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The Healthcare Association of New York State 
(HANYS) and its members are committed to 
implementing continuous improvement in 
quality, safety, and effectiveness of care. 

2008 Profiles in Quality and Patient Safety 
is a compendium of 132 submissions for 
HANYS’ Pinnacle Award for Quality and 
Patient Safety. Each initiative includes 
a program description, information 
about the team that led the initiative, 
lessons learned, and achievements.

HANYS’ Pinnacle Award for Quality and 
Patient Safety recognizes organizations that 
are playing a leading role in developing 
innovative ways to improve the quality of 
care. This year, there were four winners: 
a tie in the large hospital or multi-entity 
category, and one winner each in the unit-
based and small organization categories. 
In addition, HANYS recognized the top 10th percentile submissions based on the 
scoring guidelines.

HANYS congratulates and thanks its members for their willingness to share their 
ideas, experiences, and successes. 

All members are encouraged to take advantage of the information in this 
publication to inform and accelerate efforts for improving quality and patient safety. 
 
For more information about the Pinnacle Award for Quality and Patient Safety, contact 
Nancy Landor, Senior Director of Strategic Quality Initiatives, at (518) 431-7685 or  
at nlandor@hanys.org.

Introduction

COMMON THEMES
The 2008 profiles are 
categorized into four themes:

■■ Clinical Care Management–
Improving Patient Care

■■ Operations–Improving 
Systems and Processes

■■ Patient Safety–Falls, 
Infection Management, 
Medication Management, 
Pressure Ulcers, and 
Restraint 

■■ Specialty Services–
Behavioral Health, 
Emergency Services, 
Obstetrics, and Pediatrics
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NANCY FOSTER	  
Nancy Foster is Vice President, Quality and Patient Safety Policy, American Hospital 
Association (AHA). In this role, she is AHA’s point person for the Hospital Quality 
Alliance, a public-private effort to provide information to consumers on the quality of 
care in American hospitals. Ms. Foster is AHA’s representative to the National Quality 
Forum, serves as a member of the National Heart Attack Coordinating Council, and 
co-chairs the Agency for Healthcare Research and Quality’s (AHRQ) Patient Safety 
Coordination Center Advisory Committee. She provides advice to hospitals and public 
policymakers on opportunities to improve patient safety and quality. Before joining 
AHA, Ms. Foster was the Coordinator for Quality Activities at AHRQ, where she was the 
principal staff person for the Quality Interagency Coordination Task Force. 

Lynn Gurski Leighton, R.N., M.H.A	  
Lynn Gurski Leighton, R.N., M.H.A., is Vice President, Professional and Clinical 
Services, Hospital and Healthsystem Association of Pennsylvania. In this position, Ms. 
Gurski Leighton is responsible for managing issues related to professional licensure 
and practice, workforce development, health care quality, patient safety, public use 
of quality data, and delivery system accountability. She works directly with clinical 
personnel in hospitals and health systems, various state agencies, the American 
Hospital Association, The Joint Commission, and other professional and trade 
associations to advocate for and represent Pennsylvania hospital and health system 
interests and positions on various regulatory and legislative matters. 

Andrea Kabcenell, R.N., M.P.H	   
Andrea Kabcenell, R.N., M.P.H., is Vice President, Institute for Healthcare Improvement 
(IHI), where she devotes the majority of her time to IHI’s research and demonstration 
portfolio, leading innovation projects and fostering better performance in IHI 
programs. In addition, Ms. Kabcenell has helped to develop the knowledge base 
and teach in many topic areas including collaborative improvement methods, the 
Pursuing Perfection Program, and IHI’s programs on improving office practice, 
improving chronic illness care and end-of-life care, and eliminating disparities 
in health care. Ms. Kabcenell has been a key faculty member of the Breakthrough 
Series College and has directed 13 IHI Breakthrough Series Collaboratives. Before 
joining IHI, Ms. Kabcenell was a senior research associate at Cornell University’s 
Department of Policy, Analysis, and Management. Previously, she served for four years 
as Senior Program Officer at The Robert Wood Johnson Foundation.

Dr. Vahe Kazandjian	   
Dr. Vahe Kazandjian is President, Center for Performance Sciences, Senior Vice 
President, Maryland Hospital Association, and a member of the Board of the Maryland 
Patient Safety Center. He is the original architect and still responsible for the 
Maryland Quality Indicator Project (QIP), the largest indicator project of its kind in 
the world. He is Adjunct Professor of the Health Policy and Management Department 
of the Johns Hopkins Bloomberg School of Public Health. In addition, Dr. Kazandjian 

SELECTION COMMITTEE 
MEMBERS
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SELECTION COMMITTEE 
MEMBERS (continued)

is the author of four textbooks on indicator development and quality of care. He is 
an epidemiologist by training and has served as Advisor to the World Bank for Latin 
America, USAID for Africa, and currently is Advisor to the World Health Organization’s 
European office in Barcelona.

Arthur A. Levin	  
Arthur A. Levin is co-founder and the Director of the Center for Medical Consumers, 
a New York City-based non-profit organization committed to informed consumer 
and patient health care decision-making, patient safety, evidence-based, high 
quality medicine, and health care system transparency. Mr. Levin was a member 
of the Institute of Medicine’s (IOM) Committee on the Quality of Health Care that 
published the To Err is Human and Crossing the Quality Chasm reports. He served on 
the IOM committee that evaluated the federal quality improvement effort and made 
recommendations to Congress in its report, Leadership Through Example. Mr. Levin
also serves on the National Committee for Quality Assurance’s Committee on 
Performance Measures, National Quality Forum Consensus Standards Approval 
Committee, completed a four-year term as the consumer representative member 
of the Food and Drug Administration’s Drug Safety and Risk Management Advisory 
Committee, and continues to serve in a Special Government Employee consultant role 
for risk management and safety. At the state level, Mr. Levin has served on numerous 
state health department task forces and workgroups focused on safety, quality, 
informed consent, and bioethical concerns.

Maulik S. Joshi, Dr.P.H.	   
Maulik S. Joshi, Dr.P.H., is President and Chief Executive Officer of the Network for 
Regional Healthcare Improvement. Dr. Joshi was most recently Senior Advisor for 
the Office of the Director for AHRQ and previously the President and Chief Executive 
Officer of the Delmarva Foundation. During his tenure at the Delmarva Foundation, 
the organization was the recipient of the 2005 U.S. Senate Productivity award, the 
highest-level award in the state of Maryland, based on the national Malcolm Baldridge 
criteria for performance excellence. Prior to the Delmarva Foundation, Dr. Joshi was 
Vice President for the Institute for Healthcare Improvement, Executive Vice President 
for Doctor Quality, Senior Director of Quality for the University of Pennsylvania Health 
System, and Executive Vice President for The HMO Group. Dr. Joshi is co-editor of The 
Healthcare Quality Book: Vision, Strategy and Tools, a graduate level textbook. 
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AWARD-WINNING
INITIATIVES
2008 Pinnacle Award for Quality and Patient Safety 
(Multi-Entity or Large Organization)

Sustained Reduction in Hospital-Acquired MRSA 
and Prevention of MRSA Transmission Using a 
MRSA “ABC” Bundle
Beth Israel Medical Center

At HANYS’ Annual Membership Conference in June, Dr. Brian Koll, Associate Director 
of Infection Control at Beth Israel Medical Center, received the Pinnacle Award from 
Michael Dowling, HANYS’ Chairman (left), and Richard Ketcham, President and 
Chief Executive Officer of Brooks Memorial Hospital (right), who serves on HANYS’ 
Statewide Steering Committee on Quality Initiatives. 

See Patient Safety, Infections, Page 125
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AWARD-WINNING
INITIATIVES (continued)

2008 Pinnacle Award for Quality and Patient Safety 
(Multi-Entity or Large Organization)

Cultural Transformation to Prevent Falls and Associated 
Injuries in a Tertiary Care Hospital
Staten Island University Hospital

Jeffrey Weinberg (center), Vice President of Special Services at Staten Island 
University Hospital, received the Pinnacle Award on behalf of his organization.

See Patient Safety, Falls, Page 123

Pinnacle Award for Quality and Patient Safety 
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AWARD-WINNING
INITIATIVES (continued)

(UNIT/DIVISION-BASED) 

Violence Reduction Protocol: Reducing Patient and 
Staff Injuries and Seclusions and Restraint Utilization 
in Behavioral Health Care
Jacobi Medical Center—Behavioral Health Division
North Bronx Health Care Network/ 
New York City Health and Hospitals Corporation

William Walsh, Executive Director, North Bronx Health Care Network’s Jacobi Medical 
Center (center) accepted the Pinnacle Award on behalf of his facility.

See Specialty Services, Behavioral Health, Page 176
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AWARD-WINNING
INITIATIVES (continued)

Pinnacle Award for Quality and Patient Safety 
(SMALL ORGANIZATION)

Enhancing Glycemic Control with Small Tests of Change
Clifton Springs Hospital and Clinic

Susan Ullrich, Diabetes Program Director, Clifton Springs Hospital and Clinic, 
accepted the Pinnacle Award for her facility.

See Clinical Care, General, Page 15
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SPECIAL RECOGNITION

Submissions that Scored in the Top Tenth Percentile

Quality is at the Core
Champlain Valley Physicians Hospital Medical Center

Multidisciplinary Approach to Reducing Rates of Venous Thromboembolism In a Total 
Joint Replacement Program
Glen Cove Hospital

Geriatric Fracture Care
Highland Hospital of Rochester

Raising the Bar in Critical Care: “T.E.A.C.H.” the Basics
Jacobi Medical Center/North Bronx Health Care Network/ 
New York City Health and Hospitals Corporation

Creating a Culture of Sustainable Quality in a Community Hospital
Lakeside Health System

Inventing the Roadmap: Qualitative and Quantitative Aspects of Patient Safety Culture 
Change in a Large, Complex, Multi-Facility Health Care System
New York City Health and Hospitals Corporation

Responding to Clinical Deterioration with Speed and Expertise
New York University Langone Medical Center

Patient Safety Fridays: QPS Management, Improvement, and Culture Change
NewYork-Presbyterian Healthcare System

Creating a New Culture of Patient Safety Through Early Recognition and Assessment 
and Eliminating Infections in an ICU Setting
North Central Bronx Hospital/North Bronx Health Care Network/ 
New York City Health and Hospitals Corporation

A Specialized Palliative Care Unit and Consultation Service to Optimize The Care of 
Hospitalized Patients Facing Life-Limiting Illness
North Shore University Hospital
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“SCIP to Success”
St. Francis Hospital—The Heart Center

Reducing Complications in the Neonatal Intensive Care Unit by Optimizing Nutrition 
and Growth
Stony Brook University Medical Center

Increasing Detection and Standardizing Care for the Treatment of Severe Sepsis
Stony Brook University Medical Center

Red Rules for Patient Safety: Improving Hand Washing and Patient Identifier 
Compliance
SUNY Upstate Medical University

Target Zero MRSA Infections, Blending Evidence with Innovation
ViaHealth/Rochester General Hospital

Submissions that Scored in the Top Tenth Percentile (continued)
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Project Description
Bassett Healthcare found that too often, patients and families do not feel empowered 
to speak up regarding their care experience. To relieve stress at the time of admission, 
Bassett began a program to educate patients/families on the ways the organization 
supports patient safety and to encourage them to be active partners in their health 
care. The goals of the project were to: 

■■ leverage patients/families as safety partners to instill satisfaction and 
confidence in the organization’s processes;

■■ empower patients with a safety “voice”;

■■ educate patients/families about staff safety activities; and 

■■ promote increased levels of staff compliance in key safety processes, since 
staff are under the “watchful eye” of their patients and families.

A multidisciplinary workgroup developed the Partnership for Patient Safety, which 
outlines safety behaviors patients can expect to see, as well as what they are being 
asked to do as safety partners, e.g., “ask caregivers if they have washed their hands” 
and “show the staff your wristband prior to receiving medications or having your 
blood drawn.” 

As part of the patient’s admission process, a nurse reviews the partnership process 
in detail and formally requests that the patient become a partner in safety regarding 
all aspects of the hospital experience. A Patient Safety Scorecard was developed for 
tracking, which includes baseline and ongoing measures. 

Outcomes
■■ All patients reported an increased comfort level with approaching staff 

about safety issues related to their care.

■■ Hand hygiene compliance is near 90% organization-wide—a more than 
25% improvement.

■■ Over the past three quarters, the ventilator-associated pneumonia rate has 
been zero.

■■ There has been a 50% reduction in “wrong patient” medication errors.

Lessons Learned
■■ Providing staff with scripted responses to patient questions and feedback 

was valuable as part of pre-implementation training.

■■ When a patient’s condition prevents him or her from participating, families 
are a valuable resource and are eager to act as safety advocates. 

■■ Posting the Patient Safety Scorecard on the departmental performance 
improvement bulletin board is a great way to give staff feedback on the 
process and maintain enthusiasm.

CLINICAL CARE: GENERAL

Leveraging Patients and Families as Safety Partners
Bassett Healthcare

Partners
Partners for this initiative include patients 
and families, medical staff leaders, medical 
staff, the chief operating officer, nursing 
division, safety action council, and quality 
resources management.

Contact
Ronette Kinzelmann-Wiley 
Senior Director, Quality Resources Management 
Bassett Healthcare  
One Atwell Road 
Cooperstown, NY 13326-1394
(607) 547-3151   
ronette.kinzelmann@bassett.org
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Project Description
Benedictine Hospital developed the Code Stroke initiative to improve the quality 
of care and outcomes for patients with stroke. The initiative included becoming a 
designated New York State Department of Health Stroke Center. A multidisciplinary 
stroke team was created in 2005 to evaluate current processes, and a flowchart 
was used to evaluate all aspects of the continuum of care for stroke patients. The 
assessment revealed significant opportunity to improve stroke treatment times and a 
need for a standardized, reliable process. 

A designated stroke unit was created with dedicated, trained staff. All emergency 
department, intensive care unit, and stroke unit personnel were certified in the 
National Institutes of Health assessment and are required to participate in ongoing 
cerebrovascular disease educational activities. Stroke protocols and order sets were 
developed. “Code Stroke” is activated upon emergency medical system notification. 
A stroke log was created to track response times, patient diagnoses, treatments, 
and outcomes. Diagnostic services, including computerized tomography (CT), were 
expanded to ensure “24/7” coverage. 

The success of this initiative can be attributed to ongoing weekly stroke team meetings 
that review stroke cases concurrently. During these weekly meetings, the team 
continually reviews the stroke order sets, protocols, and processes to ensure appropriate 
and timely stroke care and treatment.  

Outcomes
■■ Door-to-stroke team time improved from 6.33 minutes in 2006 to 4.09 in 2007.

■■ Mean door-to-CT scan performed time improved from 30 minutes in 2006 
to 23.8 minutes in 2007.

■■ Door-to-CT scan read time improved from 73 minutes in 2006 to 34 minutes 
in 2007.

■■ The percent of ischemic stroke (TIA) patients who receive antithrombotic 
medication by the end of hospital day two improved to 100%.

■■ The percent of TIA patients discharged on antithrombotics improved to 100%.

■■ The percent of smokers who receive smoking cessation advice or medication 
improved to 100%.

Lessons Learned
■■ Improvement changes must be system-focused and owned by front-line 

clinical staff.

■■ Champions from all disciplines drive the improvement and encourage a 
collaborative team effort.

■■ Ongoing feedback is instrumental in engaging key stakeholders.

“Code Stroke”
Benedictine Hospital

Partners
This initiative was driven by a partnership 
of the chief executive officer; medical 
director; stroke medical director; emergency 
department director; chief physician 
assistant; and nursing leaders from 
administration, quality improvement, 
the emergency department, stroke unit, 
intensive care unit, physical medicine and 
rehabilitation unit, and radiology.

Contact
Mary Ellen Crittenden, R.N., M.S., C.P.H.Q.
Director, Quality and Medical Affairs
Benedictine Hospital 
105 Mary’s Avenue
Kingston, NY 12401
(845) 334-4909	
mcrittenden@benedictine.org
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Project Description	  
Over the past 60 years, induced hypothermia has been applied in a variety of medical 
conditions, but most effectively in patients who are comatose after a cardiac arrest. 
Two large, randomized, multi-center trials published in 2002 showed clear survival 
and neurological improvement in comatose, post-arrest patients who underwent 
mild therapeutic hypothermia (MTH) for 24 hours. The American Heart Association/
International Liaison Committee on Resuscitation guidelines were updated in 2003 
with the recommendation that all patients with return of spontaneous circulation 
after a ventricular fibrillation or tachycardia arrest should be promptly cooled to 
32-34 degrees Celsius.

The goal of Beth Israel Medical Center’s project is to achieve full neurological recovery 
in these patients after rewarming. The cooling technique was developed by the director 
of Beth Israel’s medical intensive care unit, and protocolized by a collaboration of 
critical care and pulmonary division physicians. After physician and nurse education, 
the initial data collection (17 patients) identified multiple barriers to rapid cooling 
and the protocol was updated and reinstituted based on lessons learned. The revised 
protocol included early notification from the emergency department, starting the 
cooling protocol immediately at the patient’s location rather than waiting for transfer 
to critical care, and the use of peripheral intravenous lines for infusion of iced saline 
instead of large introducer catheter. 

Outcomes 
Data were measured at two points—after the initial protocols were used and again 
after updates were made to the protocol and re-instituted. 

Pilot I Pilot II

Time from return of 
spontaneous circulation 
(ROSC) to start of 
hypothermia

182 minutes 62 minutes

Time from ROSC to target 
temperature

243 minutes 132 minutes

Cooling rate 3.2 degrees C/hour 2 degrees C/hour
 
Other outcomes included:

■■ ventricular fibrillation or tachycardia with full neurological outcome (33%);

■■ pulseless electrical activity with full neurological outcome (25%);

■■ asystole with full neurological outcome (15%); and

■■ overall, six comatose post-cardiac arrest patients were eventually discharged 
with full neurological recovery.

Therapeutic Hypothermia Protocol
Beth Israel Medical Center

Partners
This initiative was implemented by a team 
consisting of critical care, emergency 
department, cardiology, and pulmonary 
division physicians; medical housestaff; and 
medical intensive care unit nurses.

Contact
Donna Wilson, R.N., M.P.H., M.S.J., C.P.H.Q.
Director, Quality Improvement
Beth Israel Medical Center—Milton and Carroll 
Petrie Division
First Avenue at 16th Street
New York, NY 10003
(212) 420-9343 
dwilson@chpnet.org
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Lessons Learned
■■ It is important to understand the evidence-based data and supporting 

literature on MTH.

■■ Develop a detailed map of the process, time, and hand-offs to provide 
information on what works, barriers, and other opportunities for 
improvement.

■■ Continuously improve, enabling the initiative to achieve faster results.

Therapeutic Hypothermia Protocol
Beth Israel Medical Center (continued)
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Project Description
Upon completion of a community needs assessment, the Clifton Springs Hospital and 
Clinic Board of Trustees supported the recommendations of administration and the 
medical staff to make improving diabetes care a strategic priority. The goal of this 
initiative was to develop and implement a comprehensive plan that results in at least 
a 10% decrease in the number of hyperglycemic experiences in 2007.

Using the “Plan-Do-Study-Act” model, the hospital analyzed its current situation 
using medical record audits, length of stay, and other patient-related data. The 
hospital’s past successes in applying some of the “change concepts” endorsed by 
the Institute for Healthcare Improvement assisted it in formulating a plan, which 
included:

■■ forming a multidisciplinary advisory committee;

■■ developing comprehensive educational programs for clinical staff and 
physicians;

■■ developing and implementing standardized orders;

■■ education tools for patients and families; 

■■ glycemic management protocols;

■■ several process changes; and 

■■ introduction of glycemic management software tools in the intensive care 
unit (ICU). 

 

Outcomes
■■ ICU glucose readings were less than 150mg/dl, 32% of the time in 2006, 

with an increase to 50% in 2007. In addition, the non-ICU settings saw a 
modest increase in glucoses less than 150mg/dl of 42% in 2006 to 46% 
in 2007.

■■ Mean of 13.5% of all ICU glucoses fell in to the very tight glucose range of 
80 to 110mg/dl in 2006, with an increase to 21.2% in 2007.

■■ Average length of stay for diabetic inpatients dropped by 0.5 day from base 
year 2005 to 2007.

■■ Long-term care patients showed a 2.8% decrease in Hemoglobin A1C 
results from 2006 to 2007 because the education and protocols were done 
enterprise-wide. 

■■ Medical record documentation pertinent to diabetes management increased 
from 74% in 2005 to 82% in 2007.

■■ Of the patients handled under the current protocols, 14% achieved a 
glucose target of less than 150mg/dl in an average of nine hours. In the 
patients managed with the new glucose control software, 100% reached 

Enhancing Glycemic Control with Small Tests of Change
Clifton Springs Hospital and Clinic
2008 Pinnacle Award Winner—Small Hospital Category

Partners
Partners for this initiative included 
administration; medical staff; board of 
trustees; clinical staff, including nursing, 
pharmacy and nutritional services; 
community members; and patients 
and families.

Contact
Susan Ullrich, R.N., M.A.Ed., C.D.E.
Diabetes Program Director
Clifton Springs Hospital and Clinic
2 Coulter Road  
Clifton Springs, NY 14432
(315) 462-0305       
susan.ullrich@cshosp.com 
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their target ranges, which varied from 80 to 145mg/dl, in an average of 
7.19 hours. There was a 4% hypoglycemic rate in the conventional protocol, 
as compared to a 2% rate in the patients managed with the software tool.

■■ There was an increase in the percentage of patients having a glucose level 
obtained within 24 hours of admission from 92% in 2005, to 100% at the 
end of 2007.

Lessons Learned
■■ Continuing reinforcement of the importance of frequent glucose monitoring 

to evaluate potentially rapid-changing levels and insulin requirements is 
beneficial. 

■■ Start small. Introduce new technology on a small scale. The hospital 
identified and worked to eliminate barriers to success before expanding to 
other areas.

■■ A computerized glycemic management software system was found to be 
an effective and efficient tool in normalizing glucose levels; however, 
automation cannot take the place of reliable processes and critical 
thinking. 

■■ Variables related to glycemic management must be continually evaluated 
and monitored.

Enhancing Glycemic Control with Small Tests of Change
Clifton Springs Hospital and Clinic (continued)
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Project Description	  
The Dominican Sisters Family Health Service created the Improvement in the Status 
of Surgical Wound Team because the organization was seeing a high census of 
patients with surgical wounds, and data from the Centers for Medicare and Medicaid 
Services indicated a need to remediate care practices to improve the status of patient 
outcomes in wound healing. This team identified problem areas on which to focus and 
developed a plan of action that included the methods and timelines for implementing 
best practices, monitoring approaches, and evaluation of both the plan of action and 
the actual outcome(s). 

As the first step toward achieving the goal of uncomplicated surgical incision healing, 
the team developed, prioritized, and implemented best practice guidelines related to 
comprehensive surgical wound assessments, communication with other disciplines, 
and patient/caregiver education on identifying and reporting signs and symptoms of 
infection. The team brainstormed additional recommendations and common sense 
approaches, such as making sure all office sites have wound care products available 
for patients.

Outcomes
■■ The Home Health Agency Outcome Based Quality Improvement Outcome 

Trend Report observed rates from January 2006 though November 2007 
showed a continued increase in the percentage of patients with improved 
status of surgical wounds, with an increase from 74.9% to 70.1%; this 
exceeded the target goal of 77.5%. 

■■ There has been a drop in the percentage of surgical wound infections during 
the last two years, from 7% to 4%.

■■ Care and documentation of care has become more consistent.

Lessons Learned
■■ Good communication among health care partners is vital to improved 

patient status. 

■■ Consistent practice ensures uniformity in care.

■■ Surgical wound improvement is enhanced by thorough patient and staff 
education.

■■ Staff buy-in is essential for compliance to the recommended best practices.

■■ Organizations can have an impact on other organizations in areas where 
continuing care transitions and best practices can be improved.

Improvement in the Status of Surgical Wounds
Dominican Sisters Family Health Service

Partners
Internal partners included staff nurses, 
nursing supervisors, senior management, 
and the professional advisory committee. 
IPRO was the organization’s external partner.

Contact
Barbara Costanzo
Performance Improvement Coordinator
Dominican Sisters Family Health Services
299 North Highland Avenue
Ossining, NY 10562
(914) 941-1710        
bcostanzo@dsfhs.org
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Project Description
To decrease surgical site infections (SSIs) at Highland Hospital, a multidisciplinary 
task force of stakeholders was formed. The team’s initial efforts centered on imple-
menting well known, evidence-based interventions such as hair removal only if 
necessary (no razors) and appropriate prophylactic antibiotics (right drug, right time, 
discontinue within 24 hours). 

Once satisfied that these interventions were in place, the team addressed 
normothermia. Research has demonstrated that hypothermia (core temperatures below 
36 degrees Celsius) can triple the risk of SSI after colorectal surgery. This is also likely 
to be a risk factor in other types of surgery. The team’s goal was to improve the core 
temperatures of all patients undergoing surgery; the target set was a perioperative 
temperature of greater than 36 degrees Celsius.

Team members identified a variety of factors that could contribute to hypothermia, 
including cold gases used for laparoscopic procedures, the use of warming 
interventions in the operating room (OR), patient age, type of surgery and anesthesia, 
and anesthesiologist. For nine months, the staff of the post-anesthesia care unit 
(PACU) monitored temperatures in all patients upon arrival to, and discharge from, 
the PACU. These temperatures were forwarded to the infection prevention team for 
analysis. 
	
More than 300 patients were monitored and almost half of them were cold. Factors 
influencing temperature were evaluated through multivariate analysis, and the following 
were found to have a significant effect: calendar quarter, anesthesiologist, type of 
anesthesia, and type of surgery. Interestingly, age was loosely correlated and there 
was really no correlation with the length of surgery, operating room temperature, or 
laparoscopic procedures. Warming interventions were used in all patients and in the 
targeted areas for improvement. 

Outcomes
■■ A thorough analysis of all practice patterns, variables, correlations, and 

opportunities was completed in detail and provided an excellent foundation 
for buy-in and continuous improvement.

■■ Because of consistent auditing of PACU temperatures, frequent feedback 
to the care providers, and warming interventions, there was steady 
improvement in normothermia during the study period. 

Lessons Learned
■■ The target median for keeping patients warm should be 37 degrees Celsius 

since the standard deviation in the study was 0.6 to 0.7 degrees Celsius. 

“Temperature Check” for Surgical Site Infection Prevention
Highland Hospital of Rochester

Partners
The multidisciplinary task force for this 
initiative included the chiefs of surgery 
and anesthesiology; the head nurses for 
the OR, same-day surgery, and the PACU; 
the perioperative safety nurse; hospital 
epidemiologist; and infection control 
practitioners.

Contact
Ann Marie Pettis, R.N., B.S.N., C.I.C.
Director of Infection Prevention Program  
Highland Hospital of Rochester
1000 South Avenue
Rochester, NY 14620
(585) 341-6853
annmarie_pettis@urmc.rochester.edu
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■■ Data collection and the subsequent multivariate analysis were extremely 
helpful in clearly seeing the correlations between those key process variables 
that would have the “biggest bang for the buck” in improving the outcome.

■■ Monthly medians are helpful in ensuring optimal surgical conditions.

■■ Anesthesiologist-specific temperature audits lead to improvement over time.

■■ Measures to ensure normothermia must become routine for all surgeries.

■■ By applying fundamental principles of continuous quality improvement, the 
team improved the likelihood of surgical patients experiencing operative 
normothermia and, with it, an infection-free outcome.

“Temperature Check” for Surgical Site Infection Prevention
Highland Hospital of Rochester (continued)
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Project Description	  
The Geriatric Fracture Center (GFC) at the University of Rochester Medical Center’s 
Highland Hospital represents the state-of-the-art in management of frail older adults 
who are undergoing hip fracture repair. GFC’s two co-founders, Dr. Stephen Kates 
(Orthopaedics) and Dr. Daniel Mendelson (Geriatrics) are highly skilled physicians who 
have been effective champions of the program from the start. Because of Highland 
Hospital’s dedication to the care of older adults, there has been administrative 
support of the GFC program from its earliest stages. The hospital has a large number 
of geriatric hospitalists who share responsibilities for the geriatric co-management 
component of the model. 

GFC improves patient care and outcomes, while reducing cost of care, by:

■■ efficiently evaluating patients on admission and thus reducing time to 
surgery;

■■ implementing close medical co-management by a geriatrician throughout 
hospitalization; and

■■ adhering to a total quality management approach to care that avoids 
medication errors and reduces other iatrogenic complications. 

Outcomes 
A retrospective study compared 193 patients in GFC with 121 patients who were 
admitted to usual care in a local hospital during the same period. In a comparison 
of outcomes during a one-year period, the GFC program achieved statistically 
significant improvements in all eight dimensions of care. Examples include:

■■ Time from evaluation to surgery: 13.2 less days (30% difference)

■■ Length of stay: 3.7 less days (45% difference)

■■ 30-day readmission rate: 3.4% less (25% difference)

■■ Mortality rate: 0.93% less (38% difference)

■■ Post-operative infection rate: 17% less (70% difference)

■■ Post-operative bleeding: 3.3% less (100% difference)

■■ Complication rate: 15.7% less (34% difference)

In addition, costs of care were 68% of costs predicted for New York and 66% of 
those predicted for the United States—this translates to a savings per case of about 
$3,500.

