monitoring: A deeper dive using the collaborative approach”. The course was developed

by the OB nursing professional development specialists who, along with an attending

obstetrician, facilitated the sessions. A PowerPoint which included real case studies was used

as a motivation for discussion between the participants. The sessions had a multidisciplinary

group which included OB providers, both physicians and certified nurse midwives, and the OB

nurses. During the two hour sessions, each participant was asked to explain their

interpretation of the fetal heart tracing. Collegial discussion resulted and participants were

asked to utilize appropriate fetal heart tracing terminology. Confidentiality was emphasized to

promote a safe environment to discuss these cases.

Results: Nurses achieved 100% attendance at both hospitals however the providers had 99%

attendance at hospital A and 85% attendance at hospital B. Nurse audits were completed at

both hospitals to determine the appropriateness of the documentation using the correct

terminology. The audits included the review of fetal heart rate tracing monitoring strips.

Documentation of appropriate FH category was consistent at 94-98% at both hospitals.

Documentation of interventions increased to 95% from 80% at hospital A and to 97-98% from

88% at hospital B. Appropriate documentation of provider notification increased from 88% to

98% at hospital A and from 90% to 98-100% at hospital B.



Conclusion: This is a unique form of education that brought the OB providers and nurses

together for education on the importance of communication and utilizing correct terminology

using the learning strategy of open discussion. The comfortable and non-punitive environment

allowed for a professional exchange of ideas with educational opportunities to clarify the

participants’ knowledge base. Use of the PowerPoint presentation was an effective modality in

this situation to enhance learners’ acquisition of new information. Using slides to illicit their

interpretation, specific learning needs were identified and just in time education occurred.



Title:   Alteplase Administration: Our Process Improvement Journey to Improve  

Quality Care for Stroke Patients. 

Hospital:  St. Luke’s Hospital, Maumee Ohio 

Author(s):  Ann Thompson, R.N, Nadine Kinshaw, R.N. 

 

Problem Statement: 

• Door to Needle Times for Alteplase was higher than the National Goal of less than 60 

minutes. Median time in 2018 was 76 minutes 

• Rate to Treat in 2018 was 10% 

 

Project Description: 

Identified delay in Door to Needle was related to Door to Physician Decision for Alteplase 

Administration.  

Focused on improvements in: 

• EMS early notification 

• Door to CT 

• Physician decision making process 

• Notification of Neuro Interventionalist 

• Preparation of Alteplase 

• Staff Engagement 

• Staff Education 

 

 

 

 

 

 

 



Results:  

 

Significant reduction in median door to needle from 76 minutes to 37 minutes. 

Rate to Treat increased from 10% to 28%.  

2018 Door to Needle < 60 minutes was 43%  

Current Door to Needle< 60 minutes in 100% 

2018 Door to Needle <45 minutes was 17%     

Current Door to Needle < 45 minutes is 71% 

Conclusion: 

• Accredited Primary Stroke Center Standards help St. Luke’s Hospital meet and exceed 

American Stroke Association Guidelines.  

• Commitment from a multidisciplinary team improved stroke processes and has helped 

sustained door to needle times. 

• Leadership and Physician involvement is Key to Success 
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Topic: Antibiotic Stewardship: Improving Management of Uncomplicated Urinary

Tract Infections in Children Ages 3-18

Hospital: Nationwide Children’s Hospital

Author(s): Jagadish Urs MD, Megan Ilgenfritz MD, Livpreet Singh DO, Jennifer Scheer DO,

Christina Toth MPH, Brigid Groves PharmD, MS.

Introduction: Urinary tract infections (UTIs) affect up to 3.5% of children in the United States

annually and represent a significant source of antibiotic exposure. Ambulatory providers

commonly prescribe broad-spectrum antibiotics when narrower-spectrum alternatives are

more appropriate. There is evidence suggesting that shorter duration of therapy (3-5 days) is as

effective as traditional duration (7-10 days) for the treatment of uncomplicated UTIs in

children.

Objective: To increase the percentage of preferred narrow-spectrum antibiotics prescribed for

≤ 5 days in children (ages 3-18 years) diagnosed with uncomplicated UTI in our 13-practice 

primary care network from 4.5% to 50%.

Methods: Using the Institute of Healthcare Improvement model as framework, we created an

aim and identified related key drivers and interventions. Based on retrospective electronic

health record (EHR) extraction (baseline January–December 2017), only 4.5% of children (ages

3-18 years) diagnosed with uncomplicated UTI in the Nationwide Children's Hospital (NCH)

primary care network were prescribed a preferred narrow-spectrum antibiotic for ≤ 5 days. We

did a baseline provider survey and identified gaps in knowledge. We formulated age-based

treatment guidelines based in consultation with an NCH infectious disease specialist and our

local antibiogram. Guidelines were the following: cephalexin for patients 3-11 years and

nitrofurantoin for patient’s ≥ 12 years, as well as recommended duration of therapy ≤ 5 days. 

Subsequent provider education, visual reminders at workstations, and reminder emails were

implemented. Monthly progress was monitored from December 2017 to February 2019.

Results: There was a notable improvement in prescribing a preferred narrow-spectrum

antibiotic following the provider survey and education with a centerline shift from 18.9% to

37.6%. However there was no sustained improvement in duration of therapy from a baseline of

13.1% despite several months of special cause variation following key interventions.

Conclusion: Additional interventions are required to improve adherence to evidence-based

treatment guidelines. Our next steps are addressing prescribing behaviors (via audits and



individual provider feedback), identifying barriers and gaps in provider knowledge and

providing targeted, ongoing education with special emphasis on duration of therapy (in

addition to prescribing narrow-spectrum antibiotics), and incorporating decision support into

the EHR.



Checking in the Moment: Leverage Patient Interactions & Break the 

"Task" of Rounding 

POSTER DESCRIPTION 

Ensuring that our patients have an exceptional experience is top of mind for Mount Carmel Health.  In order to be 

successful in quality, staff engagement, and overall care, we need to provide an exquisite service to the patients, 

families, and our colleagues.  On this poster, leaders from Mount Carmel will illustrate the journey that our hospital 

system embarked on to guarantee that our patients always had someone "checking" on them.  You will see how this 

affected our overall likelihood to recommend scores, nurse communication scores, and hourly rounding scores.  

Attendees will learn new strategies and tactics to implement in their own organization that will engage all levels of their 

care team to provide a unique service. 

TAKE AWAYS 

1. Attendees will be able to recreate how they can engage their colleagues to "check" on their patients in the 

moment. 

2. Attendees will be provided a reference guide to help facilitate their many interactions with their patients and 

create a more meaningful experience for both the patient and the colleague. 

3. Attendees will develop a different viewpoint of the traditional hourly rounding methodology and engage out of 

the box thinking. 

STRATEGY AND APPROACH 

At Mount Carmel, we have various councils and committees that help impact and drive change in patient experience.  

We learned to steer away from the traditional top down models of leadership and improvement initiatives.  We included 

our frontline staff in patient experience advances to help create successful strategies to improve the patient experience. 

These committees were instrumental in helping our team succeed in hourly rounding. 

We started by analyzing why we have not been effective in previous hourly rounding initiatives.  The best way to 

understand why our initiatives have not worked in the past is to understand the workflow of our nursing team.  We 

began with "journey mapping" a nurse and an aide's day.  Each discipline talked about their day and the various times 

they interacted with patients.  With the help our Patient and Family Advisory Council, we mapped a patients typical day 

in the hospital.  We realized our nurses and techs were in our patient's room more than every hour completing tasks.  

We focused on why our patients did not notice that our staff was in their room every hour and developed our Checking 

in the Moment class.   

In order to be successful, engagement from our front line staff was vital. We began the class by having everyone rate if 

they would recommend the hospital, as seen on the patient survey. This allowed them to visualize what constitutes a 

top box score. We then provided attendees with a scenario and instructed them to complete the survey our patients 

receive, as if they are the patient in the scenario. We brainstormed with the attendees various ways to make the 

interactions impactful when they were in the room. We reviewed key words to "connect the dots" and help patient 

know we are checking on them each time we are in their room. As a group, we discussed ways we can consider patient 

preferences, show respect for our patients, improve communication, control pain, and various ways we make our 

patient feel checked on. 

OUTCOMES 

Evaluations of the course were completed to gain insight and in the moment feedback from the group.  Through our 

nurse leader rounding, we were able to receive important feedback from our patients during their time in the hospital. 

We asked our patients how often they were checked on and gauged the impact that the Checking in the Moment class 

had on these interactions and perceptions. We noticed or patients often stated, "I felt the nurses really cared about me 



and wanted to make sure I was ok."  The patients also discussed how they felt their nurses and techs were in their room 

not only to give them medication but also to truly care for them and check on them.   

We have also been tracking our patient satisfaction scores to see what kind of impact the implementation of this course 

has had.  When we began our education, our "likelihood to recommend" scores increased from the previous month by 

6.1% top box.  After continuing the class, we saw an even larger increase of 10.5% top box.  Our hourly rounding scores 

initially increased by 4.8% top box and three months later they increased 9.4% top box. 

Additionally, we have seen improvements in our nursing communication domain by 3.8% top box over 4 months and our 

call light responsiveness has increased by 10.3% top box. 

Overall, we have continued to see the impact of this training in our scores as well as the staff's viewpoint on checking on 

our patients.  

 



Creating a Masterpiece: Connecting Quality, Safety & Zero Harm to 

create the patient experience 

POSTER DESCRIPTION 

Every great organization is built on engaged colleagues who understand the "why" behind what they do and align these 

reasons with their own core values.  Using the foundation of Zero Harm, our program focuses on frontline leaders 

(charge nurses & preceptors) in an educational retreat built around quality, safety and the patient experience. 

TAKE AWAYS 

1. Participants are able to create an educational event to drive excellence in the care experience.  This will align 

quality initiatives with safe practice and clearly define how this influences positive results in patient satisfaction. 

2. Learn the tools to empower frontline colleagues and create a pattern of ownerships that flattens the hierarchy 

of leadership and builds true-shared governance. 

3. Discover your own "why" and learn to unlock the passion in your team as you improve your patient satisfaction 

scores together. 

STRATEGY AND APPROACH 

The primary strategy in developing this class was to use multiple learning methods to connect the dots of patient care 

initiatives to outcomes.  We used our Zero Harm model as the center with its three purposeful asks:  Heal me, don't 

harm me, be nice to me.  These were aligned with our quality initiatives (heal me), safety initiatives (don't harm me) and 

patient experience (be nice to me). 

Teaching methods included open dialog, role-play, strategizing crucial conversations, management of disruptive 

behaviors and thoughtful presentations of why we chose our professional path.  We did this as an all-day retreat off 

campus and used positive reinforcement throughout the event to recognize individuals who actively contributed. 

It was obvious as we presented, that the colleagues had never thought about our strategies and initiatives quite this 

way.  As each initiative fell into place under one of the umbrellas defined (quality, safety, patient experience), our teams 

were able to put credibility behind our actions you could watch the connection emerge.  The understanding was 

palpable.  We could also show how hospital achievements reflected dedication to our patients and their outcomes were 

the testament to compassionate, quality care. 

OUTCOMES 

There were evaluations completed at the end of each retreat.  The engagement was high and the evaluations were 

overwhelmingly positive.  We have noticed change with our charge nurses.  During our daily safety huddles, our charge 

nurses are looking at the team from a new lens.  They are quick to share resources instead of hording them.  They 

continue to build on the relationships this retreat initiated and actively look for ways to be supportive to each other. 

Other outcomes we are measuring include quality data (CAUTI, CLABSI reduction shows below national target at 2.31) 

Safety data (falls rate for the past quarter has decreased from 5.03 to 2.56  & Voice reporting is up 31%).  Patient 

satisfaction (PG questions related to communication with nurses – we have seen an increase of 3.8% Top Box over a four 

month period).  We also noticed a decrease in in our complaints and grievances on the inpatient units specifically related 

to nursing care.  Due to the timing of the retreat, we expect to have more concrete data by the time of the presentation. 



Title: Decreasing Clinically Insignificant IV Pump Air-in-Line Alarms

Hospital: T heJam esCancerHospitalandS oloveR esearchInstitute

Author(s): KarenM eade,M S ,AP R N -CN S ,AGCN S -BC,CP AN ®,O CN ®;Kim berly Catania,M S N ,AP R N -

CN S ,AO CN ;BenL opez,P harm D,M S ,M HA,BCP S ;R yanConnell,CP hT

Problem Statement:

Alarm fatigueisaubiquitousproblem inhospitals.Alarm sm ay occurhundredsoftim esper

patientperday w ithm ost(85-99% ),requiringnoclinicalintervention.T hesealarm sbring

cliniciansaw ay from patientcareandm ay contributetow orkaroundssuchasturningdow nthe

volum eorturningoffthevolum e,w hichhasledtosentineleventsinsom eorganizations.S om e

continuouschem otherapy infusionshavebeennotoriousforfrequentandinsignificantair-in-

line(AIL )alarm s.T hesenuisanceAIL alarm sareduetothenaturally bubbly com positionofthe

drug,causingsm allairbubblesthroughoutthedurationoftheinfusion.Duringa24-hour

infusion,bothpatientsandnursingstaffcanbenegatively affectedby nuisanceAIL alarm s,

w hichm ay causeprolongedinfusiontim es,disruptpatientsleep,increasenursingw orkflow

andincreasealarm fatigue.T herew erefew recom m endationsfrom existingprim ary literature

tom itigatethisissue.

Project Description:

P ertheO ncology N ursingS ociety com m unity discussionboards,som eorganizationshave

institutedananti-siphonvalvetopressurizetheinfusion,decreasingairbubblesinthelineand

ultim ately AIL alarm s.T hegoalofthisprojectw astodecreaseclinically insignificantAIL alarm s

incontinuouschem otherapy infusions,specifically aregim encalledEP O CH,w ithananti-siphon

valvetoenhancenursingw orkflow ,patientexperienceanddrugdelivery.

Results:

T herew erepositiveresponsesfrom nursingstaffregardingtheuseofanti-siphonvalvesw ith

continuousEP O CH regim eninfusions.N ursesfoundthatthevalvedecreased nuisanceAIL

alarm s,helpingtodecreasealarm fatigue.A 91.7% decreaseinAIL sw erefoundw hen

com paring4 w eeksofinfusiondatabeforeandafteranti-siphonvalveim plem entation.

Conclusion:

T hepositiveoutcom esofthistrialcouldbeapplied tootherinfusionsknow nforfrequent

clinically insignificantAIL alarm s,suchasetoposide.



Title: Effectiveness of Diabetes Self-Management Training

Hospital: Pomerene Hospital

Author(s): Andrea Jenei, BSN, RN, Diabetes Coordinator

Problem Statement:

According to the Holmes County 2017 Health Assessment, 5% of Holmes County adults

reported being diagnosed with diabetes. Of that population, 10% reported having attended a

class for education regarding the disease. Pomerene Hospital Diabetes Self-Management

Training (DSMT) program is designed to lower the A1c of its participants. The purpose was to

determine if a patients’ A1c could be impacted after six months of participating in the DSMT.

Project Description:

Pomerene’s DSMT program is designed to assist patients in managing this chronic disease and

understand the acute and chronic complications that frequently are associated with it.

Between January 2017 and January 2018, 76 referrals were received for DSMT. Fifty-four of

these referred patients attended at least an initial DSMT class. Thirty-six of the 54 patients

initiating DSMT during this time completed the 6 month program.

Results:

• The average A1c among patients prior to attending class was 9.36%
• The average A1c 6 months after initiating DSMT was 7.17%.
• This is a 23.4% reduction in A1c accomplished through patient involvement in Diabetes self-

management education

Conclusion:

Patients are better able to manage their diabetes after participating and completing the DSMT

program as evidenced by a lowered six month A1c.



Title: End-of-Life Care Program

Hospital: The James Cancer Hospital

Author(s): Ellin F. Gafford, MD; David A. Liebner, MD; Erin Heuser, MBOE, RT (R) (T), LSSBB,

Nanette Richardson, MBA-HCA, CSSBB

Problem Statement:

Develop a comprehensive, interdisciplinary, evidence-based "End-of-Life (EOL) Care Program"

for The James Cancer Hospital patients across the continuum of care. Build a program that

supports the belief that excellent cancer care includes excellent EOL care. Assigned by The

James Quality Patient Safety & Reliability Committee. Based on staff survey, 39% of staff

believe The James provides Good or Excellent EOL care.

Project Description:

Guide care to manage disease progression via regular discussion and documentation.

Address patient/family emotions, culture and spiritual beliefs in EOL conversations.

Develop training and education to promote culture shift and EOL conversations.

Develop process for communication, documentation and access across continuum of care.

Identify an interdisciplinary champion and internal champions for culture change.

Develop communication for team interdisciplinary consultation etiquette and timeliness.

Provide adequate information regarding expectations and resources for patients and families.

Promote organizational culture change via recognition of individuals/teams with excellent EOL
care practice.

Develop relationships with Hospice and Palliative Care organizations within the community.



Results:

Four sub-teams were developed to work toward development of The James EOL Care program:

Culture and Buy-In, Resource and Technology, Education and Staff Self-Awareness and Patient

& Family Education/Communication and Continuity of Care. The team defined end-of-life,

identified key components and timing of crucial conversations and created the guiding

principles that would define what End-of-Life care means at The James Cancer Hospital. A

structured methodology for engaging all service lines at The James with multi-disciplinary

teams was also developed for implementation.

Conclusion:

This project is still ongoing and has been presented to senior leadership for approval. The team

will use the guiding principles to develop curriculum as well as best practices from others. The

implementation of this project will take several years in order to create a culture change in the

way The James operationalizes crucial conversations throughout the trajectory of a patient’s

oncology journey, how we document and communicate those conversations to other care team

members and how we care for patients at the end of life.
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Title: Follow-Up Appointments at Discharge

Hospital: Wayne HealthCare

Author(s): Beanblossom, T.

Problem Statement: It was identified that follow-up appointments were not consistently being

scheduled at patients discharge. Through investigation of the process it was determined that it

was not clear who makes the discharge appointment prior to discharge.

Project Description:

A team consisting of nurses and Case Management was developed to look at the current

process and determine what could be changed to improve the follow-up appointment process

to assure discharge appointments are being made prior to patient’s being discharged from the

hospital.

Results:

Conclusion:

Upon recognizing the problem it was decided follow-up appointments at discharge would be

made by Case Management. They will work with the patient and family to assure the

appointment will be convenient for the patient and family. The goal is, by making these

appointments that the patient will follow-up with their primary physician and potentially

decreases their risk of readmission. We are now going to track the direct correlation between

having the follow-up appointment scheduled prior to discharge and if readmission rates

decrease. Within one month of Case Management making the appointments, primary care

physicians recognized improvement of the patients following up after discharge. We will

continue to monitor feedback from physicians.



Title: Implementation of a Comprehensive Patient Blood Management Program
in a Community Hospital

Hospital: Mercy Health St. Rita’s Medical Center

Author(s): Reindel, V., Rampe, N., Quast, S., & De Vita, N.

Problem Statement: In 2018, Mercy Health identified opportunities for improvement in blood
utilization and avoiding unnecessary transfusions. A multidisciplinary quality committee was
formed to develop clinical strategies to improve safe and effective use of blood and blood
products.

