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Orlando Regional Medical Center 
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RN 
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END-OF-PROGRAM COMPETENCIES AND CLINICAL EXPERIENCES FOR THE CNL 
AT JESSE BROWN VA MEDICAL CENTER 
Tricia Boylan, MSN, RN, CNL, Susan Ottenfeld, MSN, RN, CNL, Claire Gangware, MSN, RN, 
CNL 
Jesse Brown VA Medical Center 
Chicago, IL 
Email: Patricia.boylan@va.gov 
 
AN INNOVATIVE STRATEGY IN PURSUIT OF THE CLINICAL NURSE LEADER ROLE  
J Brandt, MSN,RN,NE-BC; D Edwards, MA,RN,NEA-BC; K Scott, MSN,RN,NE-BC; S 
Oglesby, MSN,RN; C Parnell, MD; J Zehler, MSE,RN-BC,NE-BC; S Sullivan, PhD,RN,CNE  
Central Arkansas Veterans Healthcare System (CAVHS)  
Little Rock, AR 
Email: julie.brandt@va.gov 
 
THE BEDSIDE PEDIATRIC EARLY WARNING SYSTEM: A CLINICAL NURSE 
LEADER’S JOURNEY TO BEST PRACTICE FOR EVALUATING PATIENT ACUITY 
Kathryn Caiazzo, RN, MS, Clinical Nurse Leader 
The Barbara Bush Children’s Hospital at Maine Medical Center 
Portland, ME  
Email: caiazk1@mmc.org 
 
INTEGRATING INTERPROFESSIONAL EXPERIENCES INTO A CNL CURRICULUM  
Ellen Cram, PhD, RN 
University of Iowa 
Iowa City, IA 
Email: ellen-cram@uiowa.edu 
 
CONTINUOUS RENAL REPLACEMENT THERAPY FOR ACUTE RENAL FAILURE IN 
THE CRITICALLY ILL 
Erica C. DeBoer, RN, BS, MA, CCRN 
Sanford USD Medical Center 
Sioux Falls, SD 
Email: Erica.Deboer@sanfordhealth.org 
 
THE MINNEAPOLIS CNL EXPERIENCE 
Sharon Myllenbeck, RN, MA; Shawna Clausen, MSN, RN, CNL, CRRN; Rhonda Donahue, RN, 
MSN, CNL 
Minneapolis VA Health Care System 
Minneapolis, MN 
Email: rhonda.donahue@va.gov 
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DECREASING NAUSEA IN BARIATRIC POST-SURGICAL PATIENTS: A CLINICAL 
NURSE LEADER AND COMMUNITY HOSPITAL INTERDISCIPLINARY TEAM 
Dr. Linda Dune, PhD, RN, CCRN, CNL, Dipl. ABT 
University of Houston—Victoria, School of Nursing 
Sugar Land, TX 
Email: dunel@uhv.edu 
 
DEDICATED EDUCATION UNIT PATIENT OUTCOMES AND EXPERIENCES 
V. F. Engle, PhD, FAAN; S. Webb, DNSc, CNL; M. Gill, MSN, RN; L. McKeon, PhD, CNL 
University of Tennessee Health Science Center College of Nursing 
Memphis, TN 
Email: vengle@uthsc.edu 
 
CLINICAL NURSE LEADER AS COORDINATOR OF MULTIDISCIPLINARY ROUNDS 
Claire L. Gangware, MSN, RN, CNL 
Jesse Brown VA Medical Center 
Chicago, IL 
Email: Claire.gangware2@va.gov 
 
PREVENTION OF CATHETER ASSOCIATED URINARY TRACT INFECTIONS 
Connie Garrett, MS, RN, CNL  
James A. Haley Veterans’ Hospital 
Tampa, FL 
Email: connie.garrett@va.gov 
 
A DAY IN THE LIFE OF A CNL-PATIENT CARE INTEGRATOR 
Diana Glod, MS, RN, CNL, PCI; Kristen Meekins, MS, RN, CNL, PCI 
Sinai Hospital 
Baltimore, MD 
Email: dglod@lifebridgehealth.org 
 
QUALITY PAIN MANAGEMENT 
Chandra Gwinnup, BSN, CNLc; Claudia Dennen-Williams, BSN, CHPN, CNLc 
Southern Arizona Veterans Association HealthCare System 
Tucson, AZ 
Email: chandra.gwinnup@va.gov 
 
THE ROLE OF THE CLINICAL NURSE LEADER IN THE REDUCTION OF 
NOSOCOMIAL INFECTIONS 
Sherichia M. Hardy, MPH, RN; Courtney LoIacono, MSN, RN; Velinda Block, DNP-c, RN, 
NEA-BC  
University of Alabama at Birmingham Hospital 
Birmingham, AL 
Email: smhardy@uabmc.edu 
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TEACHING INTERDISCIPLINARY TEAM SKILLS TO CNL STUDENTS USING AN 
INTERACTIVE SYMPOSIUM 
Barbara Harland, MSN, MEd, RN, CNL, Linda Weaver Moore, PhD, RN, CNS, CNL, and 
Margaret O’Brien King, PhD, RNBC, AHN-BC, CNL 
Xavier University, College of Social Sciences, Health, and Education, School of Nursing, 
Cincinnati, OH 
Email: harlandbs@xavier.edu 
 
COLLEGIAL COLLABORATION TO ENHANCE THE IMPACT OF THE CLINICAL 
NURSE LEADER 
Rose Hoffman, PhD, RN 
University of Pittsburgh 
Pittsburgh, PA 
Email: rho100@pitt.edu 
 
IMPLEMENTING THE CNL ROLE IN DIVERSE CLINICAL SETTINGS 
Leslie Rowan, MSN/Ed, RN, CWCN, CNL; Alma Holley, MPH, RN, CCM, CNL; Cheryl 
Landry, MSN, RN;  Stephanie Montague, MSN,  RN ; Leslie Rodriguez, MSN, RN, CNL 
Veterans Affairs Medical Center Washington DC 
Washington DC  
Email: Alma.holley@va.gov 
 
CLINICAL NURSE LEADER IMPACT ON DOCUMENTATION OF PRN PAIN 
MEDICATION EFFECTIVENESS 

Melinda Davis, RN, MSN, CNL, Jaquetta Edwards-Malone, RN, BSN, Margaret Russell, RN, 
BSN, Shante Washington, RN, BSN, Francine Jamison, RN, MSN, Dan Moreschi, RN, MSN,  
Rae Jacobson, RN, MSN, CNL, Lynett King, RN, MSN, CNL, 
Norma Patterson, RN, MSN, Ruth White-Davis, RN, DSN 
VA Tennessee Valley Healthcare System (TVHS) 
Nashville, TN 
Email: Jackie.jacobson@va.gov 
 
A CNL Initiative: IMPROVING STROKE CARE USING AN INTERDISCIPLINARY 
MODEL OF CARE DELIVERY 
Chenille Jones, MSN, RN, CNL 
WellStar Cobb Hospital 
Austell, GA 
Email: chenille.parker@wellstar.org 
 
Clinical Nurse Leader and Infection Prevention Collaboration Leading to Decreased Hospital 
Acquired Vancomycin Resistant Enterococcus (HA VRE) on a Medical-Specialty Unit 
Jennifer Kareivis MSN, RN, CNL, Barbara Bonnah, MSN, RN, CNL,  
Michelle Sheets, MSN, RN, CNL, Kathy Roye-Horn RN, CIC and Lisa Rasimowicz BSN, RNC 
Hunterdon Medical Center 
Flemington, NJ 
Email: Kareivis.Jennifer@hunterdonhealthcare.org 
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EVALUATION THE ENTRY LEVEL CNL IN PRACTICE 
Eira Klich-Heartt, MSN, CNL, DNPc 
University of San Francisco 
San Francisco, CA 
Email: eheartt@yahoo.com 
 
PATEINT EDUCATION TO PREVENT FALLS IN A PROGRESSIVE CARDIOLOGY UNIT 
Kasia Kudla MSN, RN, CNL 
Queens University of Charlotte/Presbyterian Hospital 
Charlotte, NC 
Email: kkudla@novanthealth.org 
 
IMPROVING URINARY CATHETER DISCHARGE EDUCATION 
Sherrie Ladegast, MSN, RN, CNL 
University of San Francisco 
San Francisco, CA 
Email: Sladegast@gmail.com, sherrie.ladegast@va.gov 
 
INCREASING NURSE CONFIDENCE THROUGH NEROLOGIC ASSESSMENT 
EDUCATION 
Robert J. LaPointe, MS, MSN, RN, CNL 
Seton Hall University College of Nursing 
South Orange, NJ 
Email: boblapointe@hotmail.com 
 
EVIDENCE-BASED NURSE GROUP SHIFT REPORT 
Leah R. Ledford, MSN, RN, CNL 
Carolinas Medical Center 
Charlotte, NC 
Email: leahc79@yahoo.com 
 
EVIDENCE BASED PRACTICE CHANGE TO DECREASE SURGICAL SITE INFECTION 
Marie D Litzelman, RN, MSN, CMSN, CNL & Lisa Hansen, RN, MSN, NEA-BC 
Carolinas Medical Center 
Charlotte, NC 
Email: litzelman@gmail.com 
 
CHALLENGES OF IMPLEMENTING THE CNL ROLE IN AN ACADEMIC MEDICAL 
CENTER 
Courtney LoIacono, MSN, RN; Sherichia Hardy, MPH, RN; Velinda Block, DNP-c, RN, NEA-
BC  
University of Alabama Birmingham Hospital 
Birmingham, AL 
Email: cloiacono@uabmc.edu 
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IMPLEMENTATION OF THE CLINICAL NURSE LEADER ROLE COMBINED WITH 
CLINICAL NURSE SPECIALIST COLLABORATION: AN INNOVATION DESIGNED TO 
FACILITATE NURSING PRACTICE AND HEIGHTEN PATIENT CARE 
Lynne Ludeman, MS, RN-BC, CNL; Jennifer Spiker, MS, RN, CNL; Sherri Atherton, MS, RN, 
CNS, CIC; Victoria Church, MS, RN, CNS; Jamie Connelly, MS, RN, CNL, CMSRN; Michele 
Goldschmidt, EdD, MS, RN, CNL; Nancy Haller, MS, RN, CNL; Jennifer Holmquist, MS, RN, 
CNS, CIC, CMSRN; Kimberly Kirkpatrick, MS, RN, CNL; Christine Locke, RN, CNS, CNP, 
CNOR; Christine Valdez, MS,  CNS, CNOR 
Portland Veterans Affairs Medical Center 
Portland, OR 
Email: Lynne.Ludeman@va.gov 
 
THE POWER OF PRECEPTING AND THE MAGIC OF MENTORING: THE 
SECRET ROOTS OF PRECEPTING AND MENTORING 
*Mary E. Mather, MSN, RN, CNL; *Kim Hall, MSN, RN, CNL;                                      
**Marthe J. Moseley, PhD, RN, CCRN, CCNS, CNL 
*South Texas Veterans Health Care System, San Antonio, TX 
**Veterans Administration, Office of Nursing Services, Washington, DC 
Email: mary.mather@va.gov 
 
DEVELOPMENT OF THE CNL: TRANSITION OF MODEL C TO PROFESSIONAL 
PRACTICE 
Kristen Meekins, RN, MS, CNL, PCI; Diana Glod, RN, MS, CNL, PCI 
Sinai Hospital of Baltimore 
Baltimore, MD 
Email: kmeekins_1205@yahoo.com 
 
IMPLEMENTING SKIN CARE ROUNDS IN CRITICAL CARE 
Lazar Michaels, RN, MSN; Ann Marie Whaley, RN, BSN, WOCN 
Huntington Memorial Hospital  
Pasadena, CA 
Email: lazar.michaels@huntingtonhospital.com 
 
STEPS TO DEVELOPING A WORK SITE CNL PROGRAM 
Colleen Morgan, DNP, RN NCSN®, CNL®, OCN® 
University of Miami Health System 
Nurse Specialist Site Disease Group 
Miami, FL 
Email: CMorgan@med.miami.edu 
 
CNL-LED COLLABORATION AND INNOVATION 
September Nelson MS, RN, CNL 
University of Portland 
Portland, OR 
Email: nelson@up.edu 
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IMPLEMENTING STANDARDIZED NURSING EDUCATION AND DOCUMENTATION 
FOR PATIENT SWALLOW SCREENS 
Donna Rossmeisl, RN, BSN, CCRN; Kathy Sollecito Nickell, MS, CCC; Kristen Myers, RN, 
MBA 
University of Portland 
Portland, OR 
Email: padi8635@comcast.net 
 
A MULTIDIMENTIONAL APPROACH TO CURRICULAR MAPPING: CLINICAL NURSE 
LEADER EDUCATION MODEL C PROGRAM 
Tommie L. Norris, DNS, RN 
The University of Tennessee Health Science Center 
Memphis, TN 
Email: tnorris4@uthsc.edu 

ONE ROLE, MANY EXPECTATIONS: SUCCESSFUL CNL STUDENT EXPERIENCES IN 
DIVERSE SETTINGS 
Valorie Orton MS, RN, CNL 
University of Portland 
Portland, OR 
Email: orton@up.edu 
 
VALIDATION OF ROLE UTILITY FOR THE NEW CNL MODEL 
Susan Patton, MSN, RN, CNL;   
Ross Puterbaugh, MSN, RN, CNL; Kristine Wilson, MSN, RN, CNL 
Cincinnati VA Medical Center 
Cincinnati, Ohio 
Email: susan.patton3@va.gov 
 
EVIDENCE PRACTICE CHANGE PROJECT: UTILIZING VOLUNTEERS IN A CLINICAL 
MICROSYSTEM 
Sara Pratt, MSN, RN, CNL 
Carolinas Healthcare System 
Charlotte, NC 
Email: saraapratt@gmail.com 
 
CONNECTING THE DOTS- CARE COORDINATION OF THE MENTAL HEALTH      
PATIENT WITH A COMMUNITY PARTNER 
Dianne Ragno MSN, RNC, CNL 
West Palm Beach Veterans Affairs Medical Center 
West Palm Beach, FL 
Email: Ragsydi@gmail.com 
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ON BOARDING THE CLINICAL NURSE LEADER 
Renee Benware RN BSN; Cory Franks RN BSN 
Joe Hafley RN BSN; Joanne Rushing, RN MSN CNL;  
Jeanette Vaughan RN, MSN, CCRN, CNL 
Texas Health Resources 
Fort Worth, TX 
Email: joannerushing@texashealth.org 
 
VIDEOCONFERENCING ACADEMIC CNL PROGRAM AND SOLUTIONS FOR 
MARKETING  
Susan M. Schmidt, Ph.D, RN, COHN-S, CNS,  CNL; Debbie Davis, MSN/ MEd, RNC, CNL,  
Thomas Hayes, Ph. D. (Marketing) 
Xavier University, School of Nursing and Williams College of Business 
Cincinnati, OH 
Email: Schmidt@Xavier.Edu 
 
DOUBLE CHECK: MEDICATION SAFETY IN THE PEDIATRIC INTENSIVE CARE UNIT 
Kieran M. Shamash, RN, MSN 
University of California Los Angeles School of Nursing 
Los Angeles, CA 
Email: kmshamash@gmail.com 
 
IMPLEMENTATION OF A FAST TRACK BOWEL PROGRAM AND THE IMPACT ON 
LENGTH OF STAY 
Kristin Shuman, BSN, RN, CNL Student 
Xavier University/ Fairfield Medical Center 
Lancaster, OH 
Email: kristinre@fmchealth.org 
 
MONITORED HOURLY ROUNDING 
Kyla Slagter MSN, RN, CNL 
Carolinas Medical Center 
Charlotte, NC 
Email: kyla.slagter@carolinashealthcare.org, kdean704@yahoo.com 
 
IMPLEMENTING EVIDENCE BASED PRACTICE: USING A FALLS TYPOLOGY TO 
PRECSCRIBE NURSING INTERVENTIONS THAT PREVENT FALLS 
Julie Tencza, MS, RN, CNL 
James A Haley Veterans Hospital 
Tampa, FL  
Email: julie.tencza@va.org 
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IMPROVING PRN EFFECTIVENESS DOCUMENTATION 
Annie R. Walker RN, MSN, CNL and Erin Simmons RN, MSN, CNL 
Charlie Norwood VAMC 
Augusta, GA 
Email: annie.walker@va.gov, erin.simmons@va.gov 
 