Geriatric Fracture Care
Highland Hospital of Rochester
Top 10th Percentile Submission

Partners
Partners for this initiative included the 
following departments: orthopaedics, 
geriatrics, emergency department, 
intensive care unit, and social work/case 
management.

Contact
Robert McCann, M.D. 
Department of Medicine Chief
Highland Hospital of Rochester
1000 South Avenue
Rochester, NY 14620
(585) 341-6770      
robert_mccann@urmc.rochester.edu
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Lessons Learned
■■ Collaboration and close communication among all the departments and 

caregivers involved in treating geriatric fractures is key to the program’s 
success. 

■■ The shorter length of stay appears to be primarily attributable to reducing 
the time to surgical repair, avoiding common adverse outcomes of acute 
hospitalization, and beginning discharge planning early in hospitalization. 

■■ This is a relatively homogeneous patient population that responds well to 
protocol-driven care. By employing geriatric principles in a standardized 
fashion, the risk of adverse events is reduced.

Geriatric Fracture Care
Highland Hospital of Rochester (continued)
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Project Description	  
Jamaica Hospital Medical Center (JHMC) is one of the many hospitals in the United 
States to pledge to save lives by using a rapid response system (RRS)—one of the 
initiatives implemented by the Institute for Healthcare Improvement, first as part of 
its 100,000 Lives Campaign and now as part of the IHI 5 Million Lives Campaign.

The goal of the JHMC initiative was to rescue patients early in their decline before 
a crisis occurs. A comprehensive strategy was developed that included creating 
teams of internal and external customers, implementing the “Situation-Background-
Assessment-Recommendation” (SBAR) communication methodology, and holding 
assessment courses using a state-of-the-art simulation laboratory. 

This initiative adhered to quality improvement methodologies including: brainstorming 
strategies for structuring RRS communication, identifying stakeholders, using a flow 
chart for existing handoff communication for urgent/emergent notification, using bar 
graphs and line graphs for data collection and analysis, and employing Failure Mode 
and Effects Analysis to identify opportunities for refining RRS. 

Performance improvement principles that were integral to this initiative were 
staff involvement, buy-in by senior leadership and stakeholders, teamwork, and 
collaboration with internal and external customers.

Outcomes
■■ This initiative resulted in improved communication and patient and staff 

satisfaction.

■■ Mortality rates were reduced as the number of RRS calls increased. 

■■ Mortality rates pre-RRS were 2.2%.

■■ Mortality rates during the pilot stage were 1.92%.

■■ Mortality rates after full RRS implementation were 1.47%.

■■ Mortality rates were reduced 0.73%.

Lessons Learned
■■ Staff competency and critical thinking skills are essential. 

■■ The RRS initiative resulted in improved clinical intervention and response 
time to urgent and emergent calls.

■■ There is improved staff communication using SBAR methodology.

SBAR Communication and Enhancing Critical Thinking Skills: 
The Foundation for Successful Rapid Response System 
Implementation
Jamaica Hospital Medical Center

Partners
External partners included Greater New 
York Hospital Association, United Hospital 
Fund, and IHI. Internally, a multidisciplinary 
team composed of physician, nursing, 
communication, administration, and 
respiratory therapy staff guided the project.

Contact
Salve Torres, R.N.
Director of Nursing
Jamaica Hospital Medical Center 
8900 Van Wyck Expressway
Jamaica, NY 11418
(718) 206-8407     
storres@jhmc.org
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Project Description	  
Kenmore Mercy Hospital identified the reduction of venous thromboembolism (VTE) as 
a top priority. Most hospitalized patients are at moderate to high risk for developing 
VTE. Without prophylaxis, the literature shows the incidence of hospital-acquired deep 
venous thrombosis (DVTs) is approximately 10% to 40%.

In 2005, Kenmore Mercy Hospital created a form to support the increasing use of 
VTE prophylaxis. It incorporated a risk assessment as well as recommendations 
for prophylaxis based on the assessment. This form was also used as a physician 
order form. In 2007, an interdisciplinary team was established, which adopted 
the American College of Chest Physicians’ recommendations for VTE prophylaxis, 
including low-dose unfractionated heparin, low molecular weight heparin, warfarin, 
intermittent pneumatic compression devices (ICDs), and graduated compression 
stockings (GCS).  

On admission, a letter from the vice president of medical affairs is inserted into the 
medical record requesting that the attending physician address VTE prophylaxis. 
The hospital pharmacy runs a daily report of patients, by unit, who are not on VTE 
prophylaxis. The pharmacist assigned to each unit’s interdisciplinary team meeting 
uses this report and ascertains if the patient has an ICD or GCS device. If so, the 
pharmacist will enter this as a “dummy” order so it does not have to be addressed 
again. If the patient is not on VTE prophylaxis, the registered nurse will call the 
physician to determine if he or she wishes to order VTE prophylaxis. The letter remains 
in the medical record until VTE prophylaxis is addressed. 

Outcomes
■■ In 2006, the use of the DVT order form averaged 56%.

■■ In 2007, VTE prophylaxis compliance increased from a baseline of 61.8% 
in February. Improvement was sustained with an overall DVT prophylaxis 
compliance average increase from 85% in May 2007 to 93.5% in Jan 2008.

Lessons Learned
■■ Measuring the use of the form did not accurately reflect the rate of VTE 

prophylaxis use.

■■ Use of the form was complicated by various process issues: location, format, 
duplicate areas for orders, and lack of a trigger for nurses to check the order 
form once it is out of sequence. 

■■ The letter was used to highlight the initiatives beyond the other forms in the 
chart so it could not be overlooked.

■■ This metric does not allow patients to be ineligible for VTE prophylaxis. The 
physician specifically must state the patient is ineligible in the medical record.

Increase the Use of Thromboprophylaxis in the Hospitalized 
Patient Population
Kenmore Mercy Hospital

Partners
Partners for this initiative were the medical 
director/vice president of medical affairs, 
pharmacist, nurse manager, performance 
improvement manager, and staff physician.

Contact
Kathleen Coughlin, R.N., B.S.N.
Manager, Performance Improvement 
Kenmore Mercy Hospital
2950 Elmwood Avenue
Kenmore, NY 14217
(716) 447-6252            
kkc1114@chsbuffalo.org
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Project Description	  
The Kingston Hospital identified a need to improve hospital-wide patient satisfaction 
scores related to pain control; in particular, for patients who have had rotator cuff 
repairs. The goals were to improve overall scores, improve documentation deficiencies 
related to response to pain medication effectiveness, and to establish realistic 
comfort goals. 

To that end, the hospital expanded its pain committee to include surgical service and 
anesthesia staff; introduced a complimentary therapies concept to the medical staff, 
surgeons, and floor staff; developed an in-house patient satisfaction questionnaire 
for each unit; encouraged patients to contact staff with any concerns during their 
stay; and discussed pain/comfort goals with each new patient. A new, comprehensive 
pain documentation tool was developed, which included Wong-Baker faces, non-
verbal indicators, numeric-rating scale, and daily comfort goals and interventions for 
unrelieved pain. A new audit tool to track compliance was also created, and patients’ 
response to pain was reviewed during shift-to-shift reports. Staff training on the new 
initiatives was conducted and a patient-focused pain brochure was developed and is 
now distributed to and discussed with each patient upon admission.

A robust pain assessment was developed for surgical patients and discussed during 
their pre-operative visit. During this time, realistic comfort goals are set and pain 
thresholds are explored. Anesthesia staff review comfort goals and pain expectations 
while patients are in the holding area. The post-anesthesia care unit now gives the 
first dose of intravenous pain medication (if ordered) just prior to the patient being 
transported to the unit, to help with the transition. Pain questions are now part of the 
vital sign sheets, and all staff ask about patients’ pain levels while making rounds.

Outcomes
■■ Pain management satisfaction scores were all in the 75th percentile. 

■■ According to the scores, there was a 17.3% improvement in overall pain 
control, a 10.5% improvement in whether “staff did everything to control 
pain,” and a 24.1% improvement in “pain was well controlled” during the 
stay.

Lessons Learned
■■ Staff need to continue to make pain a focused priority.

■■ It is important for individual pain levels and successful interventions to be 
discussed during each shift report.

■■ Staff are encouraged to become advocates for pain control/complimentary 
therapy.

■■ Streamlining and decreasing duplication have increased documentation 
compliance.

■■ Surgery took a pre-planning approach.

Pain Response Initiative/Improving Patient Satisfaction 
Related to Pain Control
The Kingston Hospital

Partners
Partners for this initiative include the 
original pain committee, comprising staff 
members from all in-house clinical areas, 
pharmacy, outpatient pain management 
staff, complimentary therapies nurse, and 
surgical services, as well as a staff member 
from the anesthesia and surgical care areas.

Contact
Darilyn Hulbert, R.N., B.C., B.S.N.
Director of Nursing
The Kingston Hospital
396 Broadway
Kingston, NY 12401
(845) 331-3131, Extension 2485        
dhulbert@kingstonhospital.org
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Project Description	  
Lawrence Hospital Center embarked on its mission to improve the quality of stroke 
care in 2005 by preparing for designation as a New York State Stroke Center. The 
hospital formed a multidisciplinary committee in collaboration with NewYork-
Presbyterian Hospital, which was led by a physician champion, to develop clinical 
guidelines, protocols, and order sets. Because of these efforts, Lawrence Hospital 
Center achieved Stroke Designation in 2006 and established a “Code Gray” team to 
ensure the timely initiation of treatment. Using the American Heart Association’s “Get 
With the Guidelines” assessment tool, the hospital analyzed its performance in each 
of the outcome measures. 

Outcomes
■■ The number of “Code Grays” increased from 49 in 2006 to 73 in 2007.

■■ All eligible patients received Tissue Plasminogen Activator (t-PA) with 90% 
receiving t-PA within 180 minutes of symptom onset.

■■ Average door-to-needle time improved from 83 minutes in 2006 to 73 
minutes in 2007.

■■ Average door-to-computerized tomography (CT) time improved from 46 
minutes in December 2006 to 19 minutes in December 2007. 

■■ Average door-to-CT read time improved from 80 minutes in December 2006 
to 45 minutes in December 2007.

Lessons Learned
■■ A physician champion is key to success.

■■ A multidisciplinary approach is essential to comprehensive program 
development.

■■ Ongoing nursing and physician education is necessary to ensure compliance 
with the protocols. Create a multidisciplinary team to focus on monitoring 
the stroke care provided.

■■ Continue public awareness about stroke prevention to enable people in 
the community to call 911 and present to the department of emergency 
medicine as soon as symptoms start. 

Improving the Care of Stroke Patients
Lawrence Hospital Center

Partners
Partners for this initiative included the 
emergency department (ED) nurses, 
ED physicians, neurologists, radiology 
department, nursing leadership, quality 
management nurses, and the physical 
medicine and laboratory departments. 

Contact
Kathleen Linehan, R.N.
Quality Manager
Lawrence Hospital Center
55 Palmer Avenue
Bronxville, NY 10708 
(914) 787-1019 
klinehan@lawrencehealth.org
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Project Description	  
Mercy Hospital of Buffalo focused on improving door-to-balloon times as part of its 
plan to provide excellent cardiac care to the community. Door-to-balloon time refers 
to the interval between the earliest documented arrival time at the hospital and the 
opening of a blocked artery by an interventional device. The hospital’s goal was to 
decrease door-to-balloon time to less than 90 minutes in 90 days for 75% of patients.

Guidelines developed by the American College of Cardiology and the American Heart 
Association recommend that hospitals treating ST segment elevation myocardial 
infarction (STEMI) patients with percutaneous coronary intervention (PCI) should 
achieve a door-to-balloon time of 90 minutes or less, 75% of the time. Despite 
the development and utilization of various worksheets and implementation of new 
processes, the hospital was unable to meet these goals.

A multidisciplinary taskforce was formed to analyze and focus on door-to-balloon 
times and processes. This team continues to meet monthly to review data, initiate 
action plans, and brainstorm new ideas.

Rapid cycle initiatives were developed and implemented to improve the process, such 
as the establishment of a PCI toolkit for the ED, a primary PCI checklist, and daily 
synchronization of electrocardiogram (EKG) carts to the hospital server. In addition, 
cardiac catheterization laboratory staff received special parking authorization near 
the laboratory and were granted permission to take scrubs home with them when they 
are assigned to be on call. 

Initiatives implemented in the ED include:

■■ providing alphanumeric pagers to interventional cardiologists linked to one 
number;

■■ keeping an empty room available for obtaining EKG results;

■■ instituting a “Code Heart” page for immediate activation of 
the EKG technician

■■ all blood specimens drawn on STEMI patients are labeled “ACS” for Acute 
Coronary Syndrome and are directly handed off to a lab technician; and

■■ the rapid response team is paged when a STEMI patient presents in the ED.

Outcomes
■■ Door-to-balloon time decreased by 20 minutes from 2007 to 2008, year to 

date, and is currently at a mean time of 85 minutes. 

■■ Seventy five percent of patients are treated within 90 minutes in 2008, 
compared to 34% in 2007, resulting in a 122% improvement.

Our Journey to 90 Minutes in 90 Days
Mercy Hospital of Buffalo

Partners
The partners for this initiative included 
pre-hospital care providers and senior 
hospital leadership, ED and cardiac 
catheterization laboratory staff, the 
performance improvement team, rapid 
response team, and department of 
medicine directors.

Contact
Julie LaManna, R.N.
Senior Director of Cardiac Services
Mercy Hospital of Buffalo
515 Abbott Road
Buffalo, NY 14220
(716) 828-2825       
jl5688@chsbuffalo.org



HANYS  |  2008 Profiles in Quality and Patient Safety      27

Lessons Learned
■■ Immediate and concurrent review of the data on a case-by-case basis, along 

with the provision of ongoing feedback to the team, are essential to attain 
goals and sustain success. 

■■ Involvement of other departments is essential for improving patient care. 

■■ Creating a culture of excellence requires staff awareness and involvement 
in the process of change.

Our Journey to 90 Minutes in 90 Days
Mercy Hospital of Buffalo (continued)
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Project Description	  
In May 2007, Mountainside Residential Care Center began an initiative to clarify and 
enhance policies and procedures to develop regular bowel habits and prevent fecal 
impaction for all residents. Baseline data reveal 35% compliance with the current 
protocol. The following areas for improvement were identified: 

■■ documentation inconsistencies;

■■ lack of follow-up when bowel protocol medications were given; 

■■ increased use of bowel medications not reported to a nurse or physician;

■■ dietary staff not referring to the bowel regimen consistently;

■■ medical staff members were unaware of bowel regimen use if the nurse 
did not inform them; and

■■ the counting of days for when to give the bowel protocol medications was 
inconsistent. 

With this information, a bowel team was formed and the facility began by assessing 
the causative factors for the system failure. 

To achieve Mountainside Residential Care Center’s goal, a bowel protocol medex 
was developed. The medex, a documentation system analogous to the medication 
administration record, eliminates inconsistency in documentation. It includes the 
protocol, tracking area, medication orders, and examples of when to give medications. 
All bowel movement-related activities are charted on the medex; if the activity is 
abnormal, it is reported to the registered nurse and medical staff as necessary and 
is charted in the progress notes. 

Outcomes
■■ The initial baseline audit of 52 residents revealed that the bowel protocol 

was followed 74 out of 212 times possible (35% compliance). 

■■ Post-initiative, compliance increased to 94%, and consistency was 
eventually maintained at 100%. The medex was simple, easy to use, and 
left minimal room for error.

Lessons Learned
■■ To implement a change that involves multiple individuals, thorough, 

complete, and ongoing education must be provided. 

■■ Improvement efforts must be interdisciplinary.

■■ The process must be reviewed consistently to ensure ongoing compliance 
and reliability. 

■■ New staff must receive detailed orientation by in-service education 
because education conducted by other staff may not be sufficient to 
reinforce the importance of the initiative.  

Bowel Monitoring and Protocol Initiative
Mountainside Residential Care Center

Partners
Collaborating partners included nursing 
(nurse assistants, floor nurses, and 
supervisors), nursing administration, quality 
assurance, dietary, social work, physical and 
occupational therapy, activities, and medical 
staff. Every discipline plays a role in helping 
develop regular bowel habits and preventing 
fecal impaction for all residents.

Contact
Christina Jones, R.N. 
Director of Nursing
Mountainside Residential Care Center
42158 State Highway 28
Margaretville, NY 12455
(845) 586-1800 Extension 3318
cjones@margaretvillehospital.org
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Project Description	  
Jacobi Medical Center recognized that many organizations struggle to achieve and 
to maintain a zero rate for central line-associated bloodstream (CLAB) infections 
and ventilator-associated pneumonia (VAP). Organizational transparency and public 
reporting has highlighted the concerns in critical care settings while simultaneously 
challenging health care professionals. The Institute for Healthcare Improvement has 
provided evidence-based practice guidelines or “bundles” to facilitate implementation 
and to achieve success in these areas. The bundle concept is not new; however, 
implementation in a clinical setting is unique for every organization. 

Through the T.E.A.C.H. method—teamwork, education, awareness, collaboration, and 
hand hygiene education—a rate of zero is possible for CLAB infection and VAP. The 
organization’s first rule was: make no assumptions of what clinicians know. Utilizing 
the T.E.A.C.H. method, numerous processes were implemented and further improved 
to achieve success. 

Outcomes
■■ Interdisciplinary rounds and the daily goal planning process were 

streamlined and improved.

■■ The baseline CLAB infection rate was 10.33 cases per 1,000 line days, and 
the VAP was 6.16 cases per 1,000 ventilator days.

■■ From September 2007 to February 2008 submissions, both CLAB infection 
and VAP rates were zero.

Lessons Learned
■■ Daily interdisciplinary rounds cannot be combined with resident teaching 

rounds. It must be a unique process focused on setting priorities and 
re-evaluating the plan of care seven days/week to prevent a new admission 
from being missed. Rounds serve as a powerful forum for education, 
collaboration, and to assess compliance/standardization. 

■■ Documentation tools and checklists can be very effective. Narrative 
writing should be kept to a minimum. Forms were standardized to reflect 
current policies/practices/guidelines that staff are expected to follow. 
Requiring dual accountability and signatures helped to ensure and to track 
compliance. Consistent monitoring of everyday practices, such as elevating 
the head of the bed and the necessity for a central line contributed to 
changes in behavior while implementing best practices. 

Raising the Bar in Critical Care: “T.E.A.C.H.” the Basics
Jacobi Medical Center/North Bronx Health Care Network/
New York City Health and Hospitals Corporation
Top 10th Percentile Submission

Partners
Partners for this initiative included physician 
and nurse leadership, critical care and 
emergency department staff, respiratory 
therapists, care managers, social workers, 
infection control practitioners, pharmacists, 
and dieticians.

Contact
Susan M. Roberti, R.N., M.S., D.N.P.
Associate Director, Patient Safety
Jacobi Medical Center—North Bronx Health 
Care Network
1400 Pelham Parkway South
Building 1, Suite 5N34
Bronx, NY 10461
(718) 918-3029       
susan.roberti@nbhn.net
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■■ Ensuring an adequate supply of products and equipment needed for the 
central line and VAP bundles enhances practice compliance. 

■■ Strict monitoring and enforcement of hand hygiene is a must. “Ticketing” 
proved to be effective in this organization.

■■ Rotation of house staff can be a burden on the nursing staff but also a 
challenge for the organization. A routine monthly schedule and process for 
educating rotating physician staff helped to ensure consistency in practice 
and reduce nurse frustration. 

■■ A monthly “data review breakfast” was an effective way to keep the staff 
focused on reducing infection rates and bundle compliance. 

Raising the Bar in Critical Care: “T.E.A.C.H.” the Basics
Jacobi Medical Center/North Bronx Health Care Network/
New York City Health and Hospitals Corporation (continued)
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Project Description	  
North Central Bronx Hospital was one of the first hospitals in New York City to 
effectively implement a set of initiatives that created a unique and effective culture 
of patient safety and care. Over two years, these initiatives—which included a rapid 
response team (RRT) and central line and ventilator “bundles”—have contributed to 
significant gains in patient safety and quality improvement. The hospital’s cultural 
change has occurred through committed leadership, staff participation, continued 
education, and positive reinforcement. 

The hospital employed a systematic approach to data management to ensure 
its integrity and reliability. Key data management program components include: 
meticulous collection and verification of the raw data, review of the data by 
appropriate professionals, and periodic assessment and application of results 
to improve early recognition of potential patient health problems as well as the 
reduction of infections in the intensive care unit (ICU).

In addition to the clinical enhancements, the hospital progress included operational 
and cost-efficiency strategies, data management approaches, and the advancement 
of quality management and innovation.

Outcomes 
Since beginning this initiative, the hospital has experienced:

■■ a 32% drop in overall mortality; 

■■ a 34% decline in ICU mortality; 

■■ a 23% reduction in the length of stay in the ICU; and 

■■ improvement in compliance with central line and ventilator bundles from 
less than 50% to 90% in the same two-year period.

Lessons Learned
■■ A concerted effort is required by senior staff and workers to institute a 

cultural shift toward the priority of patient care and safety.

■■ Innovation and commitment to excellence must be the bedrock of any 
initiative for change.

■■ RRT policies and procedures can reduce mortality rates.

■■ Implementing central line and ventilator bundles reduces infections and 
saves lives.

■■ Patient safety is affordable and cost-effective through prudent cost 
management and resource utilization. 

■■ Proper utilization of quantitative tools can enhance quality care.

Creating a New Culture of Patient Safety—Through Early 
Recognition and Assessment and Eliminating Infections 
in an ICU Setting
North Central Bronx Hospital/North Bronx Health Care 
Network/New York City Health and Hospitals Corporation
Top 10th Percentile Submission

Partners
This successful partnership included all of 
the medical and surgical staff, nursing staff, 
and senior administrators, such as chief 
medical officer, as well as patients and their 
families.

Contact
Cynthia Chong, M.D.
Director of Medicine
North Central Bronx Hospital
3424 Kossuth Ave, Room 9C-01
Bronx, NY 10467
(718) 519-3972 
cynthia.chong@nbhn.net
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Project Description	  
Roswell Park Cancer Institute (RPCI) began an aggressive, institute-wide quality 
improvement initiative in the third quarter of 2006 to improve the compliance rate 
of pharmacologic venous thromboembolism (VTE) prophylaxis for all adult inpatient 
admissions. The occurrence of VTE has been reported to increase the likelihood of 
death for cancer patients up to eight-fold. The National Comprehensive Cancer 
Network (NCCN) expert panel, which includes Roswell Park physicians, collaborated 
with physicians from other NCCN affiliates on recommendations. Guided by the 
leadership of the medical director and medical and surgical oncology champions, 
and facilitated by the Department of Organizational Performance Improvement, 
the initiative goals were to promote organizational commitment, increase patient 
and staff awareness of VTE-related issues, and to standardize preferred practice 
processes. 

Performance is monitored on appropriate VTE prophylaxis compliance rates for adult 
admissions. The physician champions, who have been instrumental in driving and 
sustaining continuous improvement, present the findings quarterly to RPCI’s quality 
improvement committee and disseminate information to their medical-surgical 
staff peers. In addition to the physician champions, other initiative partners have 
developed and implemented quality improvement and evidence-based practices 
including pharmacy assessment and order forms; computerized physician order entry; 
and continued nursing education, promotion, and review.

Outcomes
■■ Compliance with appropriate VTE prophylaxis upon admission consistently 

improved each quarter, with overall organization-wide compliance increasing 
from 80% to 96%.

■■ Medicine services improved from 61% to 96%, and surgical services 
improved from 86% to 97%. 

■■ VTE event data revealed that the majority of events (about 75%) occur in 
the medicine/outpatient arenas, and 2007 comparisons show a decrease 
in Medicine VTE from 118 to 91, and a noted decline in outpatient events, 
from 104 to 89. 

■■ Overall incidence of confirmed VTE generally fluctuated between 0.26% 
and 0.39% throughout the past seven quarters; however, the most recent 
quarter data did show a decline to 0.14%, giving cautious hope that with 
continued appropriate prophylaxis, a downward trend of overall VTE events 
will continue. 

Venous Thromboembolism Prophylaxis for the Inpatient 
Oncology Population
Roswell Park Cancer Institute

Partners
Partners for this initiative include the 
hospital’s pharmacy and therapeutics 
committee, RPCI information technology 
department, nursing educators/staff, the 
patient education coordinator, medical 
director and medical and surgical oncology 
champions, and the department of 
organizational performance improvement.

Contact
Kimberly Klein, R.N., R.P.A.-C. 
Performance Improvement Analyst
Roswell Park Cancer Institute
Elm and Carlton Streets
Buffalo, NY 14263-0001
(716) 845-4103
kimberly.klein@roswellpark.org 
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Lessons Learned 
■■ Through this initiative, RPCI learned that, in a cancer care setting, 

inpatients generally become medical oncology outpatients and this 
population experiences the majority of venous thromboembolism events. 

■■ Early data show that improving inpatient prophylaxis reduces incidence of 
VTE in this ambulatory population, but the extent to which that occurs is yet 
to be determined. Further evaluation and risk stratification will need to be 
addressed for this high-risk outpatient population, with likely development 
of further quality improvement initiatives.

Venous Thromboembolism Prophylaxis for the Inpatient 
Oncology Population
Roswell Park Cancer Institute (continued)
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Project Description	  
In this project, South Nassau Communities Hospital targeted quality initiatives in 
its critical care area. Many patients requiring intensive respiratory care have long 
lengths of stay in critical care units. These patients generally have multiple issues—
evidence shows numerous problems associated with the risks for infection, decline 
of the psycho-social well-being, and stress placed on the patient and the family. In 
addition, as the emergency department experiences growing numbers of patients, bed 
availability and patient flow issues become major safety factors, leading to issues 
related to assuring the appropriate setting of care for patients. 

South Nassau Communities Hospital’s administrative team, patient care services 
department, pulmonary medicine group, and the respiratory therapy team 
utilized a “Plan-Design-Measure-Assess-Improve” methodology to determine the 
required process improvement. A dedicated respiratory care unit was established, 
which included nurses and therapists with specialized skills, certifications, and 
competencies, to provide safe and effective care for ventilated patients requiring 
weaning or further interventions, including tracheotomies. The goal was to maximize 
patient-centered care for these patients in a safe setting, allowing them an easy 
transition from critical care. In addition to decreasing the time that patients spent 
in the critical care units, the team believed that it could reduce the time taken 
to wean patients from ventilators and provide earlier surgical interventions, and 
tracheotomies, for patients who had previously remained intubated. 

Outcomes
■■ The baseline ventilator weaning time from October 2006 to March 2007 was 

4.6 days. Weaning time from April 2007 (respiratory care unit opening) to 
December 2007 was 2.5 days.

■■ Baseline tracheotomy time from October 2006 to March 2007 was eight 
days. Tracheotomy time data from April 2007 to December 2007 was two 
days.

■■ The average stay in the critical care unit for patients requiring mechanical 
ventilation in October to March 2007 was 10.2 days. The average stay in the 
critical care unit for patients requiring mechanical ventilation from April to 
December 2007 was 6.8 days.

Lessons Learned
■■ Transferring patients effectively and safely to the respiratory care unit 

provides a safe outlet that increases critical care bed availability for higher 
acuity patients.

■■ Providing the multidisciplinary plan and implementation for staff education 
is an intensive process.

Providing Safe and Effective Care of Patients Requiring 
Intensive Respiratory Care, Weaning, and Ventilation 
Management While Limiting Critical Care Utilization
South Nassau Communities Hospital

Partners
Partners for this initiative included patients 
and families, the administrative team, 
patient care services, management and 
staff, medical physicians, the division of 
pulmonary medicine, and respiratory therapy 
staff.

Contact
Lori Raffaniello, R.N.
Director of Nursing
South Nassau Communities Hospital
One Healthy Way
Oceanside, NY 11572
(516) 632-3910       
lraffaniello@snch.org
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■■ Medical-surgical nurses educated and trained for the additional skills and 
competencies experienced enhanced positive self-image and improved job 
satisfaction.

■■ Patients and families demonstrated a greater satisfaction with the area 
and staff as evidenced by Press Ganey score improvement and other 
communications (i.e., cards and letters).

■■ Administrative personnel must be intimately involved to assure appropriate 
resource utilization.

■■ Collaboration with pulmonologists must begin early to gain their comfort 
and trust in assuring that the level of care is equal to the care provided in 
the critical care units.

Providing Safe and Effective Care of Patients Requiring 
Intensive Respiratory Care, Weaning, and Ventilation 
Management While Limiting Critical Care Utilization
South Nassau Communities Hospital (continued)
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Project Description	  
South Nassau Communities Hospital’s nurse managers and staff have significant 
experience with responding to quality data, especially when the data show 
opportunities for improvement. However, today’s health care challenges are calling 
for the team to become more proactive in creating changes to improve care quality. 
In this initiative, the hospital uses tenets from the Robert Wood Johnson Foundation/
Institute for Healthcare Improvement “Transforming Care at the Bedside” initiatives 
and the shared governance model for nursing.