Project Description: The first step was the development of a multidisciplinary clinical quality

committee. The next step was to review and analyze current transfusion metrics and to gather

data through chart reviews. Evidence-based guidelines were reviewed with recommendations

for revision of electronic medical record order sets. It was determined that red blood cell usage

would be the focus with facility and specialty scorecards developed and then presented to

service line leaders. Education was presented to physicians, mid-level providers, nursing and

allied health professionals to improve compliance with guidelines.

Results: Improvements were noted in the facility blood management metrics for red blood

cells. Data compared second quarter 2018 with first quarter 2019. The single unit transfusion

metric improved from 62% to 70%. Transfusion for a hemoglobin of <7g/dL improved from 37%

to 48% and transfusions for a hemoglobin > 8 g/dL improved from 18% to 12%. The average

pre-transfusion hemoglobin in first quarter of 2019 was 7.1 g/dL compared to 7.2 g/dL in

second quarter 2018.

Conclusion: A Comprehensive Patient Blood Management program can be successful with a
multi-disciplinary approach. Active participation by all members may help to reduce
inappropriate blood utilization and may improve overall quality of care.



Improving Algorithm-Based Depression and Anxiety Re-Screening during Cystic Fibrosis Clinic 

 

Background: Patients with Cystic Fibrosis (CF) are more likely to suffer mental health issues such as 
depression and anxiety, which leads to worse health outcomes. CF Foundation guidelines suggest at 
least annual screening for depression and anxiety in CF patients. Our goals were to first implement 
screening, and then to improve success at timely re-screening to 80%. 
 
Methods: We used a conceptual model to make our using the theory for improvement explicit, and 
interventions were designed addressing five key drivers thought to be critical to reliably implement and 
maintain re-screening compliance. The primary outcome measure was the proportion of patients re-
screened for depression and anxiety during their clinic visit in accordance to the screening algorithm. 
We used statistical process control charts to measure performance over time and to differentiate 
common versus special cause variation.  
 
Results: We initiated depression and anxiety re-screening in January of 2017. The number of completed 
screens increased from <15% to 85%, and we have sustained this performance over a year. We divided 
the patient population (12 years and older) into age groups, and re-screening started in a stepwise 
manner. Consistent adherence to the re-screening algorithm was the highest yielding intervention. 
Automatic reports and a Best Practice Alert helpedeliminate manual compliance monitoring. Between 
January 2017 and February 2019, 143 instances of suicidal thoughts were reported by patients. 
 
Conclusions: Depression and anxiety screening during a CF clinical visit are feasible, acceptable and 
sustainable. The implementation of algorithm-based re-screening has led to the discovery of suicidal 
thoughts by patients with CF. 
 

 



Title: Improving Debriefing Compliance for Neonatal Resuscitation

Hospital: University of Cincinnati Medical Center

Author(s): R. Sorrels RN, S. Harvey BSN, M. Nurre MSN, NNP, H. Akinbi MD, N. Boswell,

MSN

Problem Statement: The American Academy of Pediatrics Neonatal Resuscitation Program

incorporated debriefing into its 6th Edition curriculum in 2010.The expectation is for debriefing

to be performed by all team members after each resuscitation that meets criteria. Debriefing

was added to our units Quality Dashboard in 2015. Our compliance has fallen dramatically

every year, to a low of 9% as of June 1st. We aim to increase the compliance with code

debriefing on qualifying births to 80% using quality improvement methodology.

Project Description: Our project is to increase compliance with neonatal code debriefings and

we defined this as all newborns that require intubation, chest compressions, and medications. We

began with our process review and formulation of a failure modes diagram. We then utilized a key driver

diagram for improving code debriefings and collected baseline data. Due to data collection issues, we

reviewed four months of baseline data and then began our improvement work. Our run chart shows the

baseline data and the actual improvement in our measure since our plan, do, study, and act cycles. We

are continuing to see a positive trend in our data.

Results: Current data has shown a trend towards improvement from our baseline. We are

continuing to collect data and work towards improvement.

Conclusion: Our project is not yet concluded but is trending in the correct direction. Qualifying

code debriefings are increasing.



Title: Improving Patient Outcomes Through Appropriate Oxygen Utilization

Hospital: OhioHealth Marion General Hospital

Author(s): Dan Brown MBA, BSN, RN; Danielle Trachtenberg MSN, RN, CCRN-K

Problem Statement:

Recent studies, including a 2018 Lancet systematic review and meta-analysis, have determined that

over-oxygenating patients leads to increased mortality and morbidity. The consensus recommendation

is for a more conservative approach to the administration of oxygen.

Patients in the hospital are over-oxygenated, which is related to poorer outcomes and increased costs;
establishing upper thresholds is necessary for safe oxygen titration and therapy

Project Description:

Supplemental Oxygen has been used to treat acutely ill patients for over one hundred years. It has

become ingrained in the healthcare provider culture as a fundamental treatment for a myriad of health

disorders and ailments. Recent studies, including a 2018 Lancet systematic review and meta-analysis,

have determined that over-oxygenating patients leads to increased mortality and morbidity. The

consensus recommendation is for a more conservative approach to the administration of oxygen.

After reviewing studies and an initial evaluation of OhioHealth Critical Care Units system-wide,

OhioHealth Marion General Hospital determined that patients are over-oxygenated in the hospital

setting. The goal was to minimize inappropriate use of oxygen therapy throughout the inpatient hospital

campus and successfully wean patients who no longer benefit from supplemental oxygen therapy. It was

necessary to establish upper thresholds for safe oxygen therapy in order to minimize inappropriate use

of oxygen throughout the hospital and improve patient outcomes thereby reducing harm.

After careful planning, a multidisciplinary team was created, and they initiated a pilot at OhioHealth

Marion General Hospital to improve patient outcomes through appropriate administration of oxygen

representing the most current best practice. This involved a team approach to education around

updated best practices and culture change management.

Results:

The preliminary outcomes from the pilot showed an overall reduction in the percentage of

patients with an average SpO2 reading above the threshold of 95%. Pre-intervention (pre-pilot)

was at 71% and post-intervention (post-pilot) was 61%. The median length of patient stay was



reduced from 4.66 days to 4.44 days. The reduction in mortality was negligible for the 3-month

pilot. The financial outcomes presented a total reduction in oxygen actual utilization by about

$188 per month and an oxygen invoice reduction of about $450 per month. It was also

discovered during the pilot that about 15% of patients on oxygen did not have an active order;

therefore, no oxygen charges were captured for these patients. This resulted in a $36,363 in

lost revenue for the 3-month pilot period. A final discovery was the need to consolidate and

update the various number of oxygen orders and order sets within the computer charting

system.

Conclusion:

Patients are over-oxygenated in the hospital setting. Evolving this practice to represent the

latest best practice will involve a multidisciplinary approach to culture change management.

The overall early success of the pilot has driven the desire to propagate the pilot system-wide.

The current state is in the early stages of change management but has engagement from all

hospital care sites as we continue to move forward.



Title: Journey to Antibiotic Stewardship

Hospital: Salem Regional Medical Center

Author: Lyn Pethtel, BS, SM (ASCP), RN,CIC Director, Quality Improvement & Infection
Control

Problem Statement: Need to improve physician adherence to best practice antibiotic
prescribing practices and decrease the effects of antibiotic use (e.g. C. difficile, resistant
organisms, cost) and ultimately improve patient outcomes.

Project Description: - Improve antibiotic prescribing practices by implementing the CDC’s
Antimicrobial Stewardship toolkit. Revise empiric therapy guidelines and monitor use of guide
and outcome measures: C. difficile rate, resistant organism trends, antibiotic use days, and
reduction in Pharmacy expense.

- Utilize the Infection Control & Pharmacy & Therapeutics Committees to develop a plan and
engage hospital administrative support to create an action plan to improve prescribing
compliance.

The plan consisted of a multi-pronged approach: Administrative support for new software for
Pharmacy and Infection Control Department use, Medical Staff and Nursing Staff education,
revision of the empiric therapy guide, review of antibiotic order sets in new EMR, development
of a urine & blood positive culture report to utilize for in depth analysis of prescribing practices,
implementation of provider educational letters from the core team physician leaders for
feedback when guide not followed, provision of reports regarding use of the antibiotic therapy
guide, UTI & sepsis management and Healthcare Associated Infection rates at the Quality
Management, Quality Improvement , Infection Control, & Pharmacy & Therapeutics
Committee.

Results: A patient safety grant was obtained from the hospital’s insurance carrier to help defray
some of the cost of the new Sentri7 software. Software was purchased and installed in Dec.
2017 and reporting to the CDC regarding Antimicrobial Use Days began in May 2018.
Compliance with the Empiric Antibiotic Therapy guide was initially strong and remained above
86% compliance through 2018.

Key infection control metrics included: - HAI MRSA rate was 0.25/1000 patient days and rate of
VRE and other MDRO was zero.
- C. difficile rate decreased from 5.63 to 3.61/1000 patient days resulting in an estimated
decrease of 16 potential cases from baseline 2015 data.
- Antimicrobial use days steadily declined yielding an SAAR of 1.017 down from an initial ratio of
1.24 when reporting to CDC began.



Conclusions: Education was provided to the General Medical Staff at the Spring 2018 Education
Symposium by Dr. Steven Burdette Professor of Medicine, Wright State University’s Boonshoft
School of Medicine. On-going education and review of program quality metrics were provided
to the core support committees and to the Dept. Of Medicine and General Medical Staff by
their Medical Staff Quality Liaison, which resulted in increased awareness of the stewardship
program.

During the project, it was recognized that individual physician letters regarding empiric guide
compliance were a very effective way to increase awareness of appropriate antibiotic use and
the need to improve practice management. Compliance with use of the empiric therapy guide
for UTI treatment improved over time, but it was noted Levaquin was used for first line
treatment of uncomplicated UTIs when not indicated nor preferred due to known side effects.
Compliance with the guide for treatment of sepsis remained at an average of 85%. It was noted
that, at times, physicians elected to target the suspected site of infection in septic patients and
broad spectrum coverage was not initially ordered. Implementation of the Verigen rapid
molecular blood assay provided for timely identification of common pathogens and their
resistance markers, to help guide de-escalation of antimicrobial therapy; however change in
therapy was not occurring as timely as was anticipated, even though the test was added to the
“critical values” report set.

Utilizing the CDC Antimicrobial Stewardship Guide provided a framework to start the
stewardship program. The choice of a few key quality metrics to measure improvement efforts
without adding too much to the data collection process permitted the core team to monitor
success of the program. Next steps planned for 2019 include: Improve response to the Verigen
reports, revise the Empiric Therapy Guide and continue monitoring the Antimicrobial Use Days
to reach an SAAR of < to one. Ultimately the goal of the Antimicrobial Stewardship Program is
to optimize the utilization of antibiotics and improve patient outcomes.



Title: Maintaining the effect of a pharmacist-led MRSA nasal swab protocol to

decrease the use of vancomycin in a community hospital over time.

Hospital: Mercy Health – St. Charles Hospital

Author(s): Lauryl Hanf-Kristufek, PharmD, BCPS, CACP

Problem Statement:

Vancomycin is the preferred agent for the treatment of susceptible methicillin-resistant
S taphylococcusaureus(MRSA). Recently concerns have been raised as increased reports of
vancomycin resistance has been identified. The development of resistance has been attributed
to selective pressures resulting from overutilization of vancomycin1. Early de-escalation and
discontinuation of vancomycin in appropriate patients could limit the development of
resistance. Often useful lower respiratory tract cultures are unavailable or the finalized
microbiological cultures have not resulted and clinicians are faced with deciding when
antibiotics can be safely de-escalated on the basis of clinical response alone. The use of rapid
microbiological tests could help provide information to base rapid de-escalation
/discontinuation of anti-microbial therapy. The MRSA nares polymerase chain reaction (PCR)
assay is a commercially available, rapid molecular surveillance technology for detecting MRSA
colonization in the nares that can yield a result within 2 hours of sample arriving in the lab.2

Multiple studies demonstrated impressive negative predictive value (NPV) results anywhere
from 95.2% to 99.2%.3-5 Therefore, MRSA pneumonia is unlikely in the absence of MRSA nares
colonization and that negative results can be used to guide the de-escalation of empirical
vancomycin therapy in patients with suspected lower respiratory tract infections.

Project Description:

A pharmacy surveillance program was put into place to increase the appropriate ordering of

MRSA nasal swabs along with recommendations for discontinuing / de-escalating therapy when

negative results were obtained. This program yielded an initial decrease in the duration of

vancomycin duration in patients with negative MRSA nasal swab assays. Monitoring continued

to document the maintenance of these results.

 Results:

January 30 – April 23, 2018
 77 patients ordered vancomycin or linezolid for suspected AECOPD or PNA
 Positive MRSA probe = 21

 5 confirmed MRSA PNA via culture (poor positive predictive value)
 Negative MRSA probe = 56

 50 resulted in de-escalation of vancomycin or linezolid w/ in 24h
 0 confirmed MRSA PNA (NPV 100%)



 Ave. duration of vancomycin in Negative MRSA probe patients = 2.58
days

August 2018
 26 patients ordered vancomycin or linezolid for suspected AECOPD or PNA
 Positive MRSA probe = 5

 0 confirmed MRSA PNA via culture (poor positive predictive value)
 Ave. duration of vancomycin in Negative MRSA probe patients =

73.6hrs
 Negative MRSA probe = 21

 16/21 (76%) resulted in de-escalation of vancomycin or linezolid w/ in
24h

 0 confirmed MRSA PNA (NPV 100%)
 Ave. duration of vancomycin in Negative MRSA probe patients =

32.1hrs

March 2019
 25 patients ordered vancomycin or linezolid for suspected AECOPD or PNA
 Positive MRSA probe = 7

 2 confirmed MRSA PNA via culture (poor positive predictive value)
 Ave. duration of vancomycin in Negative MRSA probe patients = 100hrs

 Negative MRSA probe = 18
 15/18 (83%) resulted in de-escalation of vancomycin or linezolid w/ in

24h
 0 confirmed MRSA PNA (NPV 100%)
 Ave. duration of vancomycin in Negative MRSA probe patients =

32.3hrs

Conclusion: The MRSA nares polymerase chain reaction (PCR) assay is an easy and inexpensive

method to identify patients on vancomycin appropriate for discontinuation or de-escalation.

Pharmacy can have a lasting positive impact on antimicrobial stewardship with a surveillance

program utilizing the MRSA PCR assay resulting in earlier de-escalation /discontinuation of

vancomycin therapy.

1. Gomes DM, Ward KE, LaPlante KL. Clinical implications of vancomycin heteroresistant and
intermediately susceptible S taphylococcusaureus.P harm acotherapy.2015; 35:424-32.
2. Kelley PG, Grabsch EA, Howden BP et al. Comparison of the Xpert methicillin-resistant
S taphylococcusaureusassay, BD Gene Ohm MRSA assay, and culture for detection of
nasal and cutaneous groin colonization of MRSA. JClinM icrobiol. 2009; 47:3769-72.



3. Dangerfield B, Chung A, Webb B et al. Predictive value of methicillin resistant S taphylococcus
aureusnasal swab PCR assay for MRSA pneumonia. Antim icrobAgentsChem other.2014;
58:859-64.
4. Robicsek A, Suseno M, Beaumont J et al. Prediction of methicillin-resistant S taphylococcus
aureusinvolvement in disease sites by concomitant nasal sampling. JClinM icrobiol.2008;
46:588-92.
5. Johnson J, Wright ME, Sheperd L et al. Nasal methicillin-resistant S taphylococcusaureus
polymerase chain reaction: a potential use in guiding antibiotic therapy for pneumonia.
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Title: Process Confirmation and Huddles Stop Hospital acquired Infections Now & for
Eternity (SHINE)

Hospital: Cleveland Clinic Marymount Hospital

Author(s):

Juchnowski, J.
jjuchnowski@ccf.org
216 903-7271

Schreiber, C.
cschreiber@ccf.org
216 587-8998

Problem Statement:

Central line associated blood stream infections (CLABSIs) are undesirable and preventable
hospital acquired infections that increase morbidity and mortality rates and increased length of
stay. Although there was a 73% reduction in CLABSI occurrences in 2017 compared to the
previous year, Marymount Hospital’s CLABSI occurrence was ranked less than the top 50% of
hospitals based on Vizient Z-scores comparing similar hospitals for 2017-Q2 through 2018-Q1.
Practice changes and monitoring process put into place in 2016 had not yielded sustainable
improvement in CLABSIs.

Continuous improvement strategies leverage multidisciplinary clinicians to effectively and
efficiently develop solutions to clinical problems. Process confirmation uses visual management
and controls to verify whether actual practice matches the documented standard. There are
three parts to process confirmation 1.) Visual Management which provides the team with an
immediate visual display about how the team has performed around the critical elements in the
care of patients with central lines, 2.) An assessment which is well validated, leadership
approved and documented, provides the team with an understanding of their performance for
the benefit of improvement whereas audits find specific gaps that should be corrected, and
3.) Problem Solving Huddles which provides real time consistent, clear messages and direction
around performance, opportunities and plans for improvement.

Objective: A continuous improvement model was applied to make sustainable improvements
in CLABSI prevention. The strategies used reinforced collective and reliable performance of
straightforward set of evidence-based practices to prevent CLABSI.

Method: In October, 2018, a multidisciplinary team established a prospective CLABSI
prevention method using process confirmation assessments. Visual management strategies
guided the development of process confirmation. Visual display of findings using process
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confirmation boards (PCBs) provided the clinical team with immediate feedback of assessments
completed three-times a week. The prospective approach added to the well-established
retrospective approach to CLABSI investigation.

Each team completed entries to the PCBs. The pareto chart identifies the critical steps in
central line maintenance that the team needs to apply corrective strategies. The central line
maintenance compliance run graph provided the team with a visual display of performance
over time. The team reviews the visual PCBs to focus practice discussions to prevent CLABSIs.

Conclusion:

After implementing the process confirmation, the in-patient units and ICUs has shown a
decrease in CLABSI rates. In 2018, prior to implementing process confirmation there were 2
CLABSI occurrences in the ICU. After implementation, the ICU has not had a CLABSI in 367
days, which demonstrates the effectiveness of the process confirmation and huddles for
decreasing unintentional infections.

Utilizing PCBs has empowered caregivers to be engaged in improving patient care and safety.
The use of PCBs could be used to decrease other hospital-acquired infections such as CAUTIs,
C.diffand MRSA.



Title: Shining the Light on Delirium: Delirium Management of Older Adults in the

Medical-Surgical Setting

Hospital: Kettering Medical Center

Author(s): Lynette Williams DNP, RN-BC, CCRN

Problem Statement:

The purpose of this quality improvement project was to create a structured education program
to increase recognition of delirium using (Confusion Assessment Method) CAM, an evidence-
based screening tool.

Enhancing nurses’ knowledge of delirium and using the CAM tool leads to early detection and
prevention of delirium in the acute care setting for adults 65 and over.

Project Description: The goal of this quality improvement project focused on three aims:

Aim 1: To increase front-line nurses’ knowledge of delirium and nursing interventions to
prevent the occurrence of delirium in adults sixty-five and older on two medical-surgical
units.

Aim 2: To pilot a screening tool CAM for nurses to use that detects delirium early.

Aim 3: To utilize the Kettering Health Network standardized delirium care plan for
patients who screen CAM positive.

