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Science, safety take
center stage

b
Staff nurses, Danielle Dumas, RN (left), and
Clara Namkoong, RN, with patient, Frank Conte,
in the Respiratory Acute Care Unit
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hen it
comes to
MGH nurses,
there’s no big-
ger fan than senior vice
president for Patient Care,
Jeanette Ives Erickson, RN.
Her annual Nurse Week
presentation has become
an opportunity for her to
publicly thank and recog-
nize their dedication,
commitment, and contri-
butions to patient care.
And this year was no ex-
ception. In a presentation
rich with photographs,
video clips of nurses, and
a live interview with three
MGH patients, Ives Erick-
son left no room for doubt
—MGH nurses are simply
the best! The following is
an encapsulated version of
Ives Erickson’s presenta-
tion, and the consensus is,
she has good reason to be

proud.

This year, like every
year, the MGH commu-
nity comes together to say
thank-you and reflect on
the important role nursing

Patient outcomes
‘hardwired’ to Excellence
Every Day

plays in ensuring excel-
lent patient care. Given
the complex times we find
ourselves in—the chal-
lenging economic situ-
ation and the national
HINT1 flu outbreak, cel-
ebrating your practice is

more important than ever.

a better place. Recogniz-

ing your commitment and

telling your stories is what

Nurse Recognition Week
is all about.

This week has been
filled with stories about
MGH nursing excel-

lence —stories about the

you also think of yourself
and your colleagues who
take personal responsibil-
ity for the patients they
care for.

An important ques-
tion for us is: How do we
sustain excellence? How

do we achieve excellence

“Employees feel valued; members of the healthcare team
feel their patients are getting great care; and patients feel
the service and quality they receive are extraordinary.’

— Quint Studor, former hospital executive

I’m sure you've all
heard what our new Presi-
dent thinks about nursing:
“Nurses provide extraor-
dinary care. They’re the
front lines of the health-
care system.” And of
course, | agree.

Nurses, like all of you,
are heroes. You don’t ex-
pect fame for your efforts.
You are compassionate
and courageous, and be-

cause of you, our world is

success of one nurse, one
team, one department, or
one nursing service.

Today, I want to share
stories of your responsibil-
ity to patients. Stories of
how you live ‘Excellence
Every Day.’

When I mention the
word, “excellence,” what
comes to mind? Olympic
athletes? Grammy-award
winning musicians? No-
bel-prize winners? I hope

and author of Hardwiring Excellence

every day? What does it
look like? We understand
it when we see it in oth-
ers, but do we understand
it when we see it in health
care? If we don’t under-
stand excellence, how will
we create change and im-
prove patient outcomes’?
Quint Studer, author
of the book, Hardwiring
Excellence, suggests that
excellence in health care

is achieved when:

“Employees feel val-
ued; members of the
healthcare team feel their
patients are getting great
care; and patients feel the
service and quality they
receive are extraordinary.”
Studer describes nine
principles necessary to
achieve exceptional care:
® Commit to excellence
® Communicate at all
levels

® Align behaviors with
goals and values

® Build a culture around
service

® Measure the important
things

® Create and develop
leaders

® Focus on employee
satisfaction

® Build individual
accountability

® Recognize and reward

success

Studer may have writ-
ten the book, but you
put these principles into
action each and every
day. Let me tell you how

continued on next page
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MGH nurses are hard-

wired to excellence.

Commit to Excellence
A commitment to excel-
lence positively impacts
the bottom line while al-
lowing an organization to
fulfill its mission and re-
main true to its values. At
MGH, our mission pro-
vides alignment and unity
of purpose.

We are driven by a
common vision and core
values. This is why we
are nurses, this is why we
work at MGH. In
service to others
we have found
purpose.

We con-

tribute to

make a difference in the
lives of our patients and
families. We advance the
goals of our teammates
and hospital by constantly

striving for excellence.

Communicate at all levels
Since articulating our vi-
sion, we’ve made much
progress toward actualiza-
tion. Today, our work is
organized under the um-
brella of Excellence Every
Day. Excellence Every
Day has become a mecha-
nism to help us see the
power of evidence-
based practice. We
are embracing evi-
dence-based regu-
lations, changing

expectations,

Senior vice president for Patient Care,
Jeanette lves Erickson, RN (left) is joined by MGH
patients (I-r): Jim Massman,Angela Adinolfi,
and David Woaoster.

using research and best
practices to influence,
shape, and change care
delivery.

Excellence Every Day
has helped us understand
how individuals and
teams can make a differ-
ence. We call you cham-
pions: Magnet champions;
hand-hygiene champions;
palliative care champions;
ethics champions; 65Plus
champions; pain champi-

ons; and Excellence Every

Day champions. The jour-
ney toward Excellence
Every Day was once just
an idea. Today at MGH, it
is reality. Yes, there is
much to do and there are
always opportunities to
improve.

President Obama, says
people will judge us on
what we build. Excellence
Every Day champions are
building something won-
derful. Excellence Every

Day champions are

front-line clinicians across
all disciplines whom
we've empowered with
education and resources.
Each day, champions
share key information
about National Patient
Safety Goals and other
quality and safety initia-
tives.

Feedback from patients
is key in guiding our work.
HCAHPS {Hospital-

continued on

page 26

May 3,2009 — Caring Headlines — Page 3



Nupse WeeL DPesenJ[aJIion

Therapeutic Touch

and its effect on bio-behavioral stress markers in vascular
surgical patients

icking off Nurse

Week with her

presentation,

“The Effect of

Therapeutic Touch on
Bio-Behavioral Stress
Markers in Vascular Pa-
tients,” staff specialist,
Mandi Coakley, RN,
shared the results of her
research study aimed at
testing the effect of Ther-
apeutic Touch on patients
recovering from vascular
surgery.

Coakley hypothesized
that patients who received
Therapeutic Touch as an
intervention following
surgery would have signifi-
cantly lower blood pres-
sure, pulse rate, cortisol
levels, respirations, and
less pain and anxiety than
patients who received tra-
ditional care. She sought
to determine whether
those who received Ther-
apeutic Touch would have
a greater ability to sleep,
report an increased sense
of well-being, and have an
increased number of natu-
ral killer cells (a type of
cell that constitutes a ma-
jor component of the nat-
ural immune system). She
hoped to be able to de-
scribe the experience of
patients who received

Therapeutic Touch post- tion of several ancient
operatively to better un-
derstand its effect as a
healing intervention.

In reviewing the litera-
ture, Coakley found evi-

dence that complemen-

healing practices, a con-
sciously directed process
of energy exchange during
which the practitioner
uses the hands as a focus
for facilitating healing.

tary therapies such as acu- The inter-
puncture, massage, medi- “, vention
tation, laughter, and is admin-

istered
with the
intent

Reiki, showed significant
improvement in bio-
markers such as pain,
anxiety, stress, muscle
tension, fatigue and
depression. They
impacted mood,
alertness, quality

of sleep, and re-
laxation. How-

ever, Coakley

noted a gap in the
findings related to
the relationship of
stress-reducing inter-
ventions such as Ther-
apeutic Touch and
their impact on bio-
markers specifically
related to post-surgi-
cal recovery.

For the purposes of
her study Coakley
used the following
definition of Thera-
peutic Touch: a con-
temporary interpreta-

of en-

Staff specialist,
Mandi Coakley, RN

abling people to re-pat-
tern their energy in the
direction of health.

The specific questions
Coakley hoped to answer
were: Does Therapeutic
Touch differentially affect
behavioral and biological
stress markers? To what
degree does it affect them?
When does it occur? How
long does it last? And
what are the most valid,
reliable, sensitive out-
comes that create the
least patient burden?

Using a sample group
of 21 participants, all be-
tween one and seven days
post-vascular surgery,

Coakley provided Thera-
peutic Touch to 12 par-
ticipants while the other
9 received traditional
care. All interventions
were performed between
1:00 and 3:00pm, and all
variables (blood pressure,
pulse, respirations, pain,
anxiety, etc.) were mea-
sured before and after
the intervention was
administered.
Coakley found
that participants who
received Therapeutic
Touch had signifi-
cantly lower systolic
blood pressure, were bet-
ter able to sleep, reported

lower levels of pain, and
showed lower levels of
cortisol and higher levels
of natural killer cells.

As predicted, there was a
significant correlation be-
tween pain and anxiety.
There was no significant
relationship between cor-
tisol and natural killer
cells, between cortisol and
a patient’s ability to sleep,
or between natural killer
cells and a patient’s sense
of well-being.

In response to open-
ended questions, partici-
pants had an overall posi-
tive response with state-
ments such as: “It was
very relaxing.” “I loved it.
I think it was really help-
ful.” “I didn’t know what
to expect, but I found it
very relaxing.”

Coakley concludes
that there’s a growing
body of evidence that sup-
ports the use of Therapeu-
tic Touch as an interven-
tion in many patient pop-
ulations. While we may
not understand why Ther-
apeutic Touch works,
there’s evidence to suggest
it should be incorporated
into nursing practice as a
complementary modality
to help patients relax and
decrease their pain.
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The wisdom of experience

an interactive session with Barbara Mackoff

wo of the most

powerful ses-

sions present-

ed this Nurse
Week were facilitated by
guest author, educator,
psychologist, Barbara
Mackoff, in her dual pre-
sentation, “The Wisdom
of Experience.” Tapping
into real-life stories of
MGH nurses, Mackoff
demonstrated the power
of storytelling as a means
to improve patient safety.
She compared clinical
narratives to windows (al-
lowing clinicians to see
how colleagues make
sense of their experiences)
and mirrors (allowing cli-
nicians to make sense and
discover deeper truths
about their own experi-
ences).

Mackoff talked about
narratives in terms of their
ability to usher us toward
what she calls, ‘sense-
making.” How can we use
narratives to shape solu-
tion-based models rather
than simply describe prob-
lems. Using narratives as
sense-making tools helps
us close the gap between
knowing ‘how” and know-
ing “that” (integrating
skills, patterns and con-
nections).

When Mackoff talks
about safety narratives,
she’s talking about sto-
ries that reveal both the
dangers and opportunities
embedded in clinical sit-
uations. Safety narratives
can focus on interven-
tions (instances when a
near-miss was prevented);
errors (an actual mistake
in practice); or adverse
events (when an unin-
tended injury or compli-
cation results in disability,
a prolonged hospital stay,
or death).

During each of her in-
teractive sessions, Mack-
off invited nurses to read
narratives that fell into
one of the above catego-
ries. Following each read-
ing, Mackoff engaged in a
dialogue to help tease out
the sense-making lessons
contained in each sce-
nario. She demonstrated
how a blame-free exami-
nation of errors can con-
tribute to solution-ori-
ented thinking and a shift
in practice toward a genu-
ine culture of safety.

Mackoff recommended
adopting a worst-case-sce-
nario way of thinking in

Author, educator; and

psychologist, Barbara Mackoff

order to project and de-
vise interventions and
safety precautions for the
future. She stressed the
importance of staying
connected to patients and
their suffering; of
balancing pa-
tients’ pri-
vacy with
safety inter-
ventions;
and

allowing cautionary tales
to become instructive
practice for the future.
“Never,” she said, “lose
sight of the power of your
own experience, intuition,
and instincts.”