The champion nurse manager, utilizing a “Plan-Design-Measure-Assess-Improve” 
approach, identified opportunities for improving patient care outcomes, including 
decreasing patient falls, preventing pressure ulcer development, and increasing 
patient satisfaction scores. She involved all the staff in this performance improvement 
initiative by identifying informal leaders and the individual skill sets of each 
employee. The team developed specific goals and objectives for each of the identified 
areas for improvement, and champions were selected. Brainstorming sessions were 
held with all staff and improvement activities were selected. Champions motivated 
staff members, leading to a phenomenal level of engagement.

The facility instituted evidence-based hourly rounding, hourly pain management 
assessments, positioning (turning and positioning and the use of turning clocks), and 
placement of all needed items and personal needs (toileting, etc.). Nurses and nurse 
aides were identified as “liaisons” to provide a “go-to” person for every day and every 
shift. The results were outstanding. 

Outcomes
■■ Post-implementation, the fall rate declined by 78.95% and the acquired 

pressure ulcer rate declined by 88.24%. 

■■ There were no acquired pressure ulcers for five months after the program 
was implemented. 

■■ Patient satisfaction scores as reported by Press Ganey increased from a 
unit overall score of 74 in the third quarter of 2007 (similar to previous 
scores) to a score of 89.6 in the fourth quarter of 2007. Twenty questions 
showed statistically significant improvement at the 0.5 level.

Lessons Learned
■■ This team engagement model is more successful than administrative 

directives or hospital-wide team recommendations.

■■ When a team is working well together, it is obvious to both patients and 
staff.

Effecting Change at the Unit Level: A Model for 
Transformation of Care at the Bedside as a Catalyst for 
Improving Patient Outcomes
South Nassau Communities Hospital

Partners
Partners for this initiative include patient 
care services (nursing administration 
and unit based staff including the nurse 
manager, assistant nurse manager, staff 
nurses, nursing assistants, unit clerks), 
social work, dietary, education, and 
development and research.

Contact
Lisa Williams
Nurse Manager
South Nassau Communities Hospital
One Healthy Way 
Oceanside, NY 11572
(516) 632-3910         
lwilliams@snch.org
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■■ The greater staff engagement, the greater patient satisfaction and better 
patient care outcomes.

■■ Taking the time to acknowledge individual professional and personal needs 
and share experiences and advice is paramount to the team’s success.

Effecting Change at the Unit Level: A Model for 
Transformation of Care at the Bedside as a Catalyst for 
Improving Patient Outcomes
South Nassau Communities Hospital (continued)
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Project Description	  
South Nassau Communities Hospital is dedicated to an advanced program for safe 
bariatric surgery that utilizes a comprehensive approach for the treatment of obesity, 
including individual nutritional counseling and group education, monthly support 
group meetings, and ongoing follow-up care. Utilizing a “Plan-Design-Measure-
Assess-Improve” methodology, the performance improvement team incorporated 
multiple safety initiatives to promote optimal outcomes for patients. To date, the 
program has performed more than 1,500 weight loss surgeries following nationally 
approved practices for bariatric surgery established by the American Society of 
Bariatric Surgery and the National Institutes of Health. 

A hospital-wide staff training initiative was developed and implemented, with 
specific training on bariatrics. The patient optimization protocol was expanded to 
include a requirement that bariatric surgical candidates participate in a preoperative 
weight loss program, with a goal of achieving 10% weight loss prior to surgery.

The bariatric surgery protocol was revised to require the participation of two 
anesthesiologists for all Roux-En-Y procedures—one who focuses on intubation, 
while the second monitors the equipment and patient condition. The protocol also 
calls for using minimally invasive laparoscopic techniques for all bariatric surgeries 
and requires the participation of two surgeons. Additional focus was placed on 
ensuring compliance with guidelines for post-surgical ambulation, as specified 
in the post-operative protocol. Policies and procedures were developed to require 
ambulation at two hours post-surgery, and every two hours thereafter around the 
clock. This has been influential in helping prevent venous thrombosis and pulmonary 
complications.

Multidisciplinary plans of care designed to support the implementation of clinical 
guidelines and protocols were developed and clinical pathways were used to reduce 
cost and improve quality of care for the bariatric patient. 

Outcomes
■■ The inpatient complication rate was 2.6%, compared with 10% to 20% 

reported in the literature.

■■ The 30-day readmission rate was 8.2%, compared with the 11.3% national 
standard.

■■ The 180-day readmission rate was 8.7%, compared with a 17.8% national 
standard.

■■ Clinical co-morbidities for patients were improved or resolved; there was 
improvement in the following areas: asthma (39%), osteoarthritis (27%), 
hypertension (64%), sleep apnea (42%), and diabetes (71%).

Improving Patient Safety and Quality of Care 
in the Practice of Bariatric Surgery
South Nassau Communities Hospital

Partners
Partners for this initiative included all 
hospital departments and the American 
Society for Bariatric Surgery.

Contact
John Goodwin
Program Administrator
Weight and Life Management Program
South Nassau Communities Hospital
One Healthy Way
Oceanside, NY 11572 
(516) 374-8650 
jgoodwin@aol.com
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■■ Lap band patients had an excess weight loss of 27% within 12 months, 
and Roux-En-Y patients experienced excess weight loss of 70% within 12 
months.

Lessons Learned
■■ Multidisciplinary discussions and endorsed protocols for treatment are 

critical to success.

■■ It is important to develop and codify policies and procedures that enhance 
quality of care, ensure patient safety, and improve outcomes for patients 
having this surgery.

■■ Special safety measures, designed specifically for the bariatric population, 
are the most important considerations in preventing adverse outcomes.

Improving Patient Safety and Quality of Care 
in the Practice of Bariatric Surgery
South Nassau Communities Hospital (continued)
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Project Description	  
St. James Mercy Hospital believes in striving to assure the best possible care for 
patients. The hospital’s journey to a culture of patient safety began approximately three 
years ago with a review of the environment and the hospital’s processes. The hospital 
used the “Plan-Do-Study-Act” methodology as the foundation of its improvement 
efforts and identified measures of success. Other fundamental steps in this journey 
were determining the appropriate data for collection, prioritizing initiatives, 
implementing strategies, and monitoring results.   

A multidisciplinary team of dedicated staff continuously participated in these 
initiatives, focusing on medication safety, infection control practices, patient safety 
management, and patient satisfaction.   The evidence-based practices were used, 
including the “bundle” methods. As the process has evolved, the hospital has taken 
on new challenges and identified other opportunities for improvement that will 
enhance efforts in strengthening the culture of patient safety.

Outcomes
■■ Medication reconciliation scores started at 85% in the first quarter of 2007, 

and by the fourth quarter of 2007 were 94%.

■■ Ventilator-associated pneumonia decreased to 0% for the last three 
quarters of 2007.

■■ Patient satisfaction scores for rating the facility were 51% in the first 
quarter of 2007 and 63% by the fourth quarter of 2007. 

Lessons Learned
■■ Establishing a multidisciplinary, dedicated team is a key to the success of 

this project. 

■■ Data collection and review is essential to measure progress and success.

■■ Sustainability is the most significant challenge; this requires the team to 
communicate, review, revise, monitor, and then communicate again.

■■ Safe patient care is the most important part of this culture change.

Creating a Culture of Patient Safety
St. James Mercy Hospital

Partners
Partners for this initiative include 
administration, the medical staff, and the 
nursing, quality management, safety, and 
risk management departments. 

Contact
Nancy Khork
Vice President, Performance Improvement
St. James Mercy Hospital
411 Canisteo Street	
Hornell, NY 14843
(607) 324-8114        
nkhork@sjmh.org
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Project Description	  
St. Joseph Hospital’s leadership recognized a need to improve critical care outcomes 
and coordinate care in the critical care units, which treat the most medically complex 
patients. To accomplish these goals, it was determined that the model of care would 
need to be changed. 

The first step was the appointment of a medical director of critical care. The goal of 
this position was to improve patient outcomes by decreasing the rate of ventilator-
associated pneumonia, reducing the incidence of central line infections, decreasing 
critical care mortality rates, and, as a result, decreasing length of stay (LOS). A 
multidisciplinary team was established and met three times per week to review the 
clinical status of each patient and to promote continuity of care. Among the key 
initiatives implemented were a readiness to extubate protocol, preventing central 
line infections by ensuring that full barrier precautions are utilized for all, and 
redesigning the nurse workstations to improve the workflow and access to technology.

Outcomes

INDICATOR 2005 2006 2007 Notes

Ventilator-associated 
Pneumonia per 100 vent days

4.3 3.2 0.7
Last VAP occurred 

April 2007

Average LOS in the Critical 
Care Office

4.39 3.84 3.31 -

Critical Care Mortality Rate - 12.63 10.10
The non-critical 

mortality rate has 
not increased

Lessons Learned
■■ Encouraging each member of the care team to discuss the care of the 

patient in a controlled environment prompts this discussion in actual care 
situations.

■■ Physician leadership and support in any initiative is crucial to its success.

■■ Executive leadership commitment to improving outcomes was evident 
through the support of the new medical director position and the renovation 
of the unit workspace.

■■ Evaluating each change in a timely fashion allows for minor changes to be 
made quickly, and an intensive evaluation of the data assists in developing 
long-term policy and process change plans.

■■ Staff adapt to change differently. Just because an initiative does not 
“catch on” when it is first introduced, does not mean that it is a failure—
the process and the education needs should be re-evaluated.

Improving Patient Outcomes in the Critical Care Unit
St. Joseph Hospital, Cheektowaga

Partners
Partners for this initiative included the chief 
executive officer; vice president of patient 
care services; vice president of medical 
affairs; performance improvement manager; 
medical director of critical care; chief of 
medicine; director of respiratory care and 
respiratory care staff; and staff from the 
pharmacy, dietary, spiritual care, nursing, 
and care management departments. 

Contact
Denise Bartosz
Manager, Performance Improvement
St. Joseph Hospital
2605 Harlem Road
Cheektowaga, NY 14225
(716) 891-2683 
db4071@chsbuffalo.org
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PROJECT DESCRIPTION	  
In its quest to reduce mortality and enhance safety, Stony Brook University Medical 
Center prioritized performance improvement efforts, with a particular emphasis 
on implementing all six initiatives associated with the Institute for Healthcare 
Improvement’s 100,000 Lives Campaign. Specifically, inpatient raw mortality rates 
in 2002 revealed an observed-to-expected ratio of 1.75, with a raw mortality rate 
of 2.13. The goal was to shift the observed-to-expected rate to less than 1.0 and 
continually decrease the raw mortality rate by implementing best practices and 
innovatively creating new processes. 

Subsequently, performance improvement teams were formed for each component of 
the IHI Campaign. The organization adopted “Five Simple Rules”:

■■ patients first;

■■ use world-class processes;

■■ teamwork;

■■ growth; and

■■ use resources wisely.

The performance improvement initiatives all focused on ensuring that the Five Simple 
Rules were applied when successfully implementing the bundle components of the six 
IHI Campaign quality improvement initiatives. 

Outcomes	  
The hospital experienced a dramatic decrease in its inpatient raw mortality rate, 
from 2.13 (observed-to-expected ratio: 1.75) in 2002, consistently dropping to 1.64 
(observed-to-expected ratio: 0.77). This is a 23% improvement in raw mortality 
rate from 2002 to 2007 as compared to a 13% improvement rate for the University 
Healthcare Consortium median and 14% for the top tenth percentile.

Lessons Learned
■■ Communicate key priorities through senior leadership to demonstrate 

commitment.

■■ Collaborate with interdisciplinary teams to achieve improved outcomes.

■■ Focus on obtaining input from those closest to the processes under review 
and improvement to solicit buy-in.

■■ Use small tests of change and pilot new ideas before implementing 
initiatives on a broader level.

■■ Provide regularly generated data to demonstrate progress made and share 
this information in several forums, including leadership, team, and staff 
meetings.

Achieving Increased Survival
Stony Brook University Medical Center

Partners
Partners for this initiative included the 
associate director of quality management, 
chief quality officer, data manager, director 
of cardiology outcomes research, assistant 
director of continuous quality improvement, 
rapid response team director, data analyst, 
director of pediatric intensive care, associate 
director of patient safety and regulatory 
affairs, and the vice chair of emergency 
medicine.

Contact
Carol Gomes
Associate Director, Quality Management
Stony Brook University Medical Center
3 Technology Drive, Suite 200
East Setauket, NY 11733
(631) 444-0575
carol.gomes@stonybrook.edu		
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Project Description	  
Champlain Valley Physicians Hospital Medical Center’s strategic plan, developed in 
2006, included quality as one of the pillars of patient-centered care. The goals of this 
project were to improve patient outcomes as measured by the core measure quality 
indicators, adapt a new format for providing clear communication and feedback to 
all stakeholders, improve physician and staff engagement, and sustain high levels 
of commitment.

Despite the best intentions, the early data on core measures showed that the hospital, 
its employees, and physicians were falling short of its goals. A change in leadership 
brought fresh eyes and a willingness to explore new options. The first phase involved 
the quality division examining the core measures process within the context of the 
Lean Six Sigma methodology to evaluate each step of the process and identify any 
waste. Immediately, opportunities for improvement were identified. As a second step, 
the responsibility and accountability for meeting goals was placed with the respective 
departments that provided the care, and weekly departmental, color-coded core 
measure dashboards were developed. An agile approach to quality was becoming part 
of the culture as these dashboards became a regular part of organizational meetings 
at all levels of the organization, from the quality committee of the medical staff to 
quality notes (“Q-tips”) on patient charts, to weekly nursing huddles.

Outcomes
■■ Significant improvement occurred in all four (i.e., acute myocardial infarction, 

heart failure, pneumonia, and surgical care) core measure indicators.

■■ Front-line physicians and staff were empowered to manage the core 
measures with “real-time” documentation. In turn, this work reduced the 
number of iterations in the process, reduced abstraction work hours, and 
reduced errors.

■■ The facility hard-wired a more agile quality management system, with lean 
methods, rapid “Plan-Do-Study-Act” cycles, weekly huddles, and Q-tips.

■■ Clinically, the facility also identified a decrease in readmission and 
preventable complications.

■■ The facility realized a decrease in overall length of stay for medical-surgical 
units in 2007, with an estimated savings of $375,000 annually.

Lessons Learned
■■ Leadership is key—implementing this rapid cycle approach across the 

organization took commitment. Leaders are taking pride in improving 
scores and show a level of excitement that affects front-line staff.

CLINICAL CARE: CMS MEASURES

Quality is at the Core
Champlain Valley Physicians Hospital Medical Center
Top 10th Percentile Submission

Partners
The team that guided this initiative included 
quality leadership and staff, nursing 
leadership, medical staff chiefs, and the 
directors for each ancillary department, 
such as laboratory and pharmacy. 

Contact
Istikram M. Qaderi, M.D., M.P.S.
Associate Vice President, Quality Resources
Champlain Valley Physicians Hospital 
Medical Center
75 Beekman Street
Plattsburgh, NY 12901-1493
(518) 562-7344
iqaderi@cvph.org 
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■■ Data must be meaningful and germane, rather than abstract and global, to 
initiate performance improvement in the front lines where care is provided. 
Keeping the departmental-specific data in front of people drives changes 
in practice. 

■■ Providing department-specific reports encourages accountability and 
friendly competition. Encouraging diverse membership to be on the 
improvement team improves the likelihood of success. Immediate, focused 
feedback was a key to physician satisfaction, helping to engage physicians 
to drive results.

■■ Sustainability will be maintained by the systems that assure ongoing 
accountability and continued reporting. This work is now embedded in 
the organization as a way of doing business, with weekly reports and 
dashboards now expected and anticipated.

Quality is at the Core
Champlain Valley Physicians Hospital Medical Center (continued)



HANYS  |  2008 Profiles in Quality and Patient Safety      45

Project Description	  
The goal of this quality initiative is to enable senior patients to manage their own care 
after discharge by providing education and tools for organization and self-advocacy. 
After discharge from the hospital, elderly patients are often expected to manage their 
own care, sometimes with the assistance of a family member or home health agency. 
This program was developed to help smooth the transition for elderly patients as they 
move from the hospital setting to home. The transition coach uses four conceptual 
domains through interactions prior to discharge, at the patient’s home, and via 
follow-up telephone calls. These include:

■■ assistance in completing a personal health record;

■■ assistance in completing a personal medication record;

■■ education regarding the chronic condition and how to respond if symptoms 
worsen; and

■■ instructions for follow up-care. 

Outcomes
■■ The baseline score for the Care Transitions Measure-3 (CTM-3) was a mean 

65.95%, and a median 66.67%, with current scores (through February 
2008) reflecting a mean 82.41%, and median 83.34%. 

■■ The baseline New York Heart Association Classification was 3.30 and the 
mean post-intervention was 2.10, with a mean improvement of 1.17. An 
improvement of greater than one is significant in that it demonstrates 
increased functional ability and, therefore, increased quality of life.

■■ The readmission rate dropped to 8%, with only two congestive heart 
patients readmitted within 30 days. Further analysis showed that the 
organization could care for those two patients more efficiently due to the 
coaching program.  

Lessons Learned
■■ Transition coaching for elderly congestive heart failure patients 

improves a number of outcomes, including functionality, and decreases 
re-hospitalization.

■■ A multidisciplinary team and input from caregivers at all levels was important.

■■ Education for all staff about new methodologies was necessary for 
successful implementation.

■■ There is an opportunity to adapt the coaching opportunities to additional 
populations. 

Care Transition Intervention for Congestive Heart 
Failure Patients
Crouse Hospital

Partners
This collaborative approach was led by 
the director of senior services, hospital 
leadership, and members of the medical 
staff. The oversight for improvement was by 
the quality improvement committee of the 
board. In addition to the transition coach 
and cardiac nurses, key members of the 
team were support staff, pharmacy, care 
coordination, educational services, quality 
improvement, and information technology.  
Community-based partners included Kinney 
Drug, Patient Portal, Cardiology PC, and 
Community Health Foundation of Western and 
Central New York.

Contact
Jennifer Watkins
Director, Quality Improvement
Crouse Hospital
736 Irving Avenue
Syracuse, NY 13210
(315) 470-7122
jenniferwatkins@crouse.org
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Project Description	  
Glen Cove Hospital formed a multidisciplinary orthopedic surgical team that enabled 
the hospital to achieve success in reducing rates of venous thromboembolism (VTE) 
in its total joint replacement surgical program. Review of VTE data for 2005 led to the 
formation of an anticoagulation subcommittee and the creation of a thrombophlebitis 
prophylaxis risk factor assessment/prescriber order sheet, reflecting American 
College of Chest Physician guidelines.

Members of the anticoagulation subcommittee educated the orthopedic surgical 
team on the initiation of the new order sheet, which is intended to standardize 
thromboprophlebitis prophylaxis. Team members meet three times weekly to 
review all patients post-operatively, and the anticoagulation subcommittee meets 
quarterly to discuss newly published literature and medical innovations in the area 
of anticoagulation, revising practice as necessary. The multidisciplinary team has 
also been successful in improving patient outcomes and reducing hospital costs via 
standardization of best practices.

Outcomes
■■ Changes in clinical practice led to a 48% reduction in overall VTE, from 

4.6% in 2005 to 2.4% in 2006 and 2.6% in 2007.

■■ Incidence of pulmonary embolism (PE) overall fell from 0.9% in 2005 to 
0.4% in 2006, a 57% reduction. In 2007, rate of PE fell to 0.18%, a 55% 
reduction over 2006.

■■ Incidence of VTE in warfarin monotherapy fell from 4.3% in 2005 to 1.7% 
in 2006 and 1.8% in 2007.

■■ Reduced incidence of VTE led to decreased length of stay and increased 
patient satisfaction.

Lessons Learned
■■ A multidisciplinary approach melds the expertise of many different facets 

of the health care team and is essential to maximize patient outcomes. This 
includes forging strong relationships among team members.

■■ Raw data and published literature are essential to set tangible goals and 
provide best practices.

■■ An order sheet is an effective, necessary tool to standardize practice.

■■ Education is by far the most challenging, yet the most effective, tool to 
successful outcomes.

■■ Health care is always in flux, and it is imperative to meet as a group and 
discuss newly published data and medical innovation on a regular basis.

Multidisciplinary Approach to Reducing Rates of Venous 
Thromboembolism in a Total Joint Replacement Program
Glen Cove Hospital
Top 10th Percentile Submission

Partners
Partners for this initiative included the 
director of anesthesiology, chief of general 
surgery, chief of medicine, department of 
hematology, orthopedic physician assistant 
department, nurse manager of the surgical 
unit, and associate executive directors of 
the departments of social work and quality 
management.

Contact
MaryAnne Cronin, Pharm.D.
Assistant Director of Pharmacy
Glen Cove Hospital
101 St. Andrews Lane
Glen Cove, NY 11542
(516) 674-7780   
mcronin@nshs.edu
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Project Description	  
Lawrence Hospital Center re-designed its process for administration and 
documentation of antibiotics to comply with current recommendations that 
prophylactic antibiotics be administered within 60 minutes prior to incision for certain 
surgeries. Prior to initiation of the improvement process, antibiotics were ordered “on 
call to the operating room.” Because of the unpredictability of the timeframe between 
the intake area and the incision time, it was common for antibiotics to be started 
outside the 60-minute timeframe. 

To further shorten the timeframe, the antibiotic was no longer started in the intake 
areas. Instead, it was sent to the OR holding area with the patient, and started by 
the OR nurse in the holding area. However, even this shortened timeframe did not 
eliminate fallouts from the 60-minute window because cases might be delayed or the 
anesthesiologist might require additional preparation time. Finally, it was determined 
that the tightest timeframe could be achieved by hanging the antibiotic in the OR 
holding area, but not starting it until the wheels of the stretcher were in motion on 
its way to the OR.

Although accurate documentation itself does not improve the process, it does meet 
the need to report the measures to the Centers for Medicare and Medicaid Services 
(CMS). Several outliers were found to be related to lack of adequate documentation 
of the antibiotic start time. To address this deficiency, each anesthesia record is now 
stamped to provide a place for the anesthesiologist to document the prophylactic 
antibiotic name, route, and time given. 

Outcomes	  
Compliance with the Surgical Care Improvement Project (SCIP) core measure for the 
first quarter of 2007, prior to initiation of the improvement strategies, was 73.1%. 
The most recent results, for the fourth quarter of 2007, show a 97.6% compliance 
rate—a 24% improvement.

Lessons Learned
■■ Collecting data on a daily basis allows for rapid cycle changes to the 

process.

■■ In addition to the core measure data obtained by record abstraction, the 
clinical service manager of the OR collected data daily for each OR case 
and provided instant feedback. This daily individual feedback engages 
staff as they attempt to meet the timeframes and improve their personal 
rate of compliance. 

■■ Through trial and error, the time sequence has been maximized such that 
“room time” and “antibiotic time” are now synonymous. 

Improve Administration Time of Pre-Operative 
Prophylactic Antibiotics
Lawrence Hospital Center

Partners
Partners for this initiative included 
circulating nurses, anesthesiologists, and 
the clinical service manager of the OR.

Contact
Maureen Simpson, R.N.
Clinical Service Manager 
Lawrence Hospital Center
55 Palmer Avenue
Bronxville, NY 10708
(914) 787-1139 
msimpson@lawrencehealth.org
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Project Description	  
Putnam Hospital Center developed and implemented the Blue Star program to 
increase compliance with core measures related to congestive heart failure (CHF), 
acute myocardial infarction (AMI), pneumonia, and surgical care. 

The hospital developed a “Blue Star” for placement on the spine of the medical 
record and a check-off sticker for the front of the medical record listing the critical 
components of each core measure. Specific discharge instructions were developed for 
AMI and CHF, daily open chart tracking measures were developed, the charge nurses 
were enlisted as “gatekeepers,” and multidisciplinary staff education occurred.

Techniques included standing order sets and patient education materials for each 
clinical measure group, and smoking cessation materials. The admitting department 
was enlisted to provide smoking cessation information to all hospital admissions. The 
hospital analyzed subsequent data reports and communicated the results. Successes 
are celebrated and the hospital continues to hard-wire results.

Outcomes
■■ Core measure results improved for all measures. 

■■ Surgical care improved the most, with a 21.2% increase in compliance.

■■ Pneumonia care improved by 19%, and heart attack care by 11.7%.

Lessons Learned
■■ A nurse-driven vaccine protocol is in place, but there is still a need to work 

with the physician to document why it was contraindicated or not given.

■■ Medications on the discharge instruction form need to match the 
medications on the dictated discharge summary, which may be completed 
30 days after discharge.

■■ Pneumonia may not be diagnosed at time of admission; however, the clock 
starts at time of admission. A physician must document reasons for delay 
in diagnosis of pneumonia. Once diagnosis is made, the physician will 
implement the order set for pneumonia.

■■ Admission time is delayed for direct admissions who need to register at 
the registration area in the lobby, delaying the timing of blood culture and 
antibiotics.

The Blue Star Program: A Standardized Approach to 
Improving Heart Attack, Heart Failure, Surgical, and 
Pneumonia Care
Putnam Hospital Center

Partners
Partners for this initiative include the 
medical staff; a physician champion; 
nursing staff; department heads, particularly 
respiratory, cardiology, neurology, and social 
work; and the case management, outcomes 
management, and admitting staff. 

Contact
Ann Rand
Assistant Vice President, Patient Care Services 
Putnam Hospital Center 
670 Stoneleigh Avenue 
Carmel, NY 10512
(845) 279-5711      
arand@health-quest.org
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Project Description	  
South Nassau Communities Hospital’s heart failure patients account for a vast 
number of hospital admissions and recidivism, particularly among older adults. 
The complexity of this disease necessitates an evidence-based, patient-focused, 
interdisciplinary approach to care. This improvement initiative involved key nursing 
staff from the progressive cardiac care unit to develop, implement, and evaluate 
an evidence-based group discharge education program for heart failure patients 
and their families. Major emphasis throughout the project was placed on promoting 
patients’ self-management of their condition and further integrating evidence-based 
practice within the organization.

Outcomes
■■ Eighteen percent of the patients in the education group were readmitted for 

heart failure within 90 days as compared with 32% of their counterparts 
who did not attend the session. 

■■ A four-item, five-point Likert scale (1=strongly disagree to 5=strongly 
agree) was constructed to evaluate whether patients felt they had 
acquired information about heart failure and its management and if they 
liked learning in a group session. The pilot groups had a mean of 18.26, 
indicating high scores for these individuals.

■■ As an unexpected outcome from the group discharge education sessions, 
the unit’s combined Press Ganey patient satisfaction scores increased the 
following quarter. 

Lessons Learned
■■ Use nursing research and evidence-based practices. The “PICO” format, 

addressing each of these components: patient population, intervention, 
comparison, and outcome, ensures a well-developed, focused clinical 
question that will drive the remaining stages of the evidence-based 
practice process. 

■■ The complexity of heart failure necessitates a patient-focused, 
interdisciplinary approach to treatment and care. Ultimately, most care 
is given in the home by patients and their families or other caregivers; 
therefore, the working group promoted patient self-care as one of the most 
important factors in maintaining the health of heart failure patients.

Improving Self-Management and Reducing Recidivism 
in Heart Failure Patients
South Nassau Communities Hospital

Partners
Partners for this initiative included the 
patients, director of nursing, clinical nurse 
specialists, cardiac care nurses, assistant 
vice president of quality and resource 
management, department of medicine 
performance improvement coordinator, 
Midas+® database administrator, and 
the home care performance improvement 
supervisor.

Contact
Karen Aloe, A.P.R.N., C.C.N.S., C.C.R.N.
Clinical Nurse Specialist
South Nassau Communities Hospital
One Healthy Way
Oceanside, NY 11572
(516) 632-3926        
kaloe@snch.org
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■■ The project emphasized that heart failure patient education should include 
both knowledge (i.e., disease self-management) and skills (i.e., correctly 
assessing and tracking symptoms, weight, diet and medications). A primary 
intent of the proposed group discharge education was to promote patients’ self-
management of their heart failure in an efficient and cost-effective way.

■■ Long-term plans include incorporating the assistance of the home care 
department to track the behavior of patients with heart failure following 
discharge. This will help mitigate some of the deviation needs associated 
with heart failure and further develop patients’ skills and the motivation 
for self-care. This can serve as a springboard for further quality outcomes 
related to this intervention. 

Improving Self-Management and Reducing Recidivism in 
Heart Failure Patients
South Nassau Communities Hospital (continued)
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Project Description	  
St. Charles Hospital’s pneumonia core measures performance scores were lower 
than the hospital desired in 2005. Recognizing that higher scores would support the 
mission and promise of exceptional care to the community while positioning the 
hospital for pay-for-performance in the near future, the hospital began an initiative to 
improve its pneumonia core measures using the “Plan-Do-Study-Act” methodology. 

The evaluation determined that the focus needed to be on pneumonia and influenza 
screening, timing and selection of antibiotics, and blood cultures before initial 
antibiotic. Core measure data were shared and discussed at the medical staff 
meetings, board of trustees performance improvement committee, and the medical 
board, with follow-up including review of accepted antibiotics. One physician 
recommended core measure quick reference pocket cards for the physician and 
nursing staff. It was determined that concurrent nursing review might assist the 
process and improve the overall core measure scores. Therefore, a nurse was hired 
and given the directive that the hospital needed a 75% or better overall score for 
2006.