EVALUATION OF THE USE OF HEALTH 2.O TOOLS: IMPLICATIONS FOR CNL ROLE 
DEVELOPMENT 
Laurie J. Ware, RN, PhD, CNL; Bobbie Siler, RN, PhD, CNE; Amy Brooks, RN, BSN; Tammy 
Law, RN, BSN; 
University of West Georgia School of Nursing  
Carrollton, GA 
Email: lware@westga.edu 
 
REDUCING THE PERCENTAGE OF HEART FAILURE PATIENTS READMITTED TO 
THE HOSPITAL WITHIN 30 DAYS OF DISCHARGE: A SYSTEM REDESIGN PROJECT 
S.J. Brown, RN, BSN, CPHQ, S. Dickens, MD, K. Meyer, RN, BSN, 
R. Puterbaugh, MSN, RN, CNL, K. Wilson, MSN, RN, CNL,  
K. Wise, RN, S. Zimmerman, RN, BSN 
Cincinnati VA Medical Center 
Cincinnati, OH 
Email: Kristine.Wilson@VA.GOV 
 
CLINICAL NURSE LEADER STUDENT PROJECTS:  STEP-BY-STEP SUCCESS 
Teri Moser Woo, PhD, RN, CPNP, CNL 
University of Portland School of Nursing  
Portland, OR 
Email: woot@up.edu 
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THE CLINCIAL LEADERSHIP PROGRAM: SUPPORTING CNL CAREER TRANSITIONS 
AT THE JAMES J. PETERS VA MEDICAL CENTER 

Priscilla C. Aponte MSN, RNC, CHHP & Mattia J. Gilmartin RN, PhD 
James J. Peter’s Veterans Administration Medical Center & Hunter-Bellevue School of Nursing  

New York, New York  
Email: mgilmar@hunter.cuny.edu 

 
Background: In the summer of 2009 the Hunter-Bellevue School of Nursing (HBSON) and the 
James J. Peter’s VA Medical Center (JJP VAMC) entered into an academic-service partnership 
to guide CNL role implementation efforts. Currently 12 RNs from the James J. Peters VAMC are 
enrolled in the HBSON’s 42 credit post-baccalaureate master’s degree CNL program. A unique 
feature of the HBSON-JJPVA CNL partnership is a facility-specific Clinical Leadership program 
that complements participants’ experience in the masters’ in nursing program at the HBSON. 
The goal of the JJPVA Clinical Leadership program is to promote the development of 
participant’s role identity and career transition from that of a staff nurse to that of a CNL.    
 
Program and Practices: The Associate Program Manager (APM) for the Center for Learning and 
Organizational Development designed and leads the Clinical Leadership program. Participants 
attend a monthly learning series to gain a broader perspective on the organizations’ quality and 
performance improvement initiatives. The facility-specific learning modules include systems 
redesign, performance improvement, performance measures, NPSB standards and evidence 
based practice. In addition to building knowledge and skills to perform effectively in the CNL 
role at the JJPVA, the Associate Program Manager serves as a mentor to the program 
participants to identify and overcome challenges to successfully complete the graduate 
curriculum.  For example, to address the competing demands and constraints on participants’ 
time, a copy of the HBSON-CNL program course syllabi and required text books are on reserve 
at the JJPVA library enabling participants to work on assignments during breaks and before or 
after their work tours.    
 
Outcomes:  Program evaluation efforts are currently underway for both the HBSON CNL 
program and the JJPVAMC Clinical Leadership Program.  The Clinical Leadership program 
modules have received high participant satisfaction ratings. We will have the opportunity to 
evaluate the extent to which the JJPVAMC clinical leadership program has influenced 
participant’s perceived self efficacy in performing the CNL role competencies with CNL 
students not attending the program.    
 
Recommendations:  The Clinical Leadership program at the JJP VAMC serves as a realistic job 
preview for participants to deepen their understanding of the personal qualities and skills 
necessary to perform effectively in the CNL role. An additional benefit of this program for 
participants is the networking opportunities to build relationships with key program managers 
and leaders with whom many participants do not have direct access to in their current staff nurse 
role.   
 
The CNL program at the Hunter-Bellevue School of Nursing is supported in part by funds from 

the Health Services Resource Administration: “Clinical Nurse Leader in Safety Net Settings” 

(DO9HP14819, Kathleen Nokes, P-I). 
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IMPLEMENTATION OF BEDSIDE SHIFT REPORT: 
A PATEINT SAFETY INITIATIVE  

Tessa Mullinax Baker MSN, RN, CNL  
Heart Management Unit Council Members  

Erlanger Health System 
Chattanooga, Tennessee 

 
 Shift report is a system of nurse-to-nurse communication between shift changes intended 
to transfer essential information for safe, holistic care of patients. Change of shift signifies a time 
of careful communication in order to promote patient safety and best practice. There is a risk that 
critical information may not be relayed during shift report, and often the person at the center of 
the communication, the patient, is not involved. The purpose of this project is to implement a 
patient safety strategy by initiating bedside nursing shift report using an evidence-based model. 
The Clinical Nurse Leader (CNL) provided the plan for change and implementation plan for the 
microsystem. In addition the CNL provided leadership and support during the change process.  
 Data collected during the comprehensive unit-based safety program (CUSP) project 
supports the need for better communication during shift change on the unit. The data confirms 
that there is an increase in admissions and nursing activities during shift change on the heart 
management unit. To increase patient safety healthcare organizations have transitioned from 
giving shift report at the nurse’s stations to giving shift report at the patient’s bedside. 
 Bedside shift report was put into practice using an evidence-based model, on the heart 
management unit and this project was lead by the Clinical Nurse Leader. This safety initiative 
has been implemented for 6 months. This project is being evaluated using surveys for both 
nurses and patients. The CNL distributed pre and post implementation surveys for nursing. A 
survey was also given to patients upon discharge and patient satisfactions scores are being used 
to evaluate the effectiveness of project. Nursing perception improved in 4 out of 5 areas. 
Patient’s perceptions were overall positive. There was a change in nursing overtime from an 
average of 9.8 minutes pre-implementation to 5.2 post-implementation of bedside shift report.  
 The evidence-based project offers a model that can be replicated by healthcare 
institutions. Guidelines for this safety initiative have been identified and can be implemented at 
the microsystem level. The current guidelines are based upon successful bedside shift report 
projects already in existence.  The role of the staff nurse, clinical manager, and clinical nurse 
leader are clearly defined.  The current project gives health care organizations a plan for 
development and implementation of an evidence-based safety initiative.    
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THE CNL DIFFERENCE:  
A COLLABORATIVE EFFORT TO IMPROVE PATIENT SATISFACTION 

Angelina Bean, MSN, RN, CNL, Trecia Jones, MSN, RN, CNL, 
Stephanie Ingram, RN, MHSA, CNML, NE-BC 

Orlando Regional Medical Center 
Orlando, FL 

 
Background information: It was brought to the attention of the Clinical Nurse Leaders (CNL) 
in February 2010 that patient satisfaction scores were below the organizations goal for a five 
month period. The CNL’s took ownership of this issue and researched the National Research 
Corporation (NRC) Picker and Hospital Consumer Assessment of HealthCare Providers and 
Systems (HCAHPS) surveys for quality improvement behaviors identified as improving the 
patient’s perspective on hospital care and improving the patient’s experience. Starting in March 
2010, the CNL’s launched a campaign titled the CNL Difference to positively impact patient 
satisfaction scores for the unit. 
Outcome Data: In a six month time frame patient satisfaction data was retrieved from the NRC 
Picker. After one month of implementing the CNL Difference, patient satisfaction scores 
improved by 20% from 64.0 in February 2010 to 80.0 in March 2010. These scores continue to 
improve from baseline scores that fell below benchmark for five months prior to initiating the 
CNL Difference; with the highest score being 88.46 in June 2010. 
Methods:  Discussions occurred amongst senior leadership and the CNL’s regarding customer 
service issues and how the CNL’s could impact the outcomes at the point of care.  Unit summits 
took place and gave the CNL’s the opportunity to address the problem with the staff, and 
introduce new initiatives to implement on the unit. Customer service initiatives focusing on 
positive outcomes were initiated on 6A Cardiac Progressive Care Unit (PCU). The three key 
components of communication, compassion, and caring were the primary focus and priority for 
our unit in order to achieve positive results. A review of literature was conducted to observe 
what impact CNL’s were having with patient satisfaction.  Personalized discharge cards, signs in 
patient’s rooms, purposeful hourly rounding, snack rounds, bereavement cards, customer care 
cards, beside report/nurse introductions, etc…were just a few of initiatives implanted on 6A 
Cardiac PCU. 
Summary recommendations and impact: Patient satisfaction scores did increase and improved 
morale on the unit.  As a result of the CNL Difference campaign, our patient satisfaction scores 
have reached and surpassed the organizations benchmark score of 73.3 since May 2010.  Our 
continued efforts of placing the patient and family first contribute to excellent customer service.  
The NRC Picker survey focuses on eight dimensions of patient-centered care.  Research has 
shown that certain interventions are significant for patients to have a positive patient experience 
while in the hospital. Using this research and collaborating with the multidisciplinary team, we 
have a better understanding of what matters most to our patients in order to have them “definitely 
recommend” our facility as their hospital of choice. 
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CNLS LEVERAGE RESOURCES: A COMMUNITY COLLABORATIVE FOR QUALITY 
OUTCOMES 

Patricia Bicknell, Ed. D. MSN, RN, ACNS-BC, CNL 
La Salle University School of Nursing and Health Sciences 

Philadelphia, PA 
 

Background: CNLs in practice and academia have a distinct opportunity to advance 
quality improvement in all health care settings.  This action research project is a unique 
collaboration between a community program in an urban setting, delivering health promotion 
services to vulnerable populations with limited financial resources and access to health care, and 
its University partner.  The two -year, two- phase project involves certified CNL faculty and 
graduate program CNL students working with the community organization members.  In phase  
one, fall and spring 2009/2010, a Clinical Microsystems Analysis and Generative Star strategies 
produced the need for evidence-based outcomes of the non-profit breast cancer support program 
for African American women and their loved ones in the community of North West Philadelphia. 
The program assessments determined a need to implement outcomes research aimed at 
examining quality, satisfaction, efficiency and effectiveness of the Organization’s support 
programs. Phase two, in fall and spring of 2010/2011, is on-target with data collection from the 
resultant outcomes study. 

Purpose: The purpose of this study is to examine the effects of a community support 
program on quality of life for African American breast cancer survivors.  An additional aim of 
the study is ongoing program assessment and documentation of outcome measures necessary to 
secure funding of cancer services for the underserved community of the program’s locale. 

Methods: A mixed-methods data collection of quantitative survey data and qualitative 
data from focus groups is ongoing through early December 2010. The Quality of Life 
Instrument-breast cancer survivor version (Ferrell, Dow, & Grant, 1995) is being used to identify 
the four domains of quality of life including physical well being, psychological well being, social 
well being and spiritual well being.  Query paths for the focus groups include questions aimed at 
understanding the effectiveness of the Organization’s community programs. 

Results: A Generative Star Mapping explained details of the supportive, collaborative 
relationship between the CNL, CNL students and the Organization’s staff. Results from Phase 1 
of the program assessment using the 5 Ps-Purpose, Patients, Professionals, Processes, and 
Patterns, identified the strengths, weaknesses, opportunities for, and threats to (SWOT) the 
Organization.  Phase 2 analysis of the study’s outcome data will be available late December 2010 
at the completion of the data collection.   

Discussion: Clinical Nurse Leader practice encompasses a broad continuum of care.  This 
project represents the impact that a unique collaboration of practice partners can accomplish.  
CNL students, guided by CNL certified faculty, volunteer their expertise to improve the health of 
vulnerable populations and provide for expansion of quality community services.  The return on 
investment is mutual. 
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IMPROVING CARE DELIVERY THROUGH EFFECTIVE IMPLEMENTATION & 
EVALUATION OF THE CLINICAL NURSE LEADER ROLE 

 
Velinda Block, DNP-c, RN, NEA-BC 

Sherichia Hardy, MPH, RN 
Courtney LoIacono, MSN, RN 

University of Alabama Birmingham Hospital 
Birmingham, Alabama 

 
Background: Hospitals across the country have been developing and implementing various 
models to incorporate the role of the Clinical Nurse Leader (CNL) into the delivery of nursing 
care.  At the same time, healthcare organizations must contend with demands for improvements 
in quality of care and safety in the face of declining reimbursement.  This creates an ideal 
environment for nurse leaders to demonstrate the effectiveness of the CNL as a vital member of 
the new healthcare system.   
 
Methods: This study was conducted on a 39-bed medical unit in a 927 bed magnet designated, 
academic medical center.  To guide the selection on appropriate metrics to measure 
effectiveness, the project team met with hospital experts from infection control and quality and 
safety to review potential elements to track and determine baseline data.  The team made a 
decision to focus on interventions that would impact both clinical quality and patient satisfaction.  
One of the unique aspects that was measured centered on infection prevention using a tool called 
MedMined.  MedMined provides for the real time data mining of nosocomial infections which is 
a vast improvement over traditional infection surveillance which focuses on individual case 
identification.  Additional metrics that were measured included patient satisfaction, fall rates, 
pneumovax vaccination rates for pneumonia patients, and discharge instructions for congestive 
heart failure patients. 
 
Evaluation: Early results of the pilot have been promising and include a reduction in infection 
rates, earlier removal of urinary catheters, and improved hand hygiene with all care providers.  
However, it has been the unexpected results that have proven to be the most exciting.  The CNLs 
on the pilot unit have: a) assessed and revised processes that interfered with the delivery of 
patient care, b) improved the transfer of deteriorating patients to the ICU, c) assumed the role of 
patient and staff advocate, and d) enhanced communication among all caregivers. 
 