When writing a nar-
rative describing an
adverse event, Mack-

off recommends:

® Jescribing the

setting: where
were you, what
could you see,
hear, smell?
® describing
those pres-
ent: who
else was in-
volved?
® oiving an
account of
the event:
what did you
do and why?
® describing
what happened
next: what were
the immediate
consequences!
® Jescribing your
inner state: what
were you feeling
and thinking?
® Jescribing the
impact: how were
you changed by
the adverse out-
come’

® describing your reflec-
tion: what information
could have helped avoid
the situation? Are there
alternatives you might
have considered but
didn’t? Were there small
mistakes that led to a
bigger mistake?

® giving the story a dif-
ferent ending: how
could this situation
have ended different-
ly—without the ad-
verse event you de-
scribed?

® revising the situation:
what relationships, sys-
tems, or choices would
lead to that different
ending?

® describing your wisdom:
how would you behave
differently if you were in
that situation again!?

Thank-you to the nurses
who courageously read
their safety narratives: Lisa
Bouvier, RN; Minochy
Delanois, RN; Suzanne
Fitzsimons, RN; Mary
McKinley, RN; Chris-
tine Murphy, RN; Alexa
O’Toole, RN; Bernadette
‘Bernie’ Warren, RN; and
Kerri Tyman, RN. All nar-
ratives are included in this
issue of Caring Headlines
beginning on page 14.
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The effect of music on patients
undergoing cerebral angiography
a pilot study from Interventional Neuroradiology

resenting on be-

half of her re-

search team

(Patricia Arcari,
RN; Jayne Sexton, RN;
Christine Swanson, RN;
Joy Williams, RN; and
Joshua Hirsch, MD), prin-
cipal investigator, Teresa
Vanderboom, RN, shared
the results of their pilot
study, “The Effects of a
Music Intervention on
Patients Undergoing Ce-
rebral Angiography for
the First Time.” The study
tested the effect of music
on stress response, anxi-
ety, and need for medica-
tion in patients who had a
cerebral aneurysm or arte-
riovenous malformation
and were having a cere-
bral angiography for the
first time.

For the purposes of the
study, a music interven-
tion was considered to be
the playing of patient-se-
lected music via a stereo
system in the room during
the angiography.

The team hypothesized
that participants who lis-
tened to music would
have a significantly lower
stress response (heart rate
and systolic blood pres-
sure) than those who did
not listen to music; would

report significantly less
anxiety (as measured by
the State Trait Anxiety
Inventory); and would re-
ceive fewer doses of med-
ication (Versed and Fen-
tanyl).

Forty-eight patients
participated in the study;
9 men, 39 women, all
over the age of 18. Data
was collected at five pre-
established intervals:
upon arrival, in the pro-
cedure room (pre-proce-
dure); after each angio-
graphic ‘run’; 30 minutes
after arrival in the
recovery area; and at
discharge. Patients
could choose
the music
they wanted
to listen to
(from a se-
lection of
jazz, classi-

Prior to the proce-
dure, patients were asked
a series of questions such
as: How do you feel right
now? Do you enjoy listen-
ing to music? How do you
cope with stress? Follow-
ing the procedure, they
were asked a similar set of
questions: How do you
feel at this moment?
What did you ex-
perience while
listening to the
music? Did you

find the

music to be helpful? If you
were to have another an-
giogram, would you want
music to be played?
Vanderboom and her
team were surprised by the
results of their study. After
accounting for the influ-
ence of covariance, they
found that participants
who listened to music
did not have signif-
icantly lower heart
rates or systolic
blood pressures
than those
who didn’t
listen to
music;
partici-

cal, new age,
country, pop,
rock, folk,
acoustic, or
meditative).
Music was
played from
the time pa-
tients en-
tered the
procedure
area until
they left.

Page 6 — Caring Headlines — May 3, 2009

pants who listened to mu-
sic actually had higher
anxiety scores at discharge
than those who didn’t lis-
ten to music; and there
was no statistical differ-
ence in medication dos-
ages between the control
group and the experimen-
tal group.

The team concluded
that a music intervention
did not significantly influ-
ence stress response, anxi-
ety, or medication require-
ments in patients listen-
ing to music while under-
going cerebral angiogra-
phy. However, in thinking
about re-tooling the study
for the future, the team is
considering using a larger
sample size; limiting the
music selection to one
genre (or even one spe-
cific song requested by the
patient); enlisting the aid
of a trained music ther-
apist; limiting the study
to one diagnosis; and in-
cluding cortisol analysis
among other changes.

Overall, the study was
well received by partici-
pants, and feedback in re-
sponse to open-ended
questions was that music
should be offered to all pa-
tients having cerebral an-

giography.
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Patients’ perceptions of feeling

known by their nurses

measuring the essence of the nurse-patient relationship

ssociate chief
nurse, Jackie
Somerville,
RN, has long
believed in the healing
power of the nurse-patient
relationship. In her study,
“Development and Psy-
chometric Evaluation of
Patients’ Perceptions of
Feeling Known by their
Nurses Scale,” she sought
to more deeply describe,
measure, and understand
the phenomenon as expe-
rienced by the patient.
Following an extensive
review of the literature
and a qualitative
study of patients’
perceptions of feel-
ing known by their
nurses, items were
developed guided

The survey was adminis-
tered to 327 participants
(surgical patients across

And to what extent
can four key themes be

participate in their care.
Somerville set out to de-
velop an instrument to demonstrated by ana-

lyzing the components seven general care units).

of the Scale?

® How consistent are the

measure patients’ percep-
tions of feeling known by Each survey was sealed in

their nurses (the PPFKN

Scale) and to conduct a

the presence of the nurse,
sub-scales derived from  and there were no patient
psychometric evaluation the preliminary analy- identifiers on the enve-
of the PPFKN Scale. sis?

To do so, she asked the

following research ques-

lopes. 296 completed sur-
An 85-item survey, veys were collected and

later whittled down to analyzed. Analysis re-

tions: 77, was crafted to sulted in a 48-item

® How valid is reflect the themes scale with four re-
the PPFKN that emerged liable sub-scales
Scale \ from the qualita- consistent with

® How consistent is tive study. themes that had
the PPFKN Scale? emerged from

the qualita-
tive study.
Somer-
ville sees the
PPFKN Scale
as a valu-
able tool with

by the four themes
that emerged from
the qualitative
study: 1) patients’
felt recognized by
their nurses as a
unique human be-
ing; 2) patients
felt safe; 3) pa-
tients experienced
a meaningful per-
sonal connection
with their nurses;
and 4) patients
felt empowered

by their nurses to

many positive

implications
for the future
of nursing.
For instance,
the Scale is
a way to ‘lis-
ten’ to the
voices of pa-
tients so nurses
can begin to
understand the
uniqueness of
each person and
Associate chief nurse, ‘ use this knowl-

Jackie Somerville, RN edge to guide

changes in nursing care
and the overall healthcare
experience.

Says Somerville, “The
ability to measure pa-
tient’s perceptions using a
reliable and valid instru-
ment will give us new in-
sights and help us design
new nursing interventions
and care-delivery mod-
els. Nurse educators can
influence new practitio-
ners in understanding that
the value of being known
by your nurse is as impor-
tant when designing nurs-
ing interventions as the
results of randomized clin-
ical trials.”

Somerville sees oppor-
tunities to expand the use
of the PPFKN Scale with
applications across a va-
riety of populations. Us-
ing a similar tool, research
studies could explore the
relationship between pa-
tients and their nurses and
the impact of that rela-
tionship on recovery and
healing. Research could
focus on the nurse-patient
relationship and the in-
fluence of organizational
and environmental factors
that contribute to, or de-
tract from, patients’ per-
ceptions of feeling known
by their nurses.
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The Institute for
Patient Care

the critical link in transforming patient care

f you had any questions
about the purpose, goals,
or make-up of The Insti-
tute for Patient Care, ex-
ecutive director, Gaurdia
Banister’s Nurse Week
presentation, “The Institute for
Patient Care: the Critical Link
in Transforming Patient Care,”
put all those questions to rest.
As many already know, The In-
stitute for Patient Care is com-
prised of:
® The Center for Innovations
in Care Delivery (located on
the 4th floor of the Profes-
sional Office Building)
® The Maxwell & Eleanor
Blum Patient and Fam-
ily Learning Center
(located off the
White 1 Main
Corridor)

® The Norman Knight Nursing
Center for Clinical & Profes-
sional Development (located
on Founders 3)

® The Yvonne L. Munn Center
for Nursing Research (located
on the 4th floor of the Profes-
sional Office Building)

Each of the Centers within
the Institute has a distinct mis-
sion. The Center for Innovations
in Care Delivery brings teams to-
gether to identify opportunities,
to estimate the impact of change
(including workforce demograph-
ics, new technologies and
regulatory changes)

and to construct in-
novations.

provides the

Taryn Pittman, RN
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The Blum Center

highest quality patient-education
and health-information services
to MGH patients, families and
staff.

The Knight Center promotes
life-long learning and clinical ex-
cellence by establishing, support-
ing, and fostering learning op-
portunities for the attainment of

knowledge and skills necessary for

safe, competent, compassionate,
patient-centered care.
And The Munn Center ad-

vances the development, test-

Gino Chisari, RN

ing, and utilization of knowledge

to improve patient care and opti-
mize professional nursing practice
through research.

Together, these entities repre-
sent a first-of-its-kind, inter-disci-
plinary resource designed to foster
teamwork,

share

Ji

Gaurdia Banister, RN
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best practices, and promote cre-

ativity. These Centers serve as an

infrastructure to support the de-

velopment and delivery of in-

formed, inter-disciplinary, pa-

tient- and family-centered care.

Through an inclusive, collabor-

ative approach, The Institute for

Patient Care strives to:

® foster an environment of clin-
ical inquiry and experiential
learning

® create a synergy across all Cen-
ters to advance the goals of the
Institute

® promote inter-disciplinary
team learning to optimize safe,
effective patient care

® support research and initiatives
that advance safe, effective, ev-
idenced-based practice

® seck funding opportunities to
advance the work of the Insti-
tute

® advance Patient Care Services’
agenda by developing, imple-

menting, and

evaluating ini-

tiatives that
impact staff
and patient

outcomes.

Dottie Jones, RN

® disseminate the work of PCS
and the Institute through local,
national, and international fo-
rums

Housed within the Institute
are a number of inter-disciplin-
ary programs and initiatives, in-
cluding:
® The Awards and Recognition

Program
® The Clinical Recognition Pro-

gram
® Collaborative Governance
® Consultation Services
® Culturally Competent Care

Curriculum
® Credentialing
® The International Nurse Con-

sultant Program
® The Leadership Development

Program
® Organizational Evaluation
® Simulation Education
® Workforce Development
® Ethical and Clinical Decision-

Making

Brian French, RN

Banister cited the many fac-
tors, both internal and external,
affecting health care today. From
escalating costs, workforce short-
ages, information technology,
health literacy, and access to care,
to increasing patient acuity, reg-
ulatory compliance, documenta-
tion, and length of stay, there is
a need for new, coordinated, far-
reaching solutions.

Said Banister, “By fostering an
environment of clinical inquiry
and experiential inter-disciplinary
group learning, innovative an-
swers will be generated to respond
to new and on-going concerns
about delivering safe, timely, ef-
ficient, cost-effective, cultur-
ally sensitive, patient-centered
care.” She described the collabor-
ative approach embraced by the
Institute in which, supported by
knowledge, education, and inno-
vation, a problem is identified,

a search of the literature is per-
formed, experts
are identified,
and the ap-

Barbara Blakeney, RN

propriate teams are assembled to
assess the problem and propose
solutions. “We are putting peo-
ple together who have the vision,
knowledge, and desire to tackle
these issues.”