Other opportunities were addressed, such as using standing order sheets to empower 
nurses to screen and administer the pneumonia and influenza vaccine without a 
specific physician order. The current compliance rate is 100%.

Outcomes	
Improvements in the hospital’s pneumonia core measures, from 2005 to 2007, are 
highlighted below.

2005 2006 2007

Antibiotic selection 81.4%   84.6% 96.6%

Antibiotic within four hours 67.3% 77.0% 91.1%

Pneumonia vaccine 52.6% 82.1% 100%

Influenza vaccine 57.5% 89.3% 100%

Blood cultures 86.3% 90.2% 97.5%

Lessons Learned
■■ Partnership with physicians and administration is essential for success.

■■ Nursing empowerment supports the processes for improvement.

■■ Success breeds success.

Performance Improvement—Pneumonia
St. Charles Hospital

Partners
Internal partners included patients and their 
families, the chief medical officer, medical 
staff, nurses, the pharmacy, emergency 
department, and care management staff. 
External partners included Centers for 
Medicare and Medicaid Services, New York 
State Department of Health, and The Joint 
Commission.

Contact
Lee Kucera
Director, Quality and Performance Improvement
St. Charles Hospital
200 Belle Terre Road
Port Jefferson, NY 11777
(631) 474-6401        
lee.kucera@chsli.org
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Project Description	  
St. Francis Hospital in Roslyn, a Magnet-recognized facility, is known for its 
excellence in patient care, and the hospital’s Surgical Care Improvement Project 
(SCIP) initiative is an example of how caregivers come together from all specialties 
to face challenges and achieve success. With increased knowledge of best practices, 
the caregivers have a mechanism to continuously improve processes toward positive 
patient outcomes. 

The hospital, utilizing an anesthesiology champion, began by collecting baseline 
core measure data, identifying opportunities for improvement, and using the “Plan-
Do-Study-Act” model for improvement. This approach enabled the team to do a very 
organized evaluation process. Members of the interdisciplinary team analyzed each 
measure and determined opportunities for improvement at the root cause level. Once 
those opportunities were identified, the team was empowered to pilot and implement 
the changes. In fact, the team received a certificate of appreciation from IPRO for its 
drill-down and improvement of the glycemic control in the cardiac surgery population 
piece of the process.

Outcomes	
From the beginning of 2006 through the end of 2007, the data demonstrate that the 
hospital achieved significant improvement in all measures:

SCIP Indicators 
(CMS Nomenclature)

First Quarter 
2006

Second Quarter 
2007

All Measures All-or-none Bundle 29.47% 91.67%

SCIP Inf-1a Antibiotic Prior to Incision 59.34% 96.81%

SCIP Inf-2a Antibiotic Selection 63.44% 100.00%

SCIP Inf-3a Antibiotic D/C Post-op 80.23% 95.60%

SCIP Inf-4 Cardiac Patients Serum Glucose 96.08% 96.43%

SCIP Inf-6 Appropriate Hair Removal 100.00% 100.00%

SCIP Inf-7 Colorectal Normothermia 77.78% 100.00%

SCIP CARD-2 Beta Blocker Peri-op 84.31% 92.96%

SCIP VTE-1 VTE Prophylaxis Ordered 100.00% 96.43%

SCIP VTE-2 VTE Prophylaxis Timing 91.11% 92.86%

“SCIP to Success”
St. Francis Hospital—The Heart Center
Top 10th Percentile Submission

Partners
Partners for this initiative included 
physicians, pharmacists, nurses, physician 
assistants, dieticians, medical records 
professionals, informational technology staff, 
data analysts, and the SCIP blog site.

Contact
Anna Baracchini, R.N., M.A., C.P.H.Q.
Assistant Vice President
Care Management/Performance Improvement
St. Francis Hospital—The Heart Center
100 Port Washington Boulevard
Roslyn, NY 11576
(516) 562-6252        
anna.baracchini@chsli.org
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Lessons Learned
■■ Everyone, both direct and non-direct caregivers, must be involved in 

achieving success.

■■ Communication and form updates need to be timely and online whenever 
possible.

■■ It is important to actively seek available professional resources for information.

■■ A key to success is being creative and thinking “out of the box” for new ideas.

■■ Good, better, best—never let it rest until good is better and better is best!

“SCIP to Success”
St. Francis Hospital—The Heart Center (continued)
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Project Description	  
St. Peter’s Hospital’s goal for this project was to deliver high-quality, evidence-based 
care to cardiac patients by improving the hospital’s core measure performance in 
the acute myocardial infarction (AMI) and heart failure (HF) indicators. The team 
developed a plan that included allocating nursing resources, restructuring quality 
improvement (QI) teams, educating physicians and nurses, and developing 
standardized documents and tools such as disease-specific clinical queries. Active 
surveillance through early and accurate identification of AMI and HF cases with the 
use of clinical queries enabled the clinical leads to monitor and improve care at the 
point of service. The success of the program has also led to the effective stewardship 
of financial resources through the sharing of best practices with other nursing units 
and core measure teams.  

Outcomes
■■ This initiative led to permanent changes including concurrent review/

active surveillance, interdisciplinary care improvement teams, QI team 
restructuring, color-coded chart alerts, monthly outlier reviews, and prompt 
feedback.

■■ The fourth quarter 2007 preliminary data show sustained improvement in 
systems and processes related to care of AMI and HF patients. 

■■ AMI median door-to-vessel open times have been dramatically reduced 
from 92 minutes in the first quarter of 2006 to 58.5 minutes in the fourth 
quarter of 2007. 

■■ The HF “appropriate care measure” has steadily improved from 77.5% at 
the end of 2006 to 88.3% at the end of 2007. 

■■ There has been significant improvement with HF discharge instructions, 
increasing from 78.4% at the end of 2006 to 91.8% at the end of 2007.

Lessons Learned
■■ Do not assume the physician and staff know the core measure indicators.

■■ To be successful, an initiative needs administrative support at the 
executive level.

■■ Staff input will yield staff buy-in.

■■ There must be constant vigilance to keep the initiative on the radar.

■■ Tap all resources.

■■ Communication is key.

■■ Do not assume everyone thinks as you think.

Cardiac Core Measure Improvement Project
St. Peter’s Hospital

Partners
The team included staff from emergency 
medical services, the emergency department, 
patient safety, quality improvement, and 
palliative care; physicians; the home care 
nursing supervisor; staff nurses; clinical 
nurse specialists; nurse practitioners; 
nursing directors; medical record coding 
specialists; a case manager; and clinical 
documentation specialists.

Contact
Kristen M. Cumoletti, R.N., B.S. 
Cardiac Nurse Leader
St. Peter’s Hospital
315 South Manning Boulevard
Albany, NY 12208
(518) 525-8551
kcumoletti@stpetershealthcare.org 
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Project Description	  
After attending an Institute for Healthcare Improvement conference that 
introduced the use of rapid response teams as one of the 100,000 Lives Campaign 
initiatives, Aurelia Osborn Fox Memorial Hospital’s vice president for nursing 
determined that implementation of RRTs could benefit patient care and safety at the 
facility. A team was formed to plan and implement the initiative. The team was led 
by the nursing department and included physicians, nurses, patient safety personnel, 
nurse educators, respiratory therapists, and others. 

The goals for the RRT were to reduce the number of respiratory and cardiac arrests 
(code blues) that occurred outside the intensive care unit and to streamline the 
communication process utilizing the SBAR (Situation-Background-Assessment-
Recommendation) tool. The RRT consists of the primary nurse, charge nurse, nursing 
supervisor, an ICU nurse, and respiratory therapist. The nursing supervisor assigns 
the RRT at the beginning of each shift. Throughout the last year, RRT calls have been 
celebrated and encouraged. The number of calls has increased dramatically as the 
number of code blue (cardiac or respiratory arrest) situations outside of the ICU have 
decreased. Sharing enthusiasm, increasing awareness of options, and promoting a 
teamwork approach have been instrumental to facilitating this change.

Outcomes
■■ The hospital mortality rate decreased from 3.43% to 1.23% from January 

to December 2007.

■■ In 2006, 67% of code blue calls were from outside the ICU; in 2007, 42% 
of code blue calls were from outside the ICU.

■■ RRT response time decreased from five minutes to a mean response time of 
1.5 minutes from January to December 2007.

Lessons Learned
■■ Nurses are comfortable summoning the RRT if they know that they will be 

supported and validated in their decision.

■■ When qualified, competent RRT members respond to the patient and take 
an orderly approach to manage the patient’s immediate needs, everyone 
benefits, especially the patient. 

■■ Educating ICU nurses for RRT assignment should come early in the process. 
This will help to avoid some of the uncertainty and empower the nurses to 
be part of the team process.

■■ Nurse-driven RRTs work well in a community-based hospital. 

■■ It is important to celebrate the stories of lives saved using the RRT and to 
share the numbers with staff. As momentum builds, so do RRT calls. 

CLINICAL CARE: RAPID RESPONSE PROCESS

Improving Patient Safety Through Rapid Response Teams
Aurelia Osborn Fox Memorial Hospital

Partners
External partners include the IHI 100,000 
Lives Campaign. Internal partners include 
the quality management, nursing, pulmonary 
services, and patient safety departments, 
medical staff, and administration.

Contact
Laura Palada, R.N.
Patient Safety Coordinator
Aurelia Osborn Fox Memorial Hospital 
One Norton Avenue
Oneonta, NY 13820
(607) 431-5045       
lpalada@foxcarenetwork.com
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Project Description	  
New York University Medical Center developed a medical response team (MRT) in late 
2005 to provide rapid assessment and treatment for patients whose clinical status 
deteriorates while in the hospital. To realize the full impact of this initiative, three 
additional improvements were adopted during 2006 and 2007:

■■ Robust and recurrent staff education was developed to assure that all 
physicians and nurses understand how the MRT works and when to call it. 
This also fostered the understanding that the MRT is a valuable resource for 
all clinicians and patients as well as a teaching resource for trainees.

■■ A single call number for all emergencies, including codes, fires, etc., was 
implemented. The telephone operators accepted the responsibility to triage 
the calls to the correct teams.

■■ Specialized multidisciplinary teams developed procedures for specific 
unusual clinical circumstances including acute stroke, acute myocardial 
infarction, acute hemodynamically-significant pulmonary embolus, 
obstetrical hemorrhage, herapeutic hypothermia, and surgical airway 
procedures.

Outcomes
■■ Codes outside of the intensive care unit fell from ten per 1,000 patient days 

to 3.3 per 1,000 patient days.

■■ The hospital observed-to-expected mortality ratio fell from 1.2 to 0.93. 

■■ A review of all specialized team deployments confirmed smooth function 
and optimal outcomes.

Lessons Learned
■■ New organization-wide initiatives require robust and frequent 

communication to assure buy-in from all staff.

■■ Simplifying the emergency call process to require clinicians to call only one 
number for any emergency helped enable success.

■■ Preparing for emergencies before the fact by proactively choreographing 
the response of specialized multidisciplinary teams ensures optimal care 
for acutely deteriorating patients.

Responding to Clinical Deterioration with 
Speed and Expertise
New York University Langone Medical Center
Top 10th Percentile Submission

Partners
Partners for this initiative included the 
patient safety director; intensivists and 
intensive care nursing staff; respiratory 
therapy and staff education departments; 
hospital telephone operators; and 
departments with special expertise such as 
neurology, interventional cardiology, cardiac 
surgery, interventional radiology, obstetrics, 
otolaryngology, plastic surgery, and general 
surgery.

Contact
Beth Duthie, R.N.
Patient Safety Director
New York University Langone Medical Center
560 1st Avenue, Room GB H C-120
New York, NY 10016
(212) 263-5063
beth.duthie@nyumc.org
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Project Description	  
In 2006, with commitment from senior medical and administrative leadership, 
North Shore-Long Island Jewish Health System (NS-LIJ) made implementing rapid 
response teams a priority. Through the creation of a Rapid Response Task Force, with 
participation from all system hospitals, consensus was achieved and methodology, 
data, and best practices were shared. The development of a site-specific, Web-based 
database enabled data to be centrally aggregated and assured standardized data 
definitions and analysis. Greater New York Hospital Association recognized the value 
of this tool and adopted it for its RRT Collaborative. Using only existing personnel and 
no additional cost, NS-LIJ was able to achieve full implementation of RRTs, develop 
and implement a Web-based database to assess RRT effectiveness, and improve 
staff satisfaction through staff empowerment and immediate access to support from 
an experienced team.

Outcomes
■■ RRT activations per 1,000 discharges increased 47% from baseline to 

fourth quarter 2007. 

■■ Cardiac arrest codes appear to have decreased from baseline to fourth 
quarter 2007. However, the system believes the data were under-reported 
during baseline, and is not comfortable with the inconsistent data 
definitions and inclusion/exclusion criteria used.

■■ A positive mentoring experience has been created.

■■ Staff members are empowered to trust their instincts and assessments.

Lessons Learned
■■ There is no single best approach for RRT implementation.

■■ Hospitals must analyze their existing resources and data to decide the 
appropriate team composition.

■■ Time is well spent in terms of monitoring new or inexperienced staff.

■■ RRTs empower nurses at the bedside and increase their job satisfaction.

■■ Residents likewise approve of the benefit and experience in activating the 
process.

■■ Data definitions and exclusion criteria must be carefully defined before 
data collection.

Activating Rapid Response Teams Across a Multi-Hospital 
Health Care System
North Shore-Long Island Jewish Health System

Partners
All the system hospitals work with 
partners from the Institute for Healthcare 
Improvement, Greater New York Hospital 
Association, IPRO, North Shore-Long Island 
Jewish Patient Safety Institute, and Krasnoff 
Quality Management Institute.

Contact
Joseph P. Conte, M.P.A.
Senior Vice President, Quality Management
North Shore-Long Island Jewish Health System
145 Community Drive
Great Neck, NY 11021
(516) 465-8313        
jconte@nshs.edu
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Project Description	  
Nyack Hospital established a partnership with patients and families to take the 
rapid response team, a proven evidence-based practice, to the next level. While 
many hospitals across the nation have put RRTs in place, few have allowed families/
patients to participate. Families know their loved ones better than any health care 
provider and are able to notice subtle changes in their conditions that may warrant 
further attention.

The initiative focused on quality improvement approaches and new processes to 
create positive outcomes and patient/family satisfaction. A designated telephone 
number for the patients/families was created so they can access a team (Code “H”) 
when needed. The “H” stands for “help.” Upon admission, patients/families are 
educated on how to activate the line to summon additional help. It has proven to be 
very effective in enhancing patient satisfaction and outcomes. The four key reasons 
for the calls thus far have been for:

■■ medical management—33%

■■ pain management—9%

■■ delay in care—14%

■■ communication breakdown—23%

Outcomes
■■ Patient satisfaction on related Press Ganey questions has increased.

■■ Potential medical errors have been avoided.

■■ Families feel they are a part of a process of enhancing care quality.

■■ This initiative has contributed to a decreased length of stay.

Lessons Learned
■■ Patients/families are concerned about quality and patient safety.

■■ The RRT offers patients and families the feeling that they have some control 
in the health care experience.

■■ Listening skills are critical for all health care providers.

■■ Involving patients/families allows for opportunities for improvement. 

■■ A team approach involving patients/families can affect positive outcomes.

From Best Practice to Common Practice: Family-Initiated 
Rapid Response Team 
Nyack Hospital

Partners
Partners for this initiative, which was 
championed by the chief nursing officer, 
included the nursing, medicine, respiratory, 
pharmacy, and facilities staff. External 
partners included the Institute for Healthcare 
Improvement, Voluntary Hospital Association, 
and NewYork-Presbyterian Healthcare 
System, in memory of Josie King.

Contact
Maureen A. Kirk, R.N.
Chief Nursing Officer and Vice President
Patient Care Services
Nyack Hospital
160 North Midland Avenue
Nyack, NY 10960
(845) 348-2140
kirkm@nyackhospital.org
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Project Description	  
A current challenge facing Putnam Hospital Center administrators is managing 
health care workers and available resources to achieve the best possible patient 
care and outcomes. Increasing acuity levels of patients, rapid admission and 
discharge cycles, and the national shortage of nurses make it difficult to provide 
high-quality care at the bedside. The hospital initiated Rapid Response Teams  
because early warning sign recognition for clinical deterioration and subsequent RRT 
interventions may provide better outcomes for general medical-surgical patients.

Based on the guidelines of the Institute for Healthcare Improvement 5 Million Lives 
Campaign, a comprehensive policy and an evaluation tool were implemented. The 
policy outlined the members of the team and the criteria and procedure for calling a 
rapid response. The RRT, which includes critical care nurses, respiratory therapists, 
and hospitalists, provides the framework for the clinical care delivery system. All of 
the RRT nurses are required to have significant critical care experience and training. 
The results translate to critical care for all patients in need, despite their location and 
mentoring of nurses who work outside the critical care units. 

The documentation for each rapid response and code review forms are returned to 
the clinical nurse specialist of critical care for analysis. A crosswalk is done monthly 
to review all code events outside of critical care and the rapid response events 
to determine if there have been potential missed opportunities. This analysis is 
presented to the quality improvement and special care committees for review and 
discussion.

Outcomes
■■ Since the program began in November 2005, 56 RRT calls were documented. 

■■ 40.1% of the RRT patients were stabilized and not transferred to a higher 
level of care.

■■ 58.9% of RRT patients were transferred to a higher level of care. 

■■ 21.4% of the codes were located out of the critical care setting in 2007, 
compared to 60.3% in 2005.  

■■ There has been a 38.9% reduction of codes outside of critical care since 
the RRT was initiated.

Lessons Learned
■■ The prompt intervention of an experienced multidisciplinary team is an 

effective means to stabilize deteriorating patients.

■■ The data collection strategy provided by IHI is an efficient way to measure 
success.

Rapid Response: A Program to Intervene and Stabilize 
Deteriorating Patients Outside the Critical Care Setting
Putnam Hospital Center

Partners
Partners for this initiative include the 
medical, respiratory therapy, and nursing 
staff.

Contact
Janet Schwartz, R.N., M.A., C.C.R.N., C.N.A.
Clinical Nurse Specialist, Cardiology Services
Putnam Hospital Center 
670 Stoneleigh Avenue 
Carmel, NY 10512
(845) 279-5711      
jschwartz@health-quest.org



60     HANYS  |  2008 Profiles in Quality and Patient Safety

■■ Developing a structured RRT for patient safety empowers all staff to operate 
at a higher competence level.

■■ The hospital-wide operational and financial benefits of implementation of 
an RRT greatly outweigh the challenges of starting up an RRT. Benefits 
include:

■■ fewer code events;

■■ fewer transfers to the intensive care unit;

■■ increased awareness and identification by nurses of signs and 
symptoms leading to deterioration in a patient’s condition;

■■ decreased mortality and morbidity;

■■ increased physician, nurse, and patient satisfaction; and

■■ codes on medical-surgical units can be reduced through early 
recognition of deteriorating patient condition.

Rapid Response: A Program to Intervene and Stabilize 
Deteriorating Patients Outside the Critical Care Setting
Putnam Hospital Center (continued)
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Project Description	  
In collaboration with the Institute for Healthcare Improvement 100,000 Lives 
Campaign, Sisters of Charity Hospital developed a hospital-wide rapid response 
team. The RRT’s goal is to deliver critical care expertise to the patient’s bedside when 
the patient is exhibiting a change in clinical status. The overall goal of the initiative 
is to provide rapid patient assessment and stabilization to “at risk” patients, 
decrease the number of cardiac and/or respiratory arrests on the medical-surgical 
units, and decrease inpatient mortality. Using the “Plan-Do-Study-Act” methodology 
enabled the team to map out goals, tasks, innovative ideas, and measures needed 
for improvement. 

Outcomes
■■ The number of RRT activations increased from the baseline period of April-

December 2006 from 223 to 461 in 2007, a 52% increase.

■■ The average response time decreased from 2.68 minutes to 2.28 minutes.

■■ The percent of patients transferred to the intensive care unit decreased 
from 3% to 28%, a 16% reduction.

■■ The percent of patients who stayed in their original location increased from 
54% to 61%, a 12% improvement.

■■ The number of medical-surgical codes per 1,000 discharges decreased by 
11%.

■■ The hospital saw a 16% reduction in inpatient mortality.

Lessons Learned
■■ The RRT requires that supplies necessary for intervention be available at 

the bedside.

■■ Written tools for documentation are important to track outcomes and 
identify opportunities for improvement.

■■ Communicating what works and what does not is critical for all key 
stakeholders.

■■ Early intervention decreases negative outcomes due to failure to rescue. 

■■ Early intervention assures the patient is in the “right” bed and decreases 
unnecessary transfers.

■■ The benefit for staff includes critical care expertise at the bedside, improved 
working conditions, and enhanced mentoring relationships.

Establish a Rapid Response Team
Sisters of Charity Hospital

Partners
Partners for this initiative included the 
senior leadership, registered nurses and 
nurse practitioners with patient care 
contact, respiratory therapists, performance 
improvement professionals, staff 
development, and medical staff.

Contact
Pat Dean
Performance Improvement Manager
Sisters of Charity Hospital
2157 Main Street
Buffalo, NY 14214
(716) 862-1278
padean@chsbuffalo.org
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Project Description	  
St. Luke’s Cornwall Hospital administrators, educators, and managers analyzed 
the Institute for Healthcare Improvement 100,000 Lives Campaign for its potential 
positive impact on care at the facility and decided to establish a rapid response team 
as part of the Campaign. The hospital developed a policy and associated paperwork 
for this evidence-based practice. The hospital’s RRT consists of a critical care nurse 
and a respiratory therapist. The team helps the hospital staff identify and assess 
patients in distress and ultimately prevent a respiratory or cardiac arrest. 

The hospital began a pilot program in December 2006 on three very busy medical-
surgical units at the St. Luke’s campus. The RRT was so well received that the process 
was quickly expanded to include the entire hospital. Anyone who is an employee can 
activate the team. RRS was then expanded to the hospital’s Cornwall campus, where 
it was also well received. The process now includes patient and family activation of 
the RRS if they feel there is a need; a brochure is included in each patient admission 
packet. The positive effect of the RRT at St. Luke’s Cornwall Hospital is exhibited by 
the decrease in codes in the medical-surgical areas.

Outcomes
■■ Calls to the RRT have resulted in fewer codes in the medical-surgical 

areas.

■■ Nurses feel supported because they can call the RRT.

■■ In the first year, there were 64 calls to the RRT; 50% on days and 25% each 
on the evening and night shift.

■■ The average RRT response time was two minutes and the average RRT 
encounter lasted 23 minutes.

■■ RRT outcomes included 44 transfers to the intensive care unit/telemetry and 
eight assessments with no new orders; in ten instances, the RRT initiated 
palliative/end-of-life care treatment decisions; and in 23 instances 
additional orders were received and the patient was treated and stabilized. 

Lessons Learned
■■ Overhead paging is more effective than using beepers because there are 

“dead” zones for beepers in the organization.

■■ Case review results in more calls being made to the team.

Rapid Response System Team
St. Luke’s Cornwall Hospital

Partners
Partners for this initiative included Greater 
New York Hospital Association, United 
Hospital Fund, the hospital’s board of 
trustees, the medical staff, nursing team, 
respiratory team, all managers and staff at 
the hospital, and patients and families.

Contact
Donna J. Hannigan
Clinical Educator
St. Luke’s Cornwall Hospital 
70 Dubois Street
Newburgh, NY 12550
(845) 568-2190           
dohannigan@slchospital.org
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Project Description	  
SUNY Upstate Medical University’s rapid response team pilot was initiated in 
November 2005 to provide, within minutes, a multidisciplinary medical team to assess 
and treat patients identified as acutely deteriorating. The goal of the RRT is to rescue 
patients during an acute episode by providing early and rapid intervention and to 
stabilize and promote positive patient outcomes. Guidelines were devised containing 
specific clinical criteria for assessment of the patient to determine qualification 
for activating the RRT. Data on codes and RRT activity were collected, along with 
specific criteria observed to determine the primary reason for the call, the intervention 
provided, and the outcome.  All of the RRT calls and patient data were reviewed 
for appropriateness of the call and to determine areas for process improvement. 
Issues identified were sent to the appropriate group for process improvement.

In April 2006, house-wide implementation for all adult inpatient units was complete. 
The pediatrics department implemented an inpatient pediatric RRT in April 2007. 
The RRT collaborated in July 2007 with the stroke program to streamline processes. 

Outcomes
■■ A committee audited and reviewed all RRTs with specified data criteria and 

process improvement follow-up.

■■ There is a correlation between the RRT calls and a decrease in cardiac 
arrest codes—dramatically in pediatrics.

■■ There is a noted decrease trend of codes with the consistent use of the RRT 
and less than 1% of all RRTs were noted to be inappropriately called. 

■■ There is a noted decrease in patient admissions to the intensive care unit.

■■ The majority of RRT calls are noted to be respiratory-related. 

■■ The overall program has been successful in decreasing negative patient 
outcomes; minimizing inappropriate ICU admissions; and improving the 
critical assessment skills of nurses, residents, and interns at the bedside. 
The RRT also provides cost savings through early intervention of patients 
with an acute deteriorating condition.

Lessons Learned
■■ Continued revisions and monitoring of processes, and training and 

education of all team members and levels of the multidisciplinary team 
are needed.

■■ Gaining “buy-in” by the physician group and nurses is imperative to the 
success of implementation of an RRT. This is especially evident with the 
physician group, residents, and interns who must see this as a positive for 
their patients. The physician group needed to trust that the RRT is there 
to provide support to their practice and is not punitive or questioning the 
ability of the practitioner to care for patients.

Rapid Response Team for Adult and Pediatric Inpatients
SUNY Upstate Medical University

Partners
Partners for this initiative included an internal 
multidisciplinary team and partnership with 
the Institute for Healthcare Improvement 
100,000 Lives Campaign, Missouri Baptist 
Medical Center, and UBA Health Institute.

Contact
Sheila Ruff, R.N., B.S.N.
Patient Service Manager 
SUNY Upstate Medical University
750 East Adam Street
Syracuse, NY 13210 
(315) 464-9115        
ruffs@upstate.edu
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■■ It was important for nurses to learn how to differentiate between an acute 
code situation and the need for an urgent or RRT activation.

■■ Staff need education to improve their early recognition for signs of patient 
deterioration and initiating the call for additional medical assessment. 

■■ The hospital needs to discourage inappropriate use of the RRT by the 
physician team as a way to get a “quick ICU consult” or to delay their 
response to urgent patient needs.

■■ Early intervention decreases the number of codes and ICU admissions from 
the floors.

Rapid Response Team for Adult and Pediatric Inpatients
SUNY Upstate Medical University (continued)
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Project Description	  
In response to the Institute for Healthcare Improvement 100,000 Lives Campaign, 
United Health Services Hospitals developed and implemented rapid response teams 
to respond to changes in patient conditions and to improve patient outcomes. It 
was clear from the literature that it is important to respond in a timely manner 
to significant changes in a patient’s condition. A hospital steering committee felt 
strongly that the organization needed to jump-start the initiative and take immediate 
action to improve patient outcomes.

With senior leadership support, this initiative was up and running within weeks. An 
initial pilot program was conducted in which critical care nurses offered clinical 
assessment and support to nursing colleagues on medical-surgical units. Within 
months, this effort further developed and included designated RRTs at two acute 
care hospitals, education, policy development, defined criteria, and feedback 
mechanisms. 

Outcomes
■■ RRTs were used 346 times in 2006, 511 times in 2007, and 123 times, year 

to date in 2008.

■■ Outside of critical care, cardiopulmonary resuscitation codes per 1,000 
discharges were 4.31 in 2006, 3.65 in 2007, and 2.4 year to date in 2007.

Lessons Learned
■■ Senior leadership support is essential for rapid implementation.

■■ Strong nursing and medical staff champions are necessary to drive the 
process.

■■ It is important to have a structured documentation tool to capture and 
organize data.

■■ Conducting an interdisciplinary review of data each month helps to identify 
opportunities for improvement.

■■ Debriefing continues to improve the process.

■■ Feedback at the unit level is critical, as is celebrating “great saves.”

■■ It is important to recognize RRT members.

Rapid Response Team Development, Implementation, and 
Integration into Daily Operations
United Health Services Hospitals

Partners
Partners for this initiative include the 
care team (physicians, nurses, residents, 
respiratory therapists, patients, and 
families), senior leadership, physician and 
nursing champions, the community relations 
department, and hospital operators. External 
partners include Institute for Healthcare 
Improvement, Voluntary Hospital Association, 
and University of Pittsburgh Medical Center.

Contact
Rosemary Ciotoli, M.S., R.N.
Director of Nursing
United Health Services Hospitals
10-42 Mitchell Avenue 
Binghamton, NY 13903
(607) 762-2121        
rosemary_ciotoli@uhs.org
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Project Description	  
Arnot Ogden Medical Center’s team planned and implemented the installation of 
smart intravenous (IV) pump technology to provide safe and effective intravenous 
medications. A Failure Mode and Effects Analysis (FMEA) was used to evaluate a 
smart IV pump as it was implemented into a redesigned medication use process. 