Impact: Data collection is still in process and will be completed prior to the presentation.  
Information gathered from this project will be valuable to the organization as they conduct a cost 
benefit analysis of the CNL role.  In an environment of declining reimbursement, such an 
analysis can assist in determining if the CNL role needs further refinement and/or if it should be 
implemented on additional nursing units. 
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END-OF-PROGRAM COMPETENCIES AND CLINICAL EXPERIENCES FOR THE CNL 
AT JESSE BROWN VA MEDICAL CENTER 
Tricia Boylan, MSN, RN, CNL, Susan Ottenfeld, MSN, RN, CNL, Claire Gangware, MSN, RN, 
CNL 
Jesse Brown VA Medical Center 
Chicago, IL 
 
Background Information: Jesse Brown VAMC has academic partnership with two universities 
which have CNL programs. The CNL curriculum framework is comprehensive in the inclusion 
of Nursing leadership, clinical outcomes management, and care environment management. The 
broad framework requires planning and forethought to accomplish the goals within the 
timeframe of the CNL residency.   In anticipation of precepting CNL students from differing 
curriculum structures, and in order to provide a consistent, quality clinical experience for the 
CNL students, the three CNLs at JBVAMC developed a document based on AACN’s End-of-
Program Competencies and Clinical Experiences for the CNL Student. This document, with the 
addition of other facility specific resources have been compiled into a binder will serve as a 
guideline to customize a thorough and complete residency experience at JBVAMC. 
Outcome Data: This project has recently been implemented with the first CNL student. It has 
been shared with our academic partners for feedback and revised according to their 
recommendations. There will be ongoing modification and improvement to the book based on 
identified needs as it is implemented. We plan to do a needs-assessment of past CNL students 
from both programs using a questionnaire format to assess how well the students felt their 
curriculum needs were met during their residency and to identify areas for improvement. This 
data will be incorporated into our project. 
Description of methods, programs or practices:  The document is based on the AACN’s End-of-
Program Competencies and Clinical Experiences for the CNL Student (2005). We identified 
potential clinical experiences that might achieve the specific required competencies. We obtained 
input from our two academic partners and compiled the document along with facility specific 
resources into a binder for each CNL. The facility specific resources include items such as the 
CNL Whitepaper, facility names and phone numbers, management hierarchy diagram, examples 
of a fishbone diagram, the facility Vision and Mission statements, maps, and the CNL 
Bibliography. 
Summary Recommendations and Impact:  The benefit of this project is that it provides  a 
structured plan in preparation for the CNL student’s residency.  The students will benefit from 
additional guidance towards meeting required competencies and will assist the preceptors in their 
efforts and responsibilities to precept multiple students over time. Faculty feedback verified our 
initiative would be a valuable tool to enhance the student’s immersion experiences. The ultimate 
impact will not be realized until it has been implemented with several students, however, we 
have the benefit now of being prepared for future students. A specific example of the benefit of 
preplanning is the barrier we encountered at our facility to CNL students participating in or 
observing a Root Cause Analysis. Because this was identified as part of the project planning we 
were able to locate other resources to use to meet that requirement. We anticipate this resource to 
be improved upon on an ongoing basis. 
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AN INNOVATIVE STRATEGY IN PURSUIT OF THE CLINICAL NURSE LEADER ROLE 

J Brandt, MSN,RN,NE-BC; D Edwards, MA,RN,NEA-BC; K Scott, MSN,RN,NE-BC; S Oglesby, 
MSN,RN; C Parnell, MD; J Zehler, MSE,RN-BC,NE-BC; S Sullivan, PhD,RN,CNE 

Central Arkansas Veterans Healthcare System (CAVHS) 
Little Rock, Arkansas 

 

Background Information: The Clinical Nurse Leader (CNL) role is responsible for providing 
clinical leadership in a healthcare setting, responding to patient and family needs, and improving the 
foundation for patient-centered, evidence-based care. Our facility faced challenges in meeting the 
implementation goals of the CNL role. By using an evidence-based business planning process, 
nursing leadership accomplished the goal of obtaining senior leadership support and funding for the 
CNL role in our organization. However, finding a qualified applicant continued to be a struggle in 
the absence of a local CNL educational program. A subcommittee of the Nursing Leadership Council 
proposed hiring a Clinical Care Facilitator (CCF) as a precursor role for the CNL. CAVHS 
collaborated with the University of Central Arkansas (UCA) College of Nursing about the need for a 
CNL educational program. This innovative solution to a common problem has produced excellent 
results in nurse and patient satisfaction while enhancing the provision of patient-centered care.  
Outcome Data: The National Database of Nursing Quality Indicators measures the nurse job 
satisfaction at our facility using a T-score. On the CCF unit, the T-score improved by 0.13 during the 
second quarter of FY10, while other units' T-scores decreased. Overall inpatient quality, measured by 
the Survey of Healthcare Experiences of Patients (SHEP) and completed by Veterans, increased from 
57.9 to 77.4 during the first month the CCF was on the unit. Implementation of the CCF role at 
CAVHS influenced several processes throughout our facility. First, the CCF sets the standard for the 
quality of care provided on a unit. Through her educator role, the CCF developed teaching posters 
known as “MOUSE” (Managing Outcomes Using Scientific Evidence) that stimulate critical thinking 
on the part of nursing staff with direct application to the care provided to Veterans. The posters 
incorporate journal club articles, discussion on new technology, and evidence to support treatments. 
As a result of our collaboration with UCA, a CNL educational program was developed and 
implemented in the Fall 2010 semester. While preparing the business case for the CNL role, nursing 
leadership published An Evidence-Based Business Planning Process in JONA 39:511-513 December 
2009.  
Description of Methods, Programs or Practices: A subcommittee chose to modify the 
requirements for implementation of the role and create a new title in order to fulfill our goal of 
moving toward implementation of the CNL role. The title chosen to describe this innovative role was 
“Clinical Care Facilitator,” intended to reflect the principle role of the CNL. The position was re-
announced, accepting applicants who were actively participating in a CNL Program. The applicant 
selected had only one semester remaining in her CNL educational program. During this semester, 
one requirement was to complete a capstone project that integrated all the concepts developed during 
her educational process. Having the CCF position gave her access to a population in need of such a 
project and facilitated her success as both a professional and as a student. The selectee assumed the 
role in December 2009. The CCF was accepted as a benefit to the RNs, and the medical staff rely on 
her as a respected colleague.  
Summary Recommendations and Impact: Developing the CCF role as a precursor to the CNL role 
was an integral part of being able to meet the challenge of implementing an evidence-based action to 
improve care to our Veterans. Because of the success of the CCF role, CAVHS plans to continue this 
approach for a smooth transition of staff into the CNL role. 
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THE BEDSIDE PEDIATRIC EARLY WARNING SYSTEM: A CLINICAL NURSE 

LEADER’S JOURNEY TO BEST PRACTICE FOR EVALUATING PATIENT ACUITY 

 
Kathryn Caiazzo, RN, MS, Clinical Nurse Leader 

The Barbara Bush Children’s Hospital at Maine Medical Center 
Portland, ME 04102 

 
The Barbara Bush Children’s Hospital at Maine Medical Center is a 49 bed inpatient pediatric 
unit located in Portland, Maine.  In an internal review of emergent pediatric intensive care unit 
transfers from the Barbara Bush Children’s Hospital over an 18 month period, the data revealed 
that 33 of these transfers could have been potentially identified earlier in their course of 
treatment. In an effort to address this issue and further improve patient care and safety, the 
clinical nurse leader was the catalyst, researcher, educator, and project lead in implementing the 
Bedside Pediatric Early Warning System (BPEWS). 
 
The BPEWS was developed, implemented, and validated at the Toronto Hospital for Sick 
Children and nearby community hospitals. Versions of this scoring system have been adopted at 
institutions such as the University of Cincinnati Children’s Hospital and at the University of 
Florida at Jacksonville. The Barbara Bush Children’s Hospital has developed the first electronic 
version of the BPEWS. The purposes of this scoring system include a) determination of 
appropriate monitoring and nursing care for patients, b) assistance in the decision to call a rapid 
response team consult and c) potential reduction of “codes” on the inpatient unit.   
 
The BPEWS is based on seven clinical measures monitored during routine patient care. The 
score has been used in children from 38 weeks gestational age to 18 years and has included 
children with cyanotic congenital heart disease. Based on the score obtained, there is a specific 
recommendation to aid clinicians, nurses and staff as to a) maintaining current care, b) increasing 
the degree of monitoring, c) requesting rapid response team evaluation or d) initiating transfer to 
the pediatric intensive care unit.  
 
As part of the implementation of the BPEWS, the Barbara Bush Children’s Hospital is part of a 
multicenter research endeavor to further validate the scoring system and to determine if use of 
the scoring system contributes to reduced patient mortality.  
 
Outcome data is currently being collected and interpreted.  Through observation and daily audits 
the Bedside Pediatric Early Warning System is changing and improving care for pediatric 
patients in our hospital.  Patient transfer times to the intensive care unit have decreased and a 
common language surrounding acuity has been developed. 
 
Best practices offer increased patient safety and improvement of patient care.  It is the 
responsibility of the clinical nurse leader to research and seek out these practices.  The BPEWS 
is an innovative decision support system which has demonstrated best practice in pediatric 
nursing. 
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CONTINUOUS RENAL REPLACEMENT THERAPY FOR ACUTE RENAL FAILURE IN 
THE CRITICALLY ILL 

Erica C. DeBoer, RN, BS, MA, CCRN 
Sanford USD Medical Center- Sioux Falls, SD 

Email: Erica.Deboer@sanfordhealth.org 
 

Up to 25 percent of critically ill patients admitted to the Intensive Care Unit develop 
Acute Renal Failure (ARF) (Ricci, et al, 2006). ARF has a significant impact on morbidity and 
represents an independent risk factor for mortality. Recent evidence suggests that utilizing the 
RIFLE criteria to risk stratify patients with early renal injury with subsequent initiation of 
intensive Continuous Renal Replacement Therapy (CRRT) is related to increased survival rates.  

Do patients with acute renal failure have lower rates of chronic renal failure and mortality 
following acute events when intensive Continuous Renal Replacement Therapy (CRRT) is 
initiated early based on RIFLE criteria compared to a traditional approach to initiation and 
intensity? How does applying this new knowledge and building an organized evidenced based 
CRRT program impact patient outcomes? 

The Iowa Model for Evidenced Based Practice was utilized to guide this project. Acute 
Renal Failure (ARF) carries a high incidence in the critically ill which elevates the need to 
manage it effectively through the application of sound evidence. This project relates to 
organizational priorities as it applies to safe and reliable patient centered systems of care that add 
value and positively impact patient outcomes. Additional application to organizational priorities 
include the reduction of redundancies in the processes in order to provide an organized and 
informed interdisciplinary approach to high risk activities 

Initiation of this work was based on the purchase of new CRRT devices. This provided 
the opportunity to explore our current CRRT program and practices and critically look at 
potential gaps in the process and care standards. Extensive education both online and in 
classrooms sessions were held for providers, acute dialysis staff as well as adult and pediatric 
critical care staff. Based on the device upgrade and added options new order sets were 
developed, flowsheet documentation and practice standards were evaluated and changes as well 
as workflows investigated and transformed. 

Outcomes to be explored are utilization of CRRT(patient days), initiation practices 
compared to traditional standard, intensity of the CRRT initiated (recommended 35 mL/kg/hr), 
mortality changes, as well as transition of patients to end stage renal disease compared to 
reversal of ARF due to CRRT. Process outcomes will include turnaround times from pharmacy 
based on custom mixes versus premixed bags, optimization of supplies to meet the demand and 
effectiveness of practice changes to streamline documentation accuracy and patient care. 
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DECREASING NAUSEA IN BARIATRIC POST-SURGICAL PATIENTS: A CLINICAL 
NURSE LEADER AND COMMUNITY HOSPITAL INTERDISCIPLINARY TEAM 

Dr. Linda Dune, PhD, RN, CCRN, CNL, Dipl. ABT 
University of Houston—Victoria, School of Nursing 

Sugar Land, TX, 77479 
 

Gastric bypass surgery and other procedures to assist obese patients have been found to 
be successful in meeting the overall goal of weight loss (Kligman, et.al., 2008). Post-operative 
symptom management is a challenge for most bariatric teams, however. Nausea is common in 
the post-operative bariatric population and the reported average in many facilities is 60% or 
higher. Lengths of stay are increased and the costs of additional anti-nausea medications are 
significant in these patients (Tyler and Pugh, 2009). The interdisciplinary team at this rural 
Bariatric Surgical Center sought to decrease the nausea rate to below this reported percentage to 
30% or lower. The clinical nurse leader (CNL), as a joint appointed faculty member, affiliated 
with the team to provide evidence and research-based support in decreasing patient nausea. 

Prior to the interventions the nausea was reported to be 60%. The team began review of 
records and found many different anesthesia, post-anesthesia (PACU) and nursing unit care 
interventions. The interventions included educational programs for nursing staff, a randomized 
control group study comparing fluids post-operative, and anesthesia standardized protocols. The 
educational projects were found to be ineffective although there were significant differences 
between nursing practice in post anesthesia recovery room (P=0.004) (alcohol swab under nose, 
ice chips, washcloth to neck and to wet lips, and nausea assessment). The nausea medication 
protocols differed significantly between anesthesiologists (P=0.000). One anesthesiologist had a 
nausea level as high as 84% and another, as low as 30%. Medications given in surgery and in 
PACU differed significantly, also. 

Anesthesiologist members of the interdisciplinary team voted in favor of standardized 
orders to enhance control of nausea for the post-operative patient. Once changes were made in 
protocols, post operative nausea rates decreased to 30% for the highest nausea anesthesiologist 
on staff in the rural hospital. The anesthesiologist with the lower rates initially found that the 
nausea rates were increasing with his patients. The team continued to follow the issues at hand 
and recommended that the standardized protocols needed further definition and further research. 
Issues were identified with the consistency of data collection times for documenting the presence 
of nausea post-operative. The team of nurses, physicians, administrators, admission personnel, 
pharmacists, psychologists and anesthesiologists hope that nausea rates will be decreased so that 
identified outcomes are met, patient costs are decreased, and patient discomfort from nausea will 
diminishd. 
 
References 
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bariatric surgery: application of Framingham risk score in gastric bypass. Surgery, 
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DEDICATED EDUCATION UNIT PATIENT OUTCOMES AND EXPERIENCES 
V. F. Engle, PhD, FAAN; S. Webb, DNSc, CNL; M. Gill, MSN, RN; L. McKeon, PhD, CNL 

University of Tennessee Health Science Center College of Nursing 
Memphis, TN 

 
BACKGROUND:  CNL students are educated to evaluate microsystems for quality and safety 
using extant microsystem outcome and process data.  However, students may have challenges 
obtaining outcome data in a timely manner.  We present our experience obtaining and evaluating 
microsystem data from our Dedicated Education Unit (DEU) used for BSN and CNL clinical 
education.  Our experience is an exemplar for: a) documenting the impact of DEU clinical 
teaching on nurse-sensitive patient outcomes and patient experiences, and b) identifying issues 
that CNL faculty may need to address when designing CNL student quality and safety projects. 

We partnered with Methodist LeBonheur Healthcare for a new model of clinical 
education, the DEU, in our 2-year accelerated Master’s-entry CNL program.  Our DEU is a high-
functioning 44-bed inpatient unit (microsystem) developed as an exemplar clinical teaching-
learning environment.  Nursing faculty co-teach with DEU staff nurses who complete a clinical 
teaching workshop and work with 2 students concurrently. 
 
METHODS:  We evaluated baseline data for the 3-month quarter before implementing the DEU 
and follow-up data for the quarter after implementing the DEU for clinical teaching.  Data were 
obtained from existing electronic records.  We developed our variable list in consultation with 
hospital nurse executives for nurse-sensitive patient outcomes.  It took ~ 6 - 9 months of ongoing 
effort to obtain partial data.  Usable patient outcome data were retrieved for nine variables 
(pressure ulcers; urinary catheter and surgical site infections; blood clot after hip/knee surgery; 
all and with harm falls; all, near miss, and with harm medication errors).  We retrieved additional 
nurse-sensitive patient experience data for twelve variables (recommend and choose hospital 
again; feel safe; quality of care; staff compassion and problem resolution; day and night shift 
nurse attention; preparation for discharge; information for and participation in decisions; pain 
management).  Independent samples t-tests were used for analysis of unmatched patient data. 
 
OUTCOMES:  There were no statistically significant (p < .05) differences for all nine patient 
outcome and for all twelve patient experience variables.  We found that extensive electronic 
DEU microsystem data were collected regularly.  Although the environment was data rich, data 
were often collected and archived in a manner that limited the type, quality, and accessibility of 
data.  This may constrain the design of CNL students’ quality improvement and safety projects. 
 
RECOMMENDATIONS:  The DEU did not adversely impact nurse-sensitive patient outcomes 
and patient experiences although DEU staff nurses were intensively involved in clinical teaching.  
The DEU should be continued for clinical teaching.  Microsystem outcome evaluation data for 
CNL quality improvement and safety projects, however, was not readily available.  Faculty may 
need to:  a) use microsystem process data for student projects, and b) conduct pilot outcome 
evaluation studies to evaluate data acquisition feasibility issues. 
 