Joining Banister for a dis-
cussion of some of those issues
were: Barbara Blakeney, RN, in-
novations specialist, The Cen-
ter for Innovations in Care De-
livery; Brian French, RN, sim-
ulation program manager, The
Norman Knight Simulation Pro-
gram; Dorothy Jones, RN, direc-
tor, The Yvonne L. Munn Cen-
ter for Nursing Research; Gino
Chisari, RN, director, The Nor-
man Knight Nursing Center for
Clinical & Professional Develop-
ment; and Taryn Pittman, RN,
manager and patient education
specialist, The Maxwell & El-
eanor Blum Patient and Family
Learning Center.

In a passionate exchange of
ideas, a question and answer ses-
sion focused on evidence-based
practice, the national nursing and
workforce shortage, and the po-
tential of all role groups to help
shape the future of health care.

Banister closed by sharing a
quote from Robert Wood John-
son Foundation senior adviser

for Nursing, Susan Hassmiller,

RN, who said, “Our

goal is to create a
healthier na-
tion and pro-
vide high-
quality care
at the ex-
act time pa-
tients need
us— from
birth to death
and every
moment in

between.”
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The Pursuit of Quality

17th annual Yvonne L. Munn Nursing Research Lecture

n her timely, thought-

provoking, and fact-

filled presentation,

“The Pursuit of Qua-

lity,” Claire M. Fa-

gin professor and director
of the Center for Health
Services and Policy Re-
search at the University of
Pennsylvania, Linda Ai-
ken, RN, made her point
with her very first slide:
“People are the most valu-
able asset of healthcare
institutions: how they fare
is an important window
on the quality of patient
care.”

Sharing the results of
her 2006-2008 research,
“A Multi-State Nurs-
ing and Patient Safety
Study,” Aiken drove the
point home. The study,
conducted in four states
(Pennsylvania, Califor-
nia, New Jersey, and Flor-
ida) was one of the largest
and most comprehensive
ever conducted, encom-
passing 80,000 nurses, 800
hospitals, literally millions
of patients, and represent-
ing all nursing practice
settings. The study found
that nurses’ dissatisfac-
tion with their jobs is
highest among nurses
who work in hospitals
and those who work

Linda Aiken, RN, Claire M.
Fagin professor, University

in direct patient care.
And hospital nurses were
substantially less satis-
fied than pharmaceutical
nurses with most aspects
of their jobs.

Aiken considers nurse-
satisfaction and nursing
burn-out rates to be im-
portant because the coun-
try is struggling econom-
ically; some hospitals re-
port a decrease in census;
according the American
Hospital Association
50% of hospitals
have cut staff; and
long-term work-
force shortages are
still looming. Ai-
ken suggests it’s
important to pay
attention to these
statistics now be-
cause nurse-satisfac-
tion and nursing
burn-out rates are
predictors of pa-
tient mortality and
patient satisfaction
with care.

Aiken shared a
number of the cur-
rent quality initia-
tives and tools for
monitoring im-

of Pennsylvania

provement in care. The
problem is not a short-
age of data. Pay for Perfor-
mance; public reporting
of quality indicators; elec-
tronic physician order-en-
try and medical records;
the Institute
for Health
Care

Improvement’s 100,000
Lives Campaign; better
identification and dissem-
ination of best practices
all make it possible to
monitor and assess qual-
ity efforts. Demonstrating
how easily accessible pa-
tient-satisfaction data is,
Aiken included some of
MGH’s publicly reported
HCAHPS data in her pre-
sentation.

Sharing the results of
another study conducted
by the National Database
of Nursing Quality In-
dicators (NDNQI), Ai-
ken pointed to the rela-

tionship between nurse

staffing levels and pa-

tient falls on inpatient
units. The study, a collab-
orative, inter-disciplinary
project between the Uni-
versity of Pennsylvania,
the American Nurses As-
sociation, and the Uni-
versity of Kansas School
of Nursing, looked at the
2004 NDNQI database of
5,388 nursing units in 636
hospitals. The study fo-
cused on six types of units:
critical care, step-down,
medical, surgical, med-
ical-surgical, and reha-
bilitation. Data was col-
lected at the unit level
and measured the num-

ber of falls per month,
taking into account nurse
staffing (hours per patient
day) and whether or not
the hospital had Magnet
status.

Preliminary results of
the study showed that
nurses’ (RNs and LPNs)
daily hours were signifi-
cantly associated with the
likelihood of patient falls,
but in different directions.
RN hours were negatively
associated with the like-
lihood of patients fall-
ing; LPN hours were posi-
tively associated with the
likelihood of patients fall-
ing. One additional hour
of RN care reduced the
likelihood of falling by
2%; one additional hour
of LPN care increased the
likelihood of falling by
2.4%. And the likelihood
of falls was 5% lower in
hospitals that had Mag-
net status.

Aiken closed by shar-
ing some other findings
from the University of
Pennsylvania. Research
has shown that specialty
certification for nurses
with BSNs is associated
with lower mortality. The
nurse work environment
is the major predictor of

continued on next page
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2009 Yvonne L. Munn Nursing
Research Awards

patient satisfaction—not just staffing levels
as suggested by the recent New England Jour-
nal of Medicine paper. And an interesting pre-
diction based on a comparison of hospitals
in Pennsylvania, California, and New Jersey:
California hospital staff nurses care for one
fewer patient, and medical-surgical nurses
care for two fewer patients than nurses in
Pennsylvania and New Jersey. Aiken’s team
estimates that hospital mortality could be re-
duced by 13% if Pennsylvania and New Jer-
sey adopted the California model of nurse

staffing levels.

Following Aiken’s presentation, this year’s
Yvonne L. Munn Nursing Research awards
were presented. See photos on this page.

At left: 2009 Yvonne L. Munn
Post-Doctoral Fellowship recipient,

Ellen Robinson, RN, with her mentor;
Diane Carroll, RN. Robinson’s research
study, “Exploring the Basis of Surrogate
Requests for Life-Sustaining Treatment
when the Patient is at the End of Life,”
will provide evidence for nurses and
other healthcare professionals to protect
irreversibly ill patients from suffering
while at the same time learning from
surrogate decision-makers who are
reluctant to authorize re-direction of
care away from life-sustaining treatment.
Demands by surrogate decision-
makers for life-sustaining treatment for
irreversibly ill patients is a common
theme encountered by the MGH
Optimum Care Committee.

Above: Recipients of the 2009 Yvonne L. Munn Nursing
Research Award, Michelle Knowles, RN (center) and Tracey

Lafferty, RN (right), with their research mentor, Laurel Radwin,

RN. Knowles and Lafferty will study,“The Impact of Epidermal
Growth Factor Inhibitor-Related Rash on Quality of Life
for Cancer Patients.”

Above: 2009 Yvonne L. Munn Nursing Research Award recipients
(I-r): Anne Lamontagne, RN; Kathryn Beauchamp, RN; Brenda Miller, RN;
and their research mentor, Paul Arnstein, RN. Their study will look at
“Storybook versus Traditional Education for Children (aged 2—7) and their
Families,” comparing materials produced by the American Academy of
Pediatrics with non-traditional reading materials.
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Interactive nursing research poster display

and doctoral consultation sessions
sharing nursing knowledge and best practices

As part of the MGH Nussing Research Expo, which included scientific sessions,
poster displays, oral presentations, and doctoral consultation sessions, members of the MGH nursing research
community came together to share, educate, inspire and foster interest in future nursing research.
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In a departure from
other Nurse Week
presentations, Van-
essa McClinchy’s
“Making the Au-
thentic Connection in
Service,” was short on
PowerPoint slides and
long on inter-personal
connections and self-re-
flection. McClinchy, an
education management
consultant, began by in-
troducing herself as ‘a fel-
low passenger,” explain-
ing she borrowed the
term from Charles Dick-
ens’ A Christmas Carol.
Dickens described Christ-
mas as: “...a good time:
a kind, forgiving, char-
itable, pleasant time:
the only time [ know of,
in the long calendar of
the year, when men and
women seem by one con-
sent to open their shut-up
hearts freely, and to think
of people below them as
if they really were fellow-
passengers to the grave.”
That set the tone for
McClinchy’s session in
which she talked about
MGH as a ‘sacred space,’
where the talented few
toil to provide care to the

Making the

‘authentic connection’

exploring ways to build culturally sensitive relationships

vulnerable. She recalled
the first time she cared
for a patient recounting
an incident in which the
doctor (in a patriarchal
medical system) made a
cultural faux pas, teaching
her early in her career the
importance of artful ne-
gotiation and cultural
sensitivity.

Said McClinchy,
“We’re all hardwired for
human connection. If
the Civil Rights Move-
ment taught me anything,
it’s that we’re all born, we
all live, and we all die.
What’s important is how
we roll in the interim. We
need to be our best so we
can do our best for our fel-
low passengers.”

McClinchy showed an
image of a prism and
asked attendees to think
of the prism in terms of
their interactions with pa-
tients and colleagues.
Each of us is comprised of
many facets just like a
prism. How do these fac-
ets inform our core values?
What facets are most im-

Education management consultant,

Vanessa McClinchy

portant to us? What facets
are still raw and need pol-
ishing? What facets would
you like to see reflected in
others? What facets are
most important as
we strive to care
for the vul-
nerable

among us? What facets do
we want to nurture and
develop to make ourselves
better clinicians and bet-
ter people?

Food for

thought.

Not a fan of the status
quo, McClinchy fre-
quently reminded attend-
ees, “We live to rock the
construct.” She chal-
lenged attendees to take
an introspective journey
to explore their own per-
spectives related to power,
privilege, justice, and di-
versity. What has each of
our journeys taught us
with respect to these four
standards?

McClinchy guided at-
tendees through an inter-
active exercise. She asked
all present to identify
their most significant ‘fac-
ets,” to answer the ques-
tions, What makes you,
you? What made you de-
cide to take this path in
life? What is important to
you? What hidden talents
do you possess? And how
do these facets of your be-
ing inform your percep-
tions of power, privilege,
justice, and diversity?

McClinchy got the
ball rolling. She urged at-
tendees to take these
‘seeds of thought’ and
keep the dialogue going.
Keep making that human
connection.
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Resourcefulness, reassurance reverse
need for restraints

— Dby Lisa Bouvier, RN, White 9, General Medical Unit

have always felt that

one of the blessings

of being a nurse is our

intimate exposure

to people—wonderfully
large volumes of diverse
people, presenting like
well written books given
to us by luck or fate de-
pending on your philos-
ophy. Each one is tem-
porarily brought to the
space called, White 9, to
be looked at, figured out,
fixed, patched-up, made
better, or made comfort-
able. We see so many sto-
ries that don’t exist for
people in other profes-
sions. Who would believe
us if we shared?

The morning I first
met ‘Kelly,” things started
off well. She had been ad-
mitted during the night
after being transferred to
MGH from an outside
hospital. I completed her
morning physical assess-
ment and administered
her medications without
issue. As is often the case
with house medical pa-
tients, Kelly came to us
with a single-line diag-
nosis that hardly covered

who she was and the road

she traveled to get here.
Based on the information
we had, the night-shift
nurse had initiated a 1:1
observer to create a safe
environment for Kelly.
The observer was very at-
tentive and knew when to
call for assistance.