Front-line nurses participated in a pretest/posttest survey to assess their knowledge on
delirium assessment, diagnosis, prevention and management strategies. A paired t-test was
completed to analyze the results between surveys. Front-line nurses received an e-learning
module on delirium, CAM Screening tool, documentation of positive screening, prevention and
management interventions using the delirium care plan. Train the Trainer model was used to
train nurses on the CAM screening tool.

Nurses’ screened patients 65-years and older every 12-hours. For patients who screened CAM
positive; the nurse documented the findings using a smart phrase in the electronic medical
record.

The front-line nurse used a standardized delirium care plan in electronic medical record to
document CAM positive findings.

The project manager rounded and asked front-line nurses four questions:

1. Is the CAM screening tool easy to use?

2. What are the barriers to using the CAM screening tool?

3. Is the delirium care plan easy to use?

4. What prevention or management interventions have you utilized?



Data Collection occurred from Dec. 2, 2018– Feb. 9, 2019

Results:

Aim 1: Knowledge was assessed pretest and posttest the paired t-test found statistically
significance from pretest survey (M=74.74, SD=9.16) post survey [M=83.24, SD=8.60, t(24)= -
4.52,p<.005]

97% of RNs completed the e-learning module (n = 68/70)

Aim 2: Over a nine-week period, 23 patients screened positive for delirium using the CAM
screening tool.

Electronic documentation using the smart phrase in the electronic medical-
record was complete 100% (n = 23/23)

Aim 3: The delirium care plan initialized 91% (n = 21/23) for the CAM positive patients and was
initialized a total of 35 times during the project timeframe indicating nurses were providing
evidence-based interventions to reduce the incidence of delirium for this high-risk population.

Qualitative Themes:

Nurses’ reported the CAM screening tool easy to use

Nurses’ identified the KHN standardize care plan easy to use

Nurses’ utilized multiple evidence-based interventions to prevent and management delirium

Conclusion:

Delirium is a population health challenge. By 2030, more than 20% of the US population will be
adults 65 and older. Over 50% of patients admitted to the hospital are 65 years and older.
Between 6-56% of older adults experience delirium. Clinicians lack early recognition of delirium
leading serious complications. Less than 25% of nurses in this project (n = 12/25) had received
training to care for a patient with delirium prior to this project. An increase in nurses’
knowledge and confidence leads to early recognition and management of delirium.

This quality improvement project provided knowledge to the front-line nurses through
multifaceted education and training on delirium, the use of CAM, a validated and reliable
screening tool and implementation of evidence-based interventions to prevent and manage
delirium in older adults sixty-five and older. This project is was supported by findings in the
literature and has demonstrated increased front-line nurses’ knowledge to identify, prevent,
and manage delirium on two medical-surgical units. By utilizing a structured process, the front-
line nurses can continue to impact the incidence, severity, and duration of delirium in this
vulnerable population.



Title: Standardized Asthma Care Helps Decrease Readmission Rate

Hospital: ProMedica Toledo Children’s Hospital—Pediatrics

Author(s): Heather Anderson, BSN, RN, CPN Melanie Gorczyca, BSN, RN

Problem Statement: Due to nonstandardized practices, readmission rates for asthmatic

patients were increasing. Readmissions within 7 days increased from 0% to 1% and 30 day

readmissions increased from 1% to 3% over 2016-2018. Inconsistent practices were identified

in all service lines, including Emergency department (ED), inpatient and outpatient.

Project Description: In 2011, ProMedica Toledo Children’s Hospital (TCH) received Pediatric

Asthma Disease-Specific Certification from The Joint Commission (TJC) for the inpatient

population. June 2017 TCH was awarded dual Pediatric Asthma Certification, both inpatient and

outpatient, by TJC. TCH was the only hospital to achieve the dual certification in Pediatric

Asthma at this time.

Before 2017, although there were successes, the readmission rates were on the rise. TCH

Asthma Disease Management Team’s aim was to provide consistent management and care for

pediatric asthma patients and their families, in both inpatient and outpatient settings.

Differences in practice were identified between the inpatient and outpatient setting, causing

inconsistencies for patients and families. The Asthma Disease Management Team worked to

improve and implement standardized practices to be used in inpatient and outpatient facilities.

These practices included the standardization of asthma scoring between disciplines,

standardizing documentation in the Electronic Medical Records (EMR) and improving the home

management plan of care by delivering asthma education consistently. The team also instituted

the utilization of an asthma order set reflecting current best practice and a high-risk screening

tool. As a result of these changes, readmission rates, for both <7days and 30 days decreased.

After re-examining the program, new processes were put in place. The goal was to decrease

admissions including ED visits and revisits as well as standardize patient care in each setting, ED,

inpatient and outpatient. High-risk asthma screen, home management plan of care, ED follow

up, and asthma scoring were the quality measures established to evaluate the effectiveness of

the program. The high-risk asthma screen questions were revised to better assess the patient

for every admission. Home management plan of care was standardized to a one-page

document and checked routinely to assure it is up to date within 12 months. ED sends the

discharge disposition summary to each patient’s family doctor and/or Pediatric pulmonologist,

with each visit for asthma. Asthma scoring now includes the respiratory therapist and bedside

nurse. A patient is scored every two hours for the first 12 hours of an admission and has an

escalation process to follow if there is a change in scoring or status. All the above processes

were educated 1:1 with inpatient and outpatient nursing staff, respiratory therapists, residents,

physicians, and ED department. The education is reinforced in safety huddles and is part of staff



annual competencies. Documentation in the EMR and data collection is now standardized,

both inpatient and outpatient; data collection has also improved to be more accurate, timely

and consistent.

Results/Conclusion: By implementing and standardizing practices in all service lines,

readmission rates continue to decrease. Currently, readmission rates for <7 days remains 0%

and 30 days is 1%.



Title: Standardized Bedside Shift Report

Hospital: Pomerene Hospital

Author(s): Ashley Varga, RN, BSN; Julia Klink, RN, BSN; Laura Bigley, RN, and Maria Straits, RN, BSN

Problem Statement:

Based on evidence based research bedside shift report is beneficial to staff and patients.

Patients have the opportunity to participate in their care and can have better understanding of

their plan of care while in the hospital. It was observed that there was no standardized process

for giving report at the bedside. This project was to determine if standardizing bedside shift

report would increase staff satisfaction and decrease the time it takes to complete shift report.

Project Description:

A standardized beside shift report form was implemented for nurses to use with the intent of

developing consistency for receiving report in the same way. Surveys were completed by

nurses and unit assistants prior to initiation of standardized bedside shift report and again one

month later. Survey response options were completely satisfied, slightly satisfied, neutral,

slightly dissatisfied, and completely dissatisfied.

Results:

The scores listed before and after implementation are a combination of all “completely

satisfied” and “slightly satisfied” responses.

Question Before After

I always receive/give report at the bedside 61.1% 92.9%

I have enough time to receive/give bedside report 62.5% 92.3%

The bedside report I receive is sufficient for me to provide care for the patient 77.8% 84.6%

The bedside report receive matches the patient’s condition 83.3% 84.6%

The bedside report I receive is complete and accurate 77.8% 61.5%

My questions about the patient are answered before I begin his/her care 72.2% 76.9%

Conclusion:

There was an overall increase in the number of nurses using bedside shift report and nurses felt

like they had enough time to complete bedside report. There was a decrease in the satisfaction

with the content and accuracy of the reports given. Our next step is to revise the shift report

tool to include information gathered from staff feedback.



Title: Sustainability of Nurse-led Interprofessional Bedside Rounds

Hospital: University of Cincinnati Medical Center

Author(s): Amy Costanzo, Denise Gormley, Jane Goetz, Karen Wheat, Kerry Gaerke

Problem Statement: In 2010, the Institute of Medicine determined that fragmented, poor
quality healthcare may benefit from interprofessional collaborative practice (IPCP). The World
Health Organization (2010) defines interprofessional collaboration as “multiple health workers
from different professional backgrounds working together with patients, families, caregivers,
and communities to deliver the highest quality of care”. Medical education and training are the
purpose of traditional academic rounds. Nurse-led interprofessional bedside rounding (NIBR)
was established to tackle IPCP obstacles for surgical patients in an urban academic medical
center. This patient bedside rounding method shifted from academic/teaching rounds to
patient-centered rounds. Sustainability of a new practice from a long-held tradition is a
challenge. Facilitation and coaching established the new routine, however continuing attention
to maintaining the practice is necessary. Leadership oversight and process flexibility is required
to ensure a consistent and evolving but sustainable practice.

Project Description: Nurse-led interprofessional bedside rounding (NIBR) with surgical patients
was instituted by an urban medical center and a university college of nursing in 2016. The
rounding team included nurses, physicians and LIPs, pharmacists, rehabilitation therapists,
dietary, social work, and surgical patients/families. Interprofessional Education Collaborative
(2011) core competencies were taught to the team before the rounds initiated. In addition,
opportunity for role modeling and debriefing of rounds took place during a bedside nurse
leadership course. A structured, consistent script ensures essential information is shared.
Rounds are held at the same time daily at patient bedside to share updates from the previous
24 hours, anticipate needs, identify goals for discharge, and hear patient concerns. Consistency
in coaching, and commitment of each profession to engage in rounding were essential to
building standard, sustainable work. The surgical unit nurse manager and educator are crucial
to maintaining the NIBR process through continued role modeling and engaging the
interprofessional team.

Results: The value of nurse-led IPCP rounding is measured by Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS). HCAHPS data demonstrated an increase in patient
satisfaction scores, specifically related to discharge planning and communication with nurses
and physicians. Now in its fourth year, the NIBR continues to impact patients and their families
as evidenced by sustained increasing HCAHPS scores. NIBR still takes place daily. Consistency of
rounds, continued role modeling and commitment of each profession’s leadership are the key
to sustainability of this process.

Conclusion: NIBR improves communication and teamwork among healthcare disciplines and
patients, and provides opportunity to develop and communicate care strategies for safe and
effective patient care. Sustaining processes frequently fail with personnel changes and
competing priorities. This nurse-led IPCP model has been sustained four years post-
implementation. Sustainability of NIBR requires coaching and facilitation. Continued support of
NIBR necessitates attention to changes in personnel and commitment to standard work that is
not person dependent.



Title: Take a Ride to the Bedside

Hospital: Summa Health- Akron City Campus

Author(s): Gina Cross BSN, RN, CCRN

Problem Statement:
Bedside shift report can help in improving patient and nurse satisfaction through enhancing
communication between staff nurses, patients, and family/visitors during bedside shift handoff.
Doing a bedside handoff can also increase patient safety during shift change. The culture in our
hospital was to do shift report outside of the patient room either at the nurses’ station or at the
chart box. It did not involve the patient and/or the family nor did it involve in updating the
white communication boards in the patient rooms in a timely manner. The practice of not doing
bedside shift report resulted in a lengthy period of time where patients are not seen by a nurse
potentially leading to avoidable significant safety or life-threatening concerns. Patients report
not being involved in bedside shift report on our Patient Experience Survey. Also, peer to peer
accountability was low because problems were not addressed at shift change due to not doing
shift report at the bedside.

Project Description:
A workgroup of staff nurses from all levels of care was formed to develop an effective and
cohesive process for bedside shift report that would work throughout a patient stay. Evaluation
of the current process and understanding the barriers to executing bedside handoff resulted in
a complete revision of the shift report process. Many tools were developed by the group to
help with education and implementation. This included an education course, perceived barriers
flyer, and shift report checklists personalized for each unit. To ensure that bedside handoff is
similar on all units the core sections of the checklists were made the same. A positive
reinforcement program was made to encourage participation. Slips were made for the nurses
to fill out after completing bedside handoff and were placed in a box on the unit. Each month a
drawing is done for a winner from both shifts per unit for a choice of prize. A competition
between the units for Clipboard Trophies incentivizes compliance. The targets for improvement
were based off of the inpatient satisfaction survey that patients are given after they are
discharged focusing specifically on questions that relate to bedside shift report. the main target
was the survey question asking: “During shift change, how often did the nurses allow you to
participate in beside shift report?”. Other targets that were a goal was to improve on questions
that can relate and improve by completing bedside shift report and completing it well. These
questions focus on keeping the patients informed, including the patient in their treatment
decisions, staff being concerned for the patient’s privacy, how well the staff works together to
care for the patient, and overall communication with nurses.

Results:
The pilot performed on medical, telemetry, and critical care units showed an increase in patient
satisfaction with beside handoff by 20.1-33% on our patient survey during the first month. The
third month showed a decline with participation but increased in the fourth month as more



units were added for competition. Because of the program we saw higher patient satisfaction
scores with regards to Bedside shift report. The January 2019 scores were all higher throughout
the hospital verses the January 2018 scores with an increase ranging 0.2-30.8% on each of the
units. Many nurses have also reported an improvement in professional accountability and have
voiced their praise for the incentive program.

Conclusion:
Nurses have a large impact on patient satisfaction by making their presence known to the
patient. Bedside handoff reassures patients and family members/visitors. It also sheds light on
the nurses’ teamwork and patient knowledge. Bedside handoff also improves safety, quality of
care, communication, and accountability while decreasing medical errors.



Title: Unit Based Council (UBC) Visitor Pass Initiative for University of Cincinnati West

Chester Hospital Emergency Department (UC WCH ED)

Hospital: UC Health West Chester Hospital

Author(s): Katie Schuler, BSN, RN Clinical Coordinator & Lisa Vogele RN, CEN, Education

Coordinator

Problem Statement: This project is directly relevant to safe nursing practice. It addresses the
safety of all persons in the UC WCH ED, which is of the utmost concern to all employees at UC
Health.

Project Description: There was a recent event where two unidentified males viewed on video

camera in the UC WCH ED. They were asking questions about the Emergency Department.

Additionally there was a shooting at University of Cincinnati Medical Center at Psychiatric

Emergency Services. This increased the awareness we needed to be able to identify all persons

in the UC WCH ED; including visitors. This had not been done up to that point.

Results: Data revealed an increase Public Safety response to incidents in the ED after the

initiation of the Visitor passes in August 2018. The average Public Safety response per patient

prior to the initiation of the Visitor passes was 0.365 responses per patient. The average Public

Safety responses after the initiation was 0.558 responses per patient. This is an increase of

0.194 per patient.

Conclusion: The UC WCH ED Staff & Public Safety are now able to identify all persons in the ED.
The staff can be more purposeful in their actions and call Public Safety to assist with
unidentified persons in the UC WCH ED. Collaboration with Public Safety regarding the Visitor
Passes resulted in an increase in Public Safety presence and an increase in patrol by Public
Safety Officers in the UC WCH ED. This directly affected the safety of staff, patients, and visitors.
Those persons not wearing a visitor pass are courteously asked to go to the front desk & obtain
a visitor pass.



Topic:  Using a Care Index Model to Improve Adherence to Celiac Screening Labs 

Hospital: Nationwide Children’s Hospital 

Author(s): Brandon Sparks, MD, Mary Shull, MD, Anne Trout, RD, Ashley Kiel, MHA, and  

Brendan Boyle, MD, MPH 

Background: Celiac disease is a common immune-mediated disease of the small intestine 

triggered by the ingestion of gluten.  Untreated celiac disease can lead to nutritional 

deficiencies and associated extra-intestinal complications. In 2016, evidence-informed expert 

recommendations were published to help guide the management of pediatric patients after 

diagnosis of celiac disease.1 The recommendations exist in six categories: bone health, 

hematologic issues, endocrine problems, liver disease, nutritional issues, and testing.  

Methods: A Celiac Care Index based upon published recommendations to ensure proper 

screening and follow-up for all patients with newly-diagnosed Celiac disease was developed. 

The Celiac Care Index is composed of fourteen measures across the six categories to be 

completed within 90 days of diagnosis: height, weight, two duodenal bulb biopsies, four distal 

duodenum biopsies, tissue transglutaminase IgA, total IgA, a complete blood count, iron and 

total iron binding capacity, ferritin, AST and ALT, 25-OH vitamin D, thyroid stimulating hormone, 

hepatitis B serologies, and a referral to a dietician for gluten-free diet education. A provider 

education session was completed to raise awareness of these recommendations to be 

implemented as out local standard of care. An order set was developed within our electronic 

medical record to simplify and standardize lab collection. Our improvement team was notified 

of all patients with a new diagnosis of celiac disease and these patients’ charts were reviewed 



weekly. A reminder email was sent to providers if labs had not been ordered. Subsequent 

reminders were sent to ensure collection within the 90-day window. 

Results: We have increased adherence with the celiac care index from a baseline of 0% of 

patients having all recommended screening labs completed prior to project development to > 

50% of patients. With individual variables, we have increased from a baseline of approximately 

65% to over 90% completed.  Our greatest improvement is with iron and TIBC (23.8% to 69.3%; 

P < 0.0001), ferritin (33.3% to 73.3%; P<0.0001), vitamin D (34.9% to 77.3%; P<0.0001), and 

hepatitis B serology (28.6% to 70.7%; P<0.0001). 

Conclusion: In addition to improving our adherence to published care recommendations, we 

plan to use the collected data to determine the rates of abnormality for each screening lab and 

identify potential risk factors for nutritional deficiencies and associated diseases with the goal 

of providing more precise recommendations for screening labs in patients with newly 

diagnosed celiac disease. 

References 
 

1. Snyder J, Butzner JD, DeFelice AR, et al. Evidence-informed expert recommendations for 
the management of celiac disease in children. Pediatrics. 2016;138(3):e20153147. 
http://www.ncbi.nlm.nih.gov/pubmed/27565547. doi: 10.1542/peds.2015-3147. 



Title: Using Diagnostic Stewardship to Treat C.difficile

Hospital: Cleveland Clinic Medina Hospital

Author(s): Lisa Gilbert and Ann Marie Flannery

Problem Statement:

The number of hospital acquired C.difficileinfections began to climb in May of 2017

with an average of 3 infections per month. These infections increase patient mortality

and LOS while resulting in CMS penalties for the hospital

Project Description:

In depth data dive found 50% of the hospital acquired cases were likely due to a delay in

testing. Patients were community based cases or colonized. A review of the

environment found no isolation breaches or issues with cleaning. In June of 2017 the

Hospital partnered with Health Services Advisory Group to review processes. In

November of 2017 an in-house retreat was held to review processes and problem-solve.

It was attended by over 30 caregivers from multiple areas. One of the chief issues that

needed to be addressed was consistent stool documentation. This was necessary to

confirm the presence of liquid stools and ensure testing occurred at the proper time

interval during the stay. The team determined that an algorithm to guide caregivers on

appropriate testing needed to be developed. This algorithm was to be used to identify

community cases earlier and to prevent over testing on day 4 or after. The caregivers

were educated to only test on day 4 or later when 3 liquid stools occurred. Additional

education was focused on symptoms of infection and not sending specimens if the

patient has been on laxatives.

Results:

After the retreat the incidence of reported hospital acquired C.difficileinfections fell to

an average of <1 a month. In February, April, June and August of 2018 had no cases.

The nursing staff began to question the appropriateness of testing and obtaining an

order to cancel those tests that are not necessary. The Infection Preventionist or the

Quality Director rounds daily to answer questions and validate isolation.