 
FUNDED:  Funded by a grant from the Methodist Healthcare Foundation. 
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CLINICAL NURSE LEADER AS COORDINATOR OF MULTIDISCIPLINARY ROUNDS 

Claire L. Gangware, MSN, RN, CNL 
Jesse Brown VA Medical Center 

Chicago, IL 
 
Background Information:  As the lateral integrator of care, the CNL coordinates all health care 
disciplines to achieve optimal client care outcomes. In the provision of patient-centered care, the 
health care team must discuss each patient and agree on common goals based on individual 
problems. MDRs provide the process for coordination of all team members, including the 
patient, to communicate effectively with each other and to reach common goals for patient care. 
This initiative describes the role of the CNL as coordinator of routine unit based MDRs, which 
are an evidence based process for improving communication and collaboration among members 
of the healthcare team, achieving better patient outcomes and facilitating access to care by 
decreasing acute care length of stay. 
Outcome Data:  MDRs had been implemented by the CNL on the Medicine/Oncology Unit and 
have been expanded to include all acute care units at the JBVAMC. Rounds are now conducted 
daily, hospital-wide, at the patient’s bedside. Early qualitative data suggests improved job 
satisfaction among nurses, improved team collaboration, and improved understanding of the 
treatment goals by the patients. Quantitative data includes decreased days on remote telemetry 
which saves nursing time and prevents days of diversion for the hospital, increased number of 
Palliative Care consults which improves quality of care and decreases hospital readmissions, and 
earlier consults to our Community Living Center which decreases acute care length of stay. 
Description of Methods:  JBVAMC has 3 acute care units served by eight medical teams 
including Attendings, Residents, and Medical Students from two medical schools. The eight 
teams cycle through the units daily and report to the ward clerk. The teams are given an updated 
list of their patients on each unit, including the assigned nurse’s name and phone number. The 
core team includes the Patient, Nurse, Medical Team and Social Worker. The CNL and Assistant 
Nurse Manager attend rounds as needed depending on the workload of the bedside nurse. 
Rounds are conducted in the patient’s room. Other members of the team may include Dietary, 
Pharmacy, Physical Therapy and Respiratory Therapy. 
Summary Recommendations:  MDRs are a financially efficient mechanism, in that they do not 
require additional resources for implementation, to reduce fragmented care. MDRs contribute to 
higher levels of safe patient care while having a positive impact on patient satisfaction and 
collaboration among the healthcare team.  By assuming oversight for MDRs, the CNL provides 
ongoing evaluation and improvement of the process. 
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PREVENTION OF CATHETER ASSOCIATED URINARY TRACT INFECTIONS 
Connie Garrett, MS, RN, CNL  

James A. Haley Veterans’ Hospital 
Tampa, Florida 

 
Background: Urinary tract infections (UTI) are the most common preventable hospital acquired 
infections with approximately 19,000 deaths per year. The daily risk of developing a catheter 
related UTI is 3%-7% in the acute care setting. 
Problem: A standard urinary catheter consists of three items that require aseptic technique while 
assembling prior to insertion. The possibility exists of contamination of urinary catheter during 
assembly at the point of insertion and possible transmission of patient body fluids in the 
inserter’s eyes or on skin. 
 
This quality improvement project eliminated potential body fluid transmission and promoted best 
practice for prevention of UTI through implementing a one-piece continuous urinary catheter 
with a sample port and drainage bag. 
 
Method: A literature review was performed to evaluate best practice guidelines for reducing 
urinary tract infections and eliminating potential body fluid transfer to the practitioner. A cost 
analysis was performed comparing a continuous foley catheter system with a silver coated tip 
compared to the three part system on the unit. The cost analysis revealed the continuous system 
to be comparable in cost to the three part system, even with the addition of the silver coated 
expense. A pilot project was initiated in the operating room using a checklist to monitor urinary 
catheters inserted in the operating room and identifying whether they were secured prior to 
transfer to the PACU. 
 
Results: Since implementation, urinary tract infections attributable to foley catheters initiated in 
the operating room were reduced and securing catheters prior to transfer increased. Currently, 
staff has been using the evidence-based practice of a continuous silver coated urinary catheter for 
two years. The pilot project initiated in the operating room is now moving forward to include the 
acute care units and implementation of the CDC Catheter Associated Urinary Tract Infection 
(CAUTI) initiative.  
 
Summary recommendations: A performance improvement project using a continuous urinary 
catheter is evidenced to reduce urinary tract infections. Securing the urinary catheter is often an 
overlooked prevention strategy for urinary tract infection. Staff participation in quality 
improvement projects at the unit level promotes evidence-based practice change at the bedside 
and provides an exemplar for critical thinking among nurses for improvement projects.  
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A DAY IN THE LIFE OF A CNL-PATIENT CARE INTEGRATOR 
DIANA GLOD, MS, RN, CNL, PCI 

KRISTEN MEEKINS, MS, RN, CNL, PCI 
SINAI HOSPITAL 

BALTIMORE, MARYLAND 
 

Background Information: Contemporary healthcare systems require innovative nursing roles 
that focus on improving the quality of patient care and the overall patient experience.  In 
response to this mandate, the Clinical Nurse Leader role was developed with the goal to provide 
care coordination influenced by evidence based practice. Recognizing the need for this role, 
nursing leaders at Sinai Hospital of Baltimore created the Patient Care Integrator (PCI) position 
as part of the Sinai Hospital Integrated Care Model for a high-volume, 36-bed high acuity 
Intermediate Care Unit. Outcome Data:  Metrics have been identified to measure the multiple 
domains of the CNL-inspired PCI role. Outcome measurements reflect the primary foci of the 
role which include patient throughput, increased compliance with core measures, elimination of 
never events, and improved patient safety. Specifically, throughput is measured by Emergency 
Department diversion times (red and yellow alert), and the amount of time lapsing between “bed 
request for IMC” and “patient arrival to IMC”.   Patient satisfaction is being measured by nurse 
sensitive items on the Press Ganey survey including but not limited to, patients’ perceptions of 
readiness for discharge, and patients’ perception of IMC nurses’ skills.  Additionally, outcomes 
related to CLABSI, CAUTI, HAPU, and falls are being collected. Data analysis for this 
presentation will occur in December 2010 (the role has been in place for only two quarters).   
Description of Practice: There are two Patient Care Integrators on the Intermediate Care Unit.  
In an effort to ensure continuity of care, the PCIs work Monday – Friday with overlapping hours 
to provide coverage from 0700 to 1900 (if needed).  The PCI’s are not counted in staffing. On a 
daily basis, the PCIs use independent judgment combined with a set of clinical criteria to 
determine which patients they will follow for the day. Each PCI is assigned no more than 12 
patients. During the course of their day, the PCIs work closely with direct care nurses, case 
managers, clinical nurse specialists, ancillary specialists, and physicians as they plan patient care 
through lateral integration.  Each morning the PCIs, along with the charge nurses from day and 
night shift as well as the service-line hospitalist meet in the IMC to discuss the history and plan 
for each patient.  Part of the meeting includes the opportunity to assess whether or not IMC 
patients continue to meet admission criteria for the unit. High-risk rounds are held twice weekly. 
The purpose of these special rounds is to discuss the plan of care for patients with a length of 
stay greater than three days.  After reviewing clinical data, disposition is made and patients are 
educated on their plan for transfer or discharge.  In addition, the PCIs work closely with direct 
care nurses and physicians to determine the need for central lines, and Foley catheters in an 
effort to help decrease infections from these sources. Impacting practice on a more global basis is 
also a vital part of the PCI’s responsibility.  For example, the PCIs have participated in revising 
the Admission/Transfer/Discharge criteria for the IMC. This ensures only appropriate patients 
who meet appropriate criteria are admitted to the unit. Summary Recommendations and 

Impact: There is a public mandate for the US healthcare system to become more efficient while 
remaining patient-centered. The CNL-inspired Patient Care Integrator role is one mechanism by 
which that mandate is being addressed. Through the PCI role, Sinai Hospital of Baltimore hopes 
to enhance communication between the multidisciplinary healthcare team, decrease 
fragmentation, reduce costs, and improve patient outcomes.   
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THE ROLE OF THE CLINICAL NURSE LEADER IN THE REDUCTION OF 
NOSOCOMIAL INFECTIONS 
Sherichia M. Hardy, MPH, RN 
Courtney LoIacono, MSN, RN 

Velinda Block, DNP-c, RN, NEA-BC  
University of Alabama at Birmingham Hospital 

Birmingham, Alabama 
 

The Clinical Nurse Leader is emerging as a crucial role in the health care delivery model and has 
proven to be a vital component of the healthcare team, specifically in the area of quality and 
family-centered patient care. Trends in healthcare reimbursement dictate that care be at a certain 
level of quality and that a patient does not incur any additional costs related to the lack of quality 
care. A pilot of the CNL role was conducted to evaluate the impact of the role on quality patient 
care on a 39 bed acute medical floor. One of the major focus areas for the CNL role was the 
reduction of nosocomial infection markers (NIMs), subsequently reducing the risk of loss of 
reimbursement. The CNL role has specifically been beneficial in the reduction of NIMs through 
decreasing the number of indwelling device days. This has been accomplished by focusing on 
collaboration with the multidisciplinary healthcare team, patient-family centered care, and 
evidence based nursing practice.  
 
A research of the literature provided the framework for the initiative and the emphasis was 
placed on reducing the number of foley catheters and central lines placed and retained by 
patients on the unit. Often, foley catheters were ordered due to immobility, incontinence, the 
need for urine collection for strict output and urines studies, and regards for the maintenance of 
skin integrity. The CNLs developed a comprehensive, patient-family centered approach that 
included educating the patient, family, and nursing staff on collection of output, bladder training, 
and hygiene. The CNLs simultaneously maintained collaboration with the healthcare team 
(nurses, nursing assistants, physicians, and physical and occupational therapists) to prepare the 
patient for and determine readiness for foley catheter removal. Central venous lines are often 
placed due to the need for IV medications and frequent lab draws. The CNLs utilized a 
multidisciplinary approach involving nurses, nursing assistants, physicians, and speech therapists 
to encourage transitions from intravenous to oral medication and established a timed lab draws 
protocol to reduce the number of individual labs collected, thereby eliminating the need for 
central venous lines in most cases.  
 
A review of the data available at this time has shown a reduction in indwelling device days by 
8% which has correlated closely with a 50% reduction in NIMs. This reduction in indwelling 
device days and NIMs has been consistent over the past 3 months and provides justification for 
the presence of the role from both a reimbursement and quality standpoint. The data gathered 
from this pilot will be used to determine other units in the hospital that could benefit from the 
CNL role.  
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TEACHING INTERDISCIPLINARY TEAM SKILLS TO CNL STUDENTS USING AN 
INTERACTIVE SYMPOSIUM 

Barbara Harland, MSN, MEd, RN, CNL, Linda Weaver Moore, PhD, RN, CNS, CNL, and 
Margaret O’Brien King, PhD, RNBC, AHN-BC, CNL 

Xavier University, College of Social Sciences, Health, and Education, School of Nursing, 
Cincinnati, Ohio 

 
In the past, healthcare professionals from diverse disciplines failed to consistently communicate 
across disciplinary lines regarding the plan of care for clients, often resulting in fragmented care. 
Such fragmentation highlighted the need for an interdisciplinary healthcare team approach. As 
the lateral integrator of care and the healthcare team member with the most comprehensive 
knowledge of the client, the Clinical Nurse Leader (CNL) is responsible for coordinating the 
efforts of the interdisciplinary healthcare team.  In order to prepare CNLs to fulfill the role of 
healthcare team coordinator, learning opportunities must be provided in which CNL students 
work closely with physicians, healthcare administrators, social workers, occupational therapists, 
and other members of the healthcare team. A crucial component of CNL education is teaching 
CNL students how to effectively establish relationships and communicate with other 
interdisciplinary team members. The purpose of this presentation is to share one teaching 
strategy, an interactive symposium, developed to expose CNL students to an interdisciplinary 
approach. Students representing five healthcare disciplines including health services 
administration, nursing (CNL students), occupational therapy, psychology, and social work 
participated. Prior to the symposium, students were assigned a common reading regarding the 
team approach to clients with complex healthcare needs as well as additional readings that were 
discipline specific. A didactic presentation by a nationally known speaker, case studies based on 
real life scenarios provided by community leaders, and small group work were used to teach 
interdisciplinary team skills. Following the presentation, students were assigned to a team that 
reviewed a case study of a client with complex healthcare needs and developed a plan of care. 
Assignment to case study groups ensured representation from each discipline. Interdisciplinary 
group discussions were facilitated by a faculty member and a community partner with expertise 
in the case. Lively discussions occurred as members presented thoughts regarding client care 
from their disciplinary perspectives. Throughout the discussions, students expressed an 
appreciation for the holistic perspective provided by interdisciplinary team collaboration rather 
than the narrow perspective generated by a singular disciplinary view. Providing an annual venue 
for CNL students to participate as a member of an interdisciplinary team affords the opportunity 
for students to gain skills in establishing relationships with, collaborating and communicating 
with, and appreciating the contributions of all healthcare team members in developing shared 
goals that impact client care.  
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IMPLEMENTING THE CNL ROLE IN DIVERSE CLINICAL SETTINGS 
Author:  Leslie Rowan, MSN/Ed, RN, CWCN, CNL 
Co- Authors: Alma Holley, MPH, RN, CCM, CNL; Cheryl Landry, MSN, RN;  
Stephanie Montague, MSN,  RN ; Leslie Rodriguez, MSN, RN, CNL 
Veterans Affairs Medical Center Washington DC 
50 Irving St NW 
Washington DC 20422 

 

Summary of Initiative (Abstract): In 2008 the VAMC DC decided to integrate the Clinical Nurse 
Leader role into the Nursing Service. The Nursing Service Team reviewed the AACN models of 
education and decided that the post-master’s certificate model would allow the pilot to hire 
nurses who had already proven the necessary requirements of academic and clinical expertise at 
the level of a master’s trained nurse. The team formed a collaborative relationship with Oakland 
University School of Nursing to develop a distance learning program which would allow 
students to continue to work full time while completing the program. CNL candidates were 
assigned to medical, surgical, neurology, and renal units within the facility while they completed 
the immersion program. With the mentorship of Nursing Leadership, this pilot group developed 
projects that impacted their individual units and the entire Medical Center. Their academic 
success during the 18 month experience ensured that the program was accepted formally into the 
Oakland University curriculum and approved by the AACN as a CNL Certification Program 
which will allow VA’s and healthcare facilities nationally to have access to cost-effective CNL 
education within their own locality. 
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CLINICAL NURSE LEADER IMPACT ON DOCUMENTATION OF PRN PAIN 
MEDICATION EFFECTIVENESS 

Melinda Davis, RN, MSN, CNL, Jaquetta Edwards-Malone, RN, BSN, Margaret Russell, RN, 
BSN, Shante Washington, RN, BSN, Francine Jamison, RN, MSN, Dan Moreschi, RN, MSN,  

Rae Jacobson, RN, MSN, CNL, Lynett King, RN, MSN, CNL, 
Norma Patterson, RN, MSN, Ruth White-Davis, RN, DSN 

VA Tennessee Valley Healthcare System (TVHS) 
Nashville, Tennessee 

 
The Joint Commission emphasizes the need that every patient has a right to have his or her pain 
assessed and treated. Poor pain management persists in health care. Nursing staff assumes the 
primary responsibility for assessment of patients in pain. They are also responsible for giving 
pain medications, providing other interventions and documenting relief of pain. 
To improve the management of pain medication effectiveness for our veterans at TVHS, the 
Clinical Nurse Leaders (CNLs) and Clinical Arms (CAs) collaborated to track prn effectiveness 
documented within four hours. (A CA is a BSN or MSN-prepared nurse that is designated to 
fulfill some of the duties of a CNL on specified wards).  The goal was that when a pain 
medication was given, the patient would be assessed on a numeric rating scale of 0-10 and 
results would be documented within 4 hours. If a patient’s pain was not relieved adequately 
(remained greater than 3 or greater than the patient’s comfort goal) or was difficult to control, the 
primary team would be notified and the pain medication increased or changed. 
In a striving to meet the pain management needs of veterans, the CNLs and CAs embraced the 
Institute of Health's (IHI) idea of a “team huddle” to address clinical issues.  The “team huddle” 
meets on a daily basis to report status and update information.  The idea of transferring this 
operational concept to the clinical arena has been explored by the Clinical Nurse Leaders at the 
VA Tennessee Valley Health Care system since March 2008.   CNLs/CAs from inpatient nursing 
units formed a daily 12 noon clinical team huddle.  One of the goals of the clinical team huddle 
was to increase the timeliness of documentation of prn medication effectiveness to four hours or 
less.  The daily clinical team huddle of CNLs tracked all inpatient prn effectiveness 
documentation deficiencies from the daily prn effectiveness report submitted to each unit by 
their Automated Data Package Application Coordinator (ADPAC).  The CNLs identified 
educational needs for staff nurses.  They developed and provided education to front line care 
givers regarding the requirement to document effectiveness of prn medications within four hours 
in order to start immediate implementation in the acute care setting. They also provided pain 
management education including a review of pain management principles, review of facility 
documentation requirements, and use of the Numeric Rating Scale and alternative pain scales for 
patients unable to report their pain.  The CNLs tracked the compliance of each nurse in their unit 
and recognized those with 100% compliance of timely documentation of effectiveness of prn 
medications on a monthly basis.  Increasing awareness of the need for documentation resulted in 
improvements in compliance from FY 2009 to FY 2010 in units that have a CNL or CA as 
follows: 1A – 80% to 91%, 2G – 90% to 92%, 2N – 91% to 93%, 3N – 78% to 89%, 4B – 90% 
to 94%, MCCU 93% to 97%, and SICU – 87% to 94%. 
The CNLs continue the daily huddles to analyze, identify trends, identify training deficiencies 
and develop/ implement strategies for improvement. They have become active participants in the 
Pain Management Committee and are now focusing their efforts on improving pain management 
outcomes. 
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A CNL Initiative: IMPROVING STROKE CARE USING AN INTERDISCIPLINARY 
MODEL OF CARE DELIVERY 
Chenille Jones, MSN, RN, CNL 