As the morning pro-
gressed, a series of small
disappointments (four
boxes of Life cereal in-
stead of the requested
seven) began to unravel
Kelly’s coping skills. The
loss of control Kelly ex-
perienced coupled with
her unfamiliar surround-
ings prompted her behav-
ior to escalate. As Kelly’s
behavior escalated, it be-
came clear that important
pieces of her medical his-
tory were missing. These
missing pieces led to an
adverse event and pro-
longed hospitalization.

The team, includ-
ing Kelly’s nurses, physi-
cians, Police & Security,
the psychiatric clinical
nurse specialist, and Kel-
ly’s psychiatrist convened
to establish a plan for her
immediate safety. It was

quickly decided that she

would need restraints and
medication to calm her
and keep her and us safe.
Because I had begun to es-
tablish a connection with
her, I felt it important for
me to remain neutral and
attempt to provide com-
fort. I quietly reassured
her that she would be safe.
After much resistance, she
fell asleep.

At this point in her
care, Kelly was hysteri-
cal and very frightened;
she was unable to pro-
cess any information and
needed continuous sup-
port. The care team de-
cided that for her safety
and the safety of her care
providers, she should re-
main in restraints. In the
meantime we worked to
uncover the missing infor-
mation from Kelly’s med-
ical history and manage
her medical needs. For
the remainder of my shift
and the next day, Kelly re-
mained in restraints. | had
the following two days off
and when [ returned to
work, Kelly was still in re-
straints. While the team
had worked tirelessly to

formulate a plan for Kel-

ly’s safety, no definitive
plan for how to remove
the restraints was made.

While [ was away, a
plan to transfer Kelly to a
more secure environment
had fallen through. This
had been the only plan
to remove the restraints.
Now, even though Kelly’s
medical needs required
prolonged hospitalization,
her plan of care didn’t ad-
dress long-term needs or
alternative interventions,
which led to a prolonged
period of restraint.

Realizing the impor-
tance of getting Kelly
out of restraints, I made
it my absolute priority. [
set to work gathering all
the members of the team
who had worked so hard
to keep Kelly safe early
in her admission so we
could formulate a plan
to remove her restraints
while still maintaining
her safety. Through a col-
laborative effort of all care
providers, we determined
that Kelly would be the
most important partici-
pant in this plan.

With Kelly’s per-

mission, I involved her

mother in her care. Kelly
was very close with her
mother and talked with
her daily on the phone.
Having her mother rein-
force with Kelly our desire
to keep her safe seemed to
increase her participation
and compliance.

As I got to know Kelly
better, I was able to rec-
ognize her stress triggers
and set daily goals to max-
imize her success. I felt
that with the right behav-
ior plan she would be able
to come out of restraints
successfully. In collabora-
tion with the psychiatric
clinical nurse specialists,

I typed a chart with Kel-
ly’s daily goals for remain-
ing restraint-free, includ-
ing such things as hav-
ing her vital signs checked
and keeping the volume
of her voice contained

to her room. A gold star
would be placed next to
each task she successfully
accomplished. In order to
avoid the same pitfalls we
had encountered previ-
ously, and having no al-
ternative interventions in
place, the team decided

continued on page 22
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Learning by experience takes on new
meaning for Phillips 22 nurse

— by Minochy Delanois, RN, Phillips House 22, General Surgical Unit

harlie’ was a
66-year-old
man admit-
ted to Phil-
lips House 22 for surgi-
cal intervention of an ab-
dominal abscess. Charlie
had numerous medical is-
sues including a history of
prostate, renal, bladder,
and colon cancer. Charlie
had Type 2 diabetes, hy-
pertension and coronary
artery disease, and had
suffered an MI in the past.
When he was admitted,
Charlie was in fluid reten-
tion and had became ex-
tremely edematous in all
extremities due to numer-
ous DVTs that were later
detected via ultrasound.
I was one of Char-
lie’s primary nurses dur-
ing his three-week admis-
sion. Due to a number
of drains that had been
placed, Charlie experi-
enced back pain that radi-
ated to the insertion sites
of the drains. One partic-
ular day, he complained of
flank pain and requested
medication. Since I had

been caring for him al-

most every day for a cou-
ple of weeks, we found a
good PRN pain medica-
tion that provided Char-
lie with excellent pain re-
lief. We had been giv-

ing him 5mg/5ml Oxyco-
done elixir by mouth as
needed. When he called
for his pain medication,

[ checked the medica-
tion administration re-
cord (the green book) to
make sure this medica-
tion was still prescribed
for him and to make sure
he was due for it because
it was a PRN medication.
Once I verified everything
in his green book, I went
to the Med Room to pull
the medication from Om-
nicell and did the narcotic
count-back as directed.

[ poured the medication
into a clear measuring cup
and noticed that it was or-
ange. | had given Oxyco-
done many times before,
especially while caring for
Charlie, and I knew Oxy-
codone was red, not or-
ange. | immediately knew
something was wrong. |
smelled the medication

knowing what Oxycodone

smells like. I thought per-
haps the medication had
expired, which might
explain the difference
in color and smell, so [
checked the packaging for
the expiration date and
realized it was the wrong
medication: Neomycin,
not Oxycodone!

My first reaction
was complete shock be-
cause there was a wrong
medication in the nar-
cotic drawer. [ was more
shocked that Neomycin
came in the exact same
packaging (red container
with white cover) and
looked exactly like the
Oxycodone I had given so
many times before. [ re-
member thinking, “Oh
my God, I almost gave
the wrong med!” This pa-
tient had so many other
medical problems, the last
thing he needed was the
wrong medication. I was
so thankful I caught this
error before giving my pa-
tient this wrong medica-
tion. [ felt relieved that no
harm had come to my pa-

tient. I didn’t want this to

happen again, to my pa-
tient or any other patient,
so | immediately went
back in to the narcotic
drawer that contained the
Oxycodone and checked
every single one to make
sure they were all the
right medication. I saved
the Neomycin, showed it
to the other nurses, and
told my resource nurse
and nursing director what
had happened. We talked
about how important it is
to double-check medica-
tions because even though
they’re in the right
drawer, they might not be
the right medication.
Everyone was surprised
to learn this could hap-
pen. They were all con-
cerned about the safety is-
sue and thankful to have
learned from my experi-
ence instead of having to
find out for themselves.
I paged the pharmacist
covering our unit and in-
formed him about the in-
cident. I also filed a safety
report and discussed this
“near-miss” incident at
our monthly Quality &

Safety rounds so all nurses

were aware and informed.

One of the things I
learned from this experi-
ence was to trust your in-
stincts as a nurse. Even
being a somewhat new
nurse myself and not hav-
ing as much experience
as other nurses, | knew
enough about this med-
ication to know it didn’t
look or smell right, which
enabled me to double-
check and determine it
wasn’t the right medica-
tion.

One of the biggest
fears for a new nurse is
making a mistake, but this
experience showed me
that incidents like these
help me and other nurses
(even senior nurses) learn
how to prevent these mis-
takes from happening in
the future. I learned early
on from other nurses that
“once a mistake is made,
you'll learn from it and
never make the same mis-
take again.” I'm glad [
experienced that and
learned from it because it
is something I will never

forget.
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Accidents can happen no mater
how vigilant the care

—by Suzanne Fitzsimons, RN, Post Anesthesia Care Unit

t was a quiet Thurs-
day morning in the
Same Day Surgical
Unit, which is typ-
ical since cases start late
in the operating room on
Thursdays. I was asked to
have a chair set up in my
area for my first patient.
Mr. P arrived with the
OR nurse who reported
that Mr. P was a gener-
ally healthy, 75-year-old
man who had had a car-
pal tunnel release on his
left hand. Mr. P did not
receive any sedation or
anesthesia for this proce-
dure. He had what we call
a, “straight local,” mean-
ing his left hand and wrist
were numb at the site of
the procedure. These pa-
tients don’t require an es-
cort in order to leave the
hospital; they don’t re-
ceive any mind-altering
medications.
A few other nurses and
I got Mr. P settled in the
chair, took his vital signs,
which were normal, and

offered him something to

eat and drink. As [ was
getting his orders and dis-
charge paperwork to-
gether, Mr. P chatted with
me and a few other nurses.
He was an active man
who lived and worked lo-
cally. In fact, he was plan-
ning to walk to work after
the procedure. He talked
about his family and how
much he enjoyed skiing.

After reviewing dis-
charge instructions with
Mr. P, I told him he could
get dressed to leave. I let
him know if he needed
any help, especially with
buttoning or tying, I'd
be right outside the cur-
tain. Mr. P. replied that he
should be fine.

Moments later as 1
worked on my paperwork,
[ heard a loud thud. I im-
mediately opened the cur-
tain and found Mr. P on
the floor in a sitting po-
sition. Once I confirmed
that he hadn’t hit his
head, I asked what hap-
pened and he told me he
had sat on the arm of the
chair for balance as he put

his pants on. The arm of

the chair was a bit loose,
and he lost his balance
and fell to the floor. He
had fallen on his left side
and had tried to break
his fall with the hand on
which he’d just had sur-
gery. | asked if anything
hurt. His wrist was cov-
ered with blood. He said
his left hip felt uncom-
fortable. I told him not
to put any weight on his
left leg as the nurses and
[ helped him up and onto
a stretcher. The whole
time Mr. P kept apologiz-
ing, saying how embar-
rassed he was. We all re-
assured him that it was an
accident and he shouldn’t
apologize. We just wanted
to make sure he was okay.
[ felt terrible that this
had happened. [ notified
the surgeon about the fall
and the resident came to
assess Mr. P. He wrote or-
ders for X-rays of Mr. P’s
left hip, leg, and wrist.
The X-ray showed that
Mr. P had broken his hip
and would need to have it

surgically repaired. During

this time, Mr. P’s wife was
notified and came to the
hospital. We requested a
bed on an orthopaedics
unit, but unfortunately it
wouldn’t be ready for sev-
eral hours.

Mr. P’s wife arrived
and was very understand-
ing. She stayed by Mr. P’s
side until he was ready
to be transferred to the
unit. We did our best to
make them as comfort-
able as possible. We or-
dered lunch and offered
them reading materials.
Initially, Mr. P reported
no pain, but as the day
went on, he became in-
creasingly uncomfortable.
We started IV fluids and
morphine by patient-con-
trolled analgesia (PCA).
Eventually Mr. P’s pain
subsided.

Mr. P. left for the unit
around 5:00pm. He was
so gracious consider-
ing what had happened.
He thanked everyone
for their care and we all
wished him a quick re-

covery. [ wasn’t sched-

uled to work the following

day, but my nursing direc-
tor, visited him after his
surgery. Mr. P said he felt
pretty good despite hav-
ing spent an uncomfort-
able night.

In response to this in-
cident and other falls in
ambulatory surgery, a task
force was assembled to
look at our practice with
regard to patient falls in
the perioperative services.
The task force is a multi-
disciplinary group com-
prised of nurses, physical
therapists, physicians, case
managers, and OR admin-
istrators. After investigat-
ing the incidence of falls
in our area, a fall preven-
tion program was devel-
oped to identify patients
at risk for falling using the
Morse Fall Scale and am-
bulatory-specific fall-pre-
vention interventions.
Education has begun and
will be implemented in
perioperative services in-
cluding the Pre-Admis-
sion Testing Area and pre-

and post-op settings.
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Re-building relationship helps

ourteen years ago,

I came to MGH

with the hope

of expanding my
psychiatric and medical
practice to include medi-
cally complex psychiatric
patients, uniting my love
for both nursing special-
ties. I've had the oppor-
tunity to work with chal-
lenging patients enabling
me to grow professionally
and personally while de-
livering the highest stan-
dard of care.