During the earliest phases of the process, six smart IV pumps were evaluated using 
predetermined criteria and a decision-making matrix. After one round of evaluation, 
the field of six pumps was narrowed to three. The team then re-evaluated each 
pump and witnessed a hands-on demonstration. At the end of the second round of 
evaluation, one pump was chosen as the clear winner. 

The team, led by the intravenous nurse coordinator, worked with the vendor, Sigma, 
to train all users and managers throughout the medical center. Approximately 20 of 
all users were trained as “super-users,” which means that they will be able to assist 
other users who need remedial help. In addition, Sigma worked closely with pharmacy 
to create a drug library. 

The process of exchanging the old pumps for the new pumps took one full day. Clinical 
engineering and IV therapy staff, along with Sigma representatives, worked together 
to systematically move from floor to floor, exchanging pumps. Any running IV pumps 
were exchanged with the patient’s primary nurse present to lessen the chance of 
errors. 

Outcomes
■■ After six months of implementation, the Medical Center had no medical 

errors involving intravenous pumps.

Lessons Learned
■■ It is imperative that a representative from each critical department be 

present for the evaluation phase. 

■■ Each department, including end users, should review the drug library before 
it is loaded.

■■ FMEA was useful in identifying potential problems in the medication use 
process with the selection of new smart IV pumps. Monitoring for system 
failures and errors will continue.

OPERATIONS: GENERAL

Smart Pump Implementation
Arnot Ogden Medical Center

Partners
An interdisciplinary team, which included the 
intravenous nurse coordinator, the executive 
director of product line services, senior 
director of nursing services, purchasing 
director, director of clinical engineering, 
pharmacist, controller, chief information 
officer, and nursing information services 
coordinator planned and implemented this 
initiative. 

Contact
Chuck Crusha, R.N., B.S.N.
Intravenous Nurse Coordinator
Arnot Ogden Medical Center
600 Roe Avenue
Elmira, NY 14905
(607) 737-4255
ccrusha@aomc.org
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Project Description	  
In 2005, Brookhaven Memorial Hospital Medical Center made a commitment to 
become a dedicated stroke center. A community hospital setting presents a unique 
set of challenges without the benefit of a university hospital’s “24/7” staff. Questions 
like, “Who would become the medical director?” or “Who would drive the process 
daily and collect the data to maintain certification?” became fundamental. As there 
are no specialists or primary care providers employed by the hospital, a dedicated 
neurologist from the area agreed to become the stroke medical director. The hospital 
hired a nurse practitioner to collect the data and oversee the program. The rest of 
the team was assembled from within the infrastructure of the hospital. Collegial 
agreement was obtained from the other neurologists and neurosurgeons with 
privileges at the hospital. Education was provided to the emergency medical system 
(EMS) volunteer organizations in the area. 

The stroke performance improvement (PI) committee was formed including department 
heads from laboratory, radiology, quality, nursing, administration, and physician 
volunteers. Get With The Guidelines protocols, as defined by the American Stroke 
Association and the Brain Attack Coalition, were implemented and measured. Using 
a “DEAR” (Data acquisition, Evaluation, Action, and Re-evaluation) methodology, the 
stroke PI committee, implemented real-time changes. Stroke care at the hospital has 
improved, and the change has been sustained.

Outcomes
■■ In fourth quarter 2006, time from emergency department admission to the 

time that the doctor assessed the code gray patient was a mean time of 12 
minutes with a median time of nine minutes. In the fourth quarter 2007, 
the time from the door to ED physician assessment was a mean of eight 
minutes with a median time of 2.5 minutes.

■■ Since the program started, not one tissue plasmogen activator (tPA)-eligible 
patient became a non-candidate because of time used up in diagnostics or 
medical assessment.

■■ Deep vein thrombosis prophylaxis, use of statins to control dyslipidemia, 
and risk management are consistently above the national goal of 85%. 

Lessons Learned
■■ A community hospital can develop a state-of-the-art stroke center.

■■ Stroke team members do not all have to be hospital employees. Dedication and 
care drive all members whether they are employed by the hospital or not.

■■ Because EMS personnel play an integral role in the stroke tPA candidate’s 
success, they must be included in the process.

■■ Computer learning is an essential tool in continuing education.

A State-of-the-Art Stroke Center in a Community 
Hospital Setting
Brookhaven Memorial Hospital Medical Center

Partners
External partners include the medical stroke 
director, local neurologists, emergency 
medical services, and the American Stroke 
Association. Internal partners are the 
clinical stroke coordinator; administration; 
and nursing staff including emergency 
department, intensive care, radiology, 
laboratory, and the cardiology laboratory.

Contact
Karen L. Going, M.S.
Clinical Stroke Coordinator
Brookhaven Memorial Hospital Medical Center
101 Hospital Road
Patchogue, NY 11772
(631) 687-4175        
kgoing@bmhmc.org
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Project Description	  
The surgical services staff at Columbia Memorial Hospital developed an initiative to 
ensure safe patient hand-offs throughout the perioperative experience and to improve 
efficiency in surgical services. A safe patient hand-off includes efficiently transferring 
patient records, laboratory values, and orders when patients are transferred from one 
provider or one location to another. 

The surgical team had seen an article about a surgeon who, after a difficult day, was 
watching a Grand Prix race. As he watched the Ferrari pit team, he saw similarities 
between the safe, efficient hand-offs that occurred in the seven seconds when the 
car was in the pit stop and the hand-offs in the surgical arena. This story sparked the 
surgical staff to action. The team adopted the innovative initiative of using the pit stop 
focus to improve safety and efficiency. It has been said, “We can create something 
new and better through an unexpected juxtaposition of seemingly unrelated ideas.” 
Using the “Plan-Do-Study-Act” methodology, the team identified what was currently 
working and the areas that needed to be improved during hand-offs.

The team’s initial focus was a review of patient information and the manner in which 
it is transferred from the physician’s office to the operating room, ending with the 
patient’s discharge. The team found that there were nine major hand-offs and several 
other smaller hand-offs within the processes—understanding this, the team is 
implementing changes to address the inefficiencies found within these processes.

Outcomes 
■■ Appropriate information on patient forms increased to 91% from 79%.

■■ Scripted pre-operative patient calls, including frequently asked questions and 
answers, improved patient education.

■■ Combining the pre-operative checklist and Situation-Background-Assessment-
Recommendation report into one form reduced redundancy and improved 
communication.

■■ Medication reconciliation ensured that the physician has knowledge of all 
pre-operative medications to prevent interactions and to determine if any 
changes are required before a patient returns home. 

■■ The long setup for big orthopedic cases delayed the start of the day. Staff 
agreed to come in to set up to ensure that surgeries were completed on time. 

■■ Additional orthopedic instruments were purchased to reduce time to re-sterilize 
instruments, resulting in a 40% reduction in turnover.

■■ Because orthopedics is requesting a longer day, the hospital is piloting 
reassignment of staff to provide ten-hour days. 

Ferrari Safe Patient Handoff
Columbia Memorial Hospital

Partners
The team included representatives from 
pre-admission testing, the post-anesthesia 
care unit, ambulatory surgical unit, central 
supply, operating room, and anesthesia 
surgeons.

Contact
Barbara Brady, R.N., M.S.
Administrative Director, Emergency
and Surgical Services
Columbia Memorial Hospital
71 Prospect Avenue
Hudson, NY 12534
(518) 828-8396        
bbrady@cmh-net.org
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■■ A patient brochure developed improved patient education and led to better 
pre-operative satisfaction.

■■ Patients and families come with fewer questions and have a better 
understanding of what to expect. 

Lessons Learned
■■ Instrumentation hand-off from central supply can create delays. Education 

and reinforcement reduced the need for re-sterilization, and errors were 
decreased when new staff became better trained.

■■ It is understood that some gains may vary in performance, but the team is 
committed to work together to maintain and continue to improve through the 
next year.

Ferrari Safe Patient Handoff
Columbia Memorial Hospital (continued)
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Project Description
Huntington Hospital identified that physicians have embraced the “hospitalist” model 
to address the escalating demands of inpatient care and the need for increased 
efficiency in the office. Hospitals, meanwhile, have looked to hospitalists to help 
reduce length of stay (LOS) and other efficiencies. More recently, studies have 
concluded that over-use of health care resources creates significant quality and safety 
problems, suggesting that improving efficiency and optimizing clinical outcomes are 
aligned goals. 

In 2006, Huntington Hospital launched an internal medicine hospitalist program 
for the specific purpose of meeting quality objectives. The program includes 9.5 
attending physicians and two physician assistants. Patients access the service by 
referral. Data-driven improvement efforts are vigorously supported by a director 
selected for his superior clinical and leadership skills. Associated initiatives aimed 
at improving communication and standardization include: electronic order sets; 
electronic medication reconciliation; structured inter-shift hand-offs; communication 
with community physician; safe prescribing protocols; elimination of telephone orders; 
and the systematic use of data to track and trend LOS; core measures performance; 
readmissions, mortality, and other quality outcomes. 

Outcomes
■■ LOS was significantly reduced (4.11 vs. 6.22 days on the private Medicine 

service with similar case mix).

■■ Mortality was significantly reduced (2.1% of 2,621 patients, versus 3.8% 
of 4,019 patients on the private Medicine service).

■■ Thirty-day readmissions were significantly reduced (10.95 versus 13.36 on 
the private service).

■■ Heart failure core measures performance was modestly improved (seven 
versus nine outlier events over a one-year period on the hospitalist versus 
private service, respectively).

Lessons Learned
■■ Effective leadership by the director and support by senior management and 

the board are critical to success.

■■ A hospitalist program designed to address patient safety, efficiency, 
and quality can serve as a laboratory for change leading to dramatic 
improvements in the way that care is provided at the bedside.

Implementing a Hospitalist Program to Improve Safety, 
Efficacy, and Efficiency
Huntington Hospital

Partners
Partners in this initiative included the chief 
executive officer, chief medical officer, 
chief nursing officer, chief of medicine, and 
director of quality management.

Contact
Michael B. Grosso, M.D.
Senior Vice President, Medical Affairs
Huntington Hospital 
270 Park Avenue
Huntington, NY 11743-2799
(631) 351-2645              
mgrosso@hunthosp.org
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Project Description	  
Mercy Hospital of Buffalo’s initiative goal was to improve the turnaround times 
associated with cleaning patient beds after patient discharge or transfer. By reducing 
the turnaround time for bed cleaning, the hospital was able to impact patient 
care and safety by providing vacant beds to patients coming from the emergency 
department and from the post-surgical recovery unit with minimum delay. 

The success of this initiative relies on the timely notification of patient discharges 
and transfers to the bed tracking system. The first major challenge was to ensure that 
the requesters (nurses and nurse’s aides) were compliant in the use of the system 
to notify the bed tracking system when a room was vacated and ready to be cleaned. 
To meet the goals, the hospital needed to increase the number of compliant requests 
being entered by the clinical staff on the nursing units. Using reported data from 
the bed tracking system, the hospital identified the weekly compliance rate for the 
entire facility, as well as the compliance rate of individual nursing units. In 2005, the 
hospital-wide compliance rate was 40%. 

During Phase I of this Six Sigma project, the hospital used transactional data from 
the bed tracking system to provide the nurse managers with customized reports that 
detailed where and when the failures in compliance occurred. These reports enabled 
the nurse manager to follow up with staff and work on performance improvement. 
Additional training was provided to the clinical staff regarding the effective use of the 
bed tracking system at the patient bedside. Because of these initiatives, the hospital 
began to see improvement from these units almost immediately. The compliance rate 
for the entire hospital increased to 54% after the first week of implementation.

During Phase II of this project, the hospital focused on the “bottom five,” lowest 
performing nursing units. By the end of Phase II (December 2006), the compliance 
rate for the hospital reached 66%.

The hospital has seen continuous improvement of the compliance rate moving 
forward. By December 2007, it reached 77%, an improvement of 92.5% from 2005.  
Mercy Hospital of Buffalo continues to monitor progress with this initiative and 
promote the importance of its goals to all staff.

Outcomes
■■ Bed tracking compliance improved by 92.5% (from 40% to 77%).

■■ This initiative has resulted in improved communication between nursing 
floor, environmental services, and admissions staff.

■■ There is now real-time bed status information.

■■ There is faster bed turnaround time.

Improving Bed Tracking Compliance to Reduce 
Discharge Delay 
Mercy Hospital of Buffalo

Partners
Partners included Tele-Tracking 
Technologies, environmental services, 
nursing (patient care services), admissions, 
and information technology staff.

Contact
Mathew Haak
Technical Support Analyst
Mercy Hospital of Buffalo
565 Abbott Road 
Buffalo, NY 14226
(716) 903-3422
mhaak@chsbuffalo.org 
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Lessons Learned
■■ Additional education on bed tracking procedures with requesting staff 

members was crucial to the success of this initiative. 

■■ Ongoing education of clinical staff members is necessary to sustain 
compliance. 

Improving Bed Tracking Compliance to Reduce
Discharge Delay 
Mercy Hospital of Buffalo (continued)
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Project Description	  
Mercy Hospital of Buffalo used the “Plan-Do-Study-Act” methodology to transform a 
general medical unit into a progressive care unit to increase the availability of critical 
care beds and have patients cared for in an appropriate level of care. Soliciting input 
from staff, physicians, administration, and other interdisciplinary care partners, the 
scope of service was developed to include hemodynamically stable patients on a 
ventilator, complicated respiratory patients on non-invasive oxygen delivery systems, 
patients requiring dysrhythmia monitoring and/or continuous medication infusions, 
and stroke patients. 

Extensive education was provided to the staff to prepare them for the change in the 
unit. Initially, some staff were not interested in the higher level of care and they bid 
out of the unit. The staff that committed to making the change experienced high job 
satisfaction, and vacancies were filled throughout the year. When vacancies existed, 
competent agency registered nurses were contracted prior to making the change, 
indicating an administrative commitment to ensure safe, appropriate staffing. 
Through attrition, nursing assistants were replaced with immediate treatment 
assistants—multi-skilled workers who could better meet the needs of the more 
complex patients.

A budget was approved for ten nursing hours per patient day. Ventilator alarms were 
installed and new beds were purchased to facilitate daily weighing of these more 
acute patients. 

Ventilator days were not tracked initially, but a conservative estimate is that 1,131 
days were removed from critical care areas; this created, on average, three additional 
critical care beds available daily for patients requiring a higher level of care. 

Outcomes
■■ Because of this initiative, 1,131 critical care bed days were made 

available.

■■ The hospital saved $274,833 by having patients in the appropriate level 
of care.

■■ There was an 83% reduction in the use of agency registered nurses (RNs).

■■ All of the unit’s RNs participated in a formal national RN survey. The RNs 
rated collegial nurse-physician relationships as 3.15 out of 4, and 95% 
indicated that they planned to remain on the unit for the next year.

Lessons Learned
■■ Extensive staff education was a key to success.

■■ Physician support and weekly education of the staff during interdisciplinary 
rounds increased morale on the unit.

Creating a Progressive Care Unit
Mercy Hospital of Buffalo

Partners
Partners for this initiative included the 
RN staff, pulmonologists, neurologists, 
respiratory therapists, physical therapists, 
occupational therapists, speech therapists, 
dietitians, clinical nurse specialists, nurse 
directors, and nurse managers.

Contact
Carol Latona                    
Director of Medical-Surgical Services      
Mercy Hospital of Buffalo
565 Abbott Road 
Buffalo, NY 14220
(716) 828-2844          
cl4856@chsbuffalo.org                
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■■ Do not make the change until you have adequate nursing staff competent 
to care for the patients.

■■ Determining what data need to be tracked and developing a process early 
in the transition is important.

■■ Make sure that physical capacity matches the demand created by the scope 
of services.

Creating a Progressive Care Unit
Mercy Hospital of Buffalo (continued)
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Project Description	  
The North Shore University Hospital leadership planned an integrated approach 
to improve and standardize palliative care practices by dedicating resources to a 
palliative medicine consultation service. The goal was to better deliver palliative 
care for patients with life-limiting illness. This was achieved by establishing a team 
with expertise in the management and treatment of pain and suffering and using the 
“Plan-Do-Study-Act” performance improvement methodology. 

During a three-year period, a multidisciplinary group worked to: 

■■ expand the palliative medicine consultation service from the intensive care 
unit to all hospital units;

■■ standardize and disseminate palliative care order sets and plans of care to 
be used in any environment;

■■ develop explicit policies and procedures to support better end-of-life care;

■■ provide education to all staff; and

■■ create a ten-bed palliative care unit (PCU) with a therapeutic environment 
for patients at the end of life. 

The PCU, which opened in July 2007, cared for 192 patients, with high patient 
experience scores. The PCU allowed for better care in a family-centered environment 
with many unique features not found elsewhere in the hospital, including open 
visitation and sleeper couches in every room for families, a peaceful environment with 
a central waterfall, a newly renovated family conference room, an interdisciplinary 
PCU team with “24/7” availability, and doula volunteers specially trained to provide 
support to patients and families.

Throughout the process, the entire organization has been engaged in dialogue 
about how appropriate end-of-life care leads to patient safety and comfort. Through 
reporting and monitoring of this program, the chief executive officer, along with the 
medical, nursing, and administrative leadership, prioritized the growth of the unit 
and shared its value with other organizations as a best practice. 

Outcomes 
From January 2005 to December 2007, the hospital:

■■ reduced the mean hospital length of stay for ICU patients who die from 24 
days to 15 days;

■■ increased the number of patients who die with a do-not-resuscitate order 
from 62% to 98%;

■■ expanded palliative medicine consultation service volume by 22%;

■■ through the palliative medicine consultation service, treated 40% of all 
patients who died in 2007; and

A Specialized Palliative Care Unit and Consultation Service 
to Optimize the Care of Hospitalized Patients Facing 
Life-Limiting Illness
North Shore University Hospital
Top 10th Percentile Submission

Partners
External partners for this initiative include 
North Shore-Long Island Jewish Health System 
senior leadership, trustees, medical executive 
committee, hospice care network; and the 
North Shore-Long Island Jewish Health System 
foundation. Internal collaborators include the 
North Shore University Hospital leadership 
and its medical board, department of patient 
care services, department of medicine, and 
the divisions of pulmonary and critical care, 
hematology and oncology, and geriatric and 
palliative medicine. 

Contact
Andrea Restifo, R.N., M.P.A. 
Associate Executive Director, Quality 
Management 
North Shore University Hospital—Manhasset 
and Syosset Divisions
Administration (1st floor)
300 Community Drive
Manhasset, NY 11030
(516) 562-4050
arestifo@nshs.edu
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■■ had standardized order sets present in the medical record for 100% of 
patients seen.

Lessons Learned
■■ Commitment from senior leadership to palliative care made this initiative 

possible.

■■ Cohorting terminally ill patients in the PCU “normalized” state-of-the art 
palliative care.

■■ A palliative medicine consultation service and a PCU reduce hospital length 
of stay without affecting mortality.

■■ The palliative medicine consultation service reduced the use of non-
beneficial cardiopulmonary resuscitation in terminally ill patients through 
improved communication and goals of care discussions.

■■ In addition to creating consistency, the standardized palliative care orders 
educated clinicians on pain and symptom management.

A Specialized Palliative Care Unit and Consultation Service 
to Optimize the Care of Hospitalized Patients Facing 
Life-Limiting Illness
North Shore University Hospital (continued)
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Project Description	  
In 1998, Olean General Hospital opened its sleep center, utilizing space on the third 
floor of the hospital in an area that was occupied by ambulatory surgery during the 
day. It was a three-bed laboratory that eventually proved insufficient for the demand 
of the local market—bookings would sometimes extend out for three months. 
Physicians complained and requested that accommodations be made for a solution. 
In addition to this, complaints about the sleep center were common on the hospital’s 
Press Ganey patient satisfaction surveys—responses ranged from “too much noise” 
to “beds are uncomfortable.”  

To address these issues, the hospital began an initiative to increase the ability to 
see patients in a reasonable timeframe and to decrease patient complaints. Major 
barriers to solving the problem included limited space in the hospital for moving 
the service and customer preferences that seemed to indicate that the hospital was 
not an acceptable environment for this type of outpatient procedure. The solution, 
implemented in January 2007, was the hospital innovatively moving its sleep 
laboratory to the nearby Hampton Inn. 

Outcomes
■■ Sleep study volumes increased 44%. 

■■ Patient satisfaction increased to the 94th percentile ranking compared to 
other sleep centers.

■■ Scheduling wait time went from three months to same week availability.

Lessons Learned
■■ Poor survey results and inefficient scheduling can benefit from an “outside 

the box,” innovative solution, such as partnering with a high-end hotel and 
increasing the number of beds offered.

■■ Changes in the health care environment now require new ways of providing 
care and services. 

■■ The involvement of senior leadership was crucial, particularly since the 
move was their vision.

Increasing Quality of Service Provision in the Sleep Center
Olean General Hospital

Partners
The multidisciplinary group involved in this 
initiative included the Hampton Inn, vice 
president of patient care services, chief 
nursing officer, chief financial officer and 
accountant, manager of cardiopulmonary 
and sleep center services, manager of an 
affiliated home care company/durable 
medical equipment provider, director of 
facilities, process improvement engineer, 
director of materials management/
purchasing, director of information systems, 
registered polysomnographic technologist, 
director of marketing/community relations, 
and supervisor of centralized scheduling.

Contact
Christopher Howell
Cardiopulmonary Manager
Olean General Hospital
515 Main Street
Olean, NY 14760	
(716) 375-6228        
chowell@ogh.org
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Project Description	  
The surgical services, laboratory, and pathology departments at Putnam Hospital 
Center collaborated to establish processes that maintain sample identification 
throughout the entire sampling process from the operating room to the laboratory. 
This collaboration resulted in a new process and “pink slip” that contains detailed 
information to be communicated from the surgeon to the pathologist. 

Although surgical pathology is not the largest contributor to medical errors 
(contributing 0.7%), any error is significant in that pathology errors can alter 
treatment or the lack thereof for patients. 

The pre-analytical phase (from the OR to the laboratory) has the greatest potential 
to be fraught with errors because it is clinically-driven. To streamline the process, 
enhance workflow, and reduce errors, the following actions were taken:

■■ Specimen procurement and submission manuals were made available to all 
health care providers via the Intranet to ensure standardized collection and 
submission of specimens. 

■■ Requisitions were standardized to include important clinical information; 
the new pink slip was created with staff completion areas highlighted in 
grey.

■■ Education on specimen procurement and submission was provided to all 
members of the team including the patient care technician who transports 
the specimen to the laboratory.

■■ Surgical services provides statistical feedback regarding the adequacy of 
specimen labeling, and completion of an accurate clinical history including 
pre-operative and post-operative diagnoses. The form also now includes an 
area for documenting feedback to the surgeon, since surgeons cannot sign 
a form when they are scrubbed. 

■■ The medical staff and hospital administration adopted a policy of specimen 
rejection to prevent further processing and interpretation of specimens with 
potential errors.

■■ Speakerphones were installed in each OR for direct communication between 
the surgeon and the pathologist.

Outcomes
■■ The team focused on the problems and solutions, not on people. 

■■ Staff were encouraged to document errors so pathology specimen safety 
could be improved. 

■■ The data revealed that the complete labeling of specimens with clinical 
information improved from 38% when the project started in 2006 to 94% 
in 2007. 

Improving Communication from Clinical Areas 
to the Laboratory by Standardizing Pathologic 
Specimen Documentation
Putnam Hospital Center

Partners
The partners for this initiative include the 
surgeons, laboratory staff, pathologists, and 
surgical services staff.

Contact
Margaret Sheehan, R.N.
Director, Surgical Services
Putnam Hospital Center 
670 Stoneleigh Avenue 
Carmel, NY 10512
(845) 279-5711      
msheehan@health-quest.org
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■■ No pathologic misdiagnoses were made during this period. The pathologist 
often calls the surgeon for details of the specimen when information is 
missing.

Lessons Learned
■■ Most errors are preventable if the source can be identified. The key is to 

create systems that make it difficult, if not impossible, to fail. 

■■ The use of standardized reporting systems, cancer protocols, checklists, 
and reporting templates that are endorsed by professional or accreditation 
organizations (i.e., synoptic reporting) will reduce errors.

■■ Participation on interdisciplinary teams, focusing on a collaborative 
approach, improves patient care.

■■ Feedback to providers regarding the adequacy of specimens and clinical 
history is critical.

■■ Collection of data showing adverse patient outcomes or “near misses” for 
review will improve the process.

■■ Barcoded labels on specimen blocks, slides, and protocols, which include 
patient name, specimen type, and surgical pathology number, is the next 
logical safety measure. 

Improving Communication from Clinical Areas 
to the Laboratory by Standardizing Pathologic 
Specimen Documentation
Putnam Hospital Center (continued)
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Project Description	  
Over the past ten years, consumer satisfaction has gained widespread recognition 
as a measure of quality in many public sector services. Long overshadowed by 
measures of clinical processes and outcomes in the quality of care equation, patient 
satisfaction measurement has traditionally been relegated to service improvement 
efforts by hospitals. Compounding the problem was that data on patient satisfaction 
was collected by various entities, for different purposes, and at different levels 
in the health care system. In 2008, for the first time, federal reporting of patient 
satisfaction is required through the “Hospital Consumer Assessments of Healthcare 
Providers and Systems” survey. 

The senior management team at Putnam Hospital Center has long recognized the 
importance of patient satisfaction and engaged Press Ganey to collect data on its 
behalf beginning in 2000. In December 2007, seven unit-based multidisciplinary 
patient satisfaction teams were formed. Each team was headed by members of 
senior management and included medical staff, department heads, clinical staff, 
and support staff. The teams met weekly to share ideas and engage the staff. In 
turn, teams report their success and new initiatives to improve patient satisfaction 
at bi-weekly “Voice of the Patient” meetings. Some of these successes include:

■■ leadership rounding by senior management, who physically conduct 
rounds of staff to improve employee satisfaction and increase employees’ 
awareness of patient satisfaction programs;

■■ hourly patient rounding focusing on the “three Ps”: pain, position, and 
personal needs;

■■ discharge telephone calls to give the staff an opportunity to hear patient 
perspectives first hand; 

■■ scripting by teaching the staff to use “key words at key times”—for 
example, “Is there anything else I can do for you? I have the time.”;

■■ new signage indicating the hospital “Always Strives for 5,” including signs 
placed on televisions in the lobby and patient care areas; and

■■ sharing the “priority index” question for each unit, which allows the 
teams to focus on areas where the improvement in scores will most help 
the hospital (the priority index questions are those that patients routinely 
respond to and are the most important to them).

Outcomes

The overall mean patient satisfaction scores have improved 1.6 points since the 
program started. All areas demonstrated improvement; most significantly, the 
outpatient departments have improved by 4.8 points.

Get on Your Horse! A Grassroots Approach to Improving 
Patient Satisfaction and HCAHPS Scores
Putnam Hospital Center

Partners
Partners for this initiative include senior 
management, the board of directors, 
department heads, medical staff, clinical 
staff, and support staff.

Contact
Jeffrey Kellogg
Senior Vice President, Support Services
Putnam Hospital Center Foundation 
Executive Director
Putnam Hospital Center 
670 Stoneleigh Avenue 
Carmel, NY 10512
(845) 279-5711      
jkellogg@health-quest.org
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Lessons Learned
■■ It is critical that senior leadership demonstrate an ongoing commitment 

to improving service to the patients and to employee satisfaction. This is 
reflected in ongoing monitoring of performance at the executive and board 
levels and explicitly incorporating patient service goals in the strategic 
plans and vision for the future. 

■■ Improvements, in part, come through skill building. A series of education 
programs, some mandatory, were developed and presented throughout the 
hospital. 

■■ Discharge instructions play an incredibly vital role in the successful 
recovery of patients.

■■ Measuring performance from the patient’s perspective must be done on 
a continuous basis using patient satisfaction surveys. Summary results 
should be reported at least weekly and be used to guide performance 
improvement activities.

■■ Results must be benchmarked, individualized, and specialty-specific to be 
actionable.

■■ Success comes from a changing culture that embraces and supports 
patient and employee satisfaction.

■■ Productivity and patient satisfaction are not mutually exclusive.

Get on Your Horse! A Grassroots Approach to Improving 
Patient Satisfaction and HCAHPS Scores
Putnam Hospital Center (continued)
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Project Description	  
In June 2007, Schuyler Hospital completed an evaluation of anecdotal evidence and 
adverse events that indicated that the policy for reporting critical test and procedure 
results needed revision. The policy lacked a standardized approach to document the 
reporting of the critical value to the physician and demonstrate effectiveness and 
compliance. The goal of this quality initiative was to improve the timeline for the 
reporting of critical test and procedure results. Nursing leadership and physicians 
worked to develop standards for the critical values to be included in the revised 
policy. A performance improvement team, consisting of department managers in the 
nursing, radiology, laboratory, and cardiopulmonary units, was initiated to develop 
a system of documentation and tracking. The team agreed that the documentation 
criteria should be simple and intuitive. When this initiative began, the goal was to be 
100% compliant with the new policy in every unit. 