WellStar Cobb Hospital 
Austell, Georgia 

 
Background: Stroke is the third leading cause of death in the Unites States as well as the state of 
Georgia.  Specific performance measures were designed based on the Brain Attack Coalition’s 
Recommendations and guidelines developed by the AHA/ASA and equivalent evidence-based 
guidelines for facilities certified as a Primary Stroke Center.   Recognizing the importance of 
making efforts to foster better outcomes for stroke patient care, this Primary Stroke Center set a 
goal of being in the 90th percentile or higher for stroke evidence based measures.  A review of 
evidence based measure data identified gaps in practice, which led to development of staff 
education and an interdisciplinary approach to care delivery. The purpose of this project was to 
utilize the CNL role to assist with achieving 90th percentile performance with stroke evidence 
based measures. 
Methods: Staff on the stroke unit was educated via bulletin boards and classes on the role of the 
CNL, identification and assessment of stroke patients and evidence based measures.  The 
retrospective data was collected for each individual patient and reviewed monthly by an 
interdisciplinary team with implementation of changes based on trends.  This team was co-led by 
the CNL student and a physician champion.   The membership consisted of physicians, nurses, 
administration, pharmacist, diagnostic areas, rehab services, care coordination, data support and 
others as needed.   There were communication methods established for routine dissemination of 
the data to clinical and non-clinical staff.  Concurrent rounding of CNL student, pharmacist and 
nursing on patients admitted with a diagnosis of stroke.  We also implemented daily 
Interdisciplinary conferences.  These conferences were attended by staff nurses, leadership, 
respiratory and rehab therapist, pharmacy, care coordination and CNL student. The conferences 
allowed the group to individualize and identify barriers to each patients care plan.  The CNL 
student served as the link between physicians and other members of the team.  Outcomes: 
Overall the interventions had a significant impact on enhancing our stroke care.  When we 
originally started the project, none of the measures were benchmarked in the 90th percentile.  
Within five months of method implementation, we had five measures that were consistently 
benchmarked at or above goal with marked improvements in the others.  In conjunction with 
other hospital initiatives we also had a decrease in our length of stay for our ischemic stroke 
population and a readmission index below our peer groups.  A significant change in unit culture 
has been noted as members of the interdisciplinary team are able to verbalize the measures, 
rationales and take accountability for their part in its success. 
Conclusions: The improvement of patient care requires interdisciplinary collaboration occur at 
the patient care delivery level.  This will in turn promote optimal outcomes for our patients and 
our healthcare facilities.  
 Implications for Practice: The Clinical Nurse Leader can be instrumental in leading initiatives 
that will improve outcomes, decrease cost and event recurrence by using the latest evidence, an 
outcomes management approach and facilitating the lateral integration of care. 
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Clinical Nurse Leader and Infection Prevention Collaboration Leading to Decreased Hospital 
Acquired Vancomycin Resistant Enterococcus (HA VRE) on a Medical-Specialty Unit 

Jennifer Kareivis MSN, RN, CNL, Barbara Bonnah, MSN, RN, CNL,  
Michelle Sheets, MSN, RN, CNL, Kathy Roye-Horn RN, CIC and Lisa Rasimowicz BSN, RNC 

Hunterdon Medical Center 
Flemington, NJ 

Email: Kareivis.Jennifer@hunterdonhealthcare.org 
 

Background:  Hunterdon Medical Center employs 3 Clinical Nurse Leaders on 3 West, a 48-
bedded Medical-Specialty Unit.  The efficacy of the Clinical Nurse Leader is based upon 
measurable indicators formulated by the Chief Nursing Officer and are unique to each unit’s 
population.  One of these indicators is Healthcare Acquired Vancomycin Resistant Enterococcus 
(HA VRE).  3 West screens all patients on admission for MRSA and VRE in order to find 
community acquired cases. 
Objective:  Our aim is to illustrate the correlation between the collaboration of the Clinical Nurse 
Leaders and the Infection Prevention Department and the decrease in the rate of HA VRE at 
Hunterdon Medical Center. 
Methods:  In the beginning of 2010, 3 West noted an increase in the rate of healthcare acquired 
VRE.  The Clinical Nurse Leaders had already been collaborating with Infection Prevention 
Department regarding means of decreasing infection rates on the unit.  A committee was formed 
on the unit to involve staff nurses, housekeeping, patient care assistants, the infection prevention 
department, the Director and Assistant Director of 3 West, along with the CNLs, in the process 
of improving the rates of HA VRE.  Observations were conducted to evaluate the nursing staff 
compliance with hand hygiene, cleaning of equipment, use of equipment in isolation rooms, and 
wearing of personal protective equipment in isolation rooms.  Review of the patients’ record is 
conducted after a HA VRE is discovered.  The CNL and the Infection Prevention Department 
assess if the patient was in a room next to a patient with a known positive VRE, if they were on 
telemetry or if they were utilizing a bedside commode during their stay.  In conjunction with 
Infection Prevention, an educational program was developed for the nursing staff and given by 
the Director of the Infection Prevention Department.  During the education sessions, the staff 
was informed of the increased rate of hospital acquired VRE and data from observations was 
shared.  The education session focused on hand hygiene before and after patient contact and 
wiping of equipment before and after patient use.  Other topics for discussion included education 
for the staff directly and indirectly involved in hands-on patient care, as well as for the patients 
that screen positive for VRE while hospitalized. 
Results/Conclusion:  The overall rate of healthcare acquired VRE decreased on 3 West Medical-
Specialty Unit from February 2010 to September 2010.  The Clinical Nurse Leader cannot effect 
changes such as decreasing Healthcare Acquired Vancomycin Resistant Enterococcus (HA VRE) 
without collaboration with other departments such as the Infection Prevention Department.   
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Abstract 
PATEINT EDUCATION TO PREVENT FALLS IN A PROGRESSIVE CARDIOLOGY 

UNIT 
Kasia Kudla MSN, RN, CNL 

Queens University of Charlotte/Presbyterian Hospital 
Charlotte, NC 

 
Background: Despite numerous prevention efforts, inpatient falls remain a significant problem 
in most health care institutions. In-hospital falls that cause injury are commonly associated with 
increased length of hospitalization, increased costs of hospitalization, and prolonged recovery. 
 
Purpose/Goals: The purpose of this EBP change was to decrease patient fall rates through 
patient education and to improve nurses’ perceptions of falls and safety. 
The following goals for this project were: 

1) Providing education to patients (defined as patients and any support persons) identified as 
high risk for falls on a progressive cardiology unit would decrease the rate of falls by at 
least 50%. 

2) After patient education on falls, accuracy of nursing staff perception of fall rates would 
improve by 10%. 

3) After patient education on falls, staff perceptions related to use of and impact of 
education would increase by 10%. 

 
Design: Using interventions based in the current state of science, this project was  
 conducted as an EBP change project. 
 
Measurements: Pre and post surveys regarding the perception of falls and safety    
of all patients were administered to the nursing staff on the progressive  
cardiology unit. These surveys had four to six open ended and yes no questions  
that focused on the perception of the nurses on patient falls and whether the  
appropriate preventative measures were in place. 
 
Procedures: Once a patient has been identified high risk for falls, verbal education  
as well as a patient educational sheet was provided. 
 
Results: After the implementation of patient and family education on fall prevention, the fall rate 
decreased by 80%, the accuracy of the nursing staff’s perception improved by 10%, and there 
was a 22% increase in the nursing staff’s perception that education impacts fall rates. 
 
Implications for Nursing: Patient and family education continues to be a valuable aspect in falls 
prevention. Reducing the number falls improved the perception of the nursing staff and how they 
view patient safety and greatly impacted the awareness of this initiative. The expense of patient 
education is minimal when compared to cost savings for hospitals. Most importantly, it improves 
patient safety and outcomes. 
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IMPROVING URINARY CATHETER DISCHARGE EDUCATION 
 

Sherrie Ladegast, MSN, RN, CNL 
University of San Francisco 

San Francisco California 
 
Discharge education resources for patients with urinary catheters (UCs) at a public hospital in the 
Northern California area are lengthy, and difficult to comprehend. Also, patients with UCs are 
unknowledgeable about the risks associated with UCs. Therefore, hospitalized patients with UCs, 
and those discharged with UCs (“leg bags”) are not receiving optimal discharge and UC 
education and thereby, possibly contributing to urinary tract infection rates and costs associated 
with catheter associated infections. A cohort was interviewed regarding their knowledge and 
awareness of UCs. Patients discharged with a UC were followed for UC complications. Revision 
of leg bag discharge information was designed based on current evidence-based practice. Results 
show that majority of patients are unable to state why they have a UC, verbalize signs or 
symptoms of a urinary tract infection (UTI), nor identify ways to prevent a UTI. One out of two 
patients discharged with a leg bag reported a UTI. Practice recommendations include 
implementation of a UC-need decision making algorithm, continued staff education to empower 
patients to actively participate in their UC care, a systemic method to log suspected urinary 
catheter associated UTIs, and multilingual patient care plans, and discharge information. 
For more information, please contact: Sherrie Ladegast- email: sladegast@gmail.com 
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Increasing Nurse Confidence through Neurologic Assessment Education 

Robert J. LaPointe, MS, MSN, RN, CNL 
Seton Hall University College of Nursing 

South Orange, New Jersey 
 

Confidence with standardized neurologic tools will improve effectiveness of 
communication with physicians and ultimately lead to better patient satisfaction. Constructed as 
a microsystems assessment with gap analysis, including a logic model, and integration into Unit 
Based Shared Governance and key leader goals, a Primer on Advanced Neurologic Assessment is 
offered as a nursing education intervention focused on short-term outcomes of developing staff 
competence and confidence related to use of standardized neurologic assessment tools, 
specifically National Institutes of Health (NIH) Stroke Scale and Confusion Assessment Method 
(CAM), along with focused cranial nerve assessment. Using a Clinical Nurse Leader approach to 
satisfy the requirements of a CNL®  -oriented masters degree, this is a microsystem-level 
intervention aimed at sustainability and bedside effectiveness, which offers collaborative support 
for the existing work and teaching of the Clinical Nurse Specialist, Stroke Coordinator, and 
emerging unit leaders.  

The theoretical basis is grounded in improving nurse-physician communication as pre-
requisite for excellence. Short-term outcomes include increased knowledge and confidence with 
the tools. Using the Student t-test (n = 20, or 36% of nursing staff), pre-/post-test significance 
was found at the following levels: Confusion Assessment Method, p = 0.002; NIH Stroke Scale, 
p = 0.003; focused cranial nerve assessment, p = 0.007. 

Projected long-term outcomes, beyond the scope of this intervention, include higher 
nurse satisfaction leading to higher patient satisfaction as measured by Press-Ganey scores. 
Primary limitations are the amount of time to implement and effectively evaluate, and the limited 
sample size; both of which decrease penetration of intervention and subsequent impact. 
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EVIDENCE-BASED NURSE GROUP SHIFT REPORT 
Leah R. Ledford, MSN, RN, CNL 

Carolinas Medical Center 
Charlotte, North Carolina 

 

ABSTRACT 

 

Background: Shift report was not standardized on 9B, a high-risk OB unit (OBHR). A big 
complaint on the unit was that the charge nurse did not know what was going on with all of the 
patients, but was legally responsible for all of them. The PCL was unable to get a full report on 
each patient, update the primary nurses on the patients, or correct misinformation communicated 
during report. This could have affected the quality and safety of care provided. 
 

Objectives: 1) To increase nursing satisfaction on the OBHR unit at Carolinas Medical Center 
by changing shift report for one month. 2) To decrease overtime on the OBHR unit at Carolinas 
Medical Center by changing shift report for one month. 
 

Design: Using interventions based on the current state of science, this project was conducted as 
an evidence-based practice change project. 
 

Setting: The setting was the OBHR unit (9B) at Carolinas Medical Center in Charlotte, North 
Carolina. This is a 14-bed unit. 
 

Participants: All of the 20 nurses that worked on the OBHR unit during June, July, and August 
2010 participated in the practice change, and were asked to participate in the pre- and post-
surveys.  
 

Methods: The investigator conducted pretest observations during May 2010 and distributed an 
anonymous survey that assessed nursing satisfaction with the current method for shift report. 
During June and July 2010, group shift report was implemented for six weeks. Posttest 
observations and a post-survey were conducted during July and August 2010.  
 

Results: There was a 95 percent response rate to the pre-survey, and a 75 percent response rate 
to the post-survey. Group report did save overtime. Group report averaged about nine minutes 
less than one-on-one report. Nurses felt they received a more standardized and complete report 
using group shift report; however, overall nursing satisfaction with this change was low.  
 

Conclusions: There are several factors that may have contributed to the lack of nursing 
satisfaction with this intervention: First, some individuals were resistant to change. Second, there 
was not one separate question on nursing satisfaction with report on the survey.  

Based on the lack of nursing satisfaction, reinforcement or slight changes should be made 
to group shift report. Report needs to be standardized with guidelines to ensure patient safety and 
quality of care. The actual method of shift report is not nearly as important as making sure that 
whatever method is used is standardized, comprehensive, efficient, and improves nursing 
satisfaction.  
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EVIDENCE BASED PRACTICE CHANGE TO DECREASE SURGICAL SITE INFECTION 
Marie D Litzelman, RN, MSN, CMSN, CNL & Lisa Hansen, RN, MSN, NEA-BC 

Carolinas Medical Center 
Charlotte, North Carolina 

 
Introduction: Surgical site infections have been defined as wound infections that occur within 
thirty days post-operatively. In an age where hospitals are no longer getting reimbursed for 
hospital acquired infections, it is of dire importance to find ways to decrease costs and it is of 
greater importance to examine the means to save more lives. In surgical patients, such as the 
ones on the orthopedic unit, surgical site infections are the most common hospital acquired 
infection.  As a result hospital stays for individuals in the postoperative period may increase 
anywhere from seven to ten days.   
Purpose: of this evidence based practice (EBP) change at Carolinas Medical Center (CMC) 
Orthopedic unit in Charlotte North Carolina was to decrease readmission rates due to post 
operative infections, thus, decreasing any surgical site infections.  The objectives of this project 
were for adult patients admitted to11T for scheduled orthopedic surgeries that includes scheduled 
hip, knee, shoulder, and elbow surgeries between June 1st 2010 and July 31 2010 .And to 
specifically to: 

1. Decrease hospital readmission rates by 25%. 
2. Decrease surgical site infection rates by 25%. 

3. Increase patient self reported preparedness for managing surgical site care upon discharge 
by 50%. 

Intervention: based on current evidence, this project was conducted as an (EBP) change.  The 
sample and practice change included all adult patients admitted to the 36-bed orthopedic unit 
(11T) for scheduled orthopedic surgeries that included scheduled hip, knee, shoulder, and elbow 
surgeries between June 1st 2010 and July 31 2010. The three variables measured for this project 
were a) hospital readmission rates within 30 days post operatively, b) surgical site infection rates, 
and c) patient self reported preparedness for managing surgical site care upon discharge. Each of 
the variables was measured before and after the practice change. Patient self reported 
preparedness was measured via an anonymous survey. The month of June displays pre change 
data. Education to nursing staff and patients was done prior to July post change data.  
Results: for the patient preparedness surveys were found to be positive as seen with some of the 
results that follow. Concerning the question on whether nurse’s teaching on incision care began 
on the first day in the hospital; the increase from pre-change in June to post-change in July was 
improved by 41%. Concerning the question on whether the patient met with a nurse on more 
than one occasion, the increase from pre-change to post-change was 41.76%. Most notably was 
the increase from pre-change to post-change on teaching signs and symptoms of infection, found 
to increase by 62%. There was a 40% increase with nursing education on other patient health 
concerns. A 15% increase was seen both with patients understanding all teaching given to them 
and being adequately prepared for the hospital. The data for June on readmission rates and 
surgical site infections will be received this week. In the next month, the data for July will 
follow. I will then be able to compare the months’ readmission rates and surgical site infections.  
Nursing Implications: It is imperative for patient outcomes, patient safety, and quality of care 
that continued updates and education for staff on the most current evidenced based practice be 
done. One area in which CNLs can take the lead is in decreasing infections and readmission rates 
in orthopedic patients who have undergone surgery. 
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CHALLENGES OF IMPLEMENTING THE CNL ROLE  
IN AN ACADEMIC MEDICAL CENTER 

Courtney LoIacono, MSN, RN 
Sherichia Hardy, MPH, RN 

Velinda Block, DNP-c, RN, NEA-BC  
University of Alabama Birmingham Hospital 

Birmingham, Alabama 
 
Background: The clinical nurse leader (CNL) is being utilized throughout the country in an 
attempt to improve patient outcomes and facilitate the defragmentation of care. This is often 
accomplished by integrating the role into current care delivery models. When the CNL is fully 
integrated into the role, he/she functions as a facilitator of communication within the 
interdisciplinary team, and as a single, consistent source of patient information.  However, there 
are several challenges when to integrating the role in a large academic medical center. 
 