Last year, along with a
nursing student, I volun-
teered to admit a transfer
patient from a local rehab
hospital who would chal-
lenge me to a higher level
than I have known in my
23 years of nursing. After
reading the discharge
summary, I quickly priori-
tized the plan of care, re-
viewed the many medical
and psychiatric diagnoses,
and made a tentative list
of treatment goals. All
this would change after I
completed the admission.

‘Sonya’ is a 39-year-
old woman, mother of two
boys, ages 9 and 6, with a
past psychiatric history of

‘transform’ suicidal patient

—Dby Mary McKinley, RN, Blake | | Inpatient Psychiatric Unit

major depression and bor-
derline personality disor-
der. She had also harmed
herself by setting herself
on fire earlier last year.
This was determined to
be probable psychotic de-
pression resulting in burns
over 35% of her body

on her face, neck, chest,
arms, and trunk, with per-
manent scarring of her vo-
cal chords resulting in a
permanent tracheotomy.
She also suffered scarring
that resulted in subglottic
stenosis requiring a nasal
gastric tube for nutrition.
Hepatitis C and c-diff coli-
tis were listed as ongoing
problems.

While at a local re-
hab hospital, Sonya ex-
pressed suicidal ideation
and attempted to discon-
tinue her tube feeds and
the antibiotics for her
pneumonia and c-diff in-
fection. Her parents were
conflicted about Sonya’s
wishes to stop treatment
and allow her to die. Her
major emotional support
was her friend, Joan, who
was described as some-
what intrusive and inter-

fered with Sonya’s treat-
Y

ment, according to her
hospital records.

During the interview,
[ had to sit close to hear
her, as Sonya was only
able to speak in a whisper
due to the laryngeal scar-
ring. This required tre-
mendous effort on my
part to keep a non-expres-
sive manner as Sonya was
quite disfigured, and I had
never seen anyone so se-
verely burned. Asking the
reason for her self-injury
was difficult but necessary.
Sonya spoke about the
events leading up to the
incident in which she re-
ported depression with in-
somnia, increased suicidal
ideation, verbal abuse
from her boyfriend, and
threats to have her chil-
dren removed by the De-
partment of Social Ser-
vices. She said her boy-
friend taunted her by say-
ing she was an actress and
was afraid to do anything.
Her response after the
event was, “I thought he
would rescue me.”

[ reviewed the safety
contract we ask all of
our patients to sign. [ re-

viewed the statistics of

suicide in families and
asked if this was the leg-
acy she wanted to leave
her children. This state-
ment was viewed as
threatening by Sonya,
prompting her to tell the
psychologist she didn’t
like me.

In the next few days, it
was decided that Sonya
would need a primary
nurse for continuity of
care and future treatment
planning. Although [ had
volunteered to admit So-
nya, [ was reluctant to be
her primary nurse because
her illness was close to
home for me for personal
reasons. My father, now
deceased, had lost his
voice to cancer 13 years
ago. My brother had died
from burns sustained
when he was 18 months
old. Growing up, my par-
ents had instilled a fear of
fire and burns in us and
insisted we perform regu-
lar fire drills at home. I
couldn’t see myself as So-
nya’s primary nurse. How-
ever, as no one else volun-
teered, I saw the need and

accepted the challenge.

This began my rela-
tionship with Sonya with
its many twists and turns.
First, there was a disagree-
ment with Sonya’s friend,
Joan, about being present
during wound care and
negative comments she
made about staff and qual-
ity of care. I politely asked
Joan to leave the room
and when she refused,
there was a verbal alter-
cation resulting in Joan
crying and leaving upset.
While meeting with the
social worker, Joan admit-
ted to feeling burdened.
She was trying to be So-
nya’s spokesperson but
felt overwhelmed and ul-
timately decided not to
visit for three weeks. I
apologized to Sonya and
asked if she thought we
might be able to work to-
gether and move beyond
this incident. For the next
few weeks, we began to
feel more comfortable
with each other and a
bond formed between us.

The weeks progressed,
and as her primary nurse
I became invested in her
recovery and emotional

continued on page 22
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‘Near miss’ leads to heightened
awareness and safer nursing practice

— Dby Christine Murphy, RN, White |2 Neuroscience Unit

eing a relative-
ly new nurse, 1
try to be very
cautious, ask

questions, and refer to se-
nior staff if [ need help.
Well, on this particu-
lar day, I came into work,
started my day as usual,
got report, looked in on
my patients, and checked
labs. One of my patients
had a hematocrit of 23.
The doctor was aware
of this and was trying to
reach the family to ob-
tain consent for a possi-
ble blood transfusion. At
the time, the patient had
only procedure consent,
and the doctor wanted to
touch base with the fam-
ily. The doctor wrote an
order that read, “Type and
Screen/2 units packed
RBC,” followed by an or-
der for “Crossmatch.”
When I looked at the or-
der for further clarifica-
tion, the instructions read,
“Crossmatch (RBCs) 2
units Start ASAP.” The
order seemed confus-

ing, so I asked a senior

nurse nearby to look at
the order with me. We
both interpreted the or-
der as, “Type/screen/cross-
match and transfuse 2
units ASAP” So I called
for the blood to be sent to
the unit. When the blood
arrived, the same senior
nurse agreed to assist me
in verifying the order, ver-
ifying the consent and
sample type, and hanging
the blood.

After completing the
process, we brought the
blood into the room and
got everything ready. The
senior nurse and I went
through the whole verify-
ing process again and one
unit packed RBCs (red
blood cells) was hung.
There [ was thinking,
“This day’s going okay.
All medications are out,
patients are bathed and
up in their chairs, blood
hung. Great job!” Lit-
tle did I know that things
were about to come to a
screeching halt.

About an hour later,
the doctor approached me

and asked me something.

(I don’t remember the
specific question, but it
was something that made
me realize that he hadn’t
intended for the blood

to be hung.) I remember
thinking, “Oh my God!
How could you! I'm quit-
ting!” My heart stopped.
After the blood returned
to my vital organs, I ran
to the patient’s room and
shut off the blood. I didn’t
know where to begin or
what to do. I remember
thinking I was never go-
ing to be a nurse again af-
ter this. I kept re-playing
the incident in my head
trying to figure out where
[ went wrong. When I
told the doctor about the
incident, he said he only
put in the order so every-
thing would be ready if
they decided to transfuse,
not to actually transfuse
the patient.

So, what did I learn?
No matter how long
you’ve been a nurse,
you’re going to make mis-
takes. The mistake, or
misinterpretation, was not
only made by me but also

by the senior nurse and

the doctor. One order was
interpreted in two ways by
two different people, put-
ting the patient at risk for
harm. Fortunately, this pa-
tient was fine. Because

we went through the cor-
rect verification process,
the patient received the
correct blood type and no
harm came to her.

After completing a
safety report and notifying
my nursing director and
clinical nurse specialist,
the clinical nurse special-
ist notified the Center for
Quality & Safety. They
agreed that the order had
been unclear. The direc-
tors of the Blood Transfu-
sion Service and IV Ther-
apy were notified. Af-
ter reviewing this situa-
tion with others, I learned
that ordering and obtain-
ing blood is a three-step
process: first, type and
screen; second, type and
cross; and third, an order
to transfuse.

The notation, “Start
ASAP” had confused not
only me but also my se-

nior nurse colleague. We

shared our feelings about
the incident with the
medical director of the
Blood Transfusion Ser-
vice for further follow-

up and raised awareness
among nurses on the unit
for the potential for mis-
interpretation. This expe-
rience reinforced how im-
portant it is to read every-
thing carefully and dou-
ble check before you pro-
ceed whenever you have
doubts.

So what I had thought
was going to be the last
day of my short-lived
nursing career actually
turned out to be a learn-
ing experience that made
me a better nurse. I realize
that even though a mis-
take was made, what’s re-
ally important is what we
learned and that the pa-
tient wasn’t harmed. It’s
so important when a mis-
take is made to ask our-
selves, What did we learn
from this, rather than
blaming ourselves or look-
ing for someone else to

blame.
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Trusting your instincts can help
avert adverse events

—by Alexa O"Toole, RN, Blake 13 Newborn Nursery

was in a postpartum
mother’s room at
about 1:00am taking
vital signs on a baby
when I noticed the baby
was jaundiced. The mom
had opted for early dis-
charge, and the baby had
had a transcutaneous bi-
limeter screening (TCB)
to test for jaundice about
four hours earlier. I turned
the lights on to make a
better assessment. The in-
fant was jaundice to the
abdomen, which is more
than you'd expect for an
infant 24 hours old.
The mother asked if
the baby’s vital signs were
normal. [ reassured her

that they were, but the

baby’s skin looked a lit-
tle yellow and I was con-
cerned about jaundice.
I wanted to do another
screening before the baby
went home. I let the
mother know [ was go-
ing to need to measure
the baby’s bilirubin again
and I'd be right back with
the screening tool. I told
the mother that the TCB
results were high and I'd
need to draw blood to ver-
ify the reading. I asked
mom if she’d like to ac-
company me to the nurs-
ery, but she preferred to
wait in her room.

When I brought the
baby to the nursery, the

nurse

and resource triage nurse
were assessing another in-
fant. I discussed my baby
with them and let them
know [ had performed an
early TCB. (All newborns
routinely have a TCB at
36 hours of life.) They
thought this was appropri-
ate. The TCB was 10.9,
and our policy states that
anything over 9 requires

a serum bilirubin. I paged
the neonatologist and we
drew a serum bilirubin.
The serum bilirubin was
14.9 which placed the in-
fant at high risk for devel-

oping severe hyper-

bilirubinemia. Hyperbili-
rubinemia occurs due to a
baby’s inability to metab-
olize bilirubin. The lack of
metabolism causes an ex-
cessive amount of biliru-
bin to accumulate in the
baby’s blood, which can
result in brain damage or
a number of other disabil-
ities.

[ paged the pediatri-
cian and let her know the
results. The neonatolo-
gist wanted the baby ad-
mitted to the Transitional
Care Nursery. The neo-

natologist discussed with

the mother that
her baby would

need to be placed in an
isolette under photother-
apy lights. The mother
came to the Level I Nurs-
ery. Mother and baby
were brought into the
Transitional Care Nursery
(Level IT) where the baby
had serial serum bilirubins
to monitor for an increase
in bilirubin.

The infant did well
and continued to progress
normally. After three days
the bilirubin decreased
to normal levels, and the
baby was discharged. |
learned that as a nurse
you need to trust your in-

stincts and assessment

y "

5

Barbara Mackoff (back
left) with nurses who
read safety narratives
(Front row I-r): Mary
McKinley, RN; Christine
Murphy, RN; Alexa
O'Toole, RN: Lisa
Bouvier, RN: and Suzanne
Fitzsimons, RN.
(Back row): Minochy
Delanois, RN; Bernadette
Warren, RN: and
Kerri Tyman, RN.
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Recognizing mistakes as opportunities
to enhance patient care

— by Bernadette ‘Bernie’ Warren, RN, Same Day Surgical Unit

t was a typical day
in the Same Day
Surgical Unit. Mr.