The team developed a stamp to be used in the physician order for every critical value. 
This stamp: 

■■ prompted reporters to follow the required actions;

■■ provided documented proof of compliance with the policy; and 

■■ was an easy tool for reporters to utilize for performance improvement 
tracking and trending.

Mandatory education followed as soon as the stamps were developed and distributed.

Outcomes 
This initiative resulted in:

■■ improved compliance with the critical value policy;

■■ improved documentation on the notification of critical test and procedure 
results;

■■ improved tracking for performance indicator reporting; and

■■ an aggregate organizational compliance rate of 97.67%.

Lessons Learned
■■ Initiating an interdisciplinary team of stakeholders was the solution to 

developing an organizational, standardized approach.

■■ Keeping the process simple, while giving a visual reminder via the stamper, 
was key.

■■ Physician involvement in the planning and development of the policy helped 
to improve physician and nursing staff communication.

■■ Mandatory education—both prior to implementation and on an ongoing 
basis—have been key.

Improving the Process for Reporting Critical Test and 
Procedure Results
Schuyler Hospital

Partners
Partners for this initiative include the acute 
care nursing staff, laboratory manager, 
radiology director, cardiopulmonary services 
manager, skilled nursing facility nursing 
staff, director of education, physicians, 
vice president of patient care services, and 
medical director.

Contact
Deborah Bailey
Director of Quality Management
Schuyler Hospital
220 Steuben Street
Montour Falls, NY 14865
(607) 535-8639 Extension 2402 
baileyd@schuylerhospital.org
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Project Description	  
The goal of this initiative was to determine processes to eliminate patient identification 
and specimen labeling errors at South Nassau Communities Hospitals. 

Beginning in early 2006, the hospital began to examine its processes using the “Plan-
Design-Measure-Assess-Improve” methodology. During the assessment, the hospital 
decided to use a Failure Mode and Effects Analysis tool. The hospital determined that 
it needed a “fail-safe measure” to identify patients safely and accurately for every 
blood draw, in every location—including the times that phlebotomists have multiple 
specimens to collect—as well as a process to assure that labels were generated and 
affixed at the patient’s bedside at the time that the blood was drawn. 

The leadership team worked with the clinical laboratory department to identify 
the resources and resource allocations required to institute an electronic patient 
identification process. The laboratory worked very closely with many departments 
to assure that all components of the process would be integrated. Infrastructure 
and product selection was the first challenge. A wireless network was installed and 
new bar-coded patient identification wristbands were purchased. Intense training 
was provided to the staff and implementation was staged for areas and shifts. 
Implementation was a slow process to assure functionality of systems and staff 
competencies. The implementation began with the outpatient settings from July to 
October 2006 and progressed to inpatient day shift patients, then to night shift 
inpatients, and finally to the emergency department. The system for all inpatients 
was fully implemented in October 2007. 

Outcomes
■■ Prior to the implementation, the laboratory reviewed the issues with 

wristbands (missing, obscured, incorrect) and collected the data on a 
weekly basis for three months for all inpatients. The error rate was 17%.

■■ The new process does not allow the technician to draw blood with missing 
or obscured bands.

■■ Specimen error rates were collected monthly prior to, during, and after 
implementation of the collection manager. The rates were expressed as the 
total number of mislabeled blood draw specimens by patient over the total 
number of patients with blood drawn, times 1,000. The denominators were 
quite large; however, numerators were found to be 134 in 2005 (0.89%), 
176 in 2006 (1.07%), and 61 in 2007 (.34%).

■■ Specimen error from October (full inpatient implementation completed) to 
February 2007 has been consistently at zero.

Improving Patient Safety by Assuring Positive Patient 
Identification for Laboratory Studies
South Nassau Communities Hospital

Partners
Partners for this initiative included the 
collection manager vendor; laboratory 
staff and phlebotomists; and the hospital 
information technology, admitting, nursing, 
and performance improvement departments.

Contact
Marianne Sarli, M.T., M.S., A.S.C.P 
Administrative Director 
Department of Pathology and Clinical 
Laboratories
South Nassau Communities Hospital 
One Healthy Way
Oceanside, NY 11572
(516) 632-4636        
msarli@snch.org
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Lessons Learned
■■ Training and implementation need to be phased in carefully to assure 

safety and competencies. 

■■ The collection manager system for phlebotomy is more time-intensive than 
traditional blood drawing, and specimen labeling and additional human 
resources are required to assure established turnaround times.

■■ The capital and salary budgets increased but the improvement in patient 
safety provides more than expected return on this investment.

Improving Patient Safety by Assuring Positive Patient 
Identification for Laboratory Studies
South Nassau Communities Hospital (continued)
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Project Description	  
St. James Mercy Hospital discovered that the number of incident reports for missed 
electrocardiograms (EKGs) (ordered but not done) was gradually increasing. The EKGs 
were missed in all areas of the hospital, all shifts, and both weekdays and weekends. 
Upon further review, it was discovered that the EKG staff were only available Monday 
through Friday during the day shift, and that there were a variety of staff responsible 
for doing EKGs at night and on weekends—this was causing confusion. Using a 
Failure Mode and Effects Analysis (FMEA) approach, the hospital looked at where its 
process failed or could fail, determined opportunities for improvement, and developed 
risk reduction strategies. The goal was to decrease the number of ordered EKGs. 

Some of the changes for improvement included:

■■ developing a log for staff to consult for EKGs due to be done; 

■■ changing elements of orientation for select staff and developing new 
competencies;

■■ placing signage throughout the facility indicating who was responsible to 
do EKGs when the EKG staff are not available; and 

■■ assigning greater accountability to nursing and physicians to ensure the 
ordered EKGs were done. 

Outcomes
■■ In 2006, 5,645 EKGs were ordered and 84 missed.

■■ In 2007, of 6,036 ordered, 32 were missed. 

■■ The hospital exceeded its goal of 50% improvement.

Lessons Learned
■■ The FMEA process allowed the hospital to reveal the true root cause of why 

the EKGs were not being completed, enabling the development of changes 
needed for improvement.

■■ Using a multidisciplinary team allowed the hospital to better evaluate the 
process from all areas involved.

■■ Initially, the team met on a weekly basis, which allowed for rapid change 
and evaluation.

■■ The hospital needs to continue to monitor this process with a new goal of 
zero percent EKGs missed.

Using FMEA to Improve Patient Safety
St. James Mercy Hospital

Partners
Partners for this initiative included nursing 
from all units; the senior vice president 
of medical staff affairs; vice president of 
quality; vice president of nursing; and the 
EKG, respiratory therapy, and information 
technology departments. 

Contact
Linda Henshaw, R.N.
Director of Quality and Risk Management
St. James Mercy Hospital 
411 Canisteo Street
Hornell, NY 14843
(607) 324-8768          
lhenshaw@sjmh.org
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Project Description	  
A team of St. Luke’s Cornwall Hospital nurses, administrators, educators, and 
managers analyzed long-term registered nurse (RN) night shift vacancies, patient 
fall rates, patient satisfaction scores, census, and staffing patterns on a busy 40-bed 
medical-telemetry unit. The team used data garnered from the National Database 
for Nursing Quality Indicators, the Hospital Consumer Assessments of Healthcare 
Providers and Systems patient satisfaction survey, and The Nash Group census, 
staffing, and acuity measures. The goal of the initiative was to use quality data and 
best practices to measure and optimize patient safety and satisfaction. 

Under the guidance of the board of trustees and the executive team and using the 
“Plan-Do-Study-Act” methodology, the nursing team conducted a literature search 
for best practices using a Magnet transformational leadership model that supports 
patient-centered care and differentiated, collaborative, and mentored nursing 
practices. Experienced licensed practical nurses (LPNs) were interviewed, hired, and 
trained to fill long-term RN vacancies and a Partner Model, which allows the RN 
and LPN to share patient assignments and work within their scopes of practice, was 
implemented. 

Outcomes
■■ The night shift vacancy rate was 22% in January 2007 prior to model 

implementation, and 4% after the model was implemented in August 2007. 
In December 2007, the vacancy rate was still 4%.

■■ Patient satisfaction scores were 54.2 in January 2007 before model 
implementation and 66.2 after model implementation in August 2007. 

■■ Patient fall rates per 1,000 patient days were 4.84 in January 2007 before 
model implementation and 2.7 after model implementation in August 2007. 
In December 2007, the fall rate was 3.6.

■■ The staff nurses feel safety has improved with the new Partner Model. 
Feedback from LPNs includes, “I always know who to go to with my concerns. 
I feel supported and I am learning a lot. It is great being supported.” An 
RN said, “I like knowing I can count on the LPN to perform tasks within his 
or her scope; it allows me to focus on patient assessments, care planning, 
patient and family education, and interdisciplinary teamwork.”

The Partner Nursing Model
St. Luke’s Cornwall Hospital

Partners
Partners for this initiative included the board 
of trustees, the executive team, the nursing 
team, the human resources department, The 
Nash Group, The Joint Commission, patients, 
families, and the community.

Contact
Wendy Marks, R.N., B.S.N.
Clinical Nurse Educator 
St. Luke’s Cornwall Hospital
70 Dubois Street
Newburgh, NY 12550
(845) 568-2449    
lmarks@slchospital.org 
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Lessons Learned
■■ There is a direct correlation between nursing vacancy rates, patient safety, 

and satisfaction. 

■■ It is important to involve staff at all levels to engage in patient-centered 
care, patient safety, and satisfaction.

■■ A partnership model supports staff in learning, communicating, and 
working together efficiently.

The Partner Nursing Model
St. Luke’s Cornwall Hospital (continued)
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Project Description	  
The medication error rate at St. Mary’s Hospital, Amsterdam remained statistically 
unchanged, despite adherence to patient safety standards for safe medication 
administration. To decrease the overall medication error rate, the hospital made 
some fundamental changes including the implementation of an electronic medication 
administration record (eMAR). 

The eMAR team first created a flow chart of the current process. The critical points 
of the process were identified and objectives were designed. The project objectives 
included creating an electronic format that would provide a complete overview of 
patients’ medications, increasing communication between all users, establishing a 
system of forced checks and balances, and implementing electronic documentation 
that would eliminate transcription. A pilot unit, with closed staffing and limited 
users, was chosen to test eMAR. Nursing and pharmacy policies and processes 
necessary for the pilot were developed and implemented.

The complexity of the medication system and interdepartmental overlap was taken 
into consideration for house-wide implementation. Implementation of eMAR occurred 
in August 2006. Initial findings showed an expected learning curve, evident by an 
increase in medication errors for one quarter; this was followed by a consistent 
decrease in the overall rate.

Outcomes 
■■ The eMAR project was initiated in the third quarter of 2006; the medication 

error rate at this time was 5.23 errors per 1,000 patient days.  

■■ The fourth quarter 2006 rate, as expected due to the new program learning 
curve, increased to 6.58 errors.  

■■ Error rates for the four consecutive quarters post-implementation are below 
the statistical mean of 5.41.

■■ A shift in the types of errors was identified. For the eight-quarter period 
before eMAR implementation, transcription errors accounted for 26.7% 
of the total medication errors; profiling errors were not tracked as an 
error during this period. Following eMAR implementation, transcription 
errors accounted for 8.9% of total medication errors, and profiling errors 
represented 13.6% of the total medication errors.

Electronic Medication Administration Record
St. Mary’s Hospital, Amsterdam

Partners
Partners for this initiative included the 
information technology department, 
physicians, pharmacy staff, and the nursing 
staff.

Contact
William J. Cameron, M.S.H.C.A., R.N.
Director of Risk Management/Patient Safety 
St. Mary’s Hospital 
427 Guy Park Avenue
Amsterdam, NY 12010
(518) 770-7525 
cameronw@smha.org 
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Lessons Learned
■■ It is essential to use small tests of change, such as a pilot unit, to develop 

and trial process changes prior to facility-wide implementation. 

■■ For implementation of a facility-wide process change, consider universal 
rather than incremental change to ensure patient safety.

■■ It is important to identify a significant process change; for St. Mary’s 
Hospital, the process change was the elimination of transcription, which 
was seen as a root cause of medication errors.

Electronic Medication Administration Record
St. Mary’s Hospital, Amsterdam (continued)
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Project Description	  
Upstate Medical University Hospital transformed its manual, paper-based physician 
ordering process to computerized physician order entry (CPOE), leveraging computer 
technology and clinical decision support. The overall goal was to achieve better patient 
outcomes by reducing errors, improving order fulfillment cycle time, and decreasing 
the variability of care across patients. The methodology consisted of a process for 
testing the system on pilot units and not moving forward until barriers had been 
surmounted. The timeframe for full implementation was 20 months. Participation of 
an interdisciplinary team was crucial to the project’s success.

Outcomes
■■ CPOE has yielded a 75% decrease in prescribing errors.

■■ CPOE led to a 16-minute reduction from the time of order entry to the time 
of completion for stat chest x-ray.

■■ There has been a nearly 24% increase in the use of order sets, reducing 
variability in care.

Lessons Learned
■■ Executive level support from hospital administration and the leadership of 

all clinical disciplines is necessary for project success.

■■ It is important to collect as much pre-implementation data as possible to 
accurately measure the effects of change.

■■ Never underestimate the impact of such a culture change on employees.

■■ Cautiously implement “pop-up” warnings in a CPOE system to avoid users 
from being “saturated” with too many warnings.

■■ Expect the new change will uncover previously hidden process issues in the 
system that will need to be addressed.

Implementing Computerized Physician Order Entry
SUNY Upstate Medical University

Partners
Partners for this initiative include 
nursing, pharmacy, medicine, information 
management technology, clinical practice 
analysis, the CPOE vendor, hospital 
administration/executive leadership, and 
ancillary departments.

Contact
Barbara Bennett, R.N.
Patient Services Supervisor and 
CPOE Nurse Liaison
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-9267
bennettb@upstate.edu  
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Project Description	  
SUNY Upstate Medical University focused on two diabetic quality improvement 
initiatives designed to improve care for adults and children with diabetes: a 
telemedicine program with schools and a quality improvement program for inpatient 
care. The initiative tested the feasibility of using telemedicine between the school 
nurse and the health care team to improve care of children with diabetes. Thirteen 
nurses were trained in the use of the telemedicine equipment. Children in this study 
were between the ages of five and 14, in Kindergarten through eighth grade, in 12 
local public schools.

The goal of the inpatient program is to continuously improve the quality of care for 
patients with diabetes, with a focus on reducing insulin errors, improving glycemic 
control, and decreasing morbidity and mortality. An inpatient advisory group, which 
included representatives of all disciplines involved in the care of patients with 
diabetes, was established and performed a needs assessment. Two reports are now 
being generated to better identify inpatients with diabetes, thus facilitating earlier 
intervention. Further improvements are underway including developing a diabetes 
order set that will become a part of the physician order entry system; purchasing a 
software program to link bedside glucose results with the computerized laboratory 
data; enabling nurses to use an Intranet-based Web site for self-management 
education with patients; and educating nurses and physicians throughout the 
campus.

Outcomes
■■ The glycated hemoglobin (A1c) level of students in the schools with the 

telemedicine units remained stable when compared to those students in the 
schools without the units. There was a significant increase in A1c values in 
the children in schools without the unit.

■■ Satisfaction was high in the schools using the telemedicine units.

■■ There was a difference in urgent calls between the schools with the unit and 
the schools without the unit in the six-month period.

■■ In the inpatient initiative, reports generated are assisting in the earlier 
identification of patients with diabetes, and staff awareness of the impact 
of diabetes on overall hospitalization is markedly increased.

Lessons Learned
■■ The use of telemedicine in the target schools by the school nurses over the 

six-month period has shown improvements in the A1c levels in the students.

■■ The use of telemedicine decreases the number of telephone calls taken at 
the diabetes center.

School-Centered Telemedicine Study for Children with 
Diabetes—Diabetes Center of Excellence Inpatient Program 
SUNY Upstate Medical University

Partners
The diabetes team guiding these initiatives 
includes physicians, nurse practitioners, 
certified diabetes educators, the Department 
of Health, an inpatient advisory group, 
information technology, the nursing 
documentation group, laboratory, nurses, 
other providers, and the hospital’s quality 
council.

Contact
Cindy DeBartolo, R.N., M.S., C.D.E.
Patient Education Specialist
SUNY Upstate Medical University
750 East Adams Street, Room #1111
Syracuse, NY 13210  
(315) 464-5633
debartoc@upstate.edu      
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■■ Telemedicine could be used to reach schools in remote locations to improve 
communication between the school nurse and improve diabetes care for 
the students. 

■■ Persistent focus on the subject of diabetes in the inpatient setting brings a 
noticeable awareness among practitioners.

■■ The current method of identifying hospital patients with diabetes/
hyperglycemia is a good first step.

School-Centered Telemedicine Study for Children with 
Diabetes—Diabetes Center of Excellence Inpatient Program 
SUNY Upstate Medical University (continued)
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Project Description	  
After SUNY Upstate Medical University began a partnership with Morrison Healthcare 
Foodservices in January 2006, it was clear that to reach the joint goal of increased 
patient satisfaction, major changes needed to occur in meal delivery. Like many 
hospitals, Upstate Medical University was using an antiquated tray line combined 
with a high-tech, computerized diet office system. Once a patient was prescribed a 
diet order, a menu technician would take his/her meal selections. The meal selections 
were processed in the diet office by a clerk and given to the tray line for assembly. 
More than seven workers combined to assemble the tray, and it was delivered by a 
food service worker to the nursing unit where it was then passed to the patient by the 
nursing staff. On the surface, this seemed like an efficient system, but the challenges 
were limitless. To start, there were more than ten people involved to get a meal to the 
patient, yet none of them had absolute accountability. Nursing unit staff were often 
uninformed of what the patients had ordered and felt powerless to provide service 
recovery. 

The University’s Catering-to-You program revolutionized how patients are fed. 
“Catering Associates” (CAs) are assigned to specific nursing units. When a diet 
is ordered, the CA receives the order and contacts the patient to take the meal 
selections. The CA returns to the kitchen to prepare the tray at a workstation. The CA 
then delivers the tray to the patient. The last part is for the CA to check in and see 
if patients have everything they need to enjoy their meals. With this new program, 
patient satisfaction scores have nearly tripled.

Outcomes
■■ The Press Ganey satisfaction scores for overall meals increased from 14 

to 41.

■■ The number of complaints was reduced and there was improved 
communication with nursing. 

Lessons Learned
■■ It is important that communication with nursing be at all levels—from 

staff to directors. 

■■ Nursing and rehabilitation staff need to be informed of any time changes 
for delivery of meals to the units. 

■■ Consistency of delivery times is more important than being early.

Catering to You
SUNY Upstate Medical University

Partners
Partners for this initiative included Morrison 
Healthcare Foodservices, the nursing 
staff, plant operations, and information 
management technology.

Contact
Jamie Nicolosi, R.D.
Senior Director, Food and Nutrition Services
SUNY Upstate Medical University
750 East Adams Street 
Syracuse, NY 13210
(315) 464-4303     
nicolosj@upstate.edu
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Project Description	  
The Upstate Medical University’s Comprehensive Breast Care Program was created 
21 years ago as the first center of its kind in the Central New York area. The Center 
was established to diagnose and treat both benign and malignant breast disease, 
using advanced technology. Three hospitals in Syracuse entered the breast cancer 
treatment market and over the last ten years invested in more advanced facilities 
with leading-edge technology. SUNY Upstate Medical Center learned that to compete 
with the newer centers, it must upgrade its program and technology.

The hospital was aware that its breast cancer patients were offered the most 
comprehensive services of all the existing programs in the region. However, the 
program was fragmented and its technology and facilities were not state-of-the art. 
With a business plan prepared by hospital administration, a major program upgrade 
was approved. A budget was determined and other departments involved in the care 
of breast cancer patients were included in the plans. The goal was to offer the most 
advanced breast cancer care available in Central New York.

Outcomes
■■ A multidisciplinary breast cancer program was created and opened its 

doors in November 2006. The space for the center almost doubled and 
allowed scheduling for multiple providers at the same time, increasing the 
number of patient visits during clinic time, and enabling easier access to 
providers since their offices are now located in the center.

■■ A digital mammography machine was purchased and installed in November 
2007. 

■■ The radiology center is now located next to the new breast care center. 

■■ In August 2007, a breast surgeon and a radiologist skilled in mammography 
and breast procedures were hired. 

Lessons Learned
■■ Renovating a clinic area created other benefits. It caused a “domino 

effect”; for example, the radiology departments upgraded their equipment 
and hired more staff.  

■■ For the center to be competitive, another surgeon needed to be hired. 

■■ As this plan unfolded, the facility found that it was absolutely necessary 
to have the total support of the hospital’s administration regarding total 
patient care and the finances to support it.

The Redevelopment of the Breast Care Center and the 
Development of the Multidisciplinary Breast Cancer Program 
SUNY Upstate Medical University

Partners
The team for this initiative was composed of 
the ambulatory administrator, administrative 
assistant, nurse patient service director, 
team leader, and business manager.

Contact
Jane Dantoni, N.P.
Patient Service Director
Breast Care Center, 1st Floor
SUNY Upstate Medical University
90 Presidential Plaza
Syracuse, NY 13202 
(315) 464-8224   
dantonij@upstate.edu
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Project Description	  
Upstate Medical University began this initiative in 2000 with preparation for 
accreditation by the American College of Surgeons: Commission on Cancer (ACoS-
CoC). This accreditation requires cancer program leadership in several key areas, 
including institutional leadership, cancer data management, clinical management, 
research, community outreach, professional education, and quality improvement. To 
achieve accreditation, a cancer program must adhere to the stringent standards for 
cancer program accreditation for a minimum of two years before the first site visit, 
receive an on-site cancer consultation by a certified consultant, and be cleared by 
the consultant for a site visit.

Preparation for the site visit involves all areas of the hospital. Consolidation and 
coordination were key to bringing together diverse departments, all dealing with 
various aspects of cancer care for the patient. Assessments were made, dozens of 
quality improvement activities identified, and multidisciplinary workgroups formed. 
The workgroups identified areas for joint quality monitors; activities that followed 
the patient across the continuum of care. One joint quality monitor resulted in a 
new lotion being added to the formulary. This lotion is suitable for use on the skin 
of inpatients receiving radiation treatments. Another pilot program placed spiritual 
care providers in high-volume oncology areas. The pilot was expanded due to the 
overwhelmingly positive response from patients and families. The hospital is now an 
accredited training program for clinical pastoral education, the only facility in the 
area to achieve that status. 

The SUNY Upstate Medical University program was first accredited in 2003 and 
received full three-year accreditation with commendation in clinical trials enrollment, 
the only area eligible for commendation at that time. In 2004, the ACoS-CoC created 
an “Outstanding Achievement Award” rating for the 1,459 participating cancer 
programs nationwide. This award was established to recognize cancer programs for 
excellence in providing quality care to patients. SUNY Upstate received notification 
in April 2007 that it had achieved this rating during its 2006 site visit—only seven 
percent of cancer program site visits in 2006 achieved this level of quality.

Outcomes
■■ SUNY Upstate data submissions have been 100% accurate for each year 

since accreditation.

■■ The facility has participated in all ACoS-CoC quality studies in accordance 
with the guidelines and benchmarks provided.

Excellence in Cancer Care through Accreditation: 
Outstanding Achievement Award
SUNY Upstate Medical University

Partners
Partners for this organization-wide initiative 
included hospital administration and the 
multidisciplinary cancer committee.

Contact
Richard J. Kilburg, M.B.A. 
Ambulatory Services Administrator/Cancer 
Program Administrator
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-6066        
kilburgr@upstate.edu
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Lessons Learned
■■ Multidisciplinary care is the hallmark of premier cancer programs—care is 

streamlined, continuity is provided, efficiencies are improved, redundancy 
is eliminated, and outcomes are improved.

■■ Access to clinical trials provides optimal care and the latest advances in 
research to patients.

■■ A key to success is strong institutional leadership that supports a formalized 
improvement program.

■■ It is important that oversight for clinical management be the responsibility 
of certified oncology professionals.

■■ Community outreach, education, and cancer screening increase access to 
care and early diagnosis.

Excellence in Cancer Care through Accreditation: 
Outstanding Achievement Award
SUNY Upstate Medical University (continued)
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Project Description	  
The goal of Upstate Medical University’s End-of-Life Companion Volunteer Program 
was to provide a reassuring presence to dying patients who would otherwise be alone. 
The volunteers may provide music or readings for a patient or speak softly. Initially, 
this program was designed for patients who had no family able to spend time at the 
bedside, but the hospital found that there are often cases where family members are 
elderly, have childcare needs, and jobs to maintain, or travel great distances and 
cannot keep a vigil. They are comforted to know that their loved one is not alone. The 
trained volunteers stay at bedside with patients and can identify if the patient needs 
some pain or symptom management and notify the nursing staff. 

This program is based on palliative care principles as identified by the National 
Consensus Project. The ability to address needs of patients who are dying meets both 
patient quality and safety standards. The program utilized existing staff and systems 
already in place; medical students and others in local colleges were recruited as 
volunteers, since this is an opportunity to spend time with patients and families and 
gain clinical experience. The program provided increased staff satisfaction because 
patient needs were identified in a timely manner. The program has also had external 
marketing in the local papers and on television, which has helped label the hospital 
as innovatively patient- and family-centered. 

Outcomes
■■ There are currently 50 active volunteers who spent 1,000 hours with 26 

patients and families.

■■ Staff who work on the patient units complete evaluation tools.

■■ Volunteer feedback has been very positive, with volunteers noting that this 
has been a great experience and an honor and that nurses were grateful 
for their services. 

Lessons Learned
■■ Many committed people go the extra mile to make a project like this work 

on their own time.

■■ Even with no initial startup funding, the team was able to develop and 
implement an intricate program.

■■ Continuing and expanding this program will take some designated funds 
and personnel.

■■ The hospital should have spent more time marketing the program as it was 
beginning.

■■ Volunteers need more infection control information—most of the volunteers 
are not clinical staff.

■■ Ongoing recruitment is necessary to have a large enough pool of volunteers. 

End-of-Life Companion Volunteer Program
SUNY Upstate Medical University

Partners
Partners for this initiative included Health 
Connections for volunteer recruitment, 
information management services, the 
volunteer office, palliative care, nursing 
supervisors, and palliative care volunteers.

Contact
Patricia Lippincott Knox, M.S.N, F.N.P. 
Palliative Care Clinical Coordinator
SUNY Upstate Medical University 
750 East Adams Street 
Syracuse, NY 13210
(315) 464-6098     
knoxp@upstate.edu
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Project Description	  
University Hospital at Upstate Medical University successfully implemented a family-
focused Donation After Cardiac Death (DCD) policy. Unique to the policy is that the 
family is allowed to accompany their loved one to the operating room to be with 
them at the time of death. By carefully choosing a small number of team members 
that had a true interest in this initiative, leadership became the role of not just one, 
but a responsibility for all. This, in combination with weekly meetings to keep the 
process moving steadily forward and using the “Plan-Do-Study-Act” methodology 
of incremental small changes, enabled the hospital to break through longstanding 
barriers and opposition. 

The hospital succeeded in its goal of being able to extend the excellence in care 
provided to patients to the family. This small group of committed individuals has 
evolved into a recognized hospital council and has achieved the buy-in and support 
of the many disciplines involved. The aspiration of transforming the culture of the 
institution into a donation-friendly environment that respects, embraces, and supports 
a family’s wish for donation has been achieved.

Outcomes
■■ DCD is now an available option that can be offered to families.

■■ All families are offered the option to accompany their loved one to the 
operating room and be by their side at the moment of their death.

■■ DCD donors account for 27% of overall donors.

■■ An average of 2.6 organs are transplanted from each DCD donor. 

Lessons Learned
■■ Multidisciplinary involvement is key.

■■ The PDSA process helps drive change.

■■ Education needs to address all the involved disciplines and levels of staff.  

■■ You can proceed with the family’s wishes without a policy. 

Implementation of a Family-Focused Donation After Cardiac 
Death Policy
SUNY Upstate Medical University

Partners
Partners for this initiative include the 
surgical intensive care unit medical director; 
surgical ICU, neurosurgical ICU, and 
operating room nursing management and 
staff; respiratory therapy, palliative care, 
social work, pastoral care, and Finger Lakes 
Donor Recovery Network. 

Contact
Kristen Kovalewski, R.N., C.C.R.N.
Surgical ICU
SUNY Upstate Medical University
750 East Adams Street	
Syracuse, NY 13210
(315) 464-5245
kovalewk@upstate.edu
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Project Description
Upstate Medical University’s goal was to improve the quality of care for patients who 
have limited English proficiency (LEP). Two performance measures were identified: 
determining language needs at registration and improving access for those with 
LEP to receive interpreter services. The multidisciplinary interpreter and translation 
services committee identified key actions that needed to be accomplished including 
improving the screening system for identifying languages on admission, educating 
admission clerks on when and what to ask patients about their language needs, and 
increasing awareness of physician office practices about the importance of arranging 
for interpreter services for planned patient admissions. To increase staff awareness 
of interpreters, the clinical staff and the interpreter agencies identified critical 
information that needed to be shared with staff. From this assessment, a flow chart 
was created to assist staff in making decisions about using the appropriate method 
of interpreter services; the annual mandatory education for all staff was refined to 
include reasons to use telephone interpretation and in-person interpreters; a video 
was developed on how to use interpreters; and various reminders were periodically 
published in the hospital newsletter.