Conclusion:

The incidence of hospital acquired C. difficile infections showed a 50% liner decrease. A

multi-disciplinary approach is needed for success. Utilizing the HSAG resources brings fresh

ideas and “outside eyes” to see the whole picture. Frequent education raises awareness

and compliance with testing procedures. Proper testing at the proper time helps to

identify patients early so that treatment can be initiated.
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Title: CNOR Strong! Increasing certification in the OR

Hospital: Mount Carmel New Albany Surgical Hospital

Author(s): Gina Matthias, MSA, BSN, RN; Monica Baldi-Kemp, BSN, RN, CNOR; Molly Gansl, BSN,

RN, CNOR

Problem Statement:

Evidence suggests patient outcomes are improved through continual professional development of

Registered Nurses (RN) and that nurses who are certified have greater confidence in their clinical

practice. Without organizational support, the burden is placed on the RN seeking certification to

independently research the information, apply, and pay certification test fees up-front. In the

traditional certification program, the RN is afforded only one opportunity to pass the certification test

and must pay again to retest. This creates reluctance to embark on the certification journey.

Project Description:

Step 1: The Mount Carmel New Albany Surgical Hospital identified the Director of Patient Care Services

to serve as the program facilitator. The facilitator obtained consent through Mount Carmel Health

System (MCHS) executive leadership utilizing an SBAR outlining the benefits of the Competency and

Credentialing Institute's (CCI) Take 2 Program. Benefits of the "Take 2" program include allowing pre-

payment for the certification-eligible nurse to become a Certified Nurse OR (CNOR) at a discounted rate.

In addition, the program provides the RN with two opportunities to take the exam.

Step 2: The executive team approved the program. The facilitator encouraged leaders at each site to

serve as champions as leadership support is critical to success. Also the Take 2 Program requires a

minimum of five nurses to participate each time.

Step 3: A memo was sent to each OR leader. The memo included an "Intent to Sit" form which served as

an official commitment and provided the necessary information to complete the "Take 2 CNOR Facility

Order Form". The CCI organization provided a contract to the facilitator and individually contacted each

RN via email. The facilitator assisted in resolving concerns between the colleague and CCI organization.

Results:

Two of the MCHS hospitals have obtained the CNOR Strong designation as a result of the Take 2

Program – this indicates these hospitals have greater than 50% certification for eligible RNs. In April of

2019, an additional 19 RNs, from the four hospital sites have signed up through the Take 2 Program.

Conclusion:

Use of the Take 2 Program has significantly increased CNOR certification in the MCHS, with two hospitals

receiving the CNOR Strong designation



Title: Extinguishing the flames of burnout through a return to purpose

Hospital: Memorial Hospital, Marysville, OH

Author(s): Whitney Cushman, MSN & Ken McHattie, MS

Problem Statement: During recent years, health care has become aware of an increasing issue

with burnout. This “hidden crisis” can indiscriminately affect caregivers at all stages of the

continuum. The emotional exhaustion that has been described as a symptom of burnout can

serve to detach individuals from their purpose in serving others.

Project Description: The project began with a question: Can high quality experiential care be

delivered in an environment where caregivers report burnout? In a 2018 white paper, Press

Ganey indicated symptoms of burnout included emotional exhaustion, detachment from one’s

work, loss of fulfillment, and a reduced sense of accomplishment. We took an approach that

considered methods for creating an environment that reversed some of these symptoms

including reconnection with one’s work and an increased sense of accomplishment. We

speculated that activities that encouraged teamwork and engagement could have a positive

effect on team members and reduce the possibility of burnout.

Our pilot group consisted of emergency department nursing team members at Memorial

Health. The natural environment of the emergency environment can provide opportunity for

burnout and while Memorial Hospital serves a small and mostly rural community, the proximity

to US Route 33 and various industrial sites leads to the department staff encountering high

acuity trauma cases.

From an anecdotal perspective, Memorial’s ED team members demonstrate an above average

level of engagement and teamwork. This perspective can be supported by strong patient

satisfaction data as measured by Press Ganey.

Results: Research indicates that low levels of nurse burnout in hospitals can increase patients’

satisfaction with their care. The emergency department’s patient satisfaction data indicates a

continual upward trend during the previous four years with the annual percentile rank between

2016 and 2018 improving from 51 to 79.

During the 1st quarter of 2019, patient satisfaction data ranked Memorial’s ED at the 85th

percentile and during that same period, ED team members were asked to complete a burnout

self-test. The self-test found that the majority (64%) reported little or no sign of burnout while

no team members reported a severe risk of burnout. Of the individuals whose test scores

indicated they were at risk for burnout (36%), 80% were on the lower end of the scale.

Conclusion: Preliminary findings support the research and provides incentive to continue our

efforts to determine if a relationship exists between burnout, engagement, and teamwork. We

are hopeful to provide more evidence as our research continues.
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Topic: New Hires – Hook Them Early and Make Them Feel Welcome

Hospital: Mount Carmel New Albany Surgical Hospital

Authors:
Heather Golden, MSN, BSN, RN Heather.Golden@mchs.com; Clinical Educator

Inpatient Unit
Jennifer Barrow, BSN, RN jbarrow@mchs.com; Clinical Educator Perioperative

Services

Problem statement- Turnover rate of colleagues within the first year of hire has been shown to

be potentially related to the onboarding process. A well-designed and highly structured

process provides support to new colleague as well as allowing for early identification of

performance or behavior concerns, and intervention. The fast-paced atmosphere of a specialty

hospital can be intense which reinforces the importance of an onboarding program critical to

engage colleagues, assess competency, provide safe and quality care and decrease turnover.

Project Description: Mount Carmel New Albany (MCNA) is an orthopedic/neurology specialty

surgical hospital. Being a specialty hospital allows for processes to be streamlined and defined

which lends itself to the need for new colleagues' to be well-prepared for successful

integration. The revised onboarding process begins with the Clinical Educator's participation in

interviews. This provides the candidate with information regarding orientation; this also allows

the manager to obtain additional insight from the questions asked by the educator. Once the

candidate is hired the educator sends a welcome letter and schedule; this provides the new

hire with a point-person pre-hire to ask questions. Previously the new hire was handed a

binder with all the information necessary to complete their new role. The result was frustration

with new colleagues and preceptors feeling overwhelmed with the amount of information and

no time to absorb it all. The new process allows the educator to spend one-on-one time before

starting work on the unit with the preceptor. This promotes a better understanding of how to

perform job responsibilities and creates a feeling of comfort. During this time, educators also

review the documentation system, intranet site, online learning system, high risk/low volume

procedures, and common unit practices. A Department Orientation Checklist and department

unit tour are also completed. The Clinical Educator also supports the preceptor. Rounding on

new colleagues and preceptors is critical and completed several times a week. The educator

works as a facilitator with the preceptor and manager to oversee the orientation process and

eliminate barriers.

Results: Orientation time decreased due to frequent check-ins by educators and managers.

New colleague orientation evaluations are positive, with colleagues reporting they have the

tools necessary to perform their jobs.



Conclusion: Building relationships and working one-on-one with new colleagues improves job

satisfaction and allows the orientation process to flow more smoothly. New colleagues

integrate into their roles in a timely manner and with fewer issues. Evaluations at the system

level reveal that colleagues at MCNA feel better prepared and have the support they need as

compared with colleagues at other sites within Mount Carmel Health System.



Title: Onboarding: The Key to Colleague Retention

Hospital: Mount Carmel New Albany Surgical Hospital

Authors: Heather Golden, MSN, BSN, RN Heather.Golden@mchs.com; Clinical Educator
Inpatient Unit

Jennifer Barrow, BSN, RN jbarrow@mchs.com; Clinical Educator Perioperative
Services

Problem statement: Turnover rate of colleagues within the first year of hire has been shown to

be potentially related to the onboarding process. A well-designed and highly structured

process provides support to new colleagues as well as allowing for early identification of

performance or behavior concerns, and intervention. The fast-paced atmosphere of a specialty

hospital can be intense, which reinforces the importance of an onboarding program critical to

engage colleagues, assess competency, provide safe and quality care, and decrease turnover.

Project Description: Mount Carmel New Albany (MCNA) is an orthopedic/neurology specialty

surgical hospital. Being a specialty hospital allows for processes to be streamlined and defined,

which lends itself to the need for new colleagues to be well-prepared for successful integration.

The revised onboarding process begins with the Clinical Educator's participation in interviews.

This provides the candidate with information regarding orientation and allows the manager to

obtain additional insight from the questions asked by the educator. Once the candidate is hired,

the educator sends a welcome letter and schedule, providing the new hire with a point-person

pre-hire to ask questions. Previously, the new hire was handed a binder with all the

information necessary to complete their new role. The result was frustration for new

colleagues and preceptors, feeling overwhelmed with the amount of information and no time

to absorb it all. The new process allows the educator to spend one-on-one time with the new

colleague before they start work on the unit with the preceptor. This promotes a better

understanding of how to perform job responsibilities and creates a feeling of comfort. During

this time, educators also review the documentation system, intranet site, online learning

system, high risk/low volume procedures, and common unit practices. A Department

Orientation Checklist and department unit tour are also completed. The educator also supports

the preceptor by providing coaching and reviewing feedback. Rounding on new colleagues and

preceptors is critical and completed several times a week. The educator works as a facilitator

with the preceptor and manager to oversee the orientation process and eliminate barriers.

Results: Orientation time decreased due to frequent check-ins by educators and managers.

New colleague orientation evaluations are positive, with colleagues reporting they have the

tools necessary to perform their jobs.



Conclusion: Building relationships and working one-on-one with new colleagues improves job

satisfaction and allows the orientation process to flow more smoothly. New colleagues

integrate into their roles in a timely manner and with fewer issues. Evaluations at the system

level reveal that colleagues at MCNA feel better prepared and have the support they need as

compared with colleagues at other sites within Mount Carmel Health System.



Title: Shared Governance: Taking It to the Next Level

Hospital: Mount Carmel New Albany Surgical Hospital

Author(s): Gina Matthias, MSA, BSN, RN; Sara Howe, BSN, RN; Jennifer Ray, BSN, RN.

Problem Statement:

The Shared Governance Unit Based Councils frequently encounter barriers involving other hospital

departments. These barriers were unable to be resolved within the confines of the established model

which was unit-based. This resulted in frustration and a feeling of difficulty in meeting unit goals.

Project Description:

Step 1: The unit-based councils identified non-clinical departments vital to the operations of the clinical

unit. A colleague from each department was invited to become a council member and given voting

rights for interdepartmental decisions. Adding non-unit members allowed for relationship building and

created a better understanding for both departments. Decisions are made and processes are developed

that benefit both whenever possible. The council members then become the champion for rolling out

the new decision or process to their respective departments.

Step 2: Departments, specifically nursing units, with established unit-based councils worked

independently of one another. This limited the effectiveness of problem-solving for interdepartmental

barriers. As a result interdepartmental liaison councils were established. The councils meet monthly to

discuss barriers and solutions. The councils use trial and error for some process changes and

continuously tweak until a solution is found – this has encouraged members to think strategically and

evaluate the benefit to both departments.

Results:

The inclusion of non-clinical colleagues in unit-based councils has resulted in both departments working

closely to resolve concerns. The addition of liaison councils has been instrumental in numerous process

changes that benefit both colleagues and patients. Liaison councils have achieved a decrease in

overflow minutes in the PACU and a change in the discharge process. Relationship building between

departments has been an added bonus.

Conclusion:

The additional of non-clinical colleagues to unit-based councils and the establishment of liaison councils

has provided an avenue for colleagues to be involved in decision making and problem solving.

Expansion of our shared governance model and expansion aligns with the Mount Carmel Health System

Zero Harm journey where colleagues are encouraged to speak up and work to improve colleague and

patient safety.
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Title: B E FA ST o r B E SOR R Y!

Hospital: Cleveland Clinic Union Hospital

Author(s): Martin, Tamera

Feller, Darsi

Problem Statement: Cleveland Clinic Union Hospital is a 144-bed community hospital located

in rural Tuscarawas county. Prior to 2013, patients presenting to the emergency department

with stroke symptoms were managed by emergency room physicians with limited neurology

consultation. In 2012, a total of only 3 thrombolytic doses were given in the emergency

department. Tele-medicine stroke neurology consults were initiated in 2013 with the goal of

improving stroke care. In 2014, the average door to thrombolytic time was 78 minutes and 42%

of doses were given in 60 minutes or less.

Conclusion: Tele-medicine stroke neurology consults were paired with Target Stroke best

practice strategies to drive stroke care improvement. DNV-GL, Primary Stroke Center

Certification achieved in 2014 also drove performance improvement with an annual survey

process. Data was collected and reviewed with stroke team leadership on a quarterly basis.

These strategies resulted in: an overall decrease in the average door to drug time to 52 minutes

in 2018, an increase in the percentage of doses given in 60 minutes or less to 77% in 2018 and

the number of thrombolytic doses given increased to 29 in 2018. Moving forward, goals include

the nationwide AHA/ASA Target Stroke Phase III initiative. Continued nursing engagement will

be promoted with strategies demonstrated in our B E FA ST o r B E SOR R Y! poster project.



Title: Bubbling Our Way to Better Patient Outcomes

Hospital: Cleveland Clinic Fairview Hospital

Author: Shelagh Stoicoiu, MSN, RNC-NIC, CKC

Problem Statement: Bronchopulmonary dysplasia (BPD) adversely affects both the short and

long term physical and neurologic outcomes of premature infants. The incidence of BPD, a

form of chronic lung disease that affects neonates, was 21.2% in 2017 in our level III Neonatal

Intensive Care Unit (NICU). While 21.2% was less than the average 2017 BPD rate of 24.5% for

NICUs (Vermont Oxford Network, 2019), our team desired to improve our quality of care.

Project Description: Our interdisciplinary team researched evidence-based practices to

decrease BPD, and determined that the implementation of bubble continuous positive airway

pressure (bCPAP) as the primary method of respiratory support would promote achievement of

our goal (infants not meeting bCPAP criteria would be intubated and placed on a ventilator).

This was a major practice change that required education of all healthcare disciplines, especially

the nurses at the bedside 24/7. We began by discussing the proven benefits of bCPAP,

beginning with an hour long interactive presentation (videotaped for those who could not

attend), and huddles. A nursing protocol, skills checklists, scripting for education, a brief video

of how to apply/use bCPAP, and equipment for hands on practice were developed to address

the learning needs of a diverse group of learners. We used the train-the-trainer method for the

interdisciplinary group of experts, with each expert able to train all disciplines. The teach-back

method was used to validate education. Because the skin and nasal mucous membranes are

thin and friable in newborns, (with the friability increasing as gestational age [GA] decreases),

correct positioning and maintenance of the bCPAP prongs are essential to prevent breakdown.

In February 2018, we implemented bCPAP use with larger (1250 kilograms or greater) and more

mature (30 weeks or greater) infants. Over the next two months, the limits were gradually

decreased and finally eliminated. We have utilized bCPAP on infants as young as 23 weeks GA

and less than 750 grams.

Results: Our BPD rate decreased from 21.2% in 2017 to 7.9% in 2018. There were no full

thickness nasal pressure injuries, and the few partial thickness erosion injuries healed rapidly.

Caregivers report feeling empowered because their practice has had a significant positive

impact outcomes for their patients.

Conclusion: An evidence-based interdisciplinary practice change can be successful when the

care givers are engaged in the change. Education that meets the needs of a variety of

disciplines and learning styles, plus frequent meetings of the team to address any challenges

that arise, are essential to practice and/or culture change in any healthcare area.



Title: Cardiopulmonary Care Program: A Year in Review

Hospital: Holzer Health System Gallipolis, OH

Author(s): Lori Cremeans, MSN, RN, CRRN, CWOCN

Amy Anderson, RN

Tiffany Shaffer, BSN, RN

Problem:

With the Centers for Medicare and Medicaid Services (CMS) Hospital Readmission
Reduction Program, excessive readmissions will result in penalties for Hospitals, which can
result in a serious financial burden. The top three 30-day readmission diagnosis for our facility
are Congestive Heart Failure (CHF), Chronic Obstructive Pulmonary Disease (COPD) and Acute
Myocardial Infarction (AMI). Most of these patients are discharged early in the recovery period
with inadequate self-care instructions, poor management of the underlying problems, and poor
multidisciplinary coordination. Strategies and innovations to improve these barriers and bridge
the gap in care is imperative to decrease these unnecessary readmissions (Garcia, 2017).

Background/Project Intent:

After researching the financial affects that the Hospital Readmission Reduction Program
has had on Holzer Health System, it was found that penalties for excess readmissions for these
diagnoses were between $11,000-$17,000 per patient. With this data in mind, it was
determined that using a specialized nurse to identify these specific areas would be beneficial.
Readmission and reimbursement data were reviewed as well as nationwide trends, and the
Cardiopulmonary Care Program was developed.

The focus of the Cardiopulmonary Care Program is to improve overall patient health by
focusing on education and developing and reinforcing self-care behaviors for patients
diagnosed with CHF, COPD, and AMI. The Program does not replace any part of the functional
acute and ambulatory team members, it works in conjunction with them to bridge the gap left
between the inpatient and outpatient settings. The goal is to decrease 30-day readmissions for
CHF, COPD, and AMI while reducing costs, promoting self-care behaviors, and improving overall
health and quality of life.

Methodology:

Before the program’s launch an extensive chart review of all 2017 CHF, COPD, and AMI
readmissions from the facility took place. Once reviewed, a Gap analysis was completed for the
selected diagnoses to determine what areas needed addressed on a more specialized level.
Areas that were identified were: access to care, healthcare literacy, knowledge deficits around



disease process and treatments, financial limitations, transportation issues, and lack of
communication between acute and ambulatory services. The role of the Cardiopulmonary
Nurse Navigator (CNN) is to identify these issues on an individual basis and either address them
directly or take the issue to the appropriate department to be corrected prior to discharge from
the initial encounter.

The process of the Cardiopulmonary Care Program is as follows:

 CNN obtains whole house census daily at 8am.

 Patients with diagnosis of CHF, COPD, and or AMI charts are reviewed
prior to 9am multidisciplinary rounds (members present: Hospitalists,
Case Management, Social Work, Charge Nurses to all Units, Home
Health/Hospice Coordinators, Rehab Coordinator, Pharmacy Tech,
Respiratory Therapist, CNN)

 Exclusion criteria: Nursing Home patients, Hospice, and transfers to
Tertiary Care Centers

 CNN participates in rounds to discuss and identify patients appropriate
for Program and consult is obtained.

 CNN then sees consults and provides disease specific education,
discusses medications and treatment regimens, encourages the patient
to participate in their health and enrolls them in the Cardiopulmonary
Care Program. As part of the intake, the CNN addresses all areas
previously identified in the methodology.

 Upon discharge, an individualized checklist that was created by Holzer
Cardiologists, Pulmonologists and the CNN is completed to ensure all
areas were identified and addressed and makes all appropriate follow up
appointments.

 After discharge, the patient is followed for 30 days. They are called the
day after discharge, once weekly and as needed. They also have an office
visit with the CNN to discuss their action plan.

 After the completion of the 30-day time-frame, the patient is given a
certificate of completion, and a letter with clear instructions that they
can continue to call as needed and the contact numbers are listed again
as well.

 At this point their progress is shared with the Outpatient Population
Health. Any additional needs or areas of concern can be continued
though their services.