C arrived and
checked in with the oper-
ations associate at the re-
ception desk at 9:30am for
a right carotid endarterec-
tomy scheduled for 11:30.
All patients having sur-
gery who aren’t inpatients
come through the Same
Day Surgical Unit to be
admitted the day of their
surgery. Depending on the
operating room schedule,
the volume of patients en-
tering the unit can vary
(up to 60 patients at a
time) and the waiting area
can get crowded. On ar-
rival to the unit patients
check in, complete paper-
work, and are often asked
to be seated until a pa-
tient care associate can es-
cort them to the dressing
room to change into a
hospital gown. Sometimes
patients need additional
tests on the day of surgery.
The normal process is to
have the order, patient la-
bels, and lab slips in the
patient’s chart so the pa-

tient care associate can

complete the phlebotomy.
Usually one patient care
associate is assigned to
draw blood for the day,
which is done in an area
on the unit where there’s
a reclining chair and phle-
botomy supplies. On this
day, Mr. C met patient

care associate, Cindy, who

modates four stretchers
and one chair. One role of
pre-op nurses is to inter-
view and perform a com-
plete admission assess-
ment on patients prior to
surgery. Usually, the nurse
goes to the waiting room
and meets the patient and

completes a pre-operative

On this day, pre-op
nurse, Marianne, inter-
viewed Mr. C by review-
ing his health history,
completing a nursing as-
sessment, and confirming
that the ordered blood
work had been drawn.
The patient noted how

‘busy’ it seemed with a

Now, each pre-operative patient is assigned a primary nurse

who attends to all aspects of his or her care in the pre-operative setting

until transfer to the operating room. In the event the primary nurse is not

available, an associate nurse is assigned to the patient, as well.

wrote down his escort in-
formation and assisted Mr.
C in changing into his
hospital gown. A lab slip
for a STAT PT/INR was
in the front pocket of the
chart. Mary, the patient
care associate who was as-
signed to do blood work
that day, took Mr. C to
the lab area to draw his
blood. After the blood
was drawn Mr. C returned
to the waiting area to sit
with his family.

The Main Operating
Room pre-op area is a

small room that accom-

assessment in one of the
interview rooms. After
the admission assessment
is completed, the patient
usually returns to the
waiting room until they’re
put ‘on call’ to limit over-
crowding of the pre-op
area. When a patient is
put on call, he’s escorted
to the pre-op area either
by a patient care associate
or a pre-op nurse. The pa-
tient is then put on a
stretcher and the trans-
porter from the operating
room transports him to

the operating room.

very crowded waiting
area. Marianne confirmed
that it was a high-volume
area with anywhere from
100 to 120 patients every
day. She reassured him
that if he felt he might
need anything or had
questions he could speak
to the operations associate
and the liaison nurse
would be called to assist
him.

Mr. C returned to the
waiting area with his fam-
ily. It’s common for pa-
tients to spend up to two

hours in the waiting area.

This can be stressful as pa-
tients anticipate their sur-
gical procedure and see
other patients taken to
the operating room. At
12:15, pre-op nurse, Julie,
received a phone call from
the operating room letting
her know that Mr. C was
on call and the surgeon
was requesting a STAT
PT/INR. Julie collected
the appropriate lab slips
while a third patient care
associate, Kristy, went to
get Mr. C. He said good-
bye to his family and
Kristy brought him back
to the pre-op area. Kristy
proceeded to draw his
blood for the second time.
After the blood was sent,
Mr. C asked if there had
been a problem with the
blood that had been
drawn earlier. Kristy, ap-
propriately, asked Julie to
see if Mr. C had had blood
drawn already. During this
discussion, Marianne re-
turned from lunch and
overheard the conversa-
tion. She confirmed that
Mr. C did have a STAT
PT/INR drawn upon ad-

continued on page 24
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Near-miss scenario points to need

y name is
Kerri Tyman
and I am a
staff nurse
in the Medical Intensive
Care Unit (MICU). Since
2007, I have assumed the
role of resource nurse on
both the day and night
shifts. The resource
nurse works in collabo-
ration with the medi-
cal team’s on-call ju-
nior resident, the nurs-
ing triage supervisor,
staff nurses, and sup-
port staff to coordinate
patient admissions and
discharges from the unit.
If the MICU were a play-
ing field, the resource
nurse would function as
both a team captain and a
mid-fielder as she leads
the team to accomplish a
goal while at the same
time backing up her team-
mates.

When I am the re-
source nurse, | don’t have
a patient assignment.
spend the majority of my
time supporting nurses
caring for the sickest pa-
tients, answering clini-

cal questions, and trou-

for better communication

—Dby KerriTyman, RN, Medical Intensive Care Unit

bleshooting clinical is-
sues. As you can imag-
ine, good communication
skills are necessary to ef-
fectively execute the re-
sponsibilities of a resource
nurse and maintain a safe
and efficiently run envi-

ronment. During a recent

completed their work
were helping co-workers
who had admitted a sick,
young woman at 2:00am.

When [ found the
night-shift resource nurse
she said, “Boy, am I glad
to see you! I hope you

wore your roller skates be-

tient’s room to see how

I could help her nurse.
The young patient was
an otherwise healthy, ac-
tive mother of two who
was inexplicably in sep-
tic shock and fighting for
her life. As several nurses,

doctors, and I worked to

This scenario taught me to slow down and take the time

to think. | need to look at the big picture and communicate

my needs to others while paying close attention to clinical details.

In the struggle to prevent near-miss errors, the best

communication is ‘over-communication.

day shift, I was the re-
source nurse when a series
of miscommunications led
to a near-miss error and a
delay in the delivery of a
patient’s care.

I walked through the
doors of the MICU at
6:50 on a Tuesday morn-
ing, and right away I
knew it had been a tough
night. The nursing sta-
tion was deserted, and the
computer stations were
empty. No one was work-
ing on their shift notes.
Nurses were finishing up
their work in patients’

rooms and those who had

cause you're going to be
busy.” As I took report
from her, I learned that
four of our 16 patients
were critically ill requir-
ing 1:1 nursing care. Sev-
eral patients were sched-
uled to have invasive pro-
cedures at the bedside and
several more were sched-
uled to travel off the unit
for CT scans. I glanced

at the roster of nurses for
the day and was reassured
that I would be working
alongside a dream team
of MICU nurses. As soon
as report ended, I went

straight to the new pa-

stabilize her, a surgeon ex-
amined the young woman
and announced that im-
mediate surgical inter-
vention was necessary. In-
stantly, we prepared her
for the operating room
and she was whisked away.
With the most crit-
ically ill patient off the
unit, I sought out each
nurse and asked if I could
help with anything or if
they had any questions or
concerns | could follow
up on. As I talked to the
nurses and looked in on
their patients, I received a

call from the nursing tri-

age supervisor about Mr.
‘Jones,’ a 72-year-old man
who wasn’t doing well on
a medical unit and needed
to come to the MICU im-
mediately. The supervisor
explained that Mr. Jones
had recently undergone
radiation, chemotherapy,
and surgery to treat laryn-
geal cancer. He was in re-
spiratory distress and be-
ing supported on BiPap
(a type of non-invasive,
positive pressure oxygen-
ation and ventilation).
The doctors and nurses
on the medical unit were
concerned that Mr. Jones
might require intubation
or insertion of a breathing
tube to maintain an ade-
quate airway. Given Mr.
Jones’ treatment for la-
ryngeal cancer, there was
a high likelihood that he
would be difficult to in-
tubate due to anatomi-
cal changes in his airway
from radiation and sur-
gery. | told the supervi-
sor that our unit was full
and [ would only be able
to admit Mr. Jones after

a patient who was being
moved to another medi-

continued on page 23
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that frequent checks by
Police & Security would
reinforce our desire to
keep her safe and demon-
strate our commitment to
enforce the new plan.

[ felt it was important
that Kelly’s care be deliv-
ered by the same staff who
would be able to remain
calm despite her challeng-
ing behavior. If my nurs-
ing intuition was cor-
rect, Kelly would succeed.
I shared my thoughts
with a hesitant medical
team — they didn’t want
a repeat of the events that
led to Kelly’s prolonged
hospitalization. With all
team members on board,
the details of the plan
were explained to Kelly
and we moved forward.

With the involvement
of Kelly’s mother, the care
team began to feel more
comfortable with Kelly
and came to know some
of the details of her life.
She liked to draw and
loved to sing loudly to soft
rock music. She enjoyed
laughing and telling us
funny stories (albeit with
a slight twist). She con-
fided that she had a friend
at her group home and
she wanted to go back.
Kelly was delighted to
tell us of her plan to buy

a new blue comforter and

posters for her room. She
actually laughed and be-
came very animated with
her nurses.

As it turned out, gold
stars were the driving
force behind Kelly’s suc-
cess. She quickly accu-
mulated a plethora of
gold stars, her restraints
were removed, and she
was soon discharged from
White 9.

Sometimes our suc-
cess is marked by nothing
more than simply giving
witness to someone’s jour-
ney and providing a safe
place to be acknowledged
and cared for. Sometimes
our success is lined with
lessons learned through
our mistakes.

After many years in
nursing, I’ve come to be-
lieve there is no invisible
barrier between me and
my patients. Our life cir-
cumstances could be in-
terchangeable. We’re
all moving together in
the same quick forward
flow of life toward some-
thing most of us haven’t
yet figured out. And if
my hunch is true, if we
haven’t figured out where
we're flowing, then the
way we travel on this jour-
ney has to be open-ended
and subject to personal in-

terpretation.
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well-being. With the
help of our psychologist,
we developed a treat-
ment plan to address So-
nya’s suicidal ideation
using dialectical be-
havioral skills. This in-
cluded making a list of
statements that all staff
could use when speak-
ing to her to help with
her emotional dysregu-
lation. The treatment
plan, which was devel-
oped with input from So-
nya, included set times
for meals, medications,
burn care, and group ac-
tivities. This helped pro-
vide consistent care and
build a trusting rela-
tionship. I reviewed the
plan with staff (includ-
ing off-shift staff) to in-
crease everyone’s comfort
when working with her.
This helped Sonya be-
come more comfortable
working with a variety of
nurses.

Sonya’s medical needs
were a constant issue on
our unit. Sonya became
increasingly uncertain
about “wanting to live
looking like this.” She
would say, “I don’t know
if [ have what it takes to
do what I need to do.”
Her suicidal ideation was
always ‘the elephant in

the room.’

Sonya experienced
several pneumonia infec-
tions, elevated tempera-
tures, persistent c-diff in-
fections and nutritional
setbacks. In the past, So-
nya had struggled with an
eating disorder and the
need to be thin. While on
the unit, she had two re-
vision surgeries; her acu-
ity of care was high, often
physically and emotion-
ally exhausting for both
Sonya and me.

Sonya’s nutritional
status was dependent on
her tube feeding and pro-
tein drinks. The idea of
introducing other foods
and eventually discon-
tinuing the tube was in-
troduced by her dietician
and speech-language pa-
thologist. I made protein
shakes and brought Sonya
soft-serve ice cream. Af-
ter nine months, her nasal
gastric tube was removed
and her weight was stabi-
lized by eating soft solid
foods.