Outcomes
■■ Comparing time before and after language identification, the odds ratio of 

0.807 (confidence interval from 0.7531 to 0.8662) demonstrated a positive 
effect for the study area. 

■■ There was a 100% increase in the use of telephone interpreter services.

■■ The number of requests for interpreters increased as did the appropriateness 
of the service.

■■ Although not quantified, qualitative feedback from the interpreter agencies 
indicated that people seem happier with the service. 

Lessons Learned
■■ Persistent focus on patient needs brings a noticeable awareness among 

staff.

■■ Making staff education available in various formats enhances buy-in from 
staff.

■■ Involving all stakeholders in the process is crucial for success.

Improve Language Assistance Services to Those with Limited 
English Proficiency
SUNY Upstate Medical University

Partners
Partners for this initiative included nursing 
administration leaders, the information 
management technology department, 
physician office practices, interpreter 
agencies, and the multidisciplinary 
interpreter and translation committee.

Contact
Sharon Kitchie
Patient Education Interpreter and 
Translation Services Coordinator
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-6129
kitchies@upstate.edu
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Project Description	  
With the growth in its hyperbaric medicine facility and the availability of an 
accreditation program by the professional organization representing clinical hyperbaric 
medicine, The Undersea and Hyperbaric Medical Society (UHMS), SUNY Upstate 
Medical University decided to seek accreditation for its program. Accreditation 
programs evaluate the adequacy of a facility and equipment, the appropriateness of 
the staff and their training, and quality of care and patient safety. 

To be considered for the accreditation process, the hospital was required to submit 
an application that met UHMS eligibility criteria. Upon receipt of approval and with 
support from the hospital administration and under the guidance of the clinical 
manager, a multidisciplinary team was convened. The UHMS assessment guide was 
broken down into concentrated rating areas and assignments designated accordingly. 
Follow-up meetings revealed areas for improvement and corrections were made. The 
site visit was held over a two-day period and covered the areas documented in data 
measurement. 

Outcomes	  
The hospital’s clinical hyperbaric medicine facility was the first in New York State to 
receive accreditation (September 2003) and is, to date, the only clinical hyperbaric 
facility in New York State to receive re-accreditation (September 2006) with 
distinction.

■■ The successful accreditation journey resulted in multiple three ratings of 
“Exemplary Conformance,” which is defined as, “The hyperbaric facility 
significantly exceeds all provisions of the standard and its intent.”

■■ UHMS’ criteria ensure that clinical hyperbaric facilities are staffed with 
the proper specialists who are well trained; are using quality equipment 
that has been properly installed, maintained, and operated with the 
highest level of safety possible; are providing high-quality patient care; 
and maintain the appropriate documentation of informed consent, patient 
treatment procedures, and physician involvement.

Compliance was assessed through an arduous process of a combination of 
documented evidence, answers to detailed questions concerning the implementation 
of processes and procedures in designated areas of concentration, and on-site 
surveyor observations and personal interviews.

Lessons Learned
■■ Extensive preparation with a solid, committed multidisciplinary team is the 

key to a successful site visit.

■■ UHMS’ accreditation provides an invaluable service to patients and 
contributes to this specialized field as a whole. 

Hyperbaric Medicine Accreditation
SUNY Upstate Medical University

Partners
Partners for this initiative include hospital 
administration; the fire marshal; quality 
council and patient safety committee; 
and staff from the following departments: 
emergency medicine; heating, ventilation, 
and air conditioning; respiratory therapy; 
physical plant; clinical engineering; 
environmental services; clinical data 
services; infection control; and clinical 
practice analysis.

Contact
Wendy Lee Merritt, R.N.
Clinical Manager for Hyperbaric Medicine
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-4912        
merrittw@upstate.edu
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■■ Surveyors came to the facility not only to ensure standards are met, but 
to teach as well—they offered valuable recommendations to enhance the 
program. 

■■ Recommendations for additional staff training and expansion of the 
program, as recommended by the surveyor team, are supported by hospital 
administration. Construction is underway to expand the current space from 
600 square feet to 1,900 square feet. In addition, 50% of staff are certified 
and the remaining staff will be certified by the end of the year.

Hyperbaric Medicine Accreditation
SUNY Upstate Medical University (continued)
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Project Description
Upstate Medical University Hospital initiated a stroke task force in August 2005 with 
the vision of leading the community in organized stroke care. The task force developed 
a system of care for stroke patients that met 31 prescribed Department of Health 
(DOH) standards, and SUNY Upstate Medical University became the first hospital in 
Syracuse to be designated as a primary Stroke Center by DOH in April 2006. Since 
designation, the program has elevated care for stroke patients to a level of clinical 
urgency equivalent to trauma, and the program has continued to elevate the care 
and organization of stroke patients, including being designated the telemedicine hub 
hospital for the Central New York region.

Outcomes
■■ Since 2005, there has been more than an 11-fold increase in the number of 

patients receiving tissue plasminogen activator.

■■ There has been a 58% increase in stroke admissions since 2005 (prior to 
stroke center designation). 

■■ The hospital has experienced a 5% decrease in the ischemic and 
hemorrhagic stroke length of stay, despite a higher acuity.

■■ There has been increased collaboration and education with many outside 
partners, especially rural hospitals involved with telemedicine.

Lessons Learned
■■ Consistent stakeholder participation is essential to the success of an 

interdisciplinary team.

■■ Top leadership support is essential to successful project outcomes.

■■ Initial training requirements were challenging but displayed staff’s ongoing 
dedication.

■■ Ongoing education to the community and emergency medical systems is 
necessary to elevate the level of stroke care.

■■ This initiative required a great deal of time for data collection and was 
personnel-intensive, but this was necessary to improve program outcomes 
and quality.

■■ The hospital did not anticipate the growth of volume that would occur once 
it was designated a Stroke Center.

■■ It is important to educate the community about the differences between a 
primary and comprehensive stroke center designation.

Implementation of a Stroke Program
SUNY Upstate Medical University

Partners
Internal partners for this initiative 
include the medical and nursing staff in 
neuroscience, emergency, interventional 
radiology, and rehabilitation departments; 
radiology, laboratory services, and therapy 
services; and hospital and nursing 
administration. External partners included 
emergency medical services, DOH, Central 
New York Stroke Task Force, American Heart 
Association, American Stroke Association, 
Community Education Outreach, and regional 
rural hospitals.

Contact
Sharon Klaiber, M.S., R.N., C.N.A.A., B.C.      
Associate Director of Nursing
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-7487
klaibers@upstate.edu
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Project Description	  
Operational improvements are central to SUNY Upstate Medical University operations 
throughout all departments and services, but improvements are often in different 
stages of development and implementation. Part of the challenge the hospital 
has faced is tracking and monitoring improvements in patient safety, quality, and 
efficiency and determining the methods for sharing this learning throughout the 
organization. The mechanism chosen to address this issue is a unique database 
called Performance Reporting of Great Results (“PROGRESS”). 

PROGRESS is built on a Cold Fusion platform and is accessible through a Web 
browser. Users are trained in a 30-minute session and are encouraged to enter their 
departmental information as they implement initiatives. The database is available 
online as “read-only” to outside departments, which can search by any topic or cross-
reference. Operational improvements under way throughout the organization are 
readily accessible, along with contact information for the department or committee 
that is orchestrating the initiative. 

Outcomes
■■ Since its inception in November 2006, 439 operational improvements have 

been entered into the system.

■■ To date, 79 operational improvements have been tracked and reported as 
completed.

Lessons Learned
■■ The greatest challenge is keeping users engaged in keeping the database 

current. 

■■ It is important to have continued visibility and program promotion.

PROGRESS Database (Performance Reporting 
of Great Results)
SUNY Upstate Medical University

Partners
Partners for this initiative included a 
representative sample from departments 
throughout the institution and the 
information management and technology 
division.

Contact
Robert Marzella
Associate Administrator
Planning and Operations Improvement
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-4222        
marzellr@upstate.edu
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Project Description	  
SUNY Upstate Medical University’s goal for this initiative was to achieve the 
highest quality of seamless care for patients who elect to have bariatric surgery for 
treatment of morbid obesity. In reviewing a case with poor outcomes, the nursing 
and medical leadership identified system-wide opportunities for improved patient 
care. Using the “Plan-Do-Study-Act-Teach” (PDSAT) methodology, a system was 
installed to ensure better communication to all parties involved in caring for post-
operative bariatric surgery patients across the continuum of care. 

A multidisciplinary team of key stakeholders devised a process for patient 
placement and monitoring during the acute post-operative stay. A master’s level 
care coordinator follows the patient from the pre-admission to discharge process. 
Protocols were established and executed. One of the biggest opportunities was to 
ensure that the hospital leveraged the planned approach to this surgery through 
pre-operative planning, education, and care. Pre-operative information was then 
shared with the bedside caregivers to enhance the quality post-operative care 
through a planned weekly interdisciplinary meeting. 

Outcomes
■■ All cases receive systematic and timely pre-operative review.

■■ There is 99% compliance with the hospital’s new evidence-based protocol 
for monitoring and placing high-risk patients.

■■ Length of stay is now 2.4 days.

Lessons Learned
■■ Staff education must be planned and integrated into any change project.

■■ Pre-operative case review allows for better individualized post-operative 
care planning.

■■ A multidisciplinary team approach is required for enhancement of quality 
outcomes.

■■ Not all post-operative complications can be anticipated pre-operatively.

Improving Patient Safety Following Bariatric Surgery 
Through Pre-Surgical Case Review
SUNY Upstate Medical University

Partners
Partners for this initiative included 
representatives and members from the 
Central New York Bariatric Surgery Center, 
department of nursing, department 
of surgery, risk management, quality 
assurance, respiratory therapy, one-day 
surgery center, patient access services, 
medical records, continuum of care 
department, and administrative supervisors. 

Contact
Casey Hammerle, M.S., R.N., C.N.S.
Program Coordinator for Bariatric Surgery
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13201
(315) 464-6720
hammerlc@upstate.edu
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Project Description	  
The purpose of this initiative was to improve the quality and consistency of 
patient education across SUNY Upstate University Medical Center. This project 
was implemented under the direction of the patient education coordinator, patient 
education specialist, and a multidisciplinary committee, which includes patient 
and family representation. An “A-Z Patient Education Web Page” was developed, 
which uses both lay and professional search terms. This page contains all hospital-
developed patient handouts, many of which are also accessed by the community. The 
multidisciplinary committee reviews all patient educational materials for content and 
readability. A process and policy were put in place to review and approve all handouts 
before they are placed on the Web site. Protocols are being developed to guide what 
patients need to learn and to facilitate documentation of the education.

In addition, health information is available 24 hours a day via an on-demand 
education television system. A commercial database was purchased to provide 
medication education for adults and children. The information is available in 17 
languages. 

Staff are educated about the availability and importance of patient education via 
Intranet, in-service, and hospital-wide campaigns.

Outcomes
■■ Statistical information from the Web site shows an overall increase in the 

use of patient education resources.

■■ Committee members attended 80% of the meeting, which reflects their 
commitment to patient education.

Lessons Learned
■■ Constant messages about patient education have increased awareness and 

performance.

■■ Regardless of the policies and procedures, the hospital continues to have a 
few staff distribute materials that do not meet the hospital criteria. 

Improving Patient Education
SUNY Upstate Medical University

Partners
Partners for this initiative included the 
hospital administration, a multidisciplinary 
patient education committee, patient and 
family volunteers, the health information 
center, duplicating services, and marketing 
department.

Contact
Cindy DeBartolo, R.N., M.S., C.D.E.
Patient Education Specialist
SUNY Upstate Medical University
750 East Adams Street, Room #1111
Syracuse, NY 13210
(315) 464-5633        
debartoc@upstate.edu 
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Partners
Partners for this initiative include 
patient access services; campus police; 
hospital administration; and the nursing, 
human resources, and marketing and 
communications departments.

Contact
Shelley White, M.S., C.H.A.M.
Director, Patient Access Services
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13029
(315) 464-5050
whites@upstate.edu

Project Description
SUNY Upstate Medical University implemented a formal process to provide visitor 
passes to all individuals entering the facility on a 24-hour/day basis to minimize 
access to unauthorized locations at the hospital. The primary goal was to increase 
safety and security for hospital inpatients. By properly screening visitors upon entrance 
to the facility, “Ambassador” staff can also help visitors get to the right location, 
confirm they are in the correct place, and escort patients and visitors as needed. 
 
Outcomes	  
The “Visitor Pass” implementation has resulted in the following outcomes:

■■ All people within the hospital now have either a hospital-issued identification 
badge or daily visitor pass at all times.

■■ Vendors and pharmaceutical representatives must have an appointment to 
be granted access to the facility. This process was in place prior to visitor 
pass implementation but enforcement was problematic.

■■ There is now one primary public entrance to the hospital, staffed by 
Ambassadors and campus police. 

■■ “Way finding” has improved for patients and their visitors. Visitor 
destinations are printed on their passes, which enables hospital staff to 
easily assist them.

■■ There is now minimal “pass-through” traffic between the facilities. 

Lessons Learned
■■ Develop a simple process and policy for the public and staff for a variety 

of situations.

■■ Include flexibility to accommodate patients and visitors without 
compromising the goal of patient safety.

■■ Ambassador and public safety staff must be well versed in the process prior 
to the start and have necessary customer service training. 

■■ Involve local media in advance to announce the program. 

■■ Use every patient contact point to inform patients of the new program.

Hospital 24/7 Visitor Pass Process
SUNY Upstate Medical University
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Project Description
Vassar Brothers Medical Center’s team of nursing staff and nursing leaders used the 
“Plan-Do-Study-Act” method to select and successfully implement the “Situation-
Background-Assessment-Recommendation” structured communication tool. This tool 
was selected because it is: 

■■ evidence-based; 

■■ a structured framework for communication used in crew resource 
management (aviation safety); 

■■ a tool that sets the expectation that specific information will be 
communicated every time a patient is discussed;

■■ an effective and efficient tool that ensures communication of important and 
relevant information; 

■■ a method that fosters critical thinking associated with defining the problem 
and formulating a solution;

■■ easy to remember; and

■■ adaptable to different situations.  

The goal was to improve communication of patient information in nurse-to-nurse 
reports during transfers of patient care. This project was selected for its impact on 
patient care and safety. Staff comments regarding SBAR have been, “it’s great,” 
“provides consistency,” “user-friendly,” “prevents rambling,” and “helps keep every-
one on the same page.” 

Outcomes	  
Nursing directors and managers measured the implementation of the SBAR nurse-to-
nurse structured report through direct observation. It is currently used hospital-wide 
as the standard for nursing reports and has become part of the patient safety culture. 
The hospital-wide mock Joint Commission survey using the “tracer” methodology 
found 100% compliance with the process.

Lessons Learned
■■ The key to the success of this project was the continuous involvement of 

the nursing staff and response to their feedback for improving the SBAR 
format, content, and process to make it a useful tool for them.

■■ Staff development and information technology provided additional resources 
to support this initiative. 

■■ Continuous use of the SBAR with feedback and mentoring for the nursing 
staff on the unit, especially for critical thinking skills, “built the change” 
and ensured compliance.

Use of SBAR Communication in Nurse-to-Nurse Reports: 
Implementation of the SBAR Structured Communication Tool
Vassar Brothers Medical Center

Partners
Partners for this initiative included the 
nursing staff, nursing leadership 
(managers/directors) clinical coordinators, 
staff development, information technology 
department, and senior leadership. 

Contact
Linda Benton, R.N., M.S., C.C.R.N., C.N.A.
Director of Cardiology
Vassar Brothers Medical Center
45 Reade Place
Poughkeepsie, NY 12601
(845) 437-3089        
lbenton@health-quest.org
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■■ Nursing leaders provided reinforcement, were available for questions, and 
provided the “big picture” connection to patient safety. 

■■ Senior leaders ensured the availability of necessary resources and monitored 
the progress of the project.

Use of SBAR Communication in Nurse-to-Nurse Reports: 
Implementation of the SBAR Structured Communication Tool
Vassar Brothers Medical Center (continued)
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Project Description	  
After sending its entire administrative and clinical management team to a course in 
Lean manufacturing training, Lakeside Memorial Hospital began a “PRIDE” initiative 
that applies the Lean education to improving patient safety and quality of care. The 
hospital’s PRIDE education and philosophy led directly to examining processes related 
to Institute for Healthcare Improvement and Centers for Medicare and Medicaid 
Services quality initiatives. 

The effort, spearheaded by the hospital chief executive officer and chief nursing 
officer, centered on educating and involving all employees on the importance of 
patient safety and the “standardization of work,” using Lean principles, to ensure 
consistent outcomes. Processes, such as the creation of new forms, the way charts 
are completed, etc., were designed to significantly improve care delivery and to 
ensure that important patient safety information was reported. 

In addition, the hospital adopted the “visual control” aspect of the Lean approach 
so that as staff can easily and regularly observe how they are performing against 
set goals, they are more likely to notice any issues/variation and take immediate 
corrective action. These actions were communicated back through the team in the 
form of a “morning market” check-in at the beginning of each shift. The hospital 
also created process improvement action plans for initiatives incorporated into the 
IHI 100,000 and 5 Million Lives campaigns. 

Outcomes
■■ At the end of 2006, six of 17 indicators were at or exceeding their target, 

with eight indicators missing the target by more than 20%. By the end of 
the third quarter of 2007, 12 of 16 indicators were at or exceeding their 
targets, with zero indicators missing their target by more than 20%.

■■ Compliance with quality benchmarks for acute myocardial infarction, heart 
failure, pneumonia, and surgical infection improved from a low of zero to 
82%. 

Lessons Learned
■■ Using standard work processes and visual controls, bedside staff can 

significantly improve both patient safety and reporting. 

■■ Training is important, but shared vision and outstanding leadership 
(including “raising the bar” on expectations of employees) ensure success 
in this type of endeavor—employees will rise to the new expectation level.

Operations: Quality Management

Creating a Culture of Sustainable Quality in 
a Community Hospital
Lakeside Memorial Hospital
Top 10th Percentile Submission

Partners
Partners for this initiative included Eastman 
Kodak Company, IHI, and all departments in 
the hospital. 

Contact
Michael Stapleton
Chief Operating Officer and Chief Nursing 
Officer
Lakeside Memorial Hospital 
156 West Avenue
Brockport, NY 14420
(585) 395-6095 Extension 4241       
michael.stapleton@lakesidehealth.org
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■■ Charting the status of compliance and displaying it where it can easily be 
seen by staff leads to outstanding improvement.

■■ Involving the entire management team and educating the full staff about 
standard work processes can lead to significant improvement in patient 
safety.

■■ The team effort, including the creation of shared dashboards and 
accountability, gave the initiative the “single vision for improvement” and 
appropriate visibility to sustain progress. 

Creating a Culture of Sustainable Quality in 
a Community Hospital
Lakeside Memorial Hospital (CONTINUED)
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Project Description	  
NewYork-Presbyterian Healthcare System’s senior management developed an 
initiative to dedicate each Friday to quality and patient safety (QPS) issues, with all 
management staff involved in education, monitoring, and improvement to express core 
values of excellence and innovation and to foster culture change. The organization 
developed the “Patient Safety Fridays” initiative to achieve the goal of becoming a 
“high reliability organization.” The objective of Patient Safety Fridays was to build an 
innovative process through which a culture of safety is promulgated, best practices 
are standardized and communicated across a large health care organization, and 
staff share a common high level of knowledge on quality and patient safety issues.

Every Friday, the entire management team (clinical and non-clinical), comprised of 
more than 1,200 individuals, convened at 8 a.m. for a one-hour didactic session 
on clinical and environment topics followed by a two-hour block of tracers (a 
management tool developed by The Joint Commission) on every patient care unit with 
subsequent report-outs on improvement activity. This was followed by unit-based 
education to target areas for improvement. Focusing dedicated time each week on 
QPS activity related to a specific curriculum decreased the transactional costs of 
improvement activities and created economies of scale. In this way, best practices 
and improvement strategies can be spread simultaneously across five inpatient 
hospitals and numerous ambulatory sites of a large and complex organization. 
Participation of all staff in simultaneous education and improvement activity fosters 
a culture of safety.

Outcomes	  
Using tracers, data are currently being collected weekly across all units on 44 
effectiveness of care (EOC) indicators and 36 clinical measures, with additional 
measures added each week. Staff members collect data through observation, 
staff interviews, medical record reviews, and patient/family interviews. All clinical 
and non-clinical staff conduct tracers simultaneously on all patient care units. 
Representative results over the initial eight weeks include:

■■ Patient verification improved from 82% to 95%. 

■■ Staff competence regarding the restraint policy improved 14%, and 
reporting of adverse events improved by 12%. 

■■ Code cart checking was improved by 15%. 

Lessons Learned
■■ Leadership involvement has been critical in development, implementation, 

maintenance, and refinement of the initiative. Course corrections should 
occur rapidly in response to feedback from staff involved in tracer activity.

Patient Safety Fridays: QPS Management, Improvement, 
and Culture Change
NewYork-Presbyterian Healthcare System
Top 10th Percentile Submission

Partners
This hospital-wide initiative involves all staff 
at five inpatient hospitals and numerous 
ambulatory sites of an academic medical 
center.

Contact
Brian K. Regan
Director, Clinical Affairs
NewYork-Presbyterian Healthcare System
525 East 68th Street
New York, NY 10065
(212) 746-3568        
bkr9001@nyp.org
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■■ Involvement of all staff in QPS has a multiplier effect—senior leadership 
and staff from finance, legal, patient services, and other support 
departments can use tracers and be a valuable asset for QPS activity 
in patient care areas. Clinical leaders tracing outside of their own units 
encourages teachable moments and spread of best practices. Simultaneous 
involvement of all staff on a weekly basis fosters a culture of safety.

■■ During the initial weeks of the initiative, internal faculty experts were 
attempting to respond immediately to questions (e.g., clarification of 
policy) at each site. To improve consistency and provide more thoughtful 
responses, questions were aggregated at each site and answered for all 
sites at the following Friday session.

■■ An initial attempt to centralize data input from EOC tracers was inefficient. 
Improved data entry was achieved by enabling each tracer team to input 
their data via a Web-based tool that automatically generated work orders 
post-tracer.

Patient Safety Fridays: QPS Management, Improvement, 
and Culture Change
NewYork-Presbyterian Healthcare System (CONTINUED)
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Project Description	  
New York City Health and Hospitals Corporation (HHC) has effectively embedded 
core elements of patient safety into its culture and its pursuit of becoming one of 
the safest health care systems in the nation by the end of the decade. Building 
on robust performance improvement processes, HHC successfully devised its own 
processes, while integrating nationally recognized clinical best-practice models such 
as ventilator-associated pneumonia and central line infection (CLI) bundles, rapid 
response teams, and innovative technologies. Through its focus on patient safety, HHC 
has emphasized and supported intensive leadership and frontline staff development, 
awareness building and empowerment, collaboration and implementation of clinical 
best practices, transparency, and technology implementation. Through extensive and 
clear communication, HHC has strategically built on existing resources to engage 
patient and non-patient care staff, patients, community members, and organized 
labor to deepen awareness of patient safety issues, and to involve these groups as 
partners in HHC’s collective work while providing them with tools and techniques to 
recognize and prevent harm. 

Outcomes
■■ There were approximately 17,000 responses on the Agency for Healthcare 

Research and Quality patient safety culture survey.

■■ There has been an increase in staff receiving influenza vaccine, from 31 in 
2006 to 49 in 2007.

■■ NYCHHC held “just culture” training for more than 800 leaders and 
frontline managers.

■■ There has been an increase in near-miss reports from zero in 2006 to more 
than 100 in 2007.

■■ There has been a reduction in the CLI rate from 7.6 in 2005 to 2.18 in 2007, 
and in VAP from 10.82 in 2005 to 2.18 in 2007.

■■ From 2003 to 2007, there have been 880 fewer deaths.

■■ The patient safety awareness campaign, Help Us Help You: Partnering for 
Safer Care, engages and educates staff and patients. Patient-specific 
literature is translated in 13 languages.

■■ HHC required participation of 48 designated patient safety officers/chief 
executive officers in the Institute for Healthcare Improvement’s eight-day 
intensive patient safety officer executive development program.

■■ The corporate patient safety gateway Intranet site, which is used for 
widespread information dissemination, has experienced 8,000 discrete 
visits and more than 600,000 “hits” in 2007.

Inventing a Roadmap: Qualitative and Quantitative Aspects 
of Patient Safety Culture Change in a Large, Complex, 
Multi-Facility Health Care System
New York City Health and Hospitals Corporation
Top 10th Percentile Submission

Partners
External partners for this initiative include 
the committee on interns and residents 
and Service Employees International 
Union. Internal partners include HHC’s 11 
acute care hospitals, four long-term care 
facilities, six diagnostic and treatment 
centers, certified home health agency, and 
community advisory boards.

Contact
Caroline M. Jacobs, MS.Ed., M.P.H.
Senior Vice President, Patient Safety, 
Accreditation and Regulatory Services
New York City Health and Hospitals Corporation 
125 Worth Street, Suite 402
New York, NY 10013
(212) 788-3648 
jacobsc@nychhc.org
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Lessons Learned
■■ Leadership commitment/support is non-negotiable and must be transparent 

and believable to all key stakeholders.

■■ Celebrate all successes; recognize, reward, support, and empower staff for 
their patient safety efforts and wins.

■■ Identify, deploy, and support patient safety champions. 

■■ Be vigilant; “push-out” the patient safety message constantly and winningly 
to key constituents including the community, labor, and government, and 
engage key stakeholders early in the journey.

Inventing a Roadmap: Qualitative and Quantitative Aspects 
of Patient Safety Culture Change in a Large, Complex, 
Multi-Facility Health Care System
New York City Health and Hospitals Corporation (CONTINUED)
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Project Description	  
In today’s rapidly evolving health care arena, timely and effective staff education is 
paramount to ensuring safe, high quality patient care, while concurrently fulfilling 
the growing number of regulatory requirements, all within the context of a culturally 
evolving workforce. When such education is mandatory, the challenge becomes finding 
an adaptable and dynamic strategy to reach staff in a way that will both engage and 
inform them. In established mandatory nursing education day events, South Nassau 
Communities Hospital broke away from traditional classroom education and set up 
a total of 15 interactive “stations” that covered medication safety, handoffs of care, 
skin care/pressure ulcer prevention, restraints/seclusion/fall prevention, intravenous 
therapy, pain management, infection control, corporate compliance, stroke/what 
to do when a patient’s condition changes, core measures, cultural diversity, and a 
crash cart/mock code review. A final evaluation station, “There’s something fishy 
going on here,” was set up for participants to “catch fish” with questions/incorrect 
statements (reflective of content from all other stations) and to answer or correct 
what was “fishy.”

Outcomes	  
During the first year of implementation, quarterly educational fairs were held and 
attended by 806 staff members: 589 nurses, 156 support staff, and 61 guests/other 
non-required staff. Based on participant evaluations:

■■ Ninety-nine percent of nursing staff and 99% of support staff felt that the 
“topics were helpful to review.”

■■ Ninety-seven percent of nursing staff and 99% of support staff felt they 
“learned new information.”

■■ Ninety-eight percent of nursing staff and 99% of support staff felt the 
“event was well organized and an effective way to learn.”

■■ In response to the question, “What did you like most?” participants 
said: “Pleasant way of learning and better way of reaching out to many 
employees”; “Information is helping the nurses to become more effective 
nurses”; “The format made it so easy and fun to learn and review”; and “It 
was good to see everyone interacting.”

Lessons Learned
■■ The hospital needs to allow sufficient time for staff to attend these events, 

particularly if conducted during their workday.

■■ The event encouraged open, thoughtful dialogue in a relaxed setting.

■■ Mandatory educational fairs can have a positive impact on staff 
performance, staff satisfaction, and, most importantly, the provision of 
quality patient care.

Preparing Frontline Staff: An Innovative Approach to 
Mandatory Nursing Education
South Nassau Communities Hospital

Partners
The multidisciplinary/interdepartmental 
planning committee consisted of individuals 
representing the following areas:
•	 education, development, and research;
•	 performance improvement (including 

risk management/patient safety officer);
•	 corporate compliance, pharmacy, and 

infection control;
•	 community education; and
•	 nurse manager/patient care services.

Contact
Gina Kearney, M.S.N., R.N., A.H.N-B.C., C.S.
Director, Education, Development, and Research
South Nassau Communities Hospital
One Healthy Way
Oceanside, NY 11572
(516) 632-3298        
gkearney@snch.org
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Partners
External partners for this initiative are family 
members of patients. Internal partners 
include staff, managers, and directors from 
inpatient, ambulatory, ancillary, and support 
services.