 Additional services provided though the Cardiopulmonary Care Program
are access to walk-in appointments, a very thorough overview of the
patients inpatient and outpatient medications and confirming the patient
understands their home medication regimen, and scales are provided to
CHF patients in need to ensure compliance.
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The program was initially rolled out in January 2018. During the “roll out phase”, we
provided in-services to all inpatient units, inpatient and outpatient Case Management,
Providers (Specialists and Hospitalists), Social Services, local Nursing Homes and Home Health
agencies. We knew that for the program to be successful, we needed to involve all the “moving
parts” of the process. Throughout the year, the program evolved, and many changes were
made to better serve and capture the appropriate patients. Initially we only enrolled new
diagnosis of CHF, CHF exacerbations, new diagnosis of COPD, COPD exacerbations, and ST
Elevated Myocardial Infarctions (STEMI). Then we decided to add any patient with a history of
CHF and or COPD that had any difficulties, and then we started adding Non-ST Elevated
Myocardial Infarctions (NSTEMI) that received an intervention from the Cath Lab. Our goal was
to identify any area of need and assist the patients prior to discharge and then continue to
follow them and capture any new issues that developed once back in the community.

Results:
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Progression of the program’s success is measured monthly. The statistics used
for this abstract are based upon the outcomes of January- December 2018 for the diagnoses of
CHF, COPD, and AMI. The following graph shows the decrease in readmission from January to
December 2018. From this graph, you can also see the direct correlation between decreasing
readmissions and decreasing mortality (Health Services Advisory Group, 2018).

In addition to the data from the Cardiopulmonary Care Program, data from the
healthcare system’s Midas database represents an overall drop in readmission rates in all three
areas since the beginning of the program. CHF readmissions rates have dropped from 18.1% in
2017 to 13.9% in 2018, COPD readmission rates have dropped from 18.2% in 2017 to 13.6% in
2018 and AMI readmissions rates have dropped from 10% in 2017 to 6.1% in 2018.

Conclusion:

Hospital readmissions will continue to occur in healthcare settings, however, creating
programs to decrease the excessive and unnecessary readmissions can improve the bottom
line. Readmissions cost hospitals thousands of dollars annually and are projected to increase.
Within the Midas software our facility has the capability to project CMS penalties. The
forecaster for Fiscal Year (FY) 2019 projects the penalties at $82,588, FY 2020 $73,716 and FY
2021 $47,436. This predicted penalty decrease is determined by the downward trend in
readmissions.

When reviewing national programs and published data, it is evident that transitional
programs like the Cardiopulmonary Care Program, can be useful in decreasing patient
readmissions and penalties. For our patient population and facility size, we were able to
develop an individualized education program unique to each patient’s needs. By keeping the
focus on standardization of care between acute and ambulatory settings, with an emphasis on
individualized self-care education, the program was able to bridge an existing gap in care and
provide extra support for patients in the first few days post discharge. The Cardiopulmonary
Care Program has shown significant results in the first year and has provided a framework for
future education and discharge programs.

The next steps the Cardiopulmonary Care Program plan to take for growth and
improvement include:
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 doing a deep dive into social determinants of health that affect CHF, COPD and AMI
patients

 expanding services to our Critical Access Hospital

 restructuring the flu and pneumonia vaccine process

 creating and implementing an oral care program

 streamlining the process for ordering respiratory equipment in the home

 creating a survey to monitor the patient’s perception of their self-care management and
quantify their satisfaction with the program

References:

Centers for Medicare and Medicaid Services (CMS).

Garcia, C. (2017). A Literature Review of Heart Failure Transitional Care Interventions. Retrieved

from http://www.ajmc.com/journals/ajac/2017/2017-vol5-n3/a-literature-review-of-

heart-failure-transitional-care-interventions.

Health Services Advisory Group (HSAG). 2018.



Topic: Care Connect: Used to Enhance Communication with Patient Families
During the Perioperative Phase

Hospital: Mount Carmel New Albany Hospital

Author(s): Teresa Brown BSN, RN Nurse Manager Preop/PACU/PAT
Beth White BSN, RN Preop/PACU

PROBLEM STATEMENT: Patient satisfaction survey comments identified an opportunity to
better meet patient and family expectations related to the provision of updates as a patient
progressed through the perioperative experience. The current use of the Waiting Room
Tracking Board displays: "Patient in Preop", "Patient in OR", and "Patient in Recovery"'; this
system is insufficient for updating family members regarding delays or to provide other
pertinent information.

PROJECT DESCRIPTION: The Care Connect application is embedded within our electronical
medical record and requires no additional fees or contracts with vendors and there is no cost to
the family or organization. The process begins in Registration; the patient and family are asked
whether they would like to participate in receiving information related to following their loved
one through the peri-operative process via cell phone text messages; participation is optional.
A list of Care Connect messages are available to the RN to choose from based upon where the
patient is in the peri-operative phase. The process allows the nurse to stay at the patient’s
bedside to send a text message with up to date information regarding the patient’s status
directly to family via the computer instead of making a phone call or leaving the patient’s
bedside to make a call to update the family. The application also allows family members to
receive patient status updates from anywhere inside or outside the hospital. The program is
also HIPAA compliant.

RESULTS: Comments from family members have been positive as they feel more connected to
their loved one and have a better sense of what is happening. There is no associated cost to use
of the program which is embedded in the electronic medical record making it easy for clinicians
to use. The use of the Care Connect application has provided an improved means to
communicate with family members during the peri-operative process. Intentional
communication using Care Connect with family members provides information that may not
otherwise be available.



Collaborating to increase awareness for help after discharge by engaging 

caregivers 

POSTER DESCRIPTION 

This interactive poster opens a door for a specific type of patient population.  OB is typically a higher-ranking population 

for most care sites but there is always room for improvement.  This poster will specifically discuss how we engaged our 

patients, colleagues, and families to develop a process to ensure our patients are receiving exceptional care and having 

the support and help needed after discharge from the hospital.  We will discuss different process improvement 

strategies implemented, ways to provide information, and how to make sure our patients and families have quick access 

to available resources at home. 

TAKE AWAYS 

1. Desire to increase education for our patients about resources after discharge.  We developed a resource that 

would be engaging for the patient, family, and their support system. 

2. Influencing the overall patient experience, which in turn will reflect in our patient experience satisfaction 

surveys. 

3. Nurse engagement and buy in to provide exceptional service to all our patients and ensure they have the 

support and services needed after discharge from the hospital. 

STRATEGY AND APPROACH 

Our primary strategy was to develop a tool for the patient and family to use upon discharge.  The Perinatal Leadership 

team gathered data from the discharge follow-up phone calls and daily leader rounding to identify the needs of patients 

for help after discharge.  The leadership group, with the help of the charge nurses, developed a magnet to give to each 

patient upon discharge with the resources requested.   

The perinatal leadership team implemented key steps on how to develop a plan that discusses help at home after 

discharge and provides improved education with the incorporation of the discharge home magnet.  We changed our 

discharge process to start this discussion and education at the beginning of the stay and continuous throughout the 

patients stay.  On the evening before discharge, we now specifically review the discharge magnet that has resources the 

family may reference at home to care for their baby and have the mom/family watch a video about safe sleep and 

factors to prevent infant mortality up to the first year of life (Celebrate one video).  Additionally, we utilize a patient 

survey at this time (geared towards being designated a baby friendly hospital) to obtain additional information from the 

patient and review any other discharge education needs that are identified. 

OUTCOMES 

Since the role out of the discharge magnets (March 2018), leader rounding best practices (August 2017), and the process 

change for delivery and timing of education (March 2018), we have seen a huge swing back up in our patient satisfaction 

scores on "Likelihood to recommend" and "Staff talk about help after discharge".  From February of 2018 to current, we 

have seen an upward improvement of 14.5% Top Box in our likelihood to recommend.  In September of 2018 to current 

we have seen an upward trend of 16.6% Top Box. In our nurse leader rounding scores, we have seen an impact from 

August to October of an upward movement of 12%.  Utilization of our outpatient lactation services post-discharge also 

increased by 12%. 



Title: Decreasing Diagnosis Errors:   

A Quality Improvement (QI) Initiative to Decrease Diagnostic Errors  

Hospital: Nationwide Children’s Hospital 

Author(s): Kersey, K., McClead, R., Perry, M., Kasick, R.  

 

Diagnostic errors in healthcare, which include both missed diagnoses and misdiagnoses, are a 

widespread, but underappreciated problem.  In the 2015 report titled Improving Diagnosis in 

Medicine from the National Academy of Medicine, investigators reported “it is likely that most 

of us will experience at least one diagnostic error in our lifetimes, sometimes with devastating 

consequences.” 

After the occurrence of six serious adverse events related to diagnostic error in the first six 

months of 2015, we chartered a QI team in 2016 to decrease diagnostic errors. The team used 

QI methodology, established a specific aim and key driver diagram (Fig.1), and between 2016 

and 2018, developed the first diagnostic error index (DEI 1.0) (Fig.2) to measure the impact of 

interventions to decrease diagnostic error. The DEI 1.0 consists of 6 sources of diagnostic error: 

1) class I autopsy findings, 2) RCA with a “failure to diagnose” as a root cause, 3) medical record 

triggers for when ED patients with a complaint of abdominal pain are discharged home but 

return within 10 days and are admitted due to appendicitis, 4) resident and surgical Morbidity 

& Mortality reports, 5) reports of diagnostic error from the organization’s event reporting 

system, and 6) trauma patients with a delay in diagnosis.  

We aimed to reduce the DEI from 7/month to 3/month by the December 31, 2018.    We 

evaluated several interventions to decrease diagnostic error including the “diagnostic time 

out,” “open notes,” differential diagnosis (DDx) software, EMR advisory board, pan-

ophthalmoscopy, admission DDx audits, and participation in a pilot SIDM-IHI diagnostic error 

collaborative.  From 2017 to 2018, we reduced the DEI from 7/month to 3/month (Fig.3). 

The most impactful intervention appears to be the diagnostic time out and emphasis on DDx. 

During the time out, the patient care team addresses 2 questions during rounds: What 2-3 

other conditions could this be? What 1-2 diagnoses can we not afford to miss?  The next steps 

include the implementation of mitigation strategies for cognitive biases, development of the 

DEI to version 2.0, and an expanded trial of DDx software. 

Figure 1  



 

Figure 2 

DIAGNOSTIC ERROR INDEX 

2014 2015 2016 2017 2018 

Unexpected Class 1 Autopsy Findings 9 10 9 1 0 

RCAs with a "Failure to Dx" as a Root 
Cause 

5 8 8 7 0 

CSStars Reports of Diagnostic Errors 
21 23 25 19 11 

Resident M&M Cases Identifying a 
Delayed or Missed Diagnosis 

  5 19 24 8 

Surgical M&M Cases Identifying a 
Delayed or Missed Diagnosis 

      6 6 

Trauma Patients with a Delay in 
Diagnosis 

      10 5 

DE Trigger #1:  Pts in ED with a Complaint 
of Abdominal Pain DC'd to Home 
Returning wi 10 Days and Admitted Due 
to Appendicitis or Other* Diagnosis 

    22 14 8 

 35 46 83 81 38 

Figure 3 



 



Title: Decreasing Nosocomial Catheter Associated Urinary Tract Infections in Persons

with Spinal Cord Injury in the Inpatient Rehabilitation Setting

Hospital: MetroHealth Rehabilitation Institute of Ohio

Author(s): Bridget Blayney RN, BSN, CRRN and Christine Oleson M.D.

Problem Statement: Nosocomial catheter associated urinary tract infections (CAUTI) are the

fourth most common hospital acquired infection (CDC, 2017). Reducing CAUTI is even more

challenging in persons with spinal cord injury (SCI) due to neurogenic bladder, which results in

retention of urine and the inability to empty the bladder (Taweel & Seyam, 2015). Historically,

indwelling catheters were used to manage neurogenic bladder but have been found to increase

the likelihood of developing a CAUTI (Salemeh et al., 2015).

Project Description: An interdisciplinary quality improvement project was initiated to decrease

CAUTI rates and indwelling urinary catheter (IUC) use on a SCI rehabilitation unit. The project

involved implementation of a catheter removal algorithm, urine culture stewardship, and staff

education. The algorithm outlined a step by step approach to IUC removal. Day 1 & 2 included

physician assessment of contraindications to the intermittent catheterization program (ICP),

monitoring intake and output, and limiting fluids to a maximum of 2 liters per day. In addition,

family were identified for education about the ICP. Days 3 & 4 included discontinuing the IUC

and initiating the ICP with bladder scanning to determine timing of the ICP.

Results: CAUTI rates decreased from 7 (3.85/1,000 catheter days) in 2017 to 1 (3.09/1,000

catheter days) in 2018 and 0 CAUTI in 2019. Catheter days decreased from 1817 in 2017 to 510

in 2018 and 61 through February 2019.

Conclusion: The implementation of a SCI urinary catheter removal algorithm, urine culture

stewardship, and staff education has shown to decrease the rate of indwelling urinary catheter

use and nosocomial CAUTI rates for patients in the inpatient rehabilitation setting.

Centers for Disease Control. (2017). Urinary tract infection (catheter-associated urinary tract

infection [CAUTI] and non-catheter-associated urinary tract infection [UTI] and other urinary

system infection [USI] events. Retrieved from

https://www.cdc.gov/nhsn/PDFs/pscManual/7pscCAUTIcurrent.pdf

Salameh, A., Al Mohajer, M., Daroucihe, R.O. (2015). Prevention of urinary tract infections in

patients with spinal cord injury. CMAJ, 187(11), 807-811.

Taweel, W., Seyam, R. (2015). Neurogenic bladder in spinal cord injury patients. Res Rep Urol, 7,

85-99.



Title:   Decreasing Sepsis Mortality: Implementation of Epic Predictive Model 

Hospital:  St. Elizabeth Youngstown Hospital 

Author(s): Seelman, Michael  

Gadberry, Toni 

 

Problem Statement: 

Mortality Analysis by Top 10 DRGs:  

Septicemia ranks #1 of the top 10 DRGs for total mortality at 17.2%. 

 

 

Conclusion: 

If we can implement an effective Sepsis Best Practice Alert with early intervention within our EPIC EMR, 

we can decrease the Sepsis mortality rate at St. Elizabeth Youngstown hospital and positively impact 

care at other Mercy facilities in Ohio and Kentucky. 

 

 



Title: Defragmenting Breast Care: Developing a Navigation Program and Integrated

Clinic

Hospital: Bon Secour Mercy Health - Lima

Author(s): Katherine Hunt RN, MSN, AOCN

Problem Statement:

Breast cancer care has become more complicated and challenging to deliver than ever before.

Innovations in genomic testing alongside escalating costs, lack of patient adherence to treatment

plans, and inefficiencies due to poor coordination have resulted in a chaotic and costly care system.

Further, the patient encounters many different health professionals in a variety of settings, further

requiring the need for good channels of communications. Although Mercy Health – Lima had

advanced technology and an experienced breast cancer team, the cancer care model appeared

fragmented and lacked a coordinated, integrated approach. As a result, many physicians were

referring their patients to tertiary centers due to the perceived lack of coordination to care. Bon

Secour Mercy Health – Lima - experienced a 22% out-migration rate of breast cancer patients in

2017 with a projected lost revenue of $1,159,728. It was hypothesized that improving the

coordination, integration, and reducing known barriers within the care delivery model, breast

cancer patients would have improved outcomes and would likely choose their cancer treatment

right at home. From this hypothesis, the idea of developing and implementing a breast navigation

process and integrated breast clinic was born.

Project Description:

The project design and implementation included four phases and a 6-month roll out plan. A

steering committee was created for both the navigation and integrated breast clinic, including key

stakeholders for both. The “define” phase helped to explain the “why” behind the proposed project

which helped gain support from the committee. Informal interviews were conducted with patients

during the “measure” phase to better identify perceived gaps within the existing program. During

the “design” phase, key functions were identified to deliver a coordinated service. Critical touch

points were identified between the navigator and the patient. A breast navigator job description,

core competencies, and scope of service were created and approved by HR. A communication plan

was designed during the final phase to disseminate information about the programs. The navigator

and physician connects with the patient during the initial conversation regarding an abnormal

breast pathology. The patient is then invited to the integrated breast clinic. The integrated breast

clinic is offered every Friday morning. It is designed to create an informal and inviting atmosphere

for the patient and family. The entire breast team (Surgeon, Medical Oncologist, Radiation

Oncologist, Pathologist, Breast Navigator) sits together around a table, sharing a cup of coffee,

while discussing the best plan of care with the patient and family. There is no fee to attend the



integrated breast clinic. The breast navigator then coordinates the patients plan to include the

treatment phase, follow ups, surveillance and survivorship.

Results:

The project was a successful implementation of a breast navigation program and integrated clinic

that was based on evidence-based literature. Although previous data regarding timeliness was not

well established within the breast program, the project aim provided an impressive yield with the

initiation of the programs. All patients with a positive breast biopsy are invited to the breast clinic

the same week of biopsy and are scheduled with a surgeon within one week. The navigation

program has been key to the successful flow and scheduling of physician appointments, MRI’s

genetic testing, and adjuvant care. The launch of the navigation program and integrated breast

clinic resulted in a significant improved patient and family experience and decrease in out-

migration, and is currently landing at 6.6%. Further, the project has yielded an increase in

stereotactic biopsies, breast MRI’s and 12 additional breast surgeries since January 2018. The

program projected an annualized net revenue improvement of $982,430 and an overall

contribution margin of $592,754 in 2018 and is tracking favorably in 2019 as well.

Conclusion:

The delivery of breast care is undergoing a paradigm shift driven by advances in technology,

complexed treatment regimens and rising costs. As a result, new models of care are emerging that

encourage interprofessional collaboration, coordination, and safe passages for cancer patients.

Navigation helps create a seamless approach to care by assessing individual needs, coordinating

care, and implementing effective transitions through the illness trajectory. This project aimed to

decrease fragmentation of breast care, improve collaboration, decrease outmigration, and enhance

the breast cancer patients’ overall experience.



Frequent accidents Constricted or dilated pupils 
Frequent reports of lack of pain 

relief from assigned patients 

Behavioral Signs Signs/Symptoms Physical Signs 

Shakiness, tremors 

Fatigue 

Frequent mood changes 

Outbursts of anger 

Unexplained absence from work 
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Title: Drug Diversion- Education is Key to Prevention and Detection

Hospital: Mercy Health West Hospital

Author(s): Gina Murray MSN, RN, CNML

Teresa Ash, PharmD, MHA, BCPS, BCACP, CDE

Problem Statement:

Those of us who work in the health care setting are always looking to provide safer care to our

patients. One of our primary areas is the safe securement of narcotics.

All facilities that have controlled substances are faced with the reality of diversion. Work by

vendors, hospital policies, security have improved the securement of the narcotics. One area

that lacks is staff and nursing leadership education regarding the recognition of diversion.

Project Description:

How can we educate the staff and leaders to be watchful?

 Educate them on signs and symptoms (see chart)

 Monitor medication dispensing systems reports

 Teach the resources available to help the staff member

 Monitor sharps bins



Results:

Organizations need to help educate the staff within their organizations on diversion. Although

having staff aware of the signs and symptoms of usage, not all staff who divert are using.

Knowing that many of these high dollar narcotics capture large amounts of money on the

street, we need to monitor all avenues.

Case scenarios have been extremely effective in showing all the components of diversion.