As Sonya began to
feel more comfortable and
started to accept her ap-
pearance, we took daily
walks off the unit to get
her used to being around
people, to accept herself
with distress tolerance,
and to start thinking
about living outside the

hospital. During this time,

[ arranged for Sonya’s dog
to be brought to the hos-
pital for a visit. Interact-
ing with her dog outside,
laughing and smiling, was
very therapeutic for her.
As we sat watching cars
go by, I realized that she
knew enough about cars
to be a car salesman! She
was able to forget her fears
for a short time and be at
ease.

Five months after be-
ing admitted, Sonya’s
medical needs have stabi-
lized and she has had two
successful plastic surger-
ies. Though she continues
to talk about fleeting sui-
cidal ideation, she has not
acted on these. She con-
tinues to work in ther-
apy on emotion regula-
tion, improving her cop-
ing skills, re-uniting with
her children, and transi-
tioning to an outpatient
facility with psychiatric
follow-up.

As Sonya has grown, |
have been amazed by her
endurance, self-reliance,
and capacity to man-
age her feelings. As her
physical appearance has
changed, she has started
to receive compliments
and this brings a big grin
to her face. When this
happens, I feel a warm
glow knowing I was a part

of her transformation.
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cal unit was transferred.
The supervisor explained
that Mr. Jones was “tiring
out” after being placed on
BiPap roughly four hours
ago at 8:00am. I agreed
that Mr. Jones needed to
come to the MICU right
away. I told her I would
take nursing report from
the medical unit and ad-
mit Mr. Jones myself until
another MICU nurse was
able to transfer our pa-
tient off the unit.

I knew the MICU was
a bit chaotic that day, but
[ felt I needed to help tri-
age Mr. Jones to an ICU
environment quickly.
When the medical nurse
called to give me report,
she said that although
the doctors had writ-
ten an order for Mr. Jones
to be placed on BiPap at
8:00am, due to a miscom-
munication between the
medical residents, respira-
tory therapists, and nurses,
Mr. Jones had not actually
started BiPap until 11:00.
Mr. Jones was struggling
to maintain oxygenation
above 85% on a 100%
non-rebreather mask. The
nurse told me that as Mr.
Jones had worked harder
to breathe, his mental sta-
tus had declined and he
had become lethargic. Mr.

Jones was now nearly un-

responsive and his family
was on their way and not
able to be reached by tele-
phone. The nurse and I
reviewed Mr. Jones’ vital
signs and laboratory infor-
mation. She told me Mr.
Jones’ most recent blood
sugar was 65 and the med-
ical team didn’t want him
to receive any [V glucose
as they worried additional
fluid in Mr. Jones’ vascu-
lar system might overload
his lungs and make his
breathing worse. I asked

the nurse if the medi-

meter) and brought it

to the room Mr. Jones
would soon occupy, I wor-
ried I wouldn’t be avail-
able to help the critically
ill woman’s nurse settle
her patient in upon return
from the operating room.
A moment later, one

of the nursing supervi-
sors and a senior resident
rolled through the dou-
ble doors of the MICU
with Mr. Jones. Mr. Jones
looked awful. His chest
heaved violently with ev-

ery breath.

blood sugar on the med-
ical unit and worried it
might be contributing to
his poor mental status.
The supervisor said she
was unaware of Mr. Jones’
most recent blood sugar.

The patient care associate

announced that Mr. Jones’

blood sugar was 60. The
MICU resident asked me
to give Mr. Jones an amp
of 50% dextrose in water
via [V push. As soon as
the dextrose was delivered
intravenously, Mr. Jones

opened his eyes slightly

Reflecting back on this day, | see several examples of

near-miss errors. A series of seemingly isolated actions were brewing

to create a “perfect storm” of errors. .. | felt tension between my need

to support my fellow MICU nurses in their clinical assignments

and the need to transfer Mr. Jones from the medical unit.

cal resident would order a
concentrated intravenous
push of dextrose so Mr.
Jones could receive some
sugar without additional
fluid. The nurse replied,
“No, the doctor says it’s
fine. The MICU can deal
with his sugar and fluid is-
sues when he gets there.”
I hung up the phone
and looked at the clock. It
was 12:30. The critically
ill young woman would
soon return from the oper-
ating room. As I grabbed

a glucometer (blood sugar

[ tried to put him at
ease. “Hello Mr. Jones,”
[ said. “My name is Kerri
and [ am going to be your
nurse here in the Medical
Intensive Care Unit. How
does your breathing feel?”

Mr. Jones didn’t an-
swer me or open his eyes
when I spoke to him.
Right away, I asked one of
our patient care associates
to check his blood sugar.

The nursing supervi-
sor asked why I was get-
ting a finger stick. I told

her about Mr. Jones’ low

and was able to answer
some questions. Less than
15 minutes later, Mr.
Jones was more alert and
had a blood sugar of 145.
After assessing that
Mr. Jones was oriented to
himself, his surroundings,
and his situation, the
MICU resident and [ ex-
plained that we thought
he had an aspiration
pneumonia and he would
likely need a breathing
tube inserted. I was very
relieved that Mr. Jones

was able to communicate

with us. Although his wife
was his healthcare proxy,
we had been unable to
reach her by phone. It was
very important that we
knew whether or not Mr.
Jones would want to be
intubated and/or receive
other life-sustaining mea-
sures. Mr. Jones confirmed
that he would want to be
intubated for a short pe-
riod of time for treatment
of his pneumonia.

Next, Anesthesia was
called to evaluate Mr.
Jones for intubation. The
anesthesiologists decided
it would be safer to intu-
bate him in the operating
room and I accompanied
Mr. Jones to the operating
suite.

Reflecting back on this
day, I see several exam-
ples of near-miss errors.

A series of seemingly iso-
lated actions was brewing
to create a “perfect storm”
of errors. First, the MICU
was exceptionally busy
that day, and I had vol-
unteered as the resource
nurse to admit a patient
myself. I felt tension be-
tween my need to support
my fellow MICU nurses in
their clinical assignments
and the need to transfer
Mr. Jones from the medi-
cal unit. Though I felt jus-

continued on page 24
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mission. Unfortunately, Mr. C
had received an unnecessary sec-
ond venipuncture due to a lack
of communication and a lack of
‘hand-off’ reporting.

Mr. C grew increasingly anx-
ious and concerned about his
care. He began to question his
confidence in a large system.
Marianne apologized for putting
Mr. C through an unnecessary
blood draw. She assured him that
both his blood tests showed his
PT/INR were within normal lim-
its. Mr. C was satisfied that his
blood tests were normal, but dis-
appointed he had had to endure
an unnecessary blood draw. Mr.
C proceeded to the operating
room without any further inci-
dent. Marianne felt badly that
Julie hadn’t known that Mr. C’s
lab work had already been com-
pleted. Julie felt she had been
following the doctor’s orders
while providing appropriate pa-
tient care. In this case, care in-
volving more than six staff mem-
bers resulted in unnecessary addi-
tional testing and dissatisfaction
for both patient and staff.

As a result of this situation,
Marianne organized a group
of nurses along with our team
leader and nursing director to in-
vestigate continuity-of-care is-
sues among pre-op patients. It
seemed natural to adopt a prac-
tice model that promotes ac-
countability, streamlines care,

and ensures effective communi-

cation such as the primary nurs-
ing model.

[ was excited to assist in de-
veloping and implementing the
primary/associate nursing model
for our pre-op unit. Primary nurs-
ing helps achieve consistent,
comprehensive, holistic care
and facilitates communication
among all team members. Now,
each pre-operative patient is as-
signed a primary nurse who at-
tends to all aspects of his or her
care in the pre-operative set-
ting until transfer to the operat-
ing room. In the event the pri-
mary nurse is not available, an
associate nurse is assigned to the
patient, as well. The associate
nurse receives a full report from
the primary nurse prior to assum-
ing care.

Prior to implementing these
measures, several staff members
interacted with each pre-op pa-
tient. This often required pa-
tients to repeat their story as in-
formation wasn’t communicated
from one provider to the next.
Our new practice model has had
a positive effect on accountabil-
ity, continuity of care, and pa-
tient- and staff-satisfaction. We
are better able to “know” our pa-
tients and their needs. This is a
good example of clinicians tak-
ing risks to turn a sub-optimal
patient-care situation into an op-
portunity to enhance patient

care.
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tified in admitting Mr. Jones to
the MICU, [ also felt guilty that
I wouldn’t be available to ade-
quately help my fellow nurses.

Second, Mr. Jones’ treatment
with BiPap had been delayed
several hours due to a perceived
miscommunication among care-
givers on the medical unit. Dur-
ing this three-hour lapse, Mr.
Jones’ condition deteriorated
and he eventually had to be in-
tubated in the operating room.

[ can’t help but wonder if Mr.
Jones might have staved off intu-
bation if he had been ‘rested’ on
BiPap sooner. While some prac-
titioners assumed Mr. Jones’ de-
cline in mental status was re-
lated only to his worsening ox-
ygenation and ventilation, it
seems that his low blood sugar
was also a major contributing
factor. In fact, the nursing super-
visor who transported Mr. Jones
to the MICU followed up with
me later to say she was disturbed
that there hadn’t been an ear-
lier intervention to correct Mr.
Jones’ hypoglycemia. We both
speculated about what would
have happened if Mr. Jones had
remained unresponsive and un-
able to tell us his wishes around
intubation.

This situation will affect my
clinical practice in several ways.
Overall, Mr. Jones received the
appropriate treatment and ther-
apy for his clinical diagnosis;
however, I'm troubled by the
thought that perhaps he could

have avoided intubation. I am
also bothered by the delay in cor-
recting his blood sugar. What

if the scenario had been differ-
ent and Mr. Jones hadn’t wanted
to be intubated? What if he had
received a breathing tube be-
cause neither he nor his health-
care proxy was available to ar-
gue otherwise?! I think Mr. Jones’
journey from the medical unit to
the MICU could have been im-
proved with more explicit com-
munication among the inter-
disciplinary team. I believe Mr.
Jones should have been fitted for
a BiPap mask in a timely man-
ner. [ should have communi-
cated my feelings of being over-
whelmed to the nursing triage
supervisor so she could have sent
additional staff to support the
other nurses in the MICU. In
rushing to move from one criti-
cal epicenter to the next, there
is a danger that we miss details,
such as overlooking a low blood-
sugar value. I should have in-
formed the nursing supervisor or
the medical resident of the lab
value prior to Mr. Jones’ transfer
from the medical unit.

This scenario taught me to
slow down and take the time to
think. I need to look at the big
picture and communicate my
needs to others while paying
close attention to clinical details.
In the struggle to prevent near-
miss errors, the best communica-

tion is ‘over-communication.’
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2009 Nursing Spectrum Nursing
Excellence Awards

his year, two
MGH nurses
received re-
gional Nurs-
ing Excellence awards
from Nursing Spectrum,
making them eligible to
be considered for Spec-
trum’s National Nurse of
the Year in the fall. Grace
Good, RN, nurse practi-
tioner and leader of Team
5, was selected in the cat-
egory of Clinical Care Ex-
cellence, and Adele
Keeley, RN, nursing direc-
tor of the Medical Inten-
sive Care Unit, was recog-
nized for Excellence in
Management.

Nursing Spectrum Ex-
cellence Awards recognize
the extraordinary con-
tributions nurses make
to patients, to one an-
other, and to the profes-
sion of nursing. Nurses
from throughout New
England are nominated in
six categories: Advancing
and Leading the Profes-
sion, Clinical Care, Com-
munity Service, Manage-
ment, and Mentoring and
Teaching.