Purpose:  This presentation will describe how one 927 bed academic medical center 
implemented a pilot of the CNL role on a 39-bed medical unit that operates with five rotating 
medical teams. Each team consists of an attending, a resident, two interns and two medical 
students, with rotations occurring at least monthly. The challenges to implementing the CNL role 
in this environment included frequently re-establishing trust and relationships, as well as re-
orienting physicians to the CNL role. These challenges were addressed by creating a 
standardized plan for orientation, clarification, and adaptation of the role. 
 

Methods: The CNLs participated in monthly physician orientation for the unit giving an 
overview of what the role was meant to accomplish.  Handouts were provided in a CNL-
physician huddle to outline unit initiatives and goals. CNLs rounded with each team daily to 
address nursing and patient needs and also participated in a multi-disciplinary discharge meeting. 
The CNLs closely monitored the needs for role clarity and provided this clarity as needed 
through huddles and at individual physician requests.  
 
Outcome: The CNLs provided nursing staff with a survey that indicated that the CNL role 
positively impacted the bedside nurses’ ability to contact physicians and stay informed of the 
plan of care. Physicians were also provided with a survey regarding the physicians’ 
understanding and perceived efficacy of the role. Feedback indicated a positive response to the 
role in regards to facilitating nurse-physician communication and collaboration, and physicians 
that rotated on to the service prior to implementation of the CNL role indicated a marked 
perceived difference in their overall experience on the unit.  
 
Summary: As the organization plans to implement the CNL role on other units, the experiences 
and lessons learned from the pilot unit will be used facilitate success for future CNLs. 
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IMPLEMENTATION OF THE CLINICAL NURSE LEADER ROLE COMBINED WITH 

CLINICAL NURSE SPECIALIST COLLABORATION: AN INNOVATION DESIGNED 

TO FACILITATE NURSING PRACTICE AND HEIGHTEN PATIENT CARE 

Lynne Ludeman, MS, RN-BC, CNL; Jennifer Spiker, MS, RN, CNL; Sherri Atherton, MS, RN, 
CNS, CIC; Victoria Church, MS, RN, CNS; Jamie Connelly, MS, RN, CNL, CMSRN; Michele 
Goldschmidt, EdD, MS, RN, CNL; Nancy Haller, MS, RN, CNL; Jennifer Holmquist, MS, RN, 
CNS, CIC, CMSRN; Kimberly Kirkpatrick, MS, RN, CNL; Christine Locke, RN, CNS, CNP, 

CNOR; Christine Valdez, MS,  CNS, CNOR 

Portland Veterans Affairs Medical Center 

Email: Lynne.Ludeman@va.gov 

Portland, Oregon  

In response to critical issues facing healthcare, the Portland Veterans Affairs Medical Center 
(PVAMC) has implemented numerous practices, including the adoption of the Clinical Nurse 
Leader (CNL), an innovation designed to facilitate nursing practice and heighten patient care. 
Implementation of this role was facilitated by PVAMC’s strong academic partnership with the 
University of Portland.  In accordance with the vision held by PVAMC nursing leadership, the 
CNLs have customized their role based on the specific needs of the various microsystems within 
the facility, an important component of sustaining this innovation. To further integrate and 
sustain the innovation, the CNLs have initiated a collaborative network with PVAMC’s Clinical 
Nurse Specialists (CNSs), in order to better saturate both macrosystem and microsystem facets of 
nursing practice and patient care.  Use of the CNL and concomitant collaboration with the CNSs 
have yielded positive outcomes in several patient and nursing arenas. With further integration of 
the CNL role, along with continued collaboration between CNLs and CNSs, it is projected that 
evidence-based nursing practice will continue to be elevated, patient safety increased, and that 
outcomes will continue to improve.  
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THE POWER OF PRECEPTING AND THE MAGIC OF MENTORING: 
THE SECRET ROOTS OF PRECEPTING AND MENTORING 

*Mary E. Mather, MSN, RN, CNL; *Kim Hall, MSN, RN, CNL; **Marthe J. Moseley, PhD, 
RN, CCRN, CCNS, CNL 

*South Texas Veterans Health Care System, San Antonio, Texas 
**Veterans Administration, Office of Nursing Services, Washington, DC 

 

Problem: Ambivalence in new role acquisition creates enormous expectations 
from the organization, peer level, as well as personal perspectives. These 

expectations may lead to stress levels which are beyond the level of endurance.  
Evidence: It is reported that 83% of influential nurses in the US have been mentored. Mentoring 
is an important mechanism to ensure success in career development.                                 
Strategy: Effective preparation for graduate nursing students in the Clinical Nurse Leader (CNL) 
program was designed using Benner’s Novice to Expert Theory, resulting in the transition from 
staff nurse to MSN level graduate using self discovery and growing to complete confidence in 
the new role.  
Practice Change: The practice change was accomplished by integrating the competencies of the 
CNL curriculum into the clinical setting. The formal preceptorship was tailored across semesters 
throughout graduate studies, including immersion and capstone completion.  
Evaluation: The path to success was ultimately measured in successful graduation and 
certification attainment as a CNL. The process was realized over time through self performance 
monitoring, seeking validation of findings, increased use of intuition all of which culminated in 
peer trust.                                                                                                                                   
Results: The continuity of having one preceptor accelerated the relationship into a trusting and 
respected one for role clarity. Successful assimilation into the CNL role was optimal due to the 
building of mutual trust and respect during the course of studies. Professional activity resulted in 
dissemination of CNL work: national presentations, peer reviewed publications, national 
consultation, etc.                                                                                                                  
Recommendations: Utilization of one preceptor across the clinical curriculum in a CNL 
program affords the ongoing development of relationship building and formalization of 
relationships from preceptorship to mentorship.  
Lessons Learned: Trust is the mechanism through which relationships are built and maintained. 
Trust is difficult to build, yet once attained, catapults professional development beyond any 
planned timeline of traditional growth trajectories. 
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Development of the CNL: Transition of Model C to Professional Practice 
Kristen Meekins, RN, MS, CNL, PCI 

Diana Glod, RN, MS, CNL, PCI 
Sinai Hospital of Baltimore 

Baltimore, Maryland 
 
Background: The CNL role was developed in an effort to meet the demands of an increasingly 
complex healthcare system and evolving patient population.  The University of Maryland School 
of Nursing (UMSON) developed their Clinical Nurse Leader (CNL) Program through adapting 
the Model C master’s entry program established by the AACN. The Model C program is 
designed for individuals with a baccalaureate degree in another discipline. Upon completion of 
the Model C program, the individual receives a generalist master’s degree and is eligible for both 
RN and CNL licensure. Through the development of the Integrated Care Model, Sinai Hospital 
of Baltimore has embraced the CNL credential and placed it at the center of the Patient Care 
Integrator (PCI) role.  Outcome Data: Sinai Hospital of Baltimore implemented the Integrated 
Care Model in June 2010 and has fully integrated two PCI positions in the model with a focus on 
lateral integration of care for acutely ill patients in an Intermediate Care Unit.  Outcome data for 
the role are currently being collected and will be analyzed at the end of FY11 second quarter 
(December 2010).  Description of program: The University of Maryland School of Nursing 
provides CNL nursing students with a unique educational experience including master’s level 
credits in research for the advanced practice nurse, systems and populations in healthcare and 
gerontology. Additionally, coursework in leadership and evidence based practice is at the center 
of its curriculum.  Skills and competencies gleaned in the CNL academic program were 
leveraged in the creation and development of the CNL-inspired Patient Care Integrator role of 
the Sinai Hospital Integrated Care Model. Alignment between academic preparation and 
professional practice for the PCI at Sinai are evident in many ways. For example, during the 
program, a health agency assessment project was required.  During the assessment project 
individuals were given the opportunity to meet with the admissions coordinator as well as a 
representative from the budget department of the University Specialty Hospital - a long term care 
facility. This allowed students to learn about healthcare across the continuum as well as 
healthcare costs.  Lessons learned through this experience translate into professional practice. At 
Sinai Hospital of Baltimore, the PCIs are deeply involved in the transition of care for patients 
between the acute and long term care settings. Understanding the basic concepts of budget and 
finance have helped the PCIs better understand the impact that issues like length of stay and 
denied days have on the nursing unit bottom line. In addition, education tailored for the advanced 
generalist role prepares nurses to improve practice through critical thinkin, effective 
communication and providing patient care in complex situations.  The PCIs use these skills on a 
daily basis through service as a unit-based resource nurse and lateral integrator of care across all 
disciplines.  Summary/Impact: Model C graduates from the University of Maryland School of 
Nursing are educated to function as strong nursing leaders. The PCI role at Sinai Hospital of 
Baltimore leverages the educational preparation of CNL nurses in efforts to bridge the gap in 
care that is so common in contemporary hospitals.  This role influences practice in many positive 
ways by decreasing length of stay, improving patient outcomes, and providing less fragmented 
care. The PCI serves as the lateral integrator of care across disciplines and assumes 
accountability for achieving targeted outcomes. The PCI demonstrates safe and effective 
navigation of patients and families through the complex healthcare system.                 
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Steps to Developing a Work Site CNL Program 

Colleen Morgan, DNP, RN NCSN®, CNL®, OCN® 

University of Miami Health System 

Nurse Specialist Site Disease Group 

Miami, Florida 

Email: CMorgan@med.miami.edu 

     The Clinical nurse leader (CNL) is the first new nursing role in 40 years. The CNL is a 

position developed by the American Association of Colleges of Nursing (AACN) in 2003. As a 

CNL, I was asked to design a work site curriculum for a major university. Designing a CNL 

curriculum differs from other nursing specialties because AACN and practicing partners 

contribute to the dimensions of this role. In addition to gaining support from the university, 

commitment from a practicing health care partner is essential before proceeding with this 

initiative. The first step in creating the curriculum design is to determine the community’s 

readiness and need for this type of program. In this paper I will outline the steps taken to develop 

a work site CNL program. The CNL graduate needs to meet the requirements of the AACN and 

pass a certification exam after completing the program. A capstone project and clinical 

immersion hours must be met prior to sitting for this exam.  

My experience as a CNL as well as my personal education in graduate school influenced 

the curriculum design. The curriculum for this work site program was tailored to meet the 

specific requirements of a large university with multiple healthcare affiliations.  

 

 
 

 
 
 



 47 

 
 

CNL-LED COLLABORATION AND INNOVATION 
September Nelson MS, RN, CNL 

University of Portland 
Portland, Oregon 

 
 Providence Health System has created a strategic vision to provide a connected care 
experience for patients that is based on clinical excellence. The goal of this experience is answer 
each patient’s desire that providers “know me, care for me, and ease my way.” The contribution 
of the Clinical Nurse Leader (CNL) role exemplifies this vision of connected care. This abstract 
will describe how a unit based CNL contributes to improved patient care through innovative 
practice, collaboration, and coordination of care. 
 The CNL role was implemented on the Orthopedic (8N) and Neuroscience (8S) units at 
Providence Portland Medical Center in 2009.  These two units include 48 private rooms and are 
staffed by nearly 60 registered nurses and 10 certified nursing aides. The architecture of the unit 
was designed to support patient centered care, with nurses at the bedside. The population of 
patients includes elective surgeries such as joint replacement and back surgery as well as 
unplanned orthopedic surgery, stroke, and other neurological ailments.  
 An early CNL led innovation within these units was the organization and facilitation of an 
interdisciplinary partnership council (IPC). The mission of the CNL led 8N/8S IPC is to foster 
shared meaning and purpose in the work of all disciplines that participate in patient care. 
Members of the IPC include representatives from nursing (RNs and CNAs), physical (PT), 
occupational (OT) and speech therapy (ST), clinical education, food services, chaplain services, 
and medicine. The IPC reviews data including patient satisfaction survey information, nurse 
sensitive indicators, and informal information gathered from all members of the staff. Based on 
this gathered information, members of the IPC agreed that many patients and family members 
did not feel adequately informed and had unclear expectations about their care. Discharge was 
also delayed when patients were unprepared for the therapies (PT, OT, ST). 
 In order to provide improve communication about care provided on 8N and 8S, the IPC 
worked collaboratively to develop a welcome video for patients and families. Each discipline 
contributed content that was specific to their area of expertise, while the CNL edited the 
language to meet everyone’s needs. This collaborative effort resulted in a product that is shown 
to patients and/or their families upon admission, before transfer to 8N/8S from other units, and 
even as families wait for their loved one to arrive from surgery. The video includes information 
about what to expect during the patient’s stay, descriptions of all the members of the health care 
team, how to communicate with nursing staff, how nursing care is delivered, comfort promotion, 
therapy procedures for PT, OT, and ST, ordering meals, and discharge planning. 
 The CNL on 8N/8S has been successful in fostering an environment of collaboration and 
coordinated care through the implementation and facilitation of the IPC. The development and 
production of the educational welcome video has provided patients and their families with 
important information and clearer expectations of care. As a result of the CNL and the IPC, the 
8th floor health care team is better able to care for and ease the way for their patients. 
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A MULTIDIMENTIONAL APPROACH TO  CURRICULAR MAPPING: CLINICAL NURSE 
LEADER EDUCATION MODEL C PROGRAM 

Tommie L. Norris, DNS, RN 
The University of Tennessee Health Science Center 

Memphis, Tennessee 

Background:  As faculty strive to map courses/content to the BSN Essentials, MSN Essentials, 
STEEEP principles, QSEN competencies, and Clinical Nurse Leader (CNL) End of Program 
Competencies for the CNL Education Model C curriculum, it seems to be a daunting task.  The 
faculty at the University of Tennessee Health Science Center (UTHSC) have approached this 
innovative curriculum review by finding key commonalities among all of these competencies.  
The STEEEP principles: Safe, Timely, Effective, Efficient, Equitable, and Patient-Centered care 
were the first to be used to guide curricular development and revision and therefore the first to be 
mapped. 
 

Method: The faculty of the professional entry into practice program collaborated to develop a 
template for the course coordinators to map learning outcomes, learning activities (theory and 
clinical), and evaluations (activities, quizzes, group projects etc.).  The template was then 
customized to capture each of elements of the essentials.  The major threads for the CNL 
curriculum that are required to be integrated throughout the curriculum were then mapped.  
Faculty participated in an annual retreat to present courses and how the different essentials were 
integrated into their courses.  
 

Outcome:  The curriculum for the Clinical Nurse Leader Education Model C can be viewed 
multi-dimensionally but revolves around the axis of the IOM’s STEEP principles. This curricular 
schema aids faculty in preventing “curriculum slide” and helps ensure graduates who are 
prepared to practice as a CNL in dynamic complex work environments.   
 