Some examples of those are:

 Nurse always removes Tylenol with Percocet and charts she is administering

both at the exact same time. When she gave the patient the Tylenol and kept

the Percocet herself.

 Nurse always asks a different person to waste medications drawn up in syringes.

Often the full dose, verses returning in original package. They withdrawal the

medication into a syringe or inject into a vial for them to take home. The syringe

is then filled with normal saline for the actual waste.

 Nurse removes multiple narcotics on multiple patients outside of the scheduled

times. These medications show up as not returned given or wasted. When RN

approached, her pockets are lockers had various types of narcotics

 Nurse’s patients always complain their pain is not relieved.

Educating the staff also gives them the comfort level they need to recognize diversion with

colleagues as well as the correct resource to take the information too. Data indicates that

seasoned nurses are more comfortable reporting and confronting these situations. The novice

nurse is often concerned with the reputation she will get by turning in another staff member.

Conclusion:

All health care professionals have a legal and ethical obligation to report suspected substance

abuse. Knowing someone is diverting and choosing to ignore it puts your license at risk.

American Nurses Association Code of Ethics for Nurses:

 Do not ignore poor performance

 Do not lighten or change the nurses’ patient assignment

 Do not accept excuses

 Do not allow yourself to be manipulated or fear confronting a nurse if patient

safety is in jeopardy



Educating staff on the simple rules to follow for drug administration and safety will protect

them and the organization from the legal ramifications of diversion. But primarily protect the

patient.

 Never waste with anyone if you do not see the product and amount that is to be

wasted

 ALWAYS question why someone would be wasting an entire vial or syringe of

product instead of returning

 Do not hold extra medications until the end of shift – waste immediately

 Only pull medications from the medication dispensing system that you will be

administering right away

 Follow the provider’s order explicitly

 Document follow up pain scores

 Notify your manager right away if you have concerns of diversion



Title: Emergency Department Pediatric Triage Review

Hospital: Pomerene Hospital

Author(s): Jason Hoxworth, RN, CEN; Layla Gause, RN, CEN

Problem Statement:

Triage RN’s were not accurately and consistently assigning pediatric patients appropriate

Emergency Severity Index (ESI) triage levels upon arrival to the emergency department. The

purpose of this project was to determine if utilizing the pediatric early warning score (PEWS)

system to triage would better determine the acuity of patients less than 18 years of age.

Project Description:

A chart review of patients under the age of 18 that visited the emergency department January

1, 2018 through June 30, 2018 was conducted. A total of 147 charts were reviewed to evaluate

the accuracy of triaged pediatric patients. Charts were reviewed to determine if triage nurses

were appropriately assigning ESI levels based on the patient outcomes.

Results:

It was found that the RNs could only review charts at face value; were unable to follow up with

destination hospitals to determine ultimate outcomes/care provided; and ESI triage levels were

based on anticipated resources needed which could vary based on providers and situations. It

was found that 34.6% of patients were under-triaged. Based on ESI triage levels, the majority

of patients was assigned ESI level 4 and should have been assigned ESI levels of at least 3.

Conclusion:

Based on this project, it was determined that a PEWS system could be used to standardize the

triage of pediatric patients with appropriate ESI level assignment based on acuity. The next

steps for this project will be to choose a PEWS system, provide staff education of the system,

and reevaluate the accuracy of proper ESI triage level assignment after implementation of

selected PEWS system.



Title: Fluoroquinolone Use at a Small Independent Not for Profit Community Hospital

Hospital: Knox Community Hospital

Author(s): Stephanie Lane

Problem Statement: When compared to other institutions our size, we use 77% more fluoroquinolones. Our

use across prescribers varied widely, showing lack of standard care. Because fluoroquinolones are broad

spectrum antibiotics they pose an unnecessary risk to patients if not needed by increasing their risk of C. diff

and future resistant infections. Fluoroquinolones also pose a long term risk of permanent tendon damage and

peripheral neuropathy.

Project Description:

We created diagnosis specific order sets for hospital prescribers that use criteria for use to steer away from

fluoroquinolones when appropriate for patients. Some examples are UTIs not associated with prostatitis and

no severe allergy to cephalosporins (we have 80% susceptibility of E. coli to levofloxacin in our community –

this is less than the sensitivity to 1st generation cephalosporins of 88%), COPD (chronic obstructive pulmonary

disease) unless history of resistant organisms, CAP (community acquired pneumonia) unless severe allergy to

cephalosporins.

In the first quarter of 2018, we created education that was distributed to hospital and physician office

practices prescribers (by email, print copies in mailboxes, and hanging in lounges) showing our current use of

fluoroquinolones compared to other hospitals our similar size, black box warnings, and alternatives for

common infections.
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FLUOROQUINOLONE  BLACK Box WARNING:  

• Increased risk oftendinitis, tendon rupture, worsening myastheniagravis, and irreversible peripheral neuropathy 
• Fluoroquinolones should b e reserved only for conditions where there are no other options available 

Consider using instead: 

• Ceftriaxone (Rocephin) AND azithromycin (Zithromax) for CAP in non-ICU patients 

• Doxycycline, azithromycin, or ceftriaxone for acute exacerbation of COPD requiring hospitalization 

• Cefazolin (Ancef) IV, cephalexin (Keflex), nitrofurantoin (Macrobid), OR Bactrim DS PO for UTIs 
o Did you know that due to increased resistance of E.coli to Levaquin in our community, it is not 

recommended for empiric UTI treatment?!? 

In fourth quarter 2018, an email was sent to all prescribers (hospital and outpatient) by the CMO showing

updated warnings from the FDA regarding fluoroquinolones.

FD A u pdates warnings forflu oroqu inolone antibiotics on risks of mentalhealthand low blood su garadverse reactions

https://www.fda.gov/newsevents/newsroom/pressannouncements/ucm612995.htm

FD A warns abou tincreased riskof ru ptu res ortears in the aortablood vesselwithflu oroqu inolone antibiotics in certain patients
https://www.fda.gov/Drugs/DrugSafety/ucm628753.htm

FD A u pdates warnings fororaland injectable flu oroqu inolone antibiotics du e to disablingside effects
https://www.fda.gov/Drugs/DrugSafety/ucm511530.htm

We also have a clinical pharmacist that reviews hospital patient charts daily looking for opportunities to de-

escalate, amongst other issues. The depth of that process has improved with the help of the AHRQ Antibiotic

Safety program where antibiotic review sheets were completed by the pharmacist in person with the hospital

prescriber to determine if the patient could be de-escalated. Our site was required to submit 30 forms per

month for 9 months.

Results:

Use has decreased significantly in the hospital and physician office practices, but we still have room for

improvement. We are still using about 73% more fluoroquinolones than other institutions our size, because

the benchmark has also decreased significantly.
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Conclusion:

With a multi-pronged approach to antimicrobial stewardship, improvements in fluoroquinolone prescribing

can be made.

As part of our partnership with OSU ID we will be targeting anti-pseudomonal use to further improve

appropriateness.
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Title: Impact of Eliminating Weight Inaccuracies Associated with Adult Weight-Based

Heparin Therapy in the Emergency Department

Hospital: Promedica Health System

Author(s): Jennifer Wheaton Galliers, DNP, APRN, CPPS, FNP-C

M. Eileen Walsh, PhD, APN, RN-BC, FAHA

Susan Sochacki, PhD, RN

Marilynne Wood, PhD, MSN, RN

Overview/Summary

Medication administration errors related to inaccurate weight attainment in the emergency

setting pose potential significant negative sequelae to the patient. Current practice within a

specific emergency department (ED) is documentation of visual weight estimation of adult

patients by the triage Registered Nurse (RN) or patient self-reported weight. Weight estimation

of adult emergency patients can lead to potentially harmful medication errors due to

inaccurate weight-based dosing of drugs such as unfractionated intravenous (IV) heparin.

Background and Significance

Unfractionated IV heparin is a high-alert weight-based medication ordered for patients

diagnosed with a deep vein thrombosis and/or pulmonary embolism and has been associated

with a high incidence of medication errors, patient injury and sentinel events. The gold

standard of adult patient weight attainment in the ED is with use of a calibrated-scale device.

The purpose of this initiative is to implement an evidence-based practice (EBP) method of

weight attainment in the adult emergency patient population and to measure the impact of

accurate weight attainment on patient outcomes.

Searchable Question using PICO(T), PICO, PESICO or other Appropriate Format

P- In a population of adult emergency department patients diagnosed with a DVT and/or PE

requiring weight-based heparin medication initiation I- does implementation of an EBP method

of adult weight attainment C- compared to current adult weight attainment practice of weight

estimation by RN or patient self-report O- impact weight value accuracy, time to achieve

therapeutic aPTT, time receiving IV anticoagulation, length of stay and incidence of adverse

events

Search Strategy

A literature search of 60 articles, 12 of which met search criteria inclusion, revealed the gold

standard for weight attainment in the emergency setting is to weigh the patient using a

calibrated-scale measurement device. Databases searched included CINAHL, PubMed, Google



Scholar, and Clinical Key. The initial search included literature from the past five years,

however, due to a lack of results, the time frame was extended to include any articles published

on the topics dating back to 2005.

Evidence Synthesis from Search

The synthesis of the evidence on weight attainment methods supports use of a scale as the

gold-standard method of weight measurement in the emergency setting. Anticoagulation-

associated patient safety literature includes evidence identifying the high-risk associated with

using estimated weight in the dosing of weight-based IV heparin initiated in the ED setting. Also

included is evidence justifying use of a calibrated-scale in assuring accurate dosing in the

initiation of IV heparin in the ED.

Evidence-based Practice Change Recommendation

The current practice of weight estimation is inaccurate and places the patient at risk for weight-

based medication dosing errors throughout the course of hospital stay. Hospital policies and

procedures must reflect evidence-based practice guidelines for obtaining patient weight using a

calibrated-scale measurement device in the adult population presenting to the emergency

setting.

Evidence-based Practice Change Implementation

Weight attainment policies at a Midwest, 56-bed, 101,000 annual census, Level I emergency

department were changed to reflect the EBP gold standard of weight attainment through the

use of a calibrated-scale. Evaluation criteria post-policy change included: accuracy of patient

weight, adherence to EBP weight attainment policy, time to achieve anticoagulant therapeutic

range, duration of time receiving IV anticoagulant therapy, length of hospital stay, and number

of adverse drug events.

Outcomes

Comparison of 2015 patient data (pre-policy change) to 2016 patient data (post-policy change)

demonstrated statistical and clinical significance. Accuracy of patient weight obtained in the ED

setting is correlated with statistically significant reductions in weight accuracy deviations and

patient length of hospital stay as well as clinically significant reduction in duration of IV

anticoagulant therapy.

Dissemination Plan

Performance of this single-center study can now be implemented at a system-wide level with

promotion of EBP throughout the 13 associated health system hospitals. Implementation of this

EBP project could also assist in hospital and system-wide recognition including the Emergency

Nurses Association Lantern Award. Through publication, this EBP initiative adds to the body of

evidence which supports the gold-standard use of calibrated-scale to obtain patient weight in

the emergency setting.



Sustainability Plan

One of the key strengths of this initiative is the successful implementation of an EBP method of

weight attainment written into the standard of care policies at the targeted hospital ED.

Adherence to this policy was evidenced by 92% of ED staff who admitted to using a calibrated-

scale to obtain patient weight. Assuring bedside staff are aware of risks associated with weight-

based medication administration is essential to promote patient safety and best evidence in

practice of the future.



Title: Impact of Multidisciplinary Rounding on VAE Reduction

Hospital: UC Health Daniel Drake Center for Post-Acute Care

Author(s): Erika Tucker, DNP, RN, NE-BC

Problem Statement: Can multidisciplinary rounding decrease the incidents of ventilator

associated events.

Project Description: A retrospective pre-test/post-test was completed to evaluate the

effectiveness of multidisciplinary rounding on ventilator-associated events. The goal was

determine if a new structure and frequency were needed to drive improved patient outcomes.

Results: The current state of multidisciplinary rounding was not effective are reducing VAE.

Conclusion: Based on the results a new structure, frequency, and documentation process is

needed to better meet the needs of the patients served at the Daniel Drake Center.

Recommendations of daily bedside rounding by the dietician, respiratory therapy, primary care

nurse, physician, therapy services, and pharmacy are needed. This aligns with the current

evidence based practice recommendations.



Title: Implementation of a Fall Prevention Program in a Community Hospital

Hospital: Mercy Health St. Rita’s Medical Center

Author(s): Tester, K., Valenti, K., Nuesmeyer, T., Rampe, N., Reindel, V.

Problem Statement: Patient falls within healthcare organizations can result in serious and even
potentially life threatening consequences.1 In 2018, Mercy Health St. Rita’s Medical Center
focused on fall prevention efforts both hospital wide as well as on an individual medical surgical
unit, 6K.

Project Description: Mercy Health St. Rita’s hospital wide fall prevention focus incorporated a

process known as “Lightning Rounds.” This process incorporated every two-hour assessment of

all patients on the unit to review their fall risk and the usage of bed and chair alarms. The 6K

medical surgical unit went one step further by asking their unit council, made up of clinical

bedside nurses, to review and analyze current patient fall data and incorporate an additional

measure. The analysis revealed many patients did not have alarms on at the time of their fall as

nurses were not consistently utilizing bed and chair alarms. The unit council completed a

literature search for evidence-based fall prevention interventions. Interventions recommended

standardizing fall prevention equipment. The 6K unit council agreed to develop and implement

standardization surrounding the use of bed and chair alarms. The 6K nurses and nurse

assistants completed fall equipment education and moved to utilization of bed and chair alarms

for all patients all the time.

Results: The hospital wide measure with the incorporation of “Lightning Rounds” reduced the

overall fall rate from 173 falls in 2017 to 131 falls in 2018. This represents a 25% reduction in

the overall hospital wide fall rate. The 6K nursing staff’s implementation of bed and chair

alarms for all patients around the clock resulted in 17 falls in 2018 compared to 32 falls in 2017.

This resulted in a 53% decrease in the 6K medical surgical unit fall rate.

Conclusion: The implementation of a robust fall prevention program can be successful to
reduce the number of falls and improve overall quality of care and safety of the patients.

1https://www.jointcommission.org/assets/1/6/nsc%20manual.pdf



Title: Implementation of a Sepsis Management Program in a Community Hospital

Hospital: Mercy Health St Rita's

Author(s): Deffenbaugh, A, Legros, E, Recker, G, Rampe, N, Reindel, V

Problem Statement: In early 2018, St Rita’s identified opportunities for hospital improvement

in sepsis bundle compliance and overall sepsis mortality rate. A steering committee was formed

to develop processes to improve sepsis bundle compliance with the goal to achieve improved

mortality rates.

Project Description: The first step the committee took was to verify physicians and front line

staff were using evidence based guidelines to care for patients who were suspected to have

sepsis. Education was provided to physicians related to the most recent sepsis treatment

guidelines. The next step was to focus on sepsis bundle compliance. It was identified that the

focus for improvement should be on the repeat lactic acid, tissue perfusion reassessment, and

the resuscitative fluid compliance metrics within the sepsis bundles. The steering committee

provided education and developed action plans to improve compliance with the sepsis bundle

metrics.

Results: Results for the sepsis bundle compliance metrics varied although all metrics improved.

All data compared were from first quarter 2018 compared to fourth quarter 2018 with the

exception of mortality rates which compared first quarter 2018 to third quarter 2018. The

repeat lactic acid metric improved from 75% to 87.5% and the resuscitative fluid metric

improved from 71% to 74%. The volume status tissue perfusion reassessment metric improved

the greatest from 40% to 94% compliance. Even more notable was the decline in sepsis

mortality from 14.29% to 10.83%.

Conclusion: Development and implementation of a robust sepsis program focused on

utilization of evidence based guidelines and compliance with the sepsis bundle metrics can

improve the overall quality of care for patients diagnosed with sepsis.



Title:  Improving 1:1 Sitter Safety: The Importance of Hand off Communication 

Hospital: Cleveland Clinic Hillcrest 

Author(s): Letostak, Gloria, MSN, RN, CPHQ, CPPS; Saffron, Kathy, MSN, RN, NE-BC; Sturges, Sue, 

MSN, RN, NE-BC 

 

Problem: 

In the first six months of 2018, twenty-nine of our caregivers were injured by patients. 

Caregivers assigned as 1:1 sitters for behavioral health or safety reasons were assigned to 12 

hour shifts with inconsistent report received from an RN. A number of the sitters were not 

trained in de-escalation techniques, and were not provided with a Vocera for their safety. 

Conclusion: 

Nursing leadership revised and standardized the sitter process to prevent harm to our 

caregivers. All sitters are now required to be trained in de-escalation techniques prior to sitting. 

Assignments have been cut from 12 hours to 4-6hours. Sitters are instructed to obtain report 

from an RN prior to entering the room of the patient. The RN now shares the patient's plan of 

care as well as explains the patient's behavioral triggers and prevention tactics. All sitters are 

provided with a Vocera and trained in how to call for assistance or a Code Violet. The Code 

Violet Response Team frequently rounds on patients that have a 1:1 sitter in order to offer 

assistance and foster teamwork between caregivers, police and spiritual care. Our rate of 

caregiver injury sustained from a patient has decreased by 41% since July 2018 when these 

interventions were put in place. 

 



Title: Improving GI Bundle Compliance for Pediatric Patients Undergoing
Orthopaedic Spine Surgery

Hospital: Nationwide Children's Hospital

Author(s): Crystal Seilhamer, MSN, APRN, FNP-C, CNOR; Dr. Carlo Di Lorenzo, MD; Julie
Balch Samora, MD/PhD/MPH; Jessica Holstine, MBOE, LSSBB

Problem Statement: Unplanned return to the ED after orthopaedic spine surgery increases

healthcare costs and represents a burden to families. Multiple post-surgical patients develop GI

symptoms (notably constipation) due to a combination of the anesthetic exposure, immobility,

and narcotic medications. If we can minimize these effects, we could potentially improve care,

decrease costs, and have enhanced patient satisfaction.

Project Description: Post-surgical orthopedic spine patients are generally discharged home on

opioids. The spine patients are a unique group of patients identified due to the intense nature

of the surgery and longer recovery process, which results in a subsequent larger usage of

opioids. Patients often present to the Emergency Department (ED)/Nurse Triage Line with

opioid related side effects, such as constipation. ED visits represent huge costs and

inconveniences for the patients and families. At this facility, there has been no standardization

of GI management for these patients within the orthopedic department. A review was

conducted of recently discharged orthopedic spine patients that revealed practice variability of

GI management among orthopedic providers.

A time-specific chart review was performed, and 12-14% of patients that had spine

surgery came back to the ED in the acute post-op period for constipation. Spinal Fusion

Protocols have been obtained from many large tertiary care centers. No standard protocol was

identified among these centers for GI management in the acute post-op period. The QI team

consisting of an Orthopedic surgeon, GI physician, Orthopedic Nurse Practitioner, and an

Orthopedic unit Registered Nurse took a multi-disciplinary approach to develop a GI

management protocol/algorithm with a focus on the spinal fusion population.

Results: The results are analyzed by looking overall bundle compliance and then separately at

each of the 3 different elements of the GI bundle. Overall bundle compliance is currently at

58%. In-patient GI Bundle Element 1 refers to the initial order of Senokot on post-operative day

1 (POD 1); currently at 98% compliance. The In-patient GI Bundle Element 2 refers to the re-

evaluation of Senokot on POD 2; currently at 98%. The Outpatient Element 3 refers to the GI

medication order and instructions at discharge; currently at 0% as we are working with all

providers to standardize care.