In Good’s letter of

nomination, colleagues

wrote, “Grace is an ex-
traordinary person and
clinician. She is a highly-
skilled, compassionate,
critical thinker, a collab-
orator who consistently
displays the highest ethi-
cal standards, and the ul-
timate patient advocate.
What defines Grace is her
commitment to the dis-
enfranchised. She has
the ability to look be-
yond complex diagnoses
and life circumstances to
establish a level of trust
with patients that fosters
positive outcomes.

“Several years ago,
Grace envisioned a multi-
disciplinary team that
would specialize in the
care of psycho-socially
complex patients. Now a
reality, “Team 5’ provides
early intervention, en-
sures continuity of care,
and brings a unique exper-
tise to the care of this spe-
cialized patient popula-
tion. Grace has shared her
innovative Team 5 model
with colleagues around
the country.”

Colleagues described
Keeley as, “A calm, cool,

compassionate profes-

Adele Keeley, RN
nursing director; Medical Intensive Care Unit

sional whose manner and
clinical judgment comple-
ment a managerial prac-
tice grounded in patient-
and family-centered care.

“Adele recognizes
the importance of bring-
ing patients, families, and
caregivers closer together.
Before it was ‘fashionable,’
Keeley did away with for-
mal visiting hours giving
families 24-hour access to
their loved ones and the
care team.

“Recently, the MICU
was one of four national
sites to receive fund-
ing from the Robert
Wood Johnson Founda-

tion to merge palliative

and critical care cultures
in a quality demonstra-
tion project. Part of their
charge was to communi-
cate their findings to na-
tional workgroups and be-
gin to address challenges
in traditional care mod-
els. Adele and the princi-
pal investigators from the
other three sites presented
their findings and devel-
oped a strategy to dissem-
inate best practices to the
larger critical care com-
munity. Some of the prac-
tices they shared included
open visiting hours, Eth-
ics Rounds, and the work
of palliative care nurse
champions as change

agents. Adele made a con-

Grace Good, RN
nurse practitioner and leader of Team 5

certed effort to challenge,
empower, involve, and
engage her staff nurses

as leaders and drivers of
change.”

Patient Care Services
congratulates Good and
Keeley as well as the other
New England regional fi-
nalists from MGH: Diane
L. Carroll, RN (Mentor-
ing); Lin-Ti Chang, RN
(Community Service);
Stephanie Ennis, RN
(Clinical Care); Joanne
Kaufman, RN (Manage-
ment); Amanda Stefan-
cyk, RN (Advancing and
Leading the Profession);
and Kerri Tyman, RN
(Mentoring).
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Consumer Assessment of
Healthcare Providers and
Systems) data shows a less
than 80% approval rating
of care provided. Those
scores are good, but being
‘good’ isn’t good enough.

We want to be great.

Align behaviors with goals
and values

This past year, we wanted
to move from good to
great in the area of clean-
liness of our environment.
We went to our unit ser-
vice associates and oper-
ating room associates and
they accepted the chal-
lenge. They showed us
they want to provide ex-
cellent patient- and fam-
ily-centered care; they
want to have an environ-
ment of care they can be
proud of.

Studer tells us, “This
great work, these great
outcomes, start with a
commitment to pur-
pose, worthwhile work,
and making a difference.”
[ was struck by the con-
nection between our out-
comes and the feedback
you provided in our recent
Staff Perceptions of the
Professional Practice En-
vironment Survey. Your
scores around motivation
were exceptional.

One very motivated
group worked tirelessly
this past year on EMAPPS.
Working with project

leader, Rosemary O’Malley,
RN, nurses, physicians,
Information Systems staff,
and Pharmacy colleagues
came together to enhance
patient safety with the im-
plementation of our new
electronic medication sys-

tem.

Build a culture around
service

Building a culture around
service involves connect-
ing organizational val-
ues to actions. One area

of improvement identi-

and partnership through
Presence. Using this pro-
active, multi-faceted in-
tervention we can min-
imize the risk of patient

falls and adverse events.

Measure the important
things

Measuring supports the
achievement of desired
behaviors. It is exciting
when goals are achieved.
Measuring promotes in-
dividual accountability
and helps us know when

systems are working. We

“A nation, as a society, forms a moral
person, and every other member of it is
personally responsible for his society.”

—Thomas Jefferson

fied in our patient-satis-
faction survey was respon-
siveness. Patients want us
to be more attentive in
addressing their pain and
comfort. They want more
assistance with personal
care and they want to be
involved in their medica-
tions and treatment plans.
To better serve our pa-
tients, we have devised a
plan to improve respon-
siveness. We call it The
7 Ps. When clinicians
check on patients, every
interaction should include
an evaluation of: Person,
Plan, Priorities, Personal

Hygiene, Pain, Position,

measure to align leader-
ship and employee behav-
iors and drive outcomes.
Our Hand Hygiene
Program is a perfect il-
lustration. Hand-hygiene
data gives us the ability
to develop strategies for
ongoing improvement.
No one understands that
more than Pauline Al-
brecht, RN, and her col-
leagues in the Same Day
Surgical Unit who created
The Cal Stat Rap, a truly
original, fun, and inspira-
tional video that literally
‘sings’ the praises of good
hand hygiene. Thank-

you, Pauline.

Create and develop leaders
In order for an organiza-
tion to be great, it has to
have great leaders. We are
fortunate at MGH that
every nurse takes his or
her leadership role seri-
ously.

We are committed
to providing opportuni-
ties to develop leadership
skills. One shining ex-
ample of that is our own
Deb Washington, RN, di-
rector of PCS Diversity.
Deb began her career as a
staff nurse. The first day I
met her, I knew she was a
great leader. She has been
instrumental in advancing
our diversity agenda, and
just last month, she was
the inaugural recipient
of the Boston Ad Club’s
Change Agent Award.

Let me read an ex-
cerpt from her acceptance
speech:

“Diversity is where
each of us sees our indi-
vidual self worth in oth-
ers. Where our efforts are
not just process. .. but out-
comes. Where we un-
derstand what it means
to have equal opportu-
nity to hurdle obstacles
of the same philosoph-
ical height.... obstacles
that have not been con-
structed or defined by one
group’s social experience.
The idea of inclusion is
about the art, not the
want of dreams.”

Focus on employee

satisfaction

It’s no secret that satisfied

employees are motivated

to do a better job. Satis-

fied employees want:

® o believe the organiza-
tion has the right pur-
pose

® 0 know their job is
worthwhile

® to make a difference

We know from talking
to MGH nurses that they
support the MGH mis-
sion, vision, and values;
they feel valued and ap-
preciated; and they know
they’re making a differ-
ence in the lives of our

patients.

Build individual
accountability
How do you create a sense
of ownership within an
organization? It’s amazing
what people will do when
they feel the power that
comes from the alignment
of their beliefs and actions
with those of everyone
else in the organization.
One example of the
large-scale impact individ-
uals and teams can have
is the work of our Tiger
Teams. The Laundry and
Linen Tiger Team, for in-
stance, identified oppor-
tunities to be more effi-
cient in our handling of
linens. Co-led by nursing
director, Sara Macchiano,
RN, and operations man-

continued on next page
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ager, Lori Powers, this team’s rec-
ommendations are saving time
and money as well as supporting

a healthier environment.

Recognize and reward success
Acknowledging great work is im-
portant. Everyone appreciates
positive feedback.

At MGH, we’re fortunate to
have a robust reward and Clini-
cal Recognition Program. I can’t

underscore enough

accomplish and people to take care
of, they stll came into my mother’s
room and treated her like she was
his or her only patient. How people
who deal with dying and wounded
people all day can keep such a pleas-
ant outlook was beyond me. It was
in that room in the Intensive Care
Unit that I realived what [ wanted
to do for the rest of my life. Be a

nurse.

the MGH Cancer Center Pa-
tient & Family Advisory Coun-
cil; and David Wooster from the
MGH Heart Center Patient &
Family Advisory Council spoke
openly with Ives Erickson about
everything from their diagno-
ses to their honest feelings about
MGH nurses.
Said Massman, “To use a base-
ball analogy, excellence isn’t the
result of stepping up to

the plate one time. It’s

the importance of

positive recognition

and the power of sim-

ply saying, ‘Thank-

you.” Just recently,

received a letter from

a grateful patient sent

to the staff of the

Blake 12 Neuro ICU.

About three years ago, the pa-
tient had surgery for a brain an-
eurysm. During her hospitaliza-
tion, her son, who was 14 at the
time, spent hours at her bedside.
In her letter, she shared an es-
say her son had written about
the impact his time in the Neuro
ICU had on his life. I'd like to
share a portion of that letter with
you:

In the days following my moth-
er’s surgery, my family and I trav-
eled to Boston to wisit her... As |
sat in the room gazing at the various
machines and monitors, I thought
what a difficult job these people
have. I thought how rewarding it
must be when they breathe new life
into someone. The ones I took the
most interest in were the nurses.

Even with all the tasks they had to

“Nurses provide extraordinary
care. They're the front lines of the

healthcare system.”

— President Barack Obama
March 5, 2009

In his book, Studer refers to
individuals who make a differ-
ence in the lives of others as ‘fire-
starters.” Firestarters are com-
mitted to transforming health-
care through compassion, imagi-
nation, and often, nothing more
than sheer determination. I want
to thank each and every MGH
nurse for being a firestarter in the
lives of our patients and families.
Thank-you for transforming care

at MGH.

Following Ives Erickson’s pre-
pared remarks, she invited three
members of MGH patient and
family advisory councils to join
her in an informal discussion.

Jim Massman from the Mass-
General Hospital for Children’s
Patient & Family Advisory
Council; Angela Adinolfi from

what you do every day.
It’s one thing to get
your house in order for
an inspection or what-
not, it’s another to sus-
tain excellence for the
long run. And that’s
what you do. Keep up
the good work.”
In response to Ives Erick-
son’s question, “How can we
make you feel more safe?” Adi-
nolfi responded, “I've never felt
more safe than [ do when I'm
right here. We trust you with our
lives. Nothing you do goes unno-
ticed—everything you say and
do makes a difference.”
Wooster observed, “You know
when you come here that this
is a teaching institution. What
you realize after you arrive is that
it’s also a learning institution. I
can honestly say, I wouldn’t be
alive today without MGH nurses.
There’s so much I'd like to say;
‘Thank-you’ just doesn’t seem
like enough.”
Indeed. Thank-you doesn’t

seem like nearly enough.
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Poster receives honors at national
Case Management conference

USING NURSE PRACTITIONER-CASE MANAGER COLLABDRATIVE MODEL
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ase manager, Nancy Kays, RN,
and nurse practitioner, Karen
Pickell, RN, received the Best
Display of Topic Award from the
American Case Management As-
sociation for creating a poster with the best clar-
ity of concept. Kays and Pickell received the
award at the national conference of the Ameri-
can Case Management Association in April.

Their poster entitled, “Using a Nurse Prac-
titioner-Case Manager Collaborative Model to
Improve Operational Efficiency and the House
Staff Educational Experience,” described the col-
laborative work between Kays, Pickell, and the
department of Medicine.

The award marks the first time a member of
the MGH Case Management Department has
received an award for best poster presentation at
the national conference.

Nancy Kays, RN (left), and Karen Pickell, RN,

with their award winning poster, “Using Nurse
Practitioner Case Manager Collaborative Model
to Improve Operational Efficiency and House staff
Educational Experience.”
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