Recommendations/impact:  The curricular mapping and course blueprints provide a guide for 
faculty who are developing and/or revising courses.  Standardized exams and practice 
certification exams will continue to aide in refining content placement and review of evaluation 
practices.  
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One Role, Many Expressions: Successful CNL Student Experiences in Diverse Settings 
Valorie Orton MS, RN, CNL 

University of Portland 
Portland, OR 

 
 Health care reform initiatives, coupled with the needs of the aging population, call for 
increased need for focused and effective health care delivery within the outpatient and 
community sectors. Nursing’s voice and expertise in health promotion, disease prevention, and 
chronic disease management are essential for improved national health outcomes. Quality and 
safety related to healthcare must include patient, family, and community engagement, calling for 
greater expertise in collaboration and continuity of care delivery within and across diverse 
healthcare delivery settings. The CNL skill set is ideally suited to provide the necessary 
leadership for optimizing effective health care outcomes in acute care systems as well as 
outpatient and community venues. 
 
 Successful student clinical experiences will be shared including long term care, 
residential care, home health care, the medical home model, public health, prenatal care for 
uninsured migrant workers, faith community nursing, Veteran’s Administration outpatient 
women’s health care, and outpatient services for underinsured/uninsured. The congruence of the 
CNL competencies will be discussed as well as the variations of expression of those 
competencies within diverse healthcare delivery systems. Facilitators and barriers in 
operationalizing the role within these settings will be reviewed, as well as lessons learned. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 



 51 

VALIDATION OF ROLE UTILITY FOR THE NEW CNL MODEL 
Susan Patton, MSN, RN, CNL; 

Ross Puterbaugh, MSN, RN, CNL; Kristine Wilson, MSN, RN, CNL 
Cincinnati VA Medical Center 

Cincinnati, Ohio 
 
In March, 2007, to ensure that the customer service scores improved and that performance 
measures were met at the Cincinnati VAMC, a patient education pilot began on the 6th floor 
following the 4 medical resident teams.  Discharge phone calls and patient education focused on 
primary diagnoses of the patients.  The goal was to improve patient and family education and the 
implementation of discharge planning. The length of stay decreased and the SHEP scores 
improved during the 2nd quarter in which the pilot was implemented. The outcome in the 3rd 
quarter of 2007 showed a positive impact on the customer satisfaction scores. The Congestive 
Heart Failure performance measure was met due to the patient education focus of the CNLs and 
the staff nurses at the bedside.  
The CNLs role was soon compromised while remaining assigned to the medical resident teams.  
There was a lack of focus on the medical / surgical units of the hospital and quality indicators 
suffered from the lack of attention and coordination of care.  The complex cases lacked the 
management needed for discharge follow-through and the amount of time the CNLs spent at the 
bedside was depleted by various projects and performance measures that were not directly 
related to nursing or patient care.  A re-evaluation of the role occurred in 2008 with 
recommendations made to have the CNLs assigned to each of the three Medical / Surgical units. 
The Clinical Nurse Leaders are currently assigned to each of the three Medical/Surgical units 
instead of the Medical Resident Teams and a refocus on the patients and their care plans, 
education and discharge planning has occurred.  They focus on nursing quality indicators at the 
unit level that gives them the opportunity to tailor interventions to the specific units. 
The new model of the CNLs will direct their attention to the elevation of the nurses’ practice by 
their involvement in evidence based practice. The CNLs will be mentors and clinical resources 
for the implementation of change in nursing care at the bedside, documentation changes, patient 
education and staff education.  The microsystem development model will be used to refer the 
most complex cases to the CNLs for review and the discharge planning associated with the 
complexities will increase the customer satisfaction and the care received by the Veterans after 
discharge.  Collaboration efforts with the nurse manager and assistant nurse managers on each of 
the units will enhance both nursing practice and staff satisfaction, decreasing turn-over rates. 
The CNL model will be outcome driven using quality and safety measures to affect the staff 
nurse practice in each of the units with currently assigned CNLs.  CNLs will be integrated into 
Primary Care and the CLC, with additional CNLs placed in the MICU and SICU by 2012.  
Education for the facility about the CNL role will be done through posters highlighting the 
results produced by the CNLs on each of the units.  A cohesive group of CNLs will meet 
regularly with the Project Manager and the Chief Nurse to delegate various improvement 
projects to be implemented throughout the facility based on evidence based practice.  The new 
model of the CNL role will provide a support system for the nursing staff dictating improved 
nursing performance and patient care through exceeding sustainable targeted quality indicators.  
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EVIDENCE PRACTICE CHANGE PROJECT: UTILIZING VOLUNTEERS IN A CLINICAL 
MICROSYSTEM 

Sara Pratt, MSN, RN, CNL 
Carolinas Healthcare System 

Charlotte, NC 
 
Background Information: It was found most staff working on 9B, an Obstetrical High-Risk 
Unit at Carolinas Medical Center, was dissatisfied primarily with feeling over-worked, the 
staffing matrix and lack of time to complete assignments during their shift. This unit is unique in 
that it has tasks that could be completed by non-nursing staff (e.g., by volunteers). Three 
concepts were measured while enacting this clinical change project in this microsystem. The 
purpose of this evidence based initiative was to improve nursing productivity, nursing 
satisfaction and response time/promptness to patient’s needs. The three major goals were: 

1. The use of volunteers on 9B will increase nursing satisfaction by 10%. 

2. The use of volunteers on 9B will increase nursing productivity by 10%. 

3. The use of volunteers on 9B will increase the response time/promptness to patient’s 
needs by having 80% of patient’s surveyed respond with “excellent.” 

 
Methods: Using innovations based in the current state of the science, this project was conducted 
as an evidence-based practice change project. The pre-volunteer survey was administered before 
the implementation of the innovation (use of volunteers) and the post-volunteer survey four 
weeks after. Professional Research Consultants (PRC) recorded the results of the patient 
telephone survey for response time/promptness in meeting patient’s needs pre-volunteers in May 
and the first month of utilizing the volunteers in June. 
 
Outcomes Data: The results of the surveys and PRC score provided positive feedback that the 
volunteer program provided benefits for the OB High Risk Unit. Both the pre and post scores of 
the survey proved staff felt volunteers helped them successfully do their job, although it was not 
possible to measure the increase due to the wording of the questions. For nursing productivity, 
the average score for the Pre-Survey was 2.889 compared to the Post-Survey of 3.188, resulting 
in a 10.35% increase. This achieved the goal of having a 10% increase. The PRC scores from the 
question, “How would you rate the nurses’: Promptness in Responding to (Your/Your Family 
Member’s) Calls? Would you say:” were measured in both May and June. The only result 
recorded is if the patient responded “excellent.” In May, 36.4% of the surveyed patients rated us 
as “excellent.” In June, 76.9% of the surveyed patients rated us as “excellent” for the same 
question. The implementation of the volunteer program created 111 % increase from May to 
June in patients’ rating the promptness in responding to their calls as excellent. 
 
Summary Recommendations and Impact: This project provides strong evidence for the 
implementation of a change project utilizing volunteers on an inpatient unit. Even though only 
three items were measured for the purpose of this research project, many other benefits were 
seen during the duration of the volunteer implementation. Overall, from the results of this study 
and other studies it appears that utilizing volunteers can have positive implications for nursing 
care on an obstetrical high-risk unit. Implementing a volunteer program can be beneficial and 
rewarding. 
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                                                                 Abstract 
 CONNECTING THE DOTS- CARE COORDINATION OF THE MENTAL HEALTH          
                            PATIENT WITH A COMMUNITY PARTNER 

Dianne Ragno MSN, RNC, CNL 
West Palm Beach Veterans Affairs Medical Center 

West Palm Beach, Florida 
 

The care of the mental health patient can be challenging due to complex psychosocial needs and physical 
complications. Inpatient and outpatient services are available for those needing treatment. Due to 
environment of care safety standards for all inpatient mental health units, the psychiatric unit in the West 
Palm Beach Veterans Affairs Medical Center (WPB VAMC) was scheduled to close temporarily from 
February 2010 to June 2010 to allow the completion of the renovations necessary to meet these standards.  
A contract was established with a community mental health center (CMHC) allowing any veterans requiring 
inpatient stabilization to be transferred to this facility for services. However, the WPB VAMC was 
responsible for coordination and provision of outpatient services post discharge. A liaison team consisting 
of two social workers and a psychiatrist was formed to coordinate these services. This would ensure the 
same level of care for our veterans during this interim period. For my capstone project I was assigned to 
work with this liaison team. The following plan was developed to coordinate these services: 

• The transfer office staff was charged with handling the flow of information to the CMHC when the 
veteran is accepted for admission. 

• The physician assistant will complete a complete history and physical on each veteran prior to 
transfer to ensure the veteran is medically stable. 

• The liaison team was to follow treatment and progress of veterans transferred to the CMHC on a 
daily basis to facilitate care post discharge.  

• Medications prescribed upon discharge would be filled by pharmacy at the WPB VAMC and 
delivered to the CMHC prior to the patients discharge. 

The use of Deming’s PDSA cycle was utilized to evaluate process improvement. A workflow analysis 
identified several critical issues requiring immediate attention.  

• Duplication of work, poor communication among team members resulting in fragmented care, and 
missed opportunities.  

• No process to complete mandatory suicide risk assessments for veterans. 

• No process in place to obtain demographics data which is crucial to post discharge care. 
A multidisciplinary team meeting was held; roles were clarified and new processes were 
introduced. This resulted in eliminating duplication of work and improving communication within the team; 
connecting the dots and coordinating services required to ensure the provision of the quality of care our 
veterans deserve. In addition were the following improvements: 

• An improvement of 73.5% was noted for completion of suicide risk assessments. Pre 
implementation the rate was 24%, post implementation rate for completion was 97.5%. 

• An improvement of data collection for demographic information. Post implementation was 97.5%, 
pre implementation there was no documentation of data collected.  

• A computerized alert system was developed to notify pharmacists of pending discharges. 
The addition of a CNL to any team caring for a cohort of patients is recommended. They bring with them a 
specific skill set, improving communication and coordinating care among providers working in silos, 
improving outcomes and quality of care. 
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On Boarding the Clinical Nurse Leader 
Renee Benware RN BSN; Cory Franks RN BSN 

Joe Hafley RN BSN; Joanne Rushing, RN MSN CNL;  
Jeanette Vaughan RN, MSN, CCRN, CNL 

Texas Health Resources 
Fort Worth, Texas 

 
As a masters prepared generalist it is common for a Clinical Nurse Leader candidate to be not 
only a new employee of the unit but also new to a health care entity. Implementing the Clinical 
Nurse Leader role within any facility requires a structured orientation which allows the candidate 
to be oriented to the entity and the role. Texas Health Resources has oriented ten Patient Care 
Facilitators/Clinical Nurse Leaders to not only the unit which they work but also to the system. 
With plans to double the number of PCF’s/CNL’s in the coming year, lessons learned from both 
failed and successful orientations have shown a structured orientation enhances the success of 
the role on any unit. This presentation is designed to discuss the general orientation needs of the 
clinical nurse leader and demonstrate successful integration of the role despite variances related 
to entity size. Key topics that will be addressed are things the clinical nurse leader needs to know 
before entering the role; planning the key personnel the clinical nurse leader needs to meet and 
spend time with, and crucial tasks for On Boarding the clinical nurse leader when they arrive on 
the unit.  
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VIDEOCONFERENCING ACADEMIC CNL PROGRAM AND SOLUTIONS FOR 
MARKETING 

Susan M. Schmidt, Ph.D, RN, COHN-S, CNS,  CNL; Debbie Davis, MSN/ MEd, RNC, CNL, 
Thomas Hayes, Ph. D. (Marketing) 

Xavier University, School of Nursing and Williams College of Business 
Cincinnati, Ohio 

 
Background: Xavier University, School of Nursing was awarded $1,488,825.00 in 2009 from 
Health Resources and Services Administration to establish a graduate program in rural areas 
throughout Ohio for the purpose of preparing nurses with advanced degrees in the role of the 
Clinical Nurse Leader (CNL) through video-conferencing. To date, five rural sites have video-
conferencing equipment deployed to their hospital or long term care facility. The video-
conferencing equipment is installed in board rooms, conference areas or classrooms for the rural 
nurses to attend classes taught live at Xavier. Real-time/faculty-time allows these nurses to 
interact with the faculty during the class and with each other at the distant sites as well as the 
nurses located on-site at Xavier. Unexpected problems include the installation of 
videoconferencing technology that runs flawlessly and the need for on-going aggressive 
marketing of the program to individuals located in distant areas where Xavier does not have 
personnel located. The needs to deploy the appropriate equipment that matches site capabilities 
and to establish a sustainable long-distance aggressive marketing plan are explored. Outcome 
Data: Distinction between hi-definition and standard definition equipment and which works best 
in various settings is identified. Band width and bridges are required to make systems work 
flawlessly. An undergraduate business marketing class project was established in the business 
college in a partnership with the nursing school videoconferencing project to address distant 
marketing solutions. Initial publication costs, information sessions, and travel costs total over 
$25,000.00 for a yield of 35 students of whom none are from minority populations. Student 
satisfaction varies with the quality of the audio-video equipment. The marketing plan is designed 
to create an innovative way to reach out to nurses in distant sites in a way that is meaningful to 
them. The goals of the plan are to inform rural areas of the program and the role of the CNL, 
increase enrollment to at least five students each year at each site, increase student satisfaction, 
increase diversity of students and improve communications and networking with different sites. 
Description of Methods:  Consultation from various groups to identify problems with the 
videoconferencing equipment. A state-wide E-tech center provided valuable insight to the use of 
bridge systems. The marketing faculty requires for class projects the development of a marketing 
plan for a non-profit organization. Debbie Davis presented the videoconferencing project to the 
fall 2010 marketing class. Students are guided by their marketing professor, Dr. Thomas Hayes, 
to apply marketing concepts to the plan they develop and students meet regularly with D. Davis. 
The final plan will be presented in January at the CNL conference. Impact:  Universities 
throughout the nation are struggling with the preparation of and marketing of the CNL role. 
Challenges are largely driven by the fact that the role is new to health care and requires a 
transformation of delivery services to establish the role in healthcare settings. A parallel effort 
needs to be made in which schools prepare a critical mass of qualified CNL nurses to be 
available for employment across the nation in all geographic areas. Establishment of 
videoconferencing methodology will be shared. Insight of a marketing strategy established by a 
new generation of marketing students may be an excellent example for others to follow. 
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Double Check: Medication Safety in the Pediatric Intensive Care Unit 
By Kieran M. Shamash, RN, MSN 

University of California Los Angeles School of Nursing 
Los Angeles, California 

 
Background Information 

In a report by The Institute of Medicine (IOM) in 2000, entitled To Err is Human: 
Building a Safer Health System, they estimated that medication errors alone account for 6,000 – 
7,000 patient deaths annually (IOM).  Although there is little data on medication safety in 
pediatric populations, one study found that medication errors and adverse drug events (ADEs), 
both actual and potential, in this population were very common (Kaushal et al. 2001).  Complex 
pediatric calculations like weight-based dosing and dilution of many standard concentrations 
contribute to the risk of ADEs (Kaushal et al. 2001).  In the intensive care setting, these errors 
are of increasing importance, because they are not only more likely, but are often more 
dangerous and more costly (Kaushal et al. 2007).  Nurses play an important role in double-
checking safe dosing and calculations before administering the medication to the patient.   