Our secondary aim of decreasing ED visits/re-admissions is showing drastic

improvement with preliminary data.

Conclusion: Unplanned return to the ED for GI concerns is a major concern with post-surgical

spine patients. With the development of the GI bundle for orthopedic spine patients, we are

seeing a drastic decrease in ED visits and re-admissions for GI concerns. This ultimately results

in lower costs for families, less inconveniences, and overall better patient care to this group of

patients.



Title: Improving Medication Reconciliation Discharge Instructions to Include Specific

Instruction for Anticoagulant Therapy

Hospital: Cleveland Clinic Medina Hospital

Author(s): Michael Pace BSN, RN, CAPA; Patti Selesnak, RN; Jessica Buca BSN, RN; Laurie

Wojnarowski BSN, RN, CAPA; Craig Varner RN, CAPA; Deborah O’Donnell RN

Purpose (What)

The goal of our initiative was to find a process to improve medication reconciliation on

discharge instructions to include specific instruction for resuming anticoagulant therapy. Our

organization for quite some time has struggled with caregiver and patient satisfaction because

patients are not given a specific restart date and time when they are discharged from the post-

anesthesia care setting. Patients’ safety is at risk for post-operative bleeding and cardiac events

when their instructions are unclear. It creates extra work for the nurses and physicians,

including additional labor costs to the department.

Relevance/Significance

Our organization strives on evidence-based practice. We realized that patient care was

compromised when they were not given clear discharge instructions post operatively. Patients

are on anticoagulants for many different reasons, all of which to treat a potentially life-

threatening condition. We started our project to uncover the reason why so many patients in

our facility, 0% during our initial data collection, were not having their anticoagulants addressed

correctly after surgery.

Strategy and Implementation

We first set out as nurses to discover why the instructions were always unclear postoperatively.

We discussed with many of our surgeons of different specialties how this could be happening.

We decided to do a deep dive into our electronic medical record (EMR). Everyone’s assumption

is that the EMR is safe and provides efficient patient care. Where it has strength in efficiency, it

is deficient in the safety components to reconcile medications post-operatively.

Medication reconciliation is one of the four major categories that our surgeons must address

before their post-operative orders and discharge instructions can be signed off in the EMR.

There is a tab allowing the surgeon to click on “Continue All”, which ultimately allows the

surgeon to reconcile medications without actually doing so individually. While this makes for

more efficient care initially, it actually has the opposite effect in the long run because the nurse

and surgeon are then backtracking to get a specific restart date and time for anticoagulants.

This creates additional time and labor from both parties.



We sought help from our IT department to discover a way to be safer, while also remaining

efficient. They came up with a best practice so the anticoagulants were addressed with a

specific date and time on the patients discharge instructions. Instead of a one click of the

“Continue All” tab, it is a total of four clicks, but all in the same place within the navigator. This

best practice flow sheet was placed at all monitors in the recovery room for physicians to

follow. We also had nurse champions to help guide the physicians through the process.

Evaluation/ Outcomes

Our initial data compiled showed that 0% of the patient charts from August 1, 2018 to August

31, 2018 had anticoagulants addressed appropriately on post-operative home going

instructions. With our countermeasures that were implemented, we achieved a 60%

compliance on the home going instructions with date and time included. This shows significant

improvement. Our key performance indicator to track our data was the number of surgical

patients with correct anticoagulant reconciliation on home going instructions divided by the

total number of surgical patients prescribed with at home anticoagulant therapy.

Implications for Practice

To ensure sustainable high reliability care, we feel that further research is needed for this

project.

In the time lost in trying to correct patient home going instructions, it is estimated that nursing

loses $12,000 a year in wages. As we discussed our findings with other hospitals in our system,

they have the same problem as well. From the hospitals and free-standing outpatient surgery

centers, the number quickly climbs above $100,000 by these lost hours.

Our current efforts to institute a best practice model for addressing anticoagulants post-

operatively was very successful, but it may not be sustainable due to the extra manual labor.

We are currently in discussions with out IT department to see if there is a way to amend our

EMR to provide efficient and safer patient care.



Title:  Improving the safety of psychotropic medications in children and adolescents through  
intervention focused on nursing education in outpatient psychiatry 

 
Hospital: Nationwide Children’s Hospital 
 
Author(s): Rolfes, T., Valleru, J., and Mulroy, M. 

 
 
Problem Description: Safety in psychiatric medication management among children and adolescents is a 
critical aspect of high-quality behavioral health care. We implemented a series of focused and 
education-based interventions to improve the knowledge base of pediatric mental health nursing to 
effectively manage side effects and improve families comfort level while taking high-risk psychotropic 
medications. 
 
Conclusion: We uncovered opportunities for improvement in clinical practice regarding education 
delivery through a nursing focus group. To address the knowledge deficits of nurses about psychotropic 
medications, four "booster training" sessions were offered to educate on topics of antidepressants, 
ADHD medications, mood stabilizers, and antipsychotics. We administered pre and post quizzes to 
estimate the nurses’ level of knowledge. Results show that nurses answered post-quizzes with 90% 
accuracy, an increase of 30% from pre-education sessions. Anecdotally, nurses are now better able to 
educate families and answer their medication-related questions accurately and timely in the outpatient 
setting.  
 
 



Title: In Pursuit of a Culture of Safety

Hospital: Fayette County Memorial Hospital

Author(s): Tiffany Hollar, MSN, RN

Problem Statement:

As we all know, healthcare is a high risk, high volume, problem prone arena that is ripe for

patient harm. While staff are encouraged to report events outside of the standard of care or

safety issues that may harm a patient, there is still a belief that we request these reports to use

them for discipline of the involved employee.

Project Description:

Development of a Just Culture model with education to the front line staff on when an error is a

“human error” allowed to occur due to a system/process issue vs. when it is a deliberate choice

with or without intent to harm.

Results:

A positive trend in reporting events or potential safety issues that indicates staff understanding

of Just Culture and work toward situational awareness.

Conclusion:

Development of a Just Culture model is vital in the pursuit of an organization wide culture of

Safety. Defining and documenting what just culture is, how it is utilized when reviewing events,

and recurring education to staff on this principle is slowly allowing for more events and safety

concerns to be reported and addressed in our quest for zero harm events.



Title: Increasing Awareness to Reduce Newborn Falls in the Hospital Setting

Hospital: Mount Carmel St. Ann's Hospital

Author(s): Nichole Scott, Nichole.scott@mchs.com

Problem Statement:

Many maternity care hospitals are implementing practices to align with the recommendations

for the 10 Steps to Successful Breastfeeding, including encouraging mothers to room-in with

their newborns as much as possible during their hospitalization. An increase in the number of

reported incidences of newborn falls/drops occurring within the hospital setting has been

identified with the implementation of this practice change. Actions to increase patient care

staff and parent/family awareness for risk factors that may lead to an infant fall or drop is

essential to ensuring optimal patient safety.

Conclusion:

Development and initiation of an inpatient infant fall risk assessment tool and improved staff

and parent/family education on the risk factors that lead to newborn falls/drops in the hospital

will increase awareness and enhance patient safety.



Title: Journey to decreasing Sepsis, Stop the Roller Coaster

Hospital: Mercy Health St. Charles Hospital (Bon Secours Mercy Health System)

Author(s): Amanda Caldwell, R.N., Janet Spare, R.N.

Problem Statement: Sepsis, the body’s critical response to life threatening infection can lead to

tissue damage, organ failure and death. This disease often goes unrecognized or undertreated

resulting in life altering conditions and a high rate of mortality. Sepsis is recognized as one of

the most expensive cot for in-patient care in America. Per the Sepsis Alliance there are

approximately 1.5 million sepsis hospital stays per year, costing 25billion dollars annually.

Approximately 27-30% of those diagnosed with sepsis do not survive, and up to 50% of sepsis

survivors suffer from post sepsis syndrome. They suffer ill effects of this disease for years to

come due to the organ/s failure and those long-term effects. This disease has taken too many

lives; we can do better. Early recognition and treatment is critical.

Project Description: An early response is critical to the successful treatment and positive

patient outcomes. We developed a Code Sepsis in our Emergency Department (ED). The code

is called anytime a blood culture and lactic acid are ordered. Once the Code is announced the

team swarms the patient to assure all treatment modalities are ordered and initiated. They

look at the appropriateness of the antibiotic for the suspected infection, when is the repeat

lactic acid ordered, blood cultures are drawn stat and the antibiotic started immediately. There

is a short checklist which is used by the ED staff and this is them used as a handoff tool for

admission to the floor. Anything that is still outstanding, including remaining fluids needed is

handed off to the floor nurse so they know what is needed to complete the bundle.

Results: We have seen improved mortality rates over the previous eight months. Our OE ration

was consistently above 1.0 and now it is consistently below 1.0. The team collaboration has

increased the knowledge related to Sepsis care is spreading to the in-patient nurses. The bundle

compliance is still not as high as we would like, however the three main components such as

antibiotic administration, fluid volume, and lactic acid orders with appropriate repeat lactic

acids are high. We feel these are the most critical factors in improving Sepsis care and

decreasing mortality.

Conclusion: The results are showing progress and we are not having the same negative

variability in mortality as we have in past years. We still have work to do to perfect the process,

however we are on the right track. Lives are being saved.



Title: Low-tech Solution to Enhance Safe Patient Handoff during High-risk

Evacuations

Hospital: West Chester Hospital

Author(s):

Chastity Woolf, BSN, RN, CIC
Ryan Burke, MBA, MPH, OCEM, NHDP-BC
M ariaFrid ay,M S
The H ealthC ollaborative Electronic M ed icalRecord s W orkgrou p
D u stin C alhou n,M D ,FA EM S,O C EM

Problem Statement:

Emergency has a low occurrence, but an associated high risk. In the event of emergency

evacuation, continuum of care and information sharing is of the utmost importance to ensure

safe patient handoff. Hospitals/Facilities must have a streamlined communication plan to share

patient health information.

Project Description:

West Chester Hospital Clinical Informatics, Emergency Management Services and

Information Technology, along with the Health Collaborative of the greater Cincinnati area

formed a task force to address how information would be shared amongst hospitals in the

Cincinnati region during a hospital evacuation. The task force recognized the need to ensure

safe patient handoff during these evacuations. It was identified that the printing of patient

health information packets is not only labor intensive, but also time consuming. Another

stopgap identified was the length of the packet.

In search of a resolution, the task force engaged bedside caregivers and providers to

create an information packet that contains the minimum information necessary to guarantee

safe handoff and optimum patient care upon emergency evacuation.

Results:

The task force created the Emergency Transfer Overview Chart (ETOC). The ETOC

provides the minimum patient health information needed to provide safe continuity of care at

the accepting hospital/facility. The form automatically pulls information from the electronic

health record (EHR) is stored and readily accessible in the downtime EHR program. To decrease

the amount of labor and time currently needed to obtain patient transfer records, the ETOC can

be pulled by 1. entire hospital/facility, 2. by unit, and 3. by multi-selecting patients. Content

agreed upon includes (but not limited to):



 Patient Demographics/Insurance/Guarantor

 Language/Interpreter

 PCP

 Code Status

 Risks

 Last filed Height & Weight

 Allergies

 Problem List

 Vital Signs – last 48h

 Active Meds

 Intake and Output – last 48h

 Imaging results – last 72h

 Current Active Orders

 Labs – last 72h

 Lines, Drains, Airways

 Nursing Assessment – most recent

 Restraint

 Notes
o H&P
o Consult(s) – most recent
o Procedure(s) – most recent
o Progress – most recent
o Continuity of Care

Conclusion:

The ETOC organizes the information in an easy to read format using tables, graphs,

sentences, etc., while keeping pages to a minimum. Utilization of an ETOC allows

hospitals/facilities to create and share pertinent patient health information in a standardized

manner in the event of an emergent evacuation.

High-tech is not always the solution. Less is often more. In some emergency/disaster
scenarios, having easy to execute, low-tech solutions can be the best option in providing safe
patient handoff. Organizations can take information from this poster and replicate as primary
or alternate means of sharing patient information.
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Title: Multidiscplinary Collaboration to Decrease Blood Culture Contaminations

Hospital: UC Health Daniel Drake Center for Post-Acute Care

Author(s): Keith Russell, MTASCP, Jennifer Davis, MHA, MSN, RN, Antoinette Eison, MSN,

RN, Kimberly Carney, RN

Problem Statement: Establishing standardized education and resources to decrease the rate of

blood culture contamination through a multidisciplinary approach.

Project Description: Blood culture kits were introduced in September of 2018 to decrease

blood culture contamination rates on the LTACH unit. Initial reduction was noted, but did not

meet the 3% target established by (standard). Through collaboration with nursing and

laboratory leadership, one-on-one shadowing of laboratory staff and return demonstration

education was created for the nursing staff to share evidence-based practice for blood culture

collection in October 2018. After the implementation of collaborative education, the unit was

able to sustain below the 3% contamination rate for four months.

Results: Blood Culture Contamination was decreased from an average contamination rate of

9.51% to 3.9%.

Conclusion: Multidiscplinary collaboration is an effective way to implement evidence-based

practices to decrease blood culture contaminations.



Title:  Mock Code Violence Drills Decrease Workplace Violence Injuries to Caregivers 

Hospital: Cleveland Clinic Hillcrest 

Author(s): Hosler, R. BSN, RN, HNB-BC; Katsuki, G., MBA, CHEP; Letostak, G., MSN, RN, CPHQ, CPPS;  

Kristo, I.; Stone, S., DDiv, BCC  

 

Problem: 

In the first six months of 2018, twenty-nine of our caregivers were injured by patients. A Code 
Violet is overhead paged when rapid assistance is needed to protect caregivers, patients and/or 
visitors from injury when disruptive patients impact patient care or risk of physical injury is 
encountered. When a Code Violet is paged overhead our caregivers were unsure about their 
role during often congregated in the hallway or patient room, crowding the space and 
increasing confusion and stress. Caregivers also reported being unsure when it is appropriate to 
call a Code Violet.  
 
Conclusion: 
 
Providing caregivers with training in managing a destructive patient prior to and during a Code 

Violet  event has deceased number of code violets called as well as decreased caregiver injuries 

by more than 30% since we started the drills in March 2018. The hospital Workplace Violence 

(WPV) Prevention Committee collected and reviewed current state metrics related to number of 

Code Violets, location of the Code Violets, and number of caregivers injured by disruptive 

patients in the previous year. Based on the metrics, the team identified areas of the hospital 

that were high risk for WPV. The WPV committee developed a 15 minute PowerPoint 

educational presentation which included NAPPI principles of de-escalation as well as a 15 

minute interactive disruptive patient scenario utilizing volunteers solicited from the audience. 

Due to the success at our regional hospital, the Cleveland Clinic enterprise is now offering Code 

Violet drills through a collaboration with Nursing Education, hospital Police and individual 

hospital WPV committees 

 



Title:   Nasal Cleaning Has New Meaning 

Hospital:  Holzer Medical Center Gallipolis 

Author(s):  Estep McGuire , T., Pfeifer, W. 

Problem Statement: 

Nasal carriage of MRSA in surgical patients contributes to Surgical Site Infections (SSIs). Studies 

have shown that patients with MRSA positive PCR results are at higher risk for developing a 

surgical site infection during the post-operative period when compared to patients with a 

negative PCR result. (www.ajicjournal.org Vol. 39 No. 5)  

Surgical site infections increase the risk of morbidity and mortality, financially impact patients 

and hospital systems, and increase lengths of stay and readmissions.  

• Patients with SSI are twice as likely to die, 60% more likely to be admitted to the 

intensive care unit, and more than five times more likely to be readmitted to the 

hospital after discharge  

• Onset of an SSI is estimated to increase a hospital stay by 7 to 10 days and add over 

$3,000 in costs of care. In one study the presence of MRSA in a surgical incision was 

associated with a 12-fold increase in 90-day postoperative mortality, compared with 

uninfected patients. Hospitalization stays for these patients increased a median of 5 

days, and median costs of care were nearly $40,000 higher for MRSA-infected patients 

compared with uninfected patients. (Infectious Disease Advisor, Surgical Site Infections 

by Rabih Darouiche, January 19, 2019) 

 

Conclusion: 

By implementing a nasal sanitation protocol using the NOZIN product our MRSA-related SSIs 

dropped 50% compared to the prior year and returned to 2015 baseline levels. Antibiotic 

stewardship was not affected by this product. Implementation of this product reduced the 

incident of MRSA related to SSIs. Due to the positive outcome of the trial, the increased 

satisfaction of patients and staff from the reduction in use of isolation precautions for those 

patients previously isolated for MRSA nasal colonization, the Nozin protocol will be 

implemented in all Holzer Hospital inpatient settings. 

 



Title: Non-Pharmacologic Pain Management With Pediatric Lower Extremity Trauma

Hospital: Nationwide Children’s Hospital

Author(s): Jennifer Weiner, DNP, APRN-CNP, Susan Thrane, PhD, RN, Rosie Zeno, DNP,

APRN-CNP, Kristine Browning, PhD, APRN-CNP, FAANP

Problem Statement: Prescription drug overdoses in Ohio are climbing. The opioid crisis in Ohio has led

to restrictions on prescribing opioid pain medications for children with post-operative pain. Peri-

operative anxiety increases post-operative pain and increases the risk for complications in hospitalized

children. Non-pharmacologic pain resources provided by Certified Child Life Specialists (CCLS) are a

viable adjunct for pain management and can minimize opioid use.

Project Description: A routine CCLS consult was implemented in the fall of 2018 for patients admitted

to the Orthopaedic service with lower extremity injuries. A retrospective chart review was conducted

and compared to patients who received a routine CCLS consult on admission. Average daily pain rating

scores, amount of pain medications given (both opioid and non-opioid) during the admission, number of

physical therapy (PT) attempts, length of stay (LOS), and demographics were collected for both the

retrospective and prospective group.

Results: Pain rating scores and pain medication had a decrease in the prospective group; there was no

statistical significance, however a positive trend could be seen in the data indicating clinical significance.

LOS and PT attempts remained similar, which may be attributable to many factors.

Conclusion: The opioid crisis demands creative pain management. Adopting a routine CCLS consult for

children with unplanned admissions due to trauma reduced the number of opioids used, provided

children with pain and anxiety management resources, and promoted coping skills that may be used in

the future. The routine consult should be expanded to all types of injuries and to other services.



Title: Opiate Centering Pregnancy

Hospital: SummaHealth

Author(s): Frantz, K Davis, J

Purpose: Create a patient centered Medical Home for the opiate addicted pregnant woman

which is comprehensive, accessible, coordinated across the health care system, and committed

to quality and safe care of the mother and her baby – Maternal-fetal Opiate Medical Home

(MOMH)

Relevance/Significance Abuse of opiate drugs has been called a national public health crisis.

The number of pregnant women addicted to opiates has increased dramatically, compounding

the already-urgent problem of high infant mortality and preterm labor in Ohio. We developed

the MOMH program, a specialized, innovative, and highly coordinated care pathway for

addicted mothers. It is comprehensive, accessible, coordinated across the health care system,

and committed to quality and safe care of the mother and her baby.

Strategy and Implementation

Due to their complex and underserved needs, we established new practices, communication

patterns and skills. Innovations in coordination and standardization of care have reduced the

potential for liability and improved patient safety for mothers and babies addicted to opiates.

Our MOMH is a team of professionals with varying clinical skills and expertise collaborating

between our health system and the community. MOMH program development started with

inpatient nursing care. We created nursing education that covered addiction as a chronic

illness, different drug therapies, methods of assessing a patient for withdrawal symptoms and

how to use the Clinical Opiate Withdrawal Scale. The mothers attend prenatal visits in a group

˜centering’ model with education and embedded services such as legal aid. A team of inpatient

nurses and physicians have implemented customized policy and procedures, algorithms and

order-sets and treatment plans to standardize care.

Evaluation/Outcomes

The admission of pregnant opiate addicted women in MOMH has increased 492% since 2011.

MOMH mothers are seen earlier in gestation and prenatal care is initiated sooner; from 28.3

weeks gestation to 15.4 weeks gestation. More MOMH mothers now deliver full-term, 85%

delivered at 37 weeks or greater. Birth weights continue to increase.

Implications for Practice



Nurses can be empowered to move beyond the hospital walls to collaborate, forge alliances

and strong working relationships with community service. Experience from the MOMH

program identified the benefits of Centering Pregnancy and Centering Parenting.



Title: Preventing Catheter-Associated Urinary Tract Infections in the ICU

Hospital: Fort Hamilton Hospital- Kettering Health Network

Author(s): Emily Arnold

Problem Statement:

Increase in CAUTIs in 2016 (2) and 2017 (1)

Project Description:

AIM is to reduce the occurrence of CAUTIs in the ICU to 0% within 12 months (April
2018-April 2019). The reduction in CAUTIs will:

 ↓morbidity/ mortality 

 ↓length of stay (LOS) 

 ↓cost 

 ↑pa� ent outcomes and  quality of care 

 ↑pa� ent sa� sfac� on

We will achieve this by closely monitoring use & decreasing our Urinary Catheter device days to

<40% monthly in ICU

Results: The ICU has not had a CAUTI in 14 months

Conclusion: Continue working our action plan that we have in place to ensure that our

patient’s remain infection free



Title: Reducing Opioid Prescriptions in the Orthopaedic Department

Hospital: Nationwide Children’s Hospital

Author(s): Leanne Winslow, MS, APRN, CPNP, Julie Samora, MD, PhD, Jessica Holstine,

MBOE, LSSBB

Problem Statement: Supracondylar humerus fractures are the most common elbow fracture in

children and often require surgical correction known as closed reduction and percutaneous

pinning. Once the fracture is reduced and pinned, the child should have a reduction in overall

pain, but post-operative pain should still be considered. There is no standard protocol for

management of this post-operative pain, and studies have shown that this pain can be safely

managed with over-the-counter analgesics, but it is not uncommon practice for opioids to be

prescribed. Opioids are a double edge sword for pain management. With their benefit also

comes risks, not only for the patient but those close to them with access to these medications.

The opioid epidemic is ongoing, and we have to find ways to continue to decrease the use of

and access to opioid medications as much as possible. There has been wide variability in opioid

prescribing practices amongst pediatric orthopaedic providers at Nationwide Children’s

Hospital and the goal of this project is to address this issue.

Project Description: This gathered data starting from July 2016 to establish a baseline of

information for opioid prescribing practices amongst orthopaedic providers at Nationwide

Children’s Hospital. Shockingly, the variability in doses prescribed ranged from as many as 60

doses to as few as 5 doses. Survey data on perceived prescribing practices was gathered and

shared with the team members to draw attention to each provider’s prescribing practices in

relation to their colleagues. The main driver of this project encompasses education, both for

the prescribing providers and the patient’s and their families. Standardization of hospital

orders and discharge instructions are implemented to provide consistent patient care and

family education with an emphasis on safe and effective pain control with over the counter

pain analgesics as first line methods. Providers are instructed to prescribe opioids only to

children three years of age and older, with a 5 dose maximum, with an emphasis on its use for

SEVERE pain only. The risks and benefits of opioid use is re-emphasized to patients’ caregivers

with an opioid consent form. This project will also monitor post-operative calls to clinic or

return visits to the emergency department for pain medication needs as a balancing measure

when standardizing the home-going opioid doses.

Results: A downward trend in opioid prescribing practices for all provider types occurred

following the implementation of the Ohio opioid prescribing laws that were implemented in

August 2017, which limited the strength and doses prescribed. An important aspect of this

project is to draw attention to prescribing practices and increase individual’s self-awareness to



the role they may play in the opioid epidemic. When providers were surveyed on their

prescribing practices, the surgeon results showed ¾ believe they prescribe about the same

amount as their colleagues, where the other ¼ felt they prescribe less. Unfortunately, when

comparing survey results to the hard data, perception did not match reality. Blinded

prescribing data was provided to each of the eleven advanced health providers (AHPs). A

baseline shift in the data from only 10% of patients receiving five or fewer doses of opioid at

discharge to 30% was obtained in December 2018, and the self-awareness activity aided in

maintaining this average. Interventions of this project continue to be implemented and

prescribing practices are continually monitored and evaluated.

Conclusion: Since the implementation of the Ohio Opioid prescribing restrictions in 2017, the

orthopaedic department at Nationwide Children’s Hospital has already seen a decrease in the

average number of opioid doses prescribed for supracondylar humerus fracture patients.

Drawing individual attention to each prescribers’ practices and educating the team on

upcoming changes to prescription restrictions has also lead to an overall reduction in opioid

doses. With further implementation of standardized orders, instructions, and family education,

we continue to safely reduce the number of opioid doses prescribed and subsequently, the

number of opioid doses used in the pediatric orthopaedic population. These beneficial

prescribing and education updates are applicable to other orthopaedic diagnoses and may be

translated to other surgical subspecialties as well.



Title:    Reduction of Catheter-associated Urinary Tract Infections 

Hospital:   Licking Memorial Hospital 

Author(s):    Jeanne Emmons, M.T., B.S.: Lisa Hayes, M.S.N., RN-BC 

Problem Statement: 

Licking Memorial Hospital observed an increase in hospital-wide, catheter-associated urinary 

tract infections in early 2016, with a commensurate increase in our CAUTI Standardized 

Infection Ratio (SRI), as reported by CMS.  Based upon NHSN-reported data, LMH saw a roughly 

300% increase in CAUTIs between 2015 and 2016.  

Project Description: 

A comprehensive investigation into these cases noted a number contributing factors, to include 

but not limited to: 

• An increase in device days  

• Lack of/need for staff education reinforcement  

• Staff with varying levels of experience involved in catheter insertions  

• Process/workflow differences  to include inconsistencies with catheter insertion  and 

maintenance  

• Catheter supply/insertion kits being used  

• Physician documentation challenges 

• Lack of a consistent process for ensuring removal of unnecessary catheters 

 
Interventions in response to these findings included: 

• Conducted an evaluation of staff practices regarding catheter insertion by an external 
subject matter expert to include direct observation of staff placing indwelling catheters. 

• A new catheter-monitoring smartboard was developed to assist with decision support of  
real-time indwelling catheter days, maintenance status, hygiene, infectious symptoms, 
culture results, etc., in order to identify catheters that are no longer necessary. 

• Created a new nurse-driven protocol intended to support early and aggressive catheter 
discontinuation unless mandated by the physician. 

• Changed catheter insertion kits to a new, user-friendly design that facilitates consistent 
and appropriate catheter insertions. 

• Registered nursing staff all underwent insertion and maintenance education and 
competency assessment. 

• Implemented CHG products for all patient baths and perineal care. 

• Initiated new process for baseline urinalysis testing for all patients admitted with a 
chronic urinary catheter. 



• Created new daily report that is automatically generated for each nursing manager that 
indicates which patients currently have indwelling catheters to assist with ongoing 
quality control. 

• Implemented a new external female catheter option that replaces the need for 
indwelling urinary catheters, thereby reducing infection risk. 

 
Results: 

Overall, Licking Memorial Hospital has noted a decline in our housewide CAUTI rate.  Baseline 

period of January 2016 through June 2017 reflected a rate of 1.71 infections per 1,000 device 

days.  CAUTI rates from July 2017 through February 2019 reflected a rate of 0.74 infections per 

1,000 device days.  This is a 57% decrease in CAUTIs since the inception of our improvement 

activities.  Interestingly, we have seen an increase in our catheter device days due to an 

increase in higher acuity patients, but still are seeing overall declines in CAUTI rates.  We have 

also noted an increase in patient satisfaction with the use of external female catheters. 

Conclusion: 

A comprehensive quality improvement plan that includes staff and physician education, 

equipment and supply evaluations and improvement, significant policy and procedure 

overhauls, enhanced communication to nursing staff regarding the importance of aggressive 

catheter maintenance and removal, the development of new decision-support tools, and the 

empowerment of our nursing staff to make definitive decisions regarding the use and removal 

of indwelling catheters has led to decreased CAUTI rates at LMH. 



Title: Riding the QI Wave

Hospital: Akron Children’s Hospital

Author(s): Kathryn Hiney and Nancy Wiggins

Problem Statement:
Waveform capnography monitoring has been widely recognized as an important clinical
as well as patient safety metric. It allows for continuous monitoring of exhaled carbon
dioxide (End-Tidal CO2) for intubated patients, informing tracheal tube placement,
adequacy of ventilation, and even effectiveness of cardiopulmonary resuscitation.
Despite the availability of waveform capnography to neonatal/pediatric transport
providers, its prevalence and barriers to use in this setting are unknown.
The Ground Air Medical qUality Transport (GAMUT) Quality Improvement Collaborative is an
international, voluntary benchmarking and improvement sharing collaborative that
allows programs to compare performance in key quality domains using standardized
metric definitions and GAMUT data informed baseline and metric definitions.
Through participation in GAMUT, we recognized our Akron Children’s Hospital (ACH)
Critical Care Transport Team’s performance on utilization of Waveform Capnography for
Pediatric and Neonatal patients with advanced airway on Transport fell significantly short of the
national benchmark as described below:

Kugelman et. al. (2016) describes the importance of Waveform Capnography in that it
provides the following: instantaneous, non-invasive monitoring of arterial CO2, confirms
placement of an endotracheal tube, instantaneously identifies life-threatening conditions
such as failed intubation, failed ventilation, failed circulation, failed circuits before
irreversible damage is done to the patient, and has no harmful effects. Based on our
performance at the time, our team elected to initiate a formal performance improvement
project to significantly increase use of pediatric and neonatal Waveform Capnography for
patients with an advanced airway on transport.

Project Description:

The team followed the Institute for Healthcare Improvement’s (IHI) ‘Model for
Improvement’ Methodology. A quality improvement team was developed and included
members from nursing, PI, hospital quality, physician medical director, respiratory care,
paramedic, and from both Akron and Mahoning Valley (MV) Campuses neonatal and
pediatric transport services. Results were reported in 5-patient cohorts due to the desire for
frequent measurement intervals to gauge intervention impact and the relative low frequency of
transportation of patients with advanced airways.



SMART Aim:

Increase use of Waveform Capnography for transport patients with advanced airway from
62.5% to 95% by June 1, 2017.
Population: All ACH Pediatric & Mahoning Valley (MV) Neonatal Patients >/= 1500g.

Results:

Pediatric waveform capnography performance demonstrates two shifts in performance,
ultimately achieving a sustained 100% pediatric waveform capnography compliance. Through
our interventions, we exceeded our SMART Aim goal and improved our performance from an
average of 68.6% to 91%, and again to 100%. Neonatal waveform capnography utilization,
showed improvement from baseline to 91%.

Conclusion:

1) The overall improvement of this project resulted in 100% of our pediatric patients with
an advanced airway having their waveform capnography monitored with waveform
capnography during transport.

2) Combined Pediatric and Neonatal waveform capnography utilization was sustainably
improved from 62.5% to 91%, though fell short of the 95% SMART AIM target.

3) While exceeding our SMART Aim in the Pediatric population, opportunity for further
improvement continues with our Mahoning Valley Neonatal population.

4) This project demonstrates the impact of a focused quality improvement methodology in
transport informed by an international quality improvement benchmark.



Title: Safety Ambassadors- Stop, Look, Listen, Share

Hospital: Mount Carmel New Albany Surgical Hospital

Authors: Karen Blair, BSN, RN kblair3@mchs.com, Clinical Quality Business
Partner

Problem statement:
Mount Carmel New Albany (MCNA) is a 62 bed specialty hospital with no emergency
department and no intensive care unit (ICU). There are people who come to our front
desk seeking emergency treatment. Based on review of our incident reporting system it
was noted there was not a standardized approach to how best to handle people coming
to the hospital with potentially life-threatening situations.

Project description:
Mount Carmel New Albany (MCNA) is an orthopedic/neurological surgical hospital
performing over 8,000 surgeries annually and is an orthopedic specialty hospital without
an emergency department or ICU. Patients requiring a higher level of care or cardiac
intervention post-operatively are transferred to a full-service hospital for additional
care. There are appropriate processes for patients suffering medical emergencies in our
facility; however, we lacked a process for initiating care to a family member or person
coming into the front door seeking medical attention. There has been an increase in
persons arriving at our facility seeking out an emergency room; in addition we live in a
community experiencing an opioid crisis which raised the concern of how our facility
would respond to a person experiencing an opiate overdose. It was also recognized the
people who would initially be responding to a person entering our front door for
emergency care would be non-clinical and that these colleagues would need training of
how to respond to this situation.

Our safety ambassador team utilized Zero Harm tools to focus on the details and ask
clarifying questions. The team reviewed the hospital policy for rapid response, code
blue, code pink, discussed and mapped out numerous "what if" scenarios. After much
discussion and working through situations, the team developed a protocol and process
to allow emergency medical care to begin while waiting for the local fire department,
and ultimate transfer of the person to a full-service hospital with an emergency
department.

Results:
Mock code blues have been conducted in non-clinical areas where people seeking
emergency care may enter the building. These codes have resulted in the same care
being provided as would be provided to patients. Colleagues who do not provide
patient care (facilities, dietary and environmental care services) expressed a desire to
receive additional training and have been given the opportunity to enroll in CPR.



Conclusion:
A concern related to people seeking emergency care and potential opiate overdoses
entering our facility for care was brought forward. A process was developed which has
resulted in the same emergent care being provided to these individuals as is provided to
MCNA patients. Non-clinical colleagues are given the opportunity to enroll in BLS
providing additional support and knowledge to handle these scenarios.



Title: Mercy Health Save Our Skin (SOS) Pressure Ulcer Reduction Program

Hospital: Mercy Health- Springfield Regional Medical Center

Author(s): B erlowitz, D an. “P reventing P ressu re Ulc ers in H ospitals. ”AHRQ, U. S . H H S :

A genc y forH ealthc are Researc h and Q u ality, 2 O c t. 2014,

www.ahrq.gov/professionals/systems/hospital/pressureulcertoolkit/index.html .

https://hub.health-

partners.org/sites/WoundCare/_layouts/15/WopiFrame.aspx?sourcedoc=/sites/

WoundCare/Pressure%20Injury%20Prevention%20%20Best%20Practice%20Reso

urce/SOS%20Intro.docx&action=default&DefaultItemOpen=1

Problem Statement: Pressure ulcers contribute to increased risk of infection, longer length of

stay, and prolonged recovery for the patient. Over 2.5 million people in the US develop

pressure ulcers each year, costing $9.1-$11.6 billion per year. (Berlowitz)

Project Description: Our organizational goal is to provide care that promotes the maintenance

of the patient’s skin integrity, utilizing evidence-based nursing care, pressure injury prevention

measures, and treatment interventions, will assist in achieving the goal of zero facility acquired

pressure injuries.

Results: Decreased number of hospital acquired pressure ulcers.

Conclusion: By decreasing the number of facility acquired pressure injuries, we will achieve

Mercy Health’s Promise: “To make lives better: Mind, Body, and Spirit”.



Title: Scripting for Scripts

Hospital: Cleveland Clinic Avon

Author(s): Laura Wray, Marlene Patrick, Sarah Downing

Problem Statement: According to the Journal of Nursing Care Quality, “Research shows that patients

understand and retain less than half of what their care providers explain to them. Education is often

reserved until discharge, but this may be too late for patients to comprehend information about

medications all at once”. (Prochnow, Meiers, & Scheckel, 2019). As a nurse, one of the main goals is to

be sure the patient is educated and empowered to manage their own healthcare independently. Based

on this motivation, we utilize surveys sent to patients upon discharge to collect data known as HCAHPS

scores. Patient perception of medication education did not match staff perception and documentation

of the education offered so our objective was to improve the patient perception of medication

education provided by caregivers during their inpatient stay using visual management tools.

Project Description: The methods used on two of our 42 bed inpatient medical-surgical units included

utilization of individual patient dry-erase white board, Lexi comp patient education information, and

consistent scripting for staff verbiage of patient education with teach back. The emphasis for patient

medication education was drawn specifically from the HCAHPS medication question. In the third quarter

of 2018, we identified a decline in our quarterly HCAHPS medication education scores. In December

2018, staff was re-educated on the scripting and use of visual management tools to ensure patient

perception of medication education. After implementation of improvement methods, data will be

analyzed quarterly for the next three quarters to measure success.

Results: The initial data that was analyzed in the third quarter of 2018 showed that our average

medication communication scores in both of our medical surgical units was 33%. After educating staff in

the fourth quarter of 2018, we noticed a dramatic increase by 43% in our medication education HCAHPS

scores in our combined medical surgical units by the first quarter of 2019.

Conclusion: As a result of the diligence and dedication of the nurses, our patients’ perceptions of

the medication education that they received while hospitalized is being acknowledged and valued which

ultimately makes for a safer discharge for our patients.



Title: Using the Blood Loc System: Putting Patient Safety First

Hospital: Mount Carmel New Albany Surgical Hospital

Author(s): Manya Maiher, MLS(ASCP)CM and Shae Campbell, RN

Problem Statement:

A method to ensure patient safety surrounding blood transfusions and a more robust system of

positive patient identification was needed to meet the College of American Pathologists

requirement of a system to reduce misidentification risk. The system needed to merge

smoothly into the workflow and be simple to use.

Project Description:

The Blood Loc system is a system designed to augment positive patient identification and to

allow for greater confidence in patient identification for transfusions. Each patient is issued a

band with a unique three-letter code when a type and screen is collected. When blood products

are to be transfused they are issued from the laboratory in a bag with a lock set to the patient's

unique code. In order to access the blood product the Blood Loc band must be consulted to

obtain the code to unlock the lock. Use of the Blood Loc system requires both the laboratory

and nursing units to work in tandem to ensure adherence to proper procedure.

Results:

The Blood Loc system has successfully added an additional identifier to our blood collection and

transfusion process. Additionally, using the Blood Loc system has helped the laboratory to

work more closely with the nursing staff and brought a greater understanding of the

regulations surrounding blood banking to frontline staff.

Conclusion:

In conclusion, the Blood Loc system has been successfully in use for over a decade at Mount

Carmel New Albany. The Blood Loc system meets College of American Pathologist regulations

and has been noted as a best practice by The Joint Commission.

Outcomes:

As a result of the Blood Loc system Mount Carmel New Albany has experienced zero errors

related to incorrect transfusions to patients since implementation.
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