The first goal of this project, implemented with new graduates RNs in the pediatric 
intensive care unit (PICU) at the Ronald Reagan UCLA Medical Center, was to provide 
education to new graduate nurses on the importance of medication safety from an ethical and 
financial perspective.  The second goal was to provide new graduate nurses with a resource they 
could use on a daily basis to assist them with safe calculations: a medication safety badge card 
with standard pediatric dosing formulas and safe dosage ranges of post-resuscitation 
maintenance medications. The clinical nurse leader (CNL) role that was utilized for this project 
was that of the educator, a role in which the CNL provides teaching on current evidence and 
appropriate materials to facilitate learning. 
Outcome Data 

Of the new graduate participants (n = 7), 100% completed a pre-project survey and 72% 
completed a post-project survey. On the pre-project survey, 100% of the seven new grads 
surveyed either agreed or strongly agreed that the education session was helpful.  On the post-
project survey, respondents either agreed or strongly agreed that the medication card was helpful 
to them in ensuring accurate calculations.  On the pre-project survey only one new graduate 
nurse indicated she strongly agreed she was very comfortable with pediatric drug calculations.  
On the post-project survey, this number increased to two.  
Description of Methods 

This project utilized the Rosswurm and Larrabee model for evidence-based practice to guide the 
methodology.  After determining the needs of the unit through assessment, the next steps were to 
link the problem with potential solutions, synthesize the available evidence, plan and implement 
the project, evaluate its effectiveness, and integrate it into practice (Rosswurm & Larrabee, 
1999).  
Summary of Recommendations and Impact 

The data results point to the potential positive impact of this kind of resource for new graduate 
nurses in the PICU setting.  In the future, this project could be implemented with a larger sample 
size of new graduates from the PICU and other pediatric areas for better outcome measurement.  
Medication safety interventions like this one may also be broadened to include nurses of vary 
levels of experience and better measurement of  their effect on patient safety outcomes.  
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IMPLEMENTATION OF A FAST TRACK BOWEL PROGRAM AND  
THE IMPACT ON LENGTH OF STAY 
Kristin Shuman, BSN, RN, CNL Student 

Xavier University/ Fairfield Medical Center 
Lancaster, Ohio 

 
A fast track bowel program is used to guide an elective non-emergent colorectal surgical 
patient’s care. Fast-track bowel pathways provide standardized orders that all of the participating 
physicians follow.  Nursing plays a vital role in the patient’s recovery. The purpose of this 
student Clinical Nurse Leader study, currently in progress, is to examine if focused education for 
the nursing staff regarding the fast-track bowel pathway impacts length of stay and respective 
associated costs for patients undergoing elective bowel surgery.  IRB approval for this 
intervention study utilizing retrospective review of charts has been received. The student Clinical 
Nurse Leader using a fast track bowel program data collection tool reviewed thirty charts of 
patients who had an elective bowel surgery in 2009. Once the order sets were completed in 
collaboration with the physicians, the student Clinical Nurse Leader held focused education 
sessions on the fast track bowel program including the essential nursing factors which have the 
potential to reduce the patient’s length of stay.  These nursing factors include implementation 
and documentation of: incentive spirometry, ambulation, and foley catheter days. After 
discharge, the study participant’s chart will be reviewed and data will be collected using the data 
collection tool. Once thirty patient charts have been analyzed, the information will be compared 
to the data analysis from 2009charts to determine if focused nursing education regarding a fast-
track bowel program decreased the length of stay for patients undergoing an elective bowel 
surgery. Frequency statistics will be employed to report demographic data. Interval or ratio data 
will be reported with means and standard deviations. Chi square statistics will be used for 
comparison regarding incentive spirometry use, activity, and foley catheter use before and after 
the clinical nurse leader facilitated intervention. A two way ANOVA will be used to examine 
impact of incentive spirometry use, activity, and foley catheter use on length of stay for the pre 
and post data groups. Findings from this study will yield insights regarding whether or not the 
length of stay and respective cost avoidance for elective bowel surgery patients is impacted by 
Clinical Nurse Leader implementation of focused nurse education.  
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MONITORED HOURLY ROUNDING 

Kyla Slagter MSN, RN, CNL 
Carolinas Medical Center 
Charlotte, North Carolina 

 
Purpose: The purpose of this project was to improve the hourly rounding process on a medical 
unit at Carolinas Medical Center in North Carolina.  Hourly rounding was currently practiced on 
the medical unit (3T) and nursing presence was documented on a paper log at each patient’s 
bedside. The proposed intervention included a way to monitor nursing presence using an existing 
feature of the current call light system.   
Background/Rationale: On a medical unit (3T) at Carolinas Medical Center the 2009 data for 
falls per 1000 patient days indicated an average of 8 falls per month.  The Professional Research 
Consultants (PRC) 2009 data specific to 3T indicated overall quality of nursing care rated as 
58% excellent, pain management by staff rated 39.6% excellent, and overall safety rated 53% 
excellent.  These results indicated a decrease in patient safety and satisfaction related to nursing 
presence. Patient safety and satisfaction depends largely on the patient’s perception of nursing 
presence which consequently affects fall rates, patient satisfaction, and frequency of call light 
use.  Hourly rounding performed by nursing staff is a common intervention used today to meet 
patients’ comfort, safety, quality, and environmental needs.     
Description of the Practice Change: The proposed intervention provided education for the 
nursing staff on the importance of consistent hourly rounding and included a way to monitor 
nursing presence.  The hourly rounding process was monitored with a presence indicator and an 
hourly reminder was sent to the nursing staff’s handheld phone if nursing presence was not 
identified each hour. The intercom piece of the call light system located on the wall behind each 
patient’s bed has punch buttons available to indicate nursing presence.  When touched one time a 
light comes on and nursing presence is indicated; when touched again the light turns off 
indicating departure.  Touching the button in this manner does not trigger the call bell at the 
nursing station, but nursing presence was recorded within the system and transferred onto the 
call light report log.  If nursing presence was not identified each hour an hourly reminder alert 
was sent to the RN responsible for the patient via their handheld phone.  The reminder alert was 
also recorded within the system and transferred onto the call light report log for further review.  
Outcome Results: From May 2010 to July 2010 fall rates, patient satisfaction, and call light 
frequency were all improved.  Fall rates reduced 39%, call light frequency reduced 35%, and 
patient satisfaction scores related to all three areas of concern increased.  Overall quality of 
nursing care increased 14%, pain management by staff increased 15.9%, and overall level of 
safety increased 14.3%. 
Conclusions: Monitoring the hourly rounding process can assist nursing staff by providing 
reminder alerts when necessary to ensure ongoing safety and security.  The use of monitored 
hourly rounding on this medical unit decreased fall rates, increased patient satisfaction, and 
decreased the frequency of call light use.  Based on these results, recommendations have been 
made to standardize this practice change throughout the entire hospital to improve patient safety 
and satisfaction.   
Clinical Relevance: Safety practices like monitored hourly rounding can result in positive 
patient outcomes. Through interventions such as monitored hourly rounding nursing staff can 
decrease patients’ anxiety and improve patients’ perception of nursing care evidenced by the 
outcome results. 
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IMPROVING PRN EFFECTIVENESS DOCUMENTATION 
Annie R. Walker RN, MSN, CNL and Erin Simmons RN, MSN, CNL 

Charlie Norwood VAMC 
Augusta, Georgia 

 
Purpose and Discussion 

PRN medications are routinely prescribed to patients for pain, nausea, constipation, etc.  
Because these medications are given on an as needed basis, the documentation of their 
effectiveness is one of the most crucial aspects of patient care.  Although prescribed by 
Physicians, it is the responsibility of the Nurse to ensure that PRN medications are effective in 
treating the conditions for which they were prescribed.  This can be done by periodic and timely 
follow-up assessment and documentation of the PRN medication effectiveness.   

At the Charlie Norwood VAMC, timely documentation is defined as within two hours of 
administration for pain medications and within 24 hours of administration for all other 
medications.   The documentation of PRN effectiveness provides the provider with the 
information needed to make informed patient care decisions.  
 

Methods and Findings 

An initial evaluation of PRN effectiveness in August 2009, by this CNL found a low 
compliance rate of PRN effectiveness documentation at 5% on one unit.  A fact finding 
investigation was initiated to assess from staff the reasons for decreased compliance with 
documentation.  The responses ranged from nurses being too busy to document PRN 
effectiveness to the process being too cumbersome and time-consuming.  The CNL discussed the 
problem further with Nurse Managers and a decision was made by the Nurse Managers for the 
CNL to create an awareness education campaign for all units.  This involved an in-service being 
conducted with nursing staff on the involved units.   The nurses were provided with best practice 
information explaining the reason for and importance of timely documentation of PRN 
effectiveness. Use of the Limited Access feature in BCMA was also reviewed for documentation 
of PRN effectiveness allowing staff to use any computer terminal.  Reminder posters were 
posted on all units and a flyer displaying the steps in documenting PRN effectiveness was 
created for nursing staff.  Nurse Managers, working with the CNLs, implemented a Microsystem 
process change to have the unit Charge Nurse on each shift print a PRN effectiveness report 
every two hours and to follow-up with staff to ensure that proper documentation was completed.  
Weekly reports were compiled by CNLs and displayed in an Excel spreadsheet/chart, sent to unit 
Nurse Managers.  Staffs were kept informed of their progress by posting outcomes on the units 
detailing their improvements in documentation.  

Although progress in the beginning was slow, documentation improved 80% for the 
initial lowest reporting unit to up to 100% for others.  This change in practice brought the 
facility’s compliance average up to 90%.  Additional reminders have been posted on units, and 
when necessary, individual staff members were provided personal guidance by the Nurse 
Managers and/or CNLs.  Progress continues to be made and CNLs continue to periodically 
monitor compliance and provide education when needed.   
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Evaluation of the Use of Health 2.O Tools: Implications for CNL Role Development 
Laurie J. Ware, RN, PhD, CNL; Bobbie Siler, RN, PhD, CNE 

Amy Brooks, RN, BSN; Tammy Law, RN, BSN; 
University of West Georgia School of Nursing  

Carrollton, Georgia 30118 

 As the use of information technology in healthcare environments increases, the Clinical 
Nurse Leader (CNL) will be expected to utilize Health 2.0 tools to provide patient care and 
promote evidence-based practice. For this study, Health 2.0 was defined as the participatory 
healthcare environment that is enabled with software, technology, and the Internet. Educating 
colleagues and patients about best practices and treatments can lead to improved patient 
outcomes. One of the fundamental aspects of the CNL role is “management and use of client-
care and information technology” (AACN, 2007). Reports from the literature suggest the 
interactive web empowers the healthcare consumer and provides just-in-time information for 
both. It is essential that the CNL effectively and efficiently manage information relative to 
clinical decision making. One of the assumptions for the preparation of the CNL is that 
communication technology will facilitate the continuity and comprehensiveness of care.  

There is little data about how healthcare providers and consumers are using Health 2.0 
tools for healthcare purposes.  However, there is current evidence that suggests the internet and 
the use of technology enhances healthcare delivery and patient outcomes. Healthcare providers 
will increasingly be expected to use electronic medical records and technology for 
communication purposes with patients and other health care providers. Thus, the CNL must be 
proficient in utilizing a variety of Health 2.0 tools in overseeing the care of a cohort of patients. 
The purpose of this study was to assess how healthcare providers are using Health 2.0 in their 
everyday practice. This research project is part of a larger, multi-site study being coordinated by 
colleagues at several other universities. The following research questions guided the study: 
 
1. What Health 2.0 tools do healthcare consumers and healthcare workers use for personal use? 
2. What Health 2.0 tools do healthcare consumers and healthcare workers use for healthcare?  
3. How do healthcare consumers and healthcare workers utilize Health 2.0 tools for personal   
    use?  
4. How do healthcare consumers and healthcare workers utilize Health 2.0 tools for healthcare? 

 
A commercial survey platform was used to collect data from participants.  Surveys were 

distributed via an electronic link (using the institution’s intranet) to all employees at a 282 bed 
regional nonprofit acute care hospital in Northwest Georgia. The survey instrument contained 
33 items addressing use of Health 2.0. Approximately 350 surveys were completed by the 
participants. Data analysis is in process and will be completed by the time of the presentation. 
The findings from this study should help identify the level of use and knowledge of Health 2.0 
tools among healthcare providers and consumers. These findings should help guide the design 
of appropriate educational and other interventions using Health 2.0 tools. Health care outcomes 
should be enhanced with the use of Health 2.0 tools that are geared to the health and computer 
literacy levels of consumers. The ways that CNLs incorporate the use of Health 2.0 tools into 
traditional healthcare systems will influence service delivery and patient/provider relationships 
as they now exist. The CNL must be prepared to act as a leader within the organization by 
modeling proficiency in technology and sharing this information with the interdisciplinary 
team.   
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REDUCING THE PERCENTAGE OF HEART FAILURE PATIENTS READMITTED TO 
THE HOSPITAL WITHIN 30 DAYS OF DISCHARGE: A SYSTEM REDESIGN PROJECT 

S.J. Brown, RN, BSN, CPHQ, S. Dickens, MD, K. Meyer, RN, BSN, 
R. Puterbaugh, MSN, RN, CNL, K. Wilson, MSN, RN, CNL,  

K. Wise, RN, S. Zimmerman, RN, BSN 
Cincinnati VA Medical Center 

Cincinnati, OH 
 

The VA provides care for approximately 240,000 veterans with heart failure and in 2005 over 
42,000 of these veterans were hospitalized with a primary diagnosis of heart failure. The goal of 
this system redesign team was to reduce the percentage of these patients who are readmitted 
within 30 days of their discharge. This system redesign team is a multidisciplinary team formed 
to review the current practices for heart failure patients, review the process for areas of weakness 
and propose solutions to ensure proper treatment and follow up for heart failure patients. The 
core of the system redesign team consists of nine members including a hospitalist, RN’s from 
Primary Care, Home Based Primary Care, Care Coordination, Quality Management and Clinical 
Nurse Leaders (CNL’s); additional input is drawn from Cardiology and Primary Care Physicians. 
Particular areas that were identified as disruptions in a patient’s continuum of care were in-house 
education and timely follow up care. Several changes were made in the care, education and 
follow up for heart failure patients, including evidence based order sets, education for all heart 
failure exacerbation patients provided by CNL’s, the addition of an outpatient heart failure 
SIGMA (Scheduled In Group Medical Appointment), and post-discharge appointments with a 
PCRM (Patient Care Resource Manager) and PCP (Primary Care Provider) made prior to 
discharge. These changes were implemented in FY2009 Q4 and have resulted in a drop in 30-day 
all-cause readmission rates for patients originally admitted for a heart failure exacerbation from 
31.39% in FY2009 Q3 to 18.38% in FY2010 Q3. Through this system redesign team, various 
departments serving the heart failure population are now working together to ensure continuity 
of patient care from inpatient admission through outpatient follow-up.  
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Clinical Nurse Leader Student Projects:  Step-by-step success 

Teri Moser Woo, PhD, RN, CPNP, CNL 

University of Portland School of Nursing  

Portland, Oregon  

 

The American Association of Colleges of Nursing provides clear End-of-Program 
competencies for the education of CNL and faculty are tasked with developing learning 
experiences to meet the competencies.  University of Portland School of Nursing has developed 
a process of students conducting a quality improvement project during their 3 semester, 500 
hours of clinical experiences to meet multiple CNL competencies.  The project is designed to 
facilitate evidence-based organizational change identified through a systematic assessment of the 
microsystem. Projects integrate best practices, principles of effective leadership and negotiation 
skills, use of information systems to evaluate patient outcomes, and theories of organizational 
behavior in the design of their project. Examples of student projects may include evaluating 
and/or modifying current practice standards, increasing clinical application of evidence-based 
interventions, or adapting or designing a research based intervention.  Student projects culminate 
in both a oral presentation and a scholarly paper written using the SQUIRE Guidelines for 
quality improvement reporting. 

This presentation will discuss the step-by-step process of how to guide students through 
their clinical projects.  Success stories and “speed bumps” that slow students down will be 
discussed.  University of Portland CNL students have conducted a wide variety of projects. In 
the Inpatient setting projects include but are limited to:  Falls, CAUTIs, pressure ulcer 
prevention, pain (post op and pain in dementia patients), early sepsis identification, medication 
safety projects, implementing a CIWA scale, bedside rounding, and sternal precaution education. 
Community –based projects include: hypertension care in Veterans and in Vietnamese 
population, providing evidence-based patient education materials in the Community Health 
Department.   

Four cohorts of students (N= 40) have completed the 500 hours of clinical and their 
quality improvement projects.  The feedback from students is consistently positive at the end of 
the process.  University of Portland has a 95% first-time pass rate on the CNL exam, with 100% 
participation by our graduates, who are a mix of Model A and Model C students.  The feedback 
from our clinical practice partners is equally positive.   

  
 

 
 
 