Contact
Leola Rodgers
Associate Administrator
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-4237
rodgersl@upstate.edu

Project Description	  
SUNY Upstate Medical University designed this initiative to improve the 
organizational culture and subsequently customer service to the patient by 
implementing patient- and family-centered care. A multidisciplinary committee 
was established, which included family members and staff from ambulatory, 
inpatient, emergency department, ancillary, and support service areas. The facility 
conducted an extensive education and awareness program, which included accessing 
information from the Institute for Family Centered Care (IFCC), a literature search, 
and attendance at a national IFCC conference. This culminated in establishing a plan 
based on the guiding principles of patient- and family-centered care. Key elements 
of this initiative included a train-the-trainer program and completion of a hospital-
wide, departmental, and patient care unit assessment to determine the hospital’s 
readiness and establish a baseline for completion of action plans. 

Based on the findings of the hospital assessment, standards were established in 
three specific areas; policies and procedures were changed to reflect a more patient-
friendly outlook; input and advice was requested of patient and family members; and 
patient- and family-centered care became one of the institution’s strategic planning 
priority areas.

Outcomes
■■ The hospital reviewed all policies and procedures for applicability to IFCC 

standards. For example, the hospital’s visitation policy was revised to 
expand visiting hours to “24/7” for family members in all patient care 
areas.

■■ The hospital created a formalized process for review of all patient education 
materials or brochures by non-clinical volunteers (patients and families).

■■ The hospital improved in ten out of 12 patient satisfaction indicators.

Lessons Learned
■■ Staff training must be fun; it has a greater chance of success and 

applicability if personal storytelling is used.

■■ Critical to success is debunking the urban legends regarding families being 
extra work for staff.

■■ Make no assumptions about making improvements for patients and 
families without their input.

■■ Providing current evidence-based literature on any initiative is critical for 
success.

Hard-Wiring Patient- and Family-Centered Care 
as a Service Initiative
SUNY Upstate Medical University
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Project Description	  
SUNY Upstate Medical University believes that care based upon credible, tested 
evidence, often called the “best evidence,” can significantly improve patient 
outcomes. A goal of the Nursing Research Special Interest Group (NuRSInG)—
composed of staff registered nurses (RNs), advanced practice RNs, librarians, and a 
nurse researcher—is to support nurses in their efforts to create a culture of evidence-
based practice (EBP). To increase awareness of EBP, NuRSInG RN-librarian teams 
attended specialty area and unit-level groups, and now provide ongoing support by 
identifying and referencing evidence as clinical policies are updated. To increase 
efficient, convenient access to evidence for direct care staff, NuRSInG partnered with 
the Upstate Medical Library’s Nursing Reference Center. Desktop icons have been 
placed on unit computers, enabling nurses with just one click to access the site and 
find/print evidence-based care sheets. Over the past 15 months, nurses have become 
more confident and competent in their EBP knowledge, demonstrating a significantly 
greater awareness and use of library resources, revising policies based upon best 
evidence, and using evidence-based care sheets for patient care decision-making.

Outcomes
■■ Staff RNs’ perceptions of their unit as “ready to go” with EBP improved 

from 12.4% to 31%.

■■ RNs’ awareness of librarians as a skilled resource for EBP improved 
significantly.

■■ There were 884 searches in 477 sessions using the Nursing Reference 
Center desktop icon between February 4 and March 4, 2008.

■■ Anecdotal feedback from nursing staff has been very positive.

Lessons Learned
■■ Eliminating as many extra steps as possible increases the likelihood that 

nurses will access and use Web-based materials.

■■ Librarian-direct involvement in direct care areas has had a marked positive 
impact on nurses’ use of this important resource.

■■ Peer support and access to experts are critical.

■■ It is important to celebrate incremental successes.

Bringing Evidence to the Point of Care
SUNY Upstate Medical University

Partners
Partners for this initiative include members 
of the Nursing Research Special Interest 
Group, the chief nursing officer, managers 
and staff in the nursing department, the 
library director, and managers and staff in 
reference services in the medical library.

Contact
Priscilla Sandford Worral, Ph.D., R.N.
Coordinator of Nursing Research
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-4405
worralp@upstate.edu



118     HANYS  |  2008 Profiles in Quality and Patient Safety

Partners
Partners for this initiative included the 
Web page redesign team, Strong Memorial 
Hospital Senior Management, and a Web 
page design consultant.

Contact
Deborah Tuttle
Director
Office of Clinical Practice Evaluation
University of Rochester Medical Center
601 Elmwood Avenue
Rochester, NY 14642
(585) 275-4064        
deborah_tuttle@urmc.rochester.edu

Project Description	  
In the rapidly growing field of quality measurement, the University of Rochester 
Medical Center established a goal to redesign and expand the development, 
reporting, and access to all hospital quality and safety information using the Institute 
of Medicine’s (IOM) aims for health care improvement (effective, efficient, patient-
centered, safe, timely, and equitable care) as the framework. Two critical elements 
to achieve this goal are improving Web site functionality and consolidating reporting. 

The facility placed the quality measurement Web site link on its Intranet homepage 
next to the strategic plan, which sent an important message to the workforce. 
The intent was to demonstrate that quality is the hospital’s number one priority; 
the leadership is committed to transparency and communicating organizational 
performance to the entire workforce; and access to quality measures would be 
widespread, easy, and visibly aligned with IOM’s aims. An icon representing each IOM 
aim identifies and differentiates metrics and quality initiatives on the Web site. The 
icons help educate the user about the IOM aims and provide an easy visual cue about 
the information. When a cursor hovers over the icon anywhere on the Web site, the 
definition of the aims pops up. Through an innovative Web site redesign, the facility 
has been able to highlight the quality agenda and facilitate hospital leadership’s 
management across the six aims for improvement.

Outcomes
■■ Baseline data of unique Web site users, on average, for two months was 

255. For the post-launch two month time period, January 7, 2008 to March 
7, 2008, there were 309 unique users—a 21% increase.

■■ The Web site is being recognized as an effective and efficient way for other 
internal groups to disseminate their data. 

Lessons Learned
■■ Reports and information defined by the IOM aims act as a visual reminder 

to keep focused on the core purpose of the Medical Center. Use of the icons 
on the Web sites reminds the leadership and staff of the organization’s 
quality and safety goals. 

■■ Design with future expansion capabilities in mind. You will not be able to 
implement everything on your wish list; however, design the site with the 
wish list in mind.  

Elevating the Quality Agenda at an Academic Medical Center
University of Rochester Medical Center
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Project Description	  
The John T. Mather Memorial Hospital nursing department’s Staff Against Falls 
Everywhere (SAFE) performance improvement team decided to redesign the hospital’s 
overall SAFE program approach for reducing falls and harm from falls and to move 
closer to becoming a restraint-free environment. A supportive management team, 
flexible workforce, and visionary nursing leadership were enlisted to create the 
necessary cultural environment at the hospital.

The program’s innovative approaches included the “safe patient placement” concept 
(placing “at-risk” patients close to the nurse’s station), brainstorming to identify 
areas requiring change (Ishikawa diagram/fishbone), increased use of evidence-
based research, expanded participation of stakeholders; enhanced partnership with 
nursing quality management; and collaboration with the Institute for Healthcare 
Improvement “Reducing Harm From Falls” initiative.

Baccalaureate nursing students were engaged to conduct focused research and 
education. Transparency and availability of data increased staff’s ability to utilize 
monthly restraint and fall data at the unit level. Multiple disciplines and departments 
were enlisted for support. 

Adherence to quality improvement principles was accomplished by establishing 
relevance to the hospital’s strategic plan. The “Plan-Do-Study-Act” methodology was 
utilized. No additional staff were hired or diverted to achieve results, and the costs 
for the IHI initiative were nominal—thus, the hospital experienced an effective and 
strategic use of resources. 

Outcomes
■■ There was an 18% decrease in the fall rate during the first year, from 3.65 

per 1,000 patient care days in 2006 to 3.00 in 2007.

■■ There was a 5% increase in patients who received “no injury” as a result of 
a fall (64% in 2006 to 69% in 2007).

■■ There was a 4% decrease in the restraint rate from 4.77 in 2006 to 4.58 
in 2007.   

Lessons Learned
■■ The safe patient placement concept was very effective in reducing falls and 

harm from falls.

■■ Data transparency and ease of use were critical to success.

■■ Goals, methods, and findings must be engrained into the culture and 
shared inter- and intra-departmentally.                                  

■■ The use of a valid and reliable tool will be integral to accurate assessment 
and stratification.

Patient Safety: Falls

Getting Results: A Patient-Centered Fall Reduction 
Program—Utilizing “Safe Patient Placement”
John T. Mather Memorial Hospital

Partners
Internal partners included the nursing staff/
performance improvement team; nursing 
management/nurse executive council; the 
admissions, materials management, and 
emergency departments; hospital-wide 
quality management committees; the 
performance improvement council; and the 
medical board/board of directors. External 
partners included patients, families, IHI, 
Stryker Corporation, and baccalaureate 
nursing students.

Contact
Anna E. Gaeta R.N., B.S.N., M.S.
Co-chair, SAFE Performance Improvement Team
John T. Mather Memorial Hospital
75 North Country Road
Port Jefferson, NY 11777
(631) 473-1320 
agaeta@matherhospital.org
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Partners
Partners for this initiative include front-line 
registered nurses, nursing assistants, nurse 
managers; physical therapy, pharmacy, and 
radiology staff; the director of patient care 
services; and minimal lift and patient alarm 
vendors.

Contact
Catherine Enright
Director of Patient Care Services
Lawrence Hospital Center
55 Palmer Avenue
Bronxville, NY 10708
(914) 787-3026 
cenright@lawrencehealth.org 

Project Description	  
The goal of this Lawrence Hospital Center program was to involve hands-on 
caregivers in a multi-tiered approach to reducing falls, especially falls with injury. A 
fall reduction program was already in place, but the expected significant decrease 
in falls had not been realized. Building on key elements of the existing fall reduction 
program (i.e., scoring of patient risk factors to identify patients at risk for falling and 
the use of “green” identifiers such as armbands, a green dot on medical record, and 
green dot on doorway to identify patients at high risk), the hospital implemented a 
new program with improvements suggested by front-line staff.

A drill-down analysis of patient falls showed that the majority of falls occurred from 
11 p.m. to 7 a.m. In response to this finding, in 2007, hourly rounding focusing on the 
“Three Ps” (pain, potty, and positioning) was begun. In addition, further drill-down of 
patient fall data showed that many falls occurred while staff were assisting patients 
during transfer. Not only were patients at risk, staff were at risk for injury while 
supporting an unsteady patient. The “minimal lift program,” which allows patients 
to use assistive devices and eliminated the need for staff physical assistance, was 
initiated to make this process safer for both patients and staff.  

A new bed alarm system was tested after it was determined that the existing bed 
alarm system had two major problems. First, by the time the alarm sounded, the 
patient was typically already on the floor. Second, since it was not always obvious 
where the alarm was sounding, staff had to search for the patient at risk. A clinical 
trial of a wireless fall alarm alert was conducted. This alarm sounds while the patient 
is in the process of getting out of bed. Thus, the fall can be prevented. The alarm is 
also monitored centrally at the nurses’ station, eliminating the search for the patient 
at risk. Patients appreciate the “invisibility” of the alarm and the convenience of not 
having to wear it. 

Outcomes
■■ Patient incident reports and analysis are used to measure success.

■■ Falls with injury decreased from 27% in 2005 to 24% in 2007. 

■■ Falls rate declined from 3.7 in 2005 to 3.0 in 2007. 

■■ Staff injury significantly decreased.

Lessons Learned
■■ Because front-line staff understand both patient and staff needs, they are 

an excellent resource for improvement innovation. 

■■ Staff should see data on a monthly basis to monitor improvement. Hospitals 
should consider conducting a mini-root cause analysis on each individual 
fall to identify causes of falls. 

Promoting Front-Line Staff Involvement in Preventing 
Patient Falls
Lawrence Hospital Center
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■■ Administrative support is essential for new technology. 

■■ Staff are highly satisfied with the minimal lift program since it greatly 
reduces the likelihood of injuries for both staff and patients. 

Promoting Front-Line Staff Involvement in Preventing 
Patient Falls
Lawrence Hospital Center (CONTINUED)
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Partners
The internal partners for this initiative were 
the performance improvement supervisor, 
home care management staff, admission 
clinicians, and rehabilitation staff. External 
partners included patients, families, and 
caregivers.

Contact
Francene Stauber, M.D., P.T., D.P.T.
Rehabilitation Services Supervisor
South Nassau Communities Hospital
Home Care Department
One Healthy Way
Oceanside, NY 11572
(516) 377-5000
fstauber@snch.org

Project Description	  
In 2006, the South Nassau Communities Hospital’s home care agency initiated a falls 
prevention program to decrease the number of patient falls, to help patients remain 
safely in their homes, and to assist patients in receiving continued services from the 
agency. 

With support from performance improvement staff, evidence-based risk factors 
for falls were researched, and relevance of the risk factors to the agency’s patient 
population was assessed through retrospective analysis and chart review of past 
“fallers.” A fall risk screening tool was developed and incorporated into the admission 
process, enabling the agency to assign a high, moderate, or low risk of falls for each 
patient. Admitting clinicians were educated to alert the rehabilitation scheduler, who 
would initiate the fall prevention program with a physical therapist within 48 hours 
of admission for patients determined to be at a high risk for falls. 

The program consisted of a thorough home safety, Tinetti gait/balance, and footwear 
assessment, and documented recommendations to the patient and/or caregiver. 
An occupational therapy evaluation was completed if determined to be appropriate 
by a physical therapist. Lower extremity strengthening and standardized graded 
balance exercise programs were initiated by the second visit. These patients were 
tracked throughout the duration of the program to determine if a fall had occurred. In 
addition, all patient falls were tracked regardless of their risk designation.

Outcomes 
In 2006 and 2007: 

■■ Of the 356 patients admitted to the home care agency and identified to be 
at a high risk for falls, 31 fell. 

■■ Twenty-eight of these patients who fell had no injury; three had fractures.

■■ Thirty patients fell who were not identified as high-risk fallers.

■■ The fall prevention program was effective in preventing falls in 91.3% of patients 
identified to be at a high risk for falls while in the home care program.

■■ The program prevented injury in 99% of patients identified to be at a high 
risk for falls while in the home care program.

Lessons Learned
■■ The fall risk screening tool did not identify all patients who actually fell 

while in the home care program.

■■ Ongoing chart review and retrospective analysis must occur at designated 
intervals to update the fall risk screening tool and to identify patients who 
should be part of the fall prevention program.

Preventing Patient Falls in the Home: A New Design for 
Home Care Patient Safety
South Nassau Communities Hospital Home Care Agency
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Project Description	  
In 2005, inpatient falls were increasing at Staten Island University Hospital, a tertiary 
care facility, and reached 4.0 per 1,000 inpatient days. There was also an associated 
increase in significant fall-related injuries. To reduce inpatient falls and injury, a 
fall prevention initiative (FPI) was successfully implemented in early 2006. Under the 
leadership of the chairman of rehabilitation medicine and the chief nurse executive, 
the cornerstone of the FPI was fall and injury reduction through the transformation 
of the hospital’s culture to one with more staff awareness, critical thinking, and 
accountability for patient safety. This was accomplished through:

■■ documenting and quantifying inpatient falls to highlight safety awareness, 
identifying fall patterns, evaluating the FPI’s progress by monitoring data, 
and quantifying protocol breaches; 

■■ evaluating the root cause of each fall to identify missed preventive 
opportunities, to enhance the fall prevention protocols, and to determine 
accountability; and 

■■ reviewing the pre-existing fall prevention protocols to identify shortcomings 
and improvements. 

Outcomes
■■ The hospital has successfully transformed its culture. Now, there is greater 

staff awareness of the importance of fall prevention, more critical thinking 
when developing treatment plans and other strategies to prevent falls, and 
effective accountability for breaches in protocols. 

■■ Overall inpatient fall rates per 1,000 inpatient days decreased by 50%, 
achieving 1.9 falls per 1,000 patient days in the last measurement quarter. 

■■ There were statistically significant reductions in minor and moderate injury 
rates by 65% and 35%, respectively. Very low major injury rates precluded 
comparisons. 

■■ The costs associated with implementing the FPI were related to Sitter Select 
personal alarms, mattresses, and chair pads. Significant return on the 
investment resulted from fewer falls. 

Lessons Learned
■■ Cultural transformation was a powerful tool in improving patient safety and 

reducing inpatient falls/injuries. 

■■ The hospital board’s leadership role and the inclusion of a broad range of 
personnel including management, nursing, and non-nursing staff, were key 
to achieving cultural transformation.

Cultural Transformation to Prevent Falls and Associated 
Injuries in a Tertiary Care Hospital
Staten Island University Hospital
2008 Pinnacle Award winner—Large or Multi-Entity 
ORGANIZATIONS CATEGORY

Partners
Partners for this initiative included the 
hospital board of directors, chairman 
of rehabilitation medicine, chief nurse 
executive, associate chairperson of the 
department of medicine, nursing department, 
quality management department, house 
staff physicians, and non-nursing personnel 
working on inpatient units.

Contact
Jeffrey B. Weinberg, M.D., M.B.A.
Chairman of Rehabilitation Medicine
Staten Island University Hospital
475 Seaview Avenue
Staten Island, NY 10305
(718) 226-9463 
jweinberg@siuh.edu 
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■■ Achieving effective compliance with fall prevention policies and procedures, 
while only adding a limited few new ones, was important to the success of 
the FPI. 

■■ Improved patient safety through the reduction of falls/injuries is cost-
effective. 

■■ Data collection, analysis, and a continuous performance improvement 
philosophy were important for the success of the FPI.

Cultural Transformation to Prevent Falls and Associated 
Injuries in a Tertiary Care Hospital
Staten Island University Hospital (CONTINUED)
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Project Description	  
Beth Israel Medical Center’s goals for this initiative were to reduce Methicillan-
Resistant Staphylococcus aureus acquisition, prevent MRSA transmission among 
patients, and to determine if decreasing MRSA transmission has an impact on other 
antibiotic-resistant organisms. The “Plan-Do-Study-Act” methodology was used to 
rapidly eliminate the gap between best evidence and current practices regarding the 
prevention of MRSA acquisition and transmission. The ABCs of the MRSA initiative 
consisted of five components: 

Active surveillance cultures;
Barrier precautions;
Compulsive hand hygiene;
Decontamination of equipment and the environment;
Device “bundles”; and
Executive and union leadership. 

The hospital worked with the union leadership to ensure collaboration, remove 
obstacles to success, empower front-line staff, and publicize the efforts throughout 
the health care system. Senior leadership made monthly “Rounding for Outcomes” 
with staff and supported innovative approaches including “Caught Being Great” and 
“Red Rules Programs” to ensure reliable performance of patient safety and quality 
practices. The initiative included a “virtual” color-coded traffic light to identify 
patients with antimicrobial resistant bacteria, and participation in the health care 
worker’s union’s infection prevention coach training program.

Existing staff and financial resources were used, with limited additional financial 
resources. It was determined that to be cost-neutral, a reduction of six MRSA cases 
over one year was needed.

Outcomes
■■ Compliance with hand hygiene, device bundles, maintenance of precautions, 

and environmental and equipment decontamination has been 90% or 
greater since 2005.

■■ Hospital-acquired MRSA infection decreased from 4.1 per 1,000 discharges 
in 2004 to 1.4 per 1,000 discharges in 2007.

■■ Molecular typing has failed to show transmission of MRSA strains in the 
health care system.

■■ Active surveillance has shown a range in colonization on admission—from 
2% in surgical patients, 5% in cardiac patients, and up to 20% in intensive 
care patients.

Patient Safety: Infection Management

Sustained Reduction in Hospital-Acquired MRSA and 
Prevention of MRSA Transmission Using a MRSA “ABC” Bundle
Beth Israel Medical Center
2008 Pinnacle Award winner—Large or Multi-Entity 
ORGANIZATIONS CATEGORY

Partners
Partners for this initiative included the 
chief executive, medical, and financial 
officers; the medical directors and nursing 
leadership of each patient care unit; unit-
based interdisciplinary teams composed 
of clinicians, house staff, infection control 
professionals, and non-clinicians such as 
materials management, environmental 
services, patient and radiology transporters; 
and Service Employees International Union 
Local 1199 infection prevention coaches and 
union representatives.

Contact
Brian S. Koll, M.D.
Chief, Infection Control
Beth Israel Medical Center
350 East 17th Street 
New York, NY 10003
(212) 420-2853        
bkoll@chpnet.org
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■■ Introduction of the MRSA ABC bundle resulted in decreases of other 
antibiotic-resistant bacteria.

■■ This initiative was cost-effective, resulting in $1.5 million avoided costs 
through reduction of these infections.

Lessons Learned
■■ Consistent use and monitoring of evidence-based patient care practice 

“bundles” with the reporting of data to end users resulted in a rapid and 
sustained decrease in MRSA.

■■ This initiative was applicable across the hospital system among a variety 
of medical and surgical units.

■■ Support of hospital leadership and achievement of “buy-in” from ancillary 
staff was key to rapid and sustained success.

■■ Limited additional resources were necessary for the success of this 
initiative.

■■ Culture change regarding the goal of reducing MRSA and prevention of 
transmission was applicable for other hospital-acquired infections and 
patient safety issues. 

Sustained Reduction in Hospital-Acquired MRSA and 
Prevention of MRSA Transmission Using a MRSA “ABC” Bundle
Beth Israel Medical Center (CONTINUED)



HANYS  |  2008 Profiles in Quality and Patient Safety      127

Project Description	  
Accurate diagnosis and effective treatment of bloodstream infections relies on the 
ability to obtain non-contaminated blood cultures. This may be an even greater 
problem when the blood culture is drawn from an indwelling device, such as a 
central venous catheter. Contaminated blood cultures can cause misdiagnosis and 
mismanagement of patients, which leads to extended hospital stays, unnecessary 
treatments with antibiotics, and additional costs.

In the spring of 2004, Beth Israel Medical Center conducted a baseline study on 
a 24-bed nursing unit to determine blood culture contamination rates in various 
departments of the hospital. Using the “Assess, Collect, Evaluate and Sustain” 
(ACES) process in collaboration with infection control staff, the nurse manager 
began a study of contamination rates, with a goal of decreasing these rates as 
much as possible. The nurse manager received results of all positive blood cultures. 
Through concurrent chart review, the nurse manager determined if the culture was 
a contaminant versus actual infection. For all contaminants, the nurse who drew 
the sample was re-educated based on existing procedures. Between the second and 
third surveillance periods, it became evident that while education had a significant 
impact on peripherally drawn blood cultures, it alone was not sufficient in decreasing 
contamination rate in cultures drawn from central venous access devices. Based on 
a review of the literature, the interdisciplinary team developed a new protocol, and 
staff were re-educated accordingly. This new protocol was accepted and written into 
policy for implementation in the entire hospital. 

Outcomes	  
The result of the surveillance after education using the new protocol was a reduction 
of the overall contamination rate to 0.43%.

Lessons Learned	  
Aseptically changing the cap prior to blood culture sampling from an indwelling 
central venous catheter was both an easy and effective change to implement on the 
medical hematology/oncology unit. Because of this study, the procedure was changed 
hospital-wide.

Reducing Blood Culture Contamination
Beth Israel Medical Center

Partners
Beth Israel Medical Center, Service 
Employees International Union Local 1199, 
and Columbia University School of Nursing 
were the partners for this initiative. 

Contact
Shirley Escala, R.N., M.S.N.
Nurse Manager
Beth Israel Medical Center—Milton and Carroll 
Petrie Division
B. Renfield Division of Nursing Education and 
Research
First Avenue at 16th Street
New York, NY 10003
(212) 420-2186  
sescala@chpnet.org
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Partners
Partners for this initiative included the 
medical director, vice president of patient 
and clinical services, director of emergency 
department/surgical services, medical-
surgical unit nursing coordinator, director of 
environment services, director of laboratory, 
supervisor of microbiology, and infection 
control coordinator.

Contact 
Mary Sweet
Infection Control Coordinator
Columbia Memorial Hospital 
71 Prospect Avenue
Hudson, NY 12534
(518) 828-8271      
msweet@cmh-net.org

Project Description	  
In May 2007, a multidisciplinary team was developed to address the functional 
and educational needs of Columbia Memorial Hospital’s infection control practices 
specific to Methicillin-Resistant Staphylococcus aureus. Roving education by the 
“Infection Control Patrol” to each clinical department was the primary method used 
to increase awareness. 

In-service training included the following information: 

■■ the definition of MRSA;

■■ key MRSA facts and statistics; 

■■ effective MRSA control measures;

■■ isolation issues;

■■ room placement;

■■ necessary signage;

■■ the hospital’s MRSA policy;

■■ appropriate cleaning procedures;

■■ the difference between Staphylococcus aureus and MRSA; and

■■ photos of wounds infected with MRSA.

This information was provided via posters, informational packets, MRSA quizzes with 
prizes for answering all questions correctly, and “Mack the Methicillin-Resistant 
Staph Aureus Bug” distributed to all participants.

Outcomes
■■ The number of nosocomial MRSA cases decreased by 1% in 2007. For a 

three-month period during 2007 (June–August), there were no cases of 
nosocomial MRSA.

■■ Fifty-four percent of clinical staff received in-service/ongoing education.

Lessons Learned	  
Continuing education programs, cues, and increased resources directly affect compliance.

Decrease in Nosocomial MRSA Through an Increase 
in Staff Education
Columbia Memorial Hospital
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Project Description		   
The nursing department at Good Samaritan Hospital Medical Center formed an 
evidence-based practice (EBP) workgroup to identify and implement innovative 
practices to reduce the incidence of urinary tract infection (UTI) in the acute care 
patient population. Strategies developed included the creation of a “UTI bundle” 
based on Centers for Disease Control and Prevention (CDC) guidelines for prevention 
of catheter-associated urinary tract infections, bundling Foley catheter supplies to 
increase compliance with the UTI bundle, and postings on “Did You Know?” boards. 
An “EBP Challenge” recognized the medical-surgical unit with the lowest urinary 
catheter utilization ratio in the facility’s quarterly Nursing Matters publication and 
leadership meetings. Another initiative was the implementation of a “soft-stop 
policy” in which failure to meet medical necessity criteria initiates a soft-stop 
protocol within 72 hours, requiring communication with a physician of prompt 
removal of the urinary catheter. 

Outcomes
■■ UTI rates decreased from 8.70 (per Foley catheter days) in the first quarter 

of 2007 to 5.75 in the fourth quarter of 2007.

■■ The UTI utilization rate decreased from 0.23 in the first quarter of 2007 to 
0.19 in the fourth quarter of 2007.

Lessons Learned
■■ The uses of innovative execution ideas are as effective as the clinical 

protocols themselves. 

■■ Achieving engagement and enthusiasm is important to buy-in.

■■ Use evidence-based protocols, bundle methodology, and guidelines.

Innovations for Reducing Urinary Tract Infections in an 
Acute Care Hospital
Good Samaritan Hospital Medical Center

Partners
Partners for this initiative included the 
infection control department, nursing 
administration, nursing education, EBP 
coordinator, and central supplies.

Contact 
Patricia Lavin, R.N., M.S. 
Magnet Project Coordinator
EBP Coordinator
Good Samaritan Hospital Medical Center
1000 Montauk Highway
West Islip, NY 11795
(631) 376-3120
patricia.lavin@chsli.org
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Partners
Partners for this initiative included nursing 
staff, infectious disease physicians, 
housekeeping staff, medical staff, ancillary 
staff, transporters, pharmacy, infection 
control liaisons, performance improvement 
group, infection control committee, and 
administration.

Contact
Frances Edwards, R.N., M.S., C.I.C.
Infection Control Nursing Director
Good Samaritan Hospital Medical Center
1000 Montauk Highway
West Islip, NY 11795
(631) 376-4136
frances.edwards@chsli.org

Project Description	  
Good Samaritan Hospital Medical Center shares in the international medical 
community’s concerns about Clostridium difficile-associated disease (CDAD) 
acceleration. During 2006, the incidence of health care-associated Clostridium 
difficile rose 59% compared to the previous year. Recognizing that the two most 
highlighted risk factors for CDAD are recent exposure to antibiotic therapy and 
exposure to the toxin-producing strain of the organism, a multidisciplinary approach 
was taken to combat this critical situation. The organization’s leadership proclaimed 
that reducing the incidence of CDAD was a “priority initiative.” 

Along with multiple processes for antibiotic control, environmental controls were 
enhanced by incorporating the use of a hypochlorite germicide for disinfecting patient 
care areas. Communication included an innovative alert system termed “purple 
sign” isolation, which alerted staff to address bed placement issues, performing 
a traditional hand wash rather than using alcohol hand sanitizer, and using a 
chlorine-based disinfectant for room and equipment cleaning. Success occurred 
when frontline nurses and the ancillary staff embraced this project and took personal 
ownership of the problem. The accomplishments of this initiative were two-fold: there 
was a reduction in pain and suffering for the patient population, and cost avoidance. 

Outcomes
■■ The health care-associated CDAD for the years 2004 and 2005 were 1.05 

and 0.86 per 1,000 patient days, respectively.

■■ The health care-associated CDAD rate for 2006 was 1.53 per 1,000 patient 
days (59% increase);

■■ For 2007, it was 0.89 per 1,000 patient days (42% decrease).

■■ The facility exceeded the 2007 goal of a 25% reduction.

■■ The facility achieved more than $250,000 in cost avoidance.

Lessons Learned
■■ “Purple sign” isolation worked. Previously, CDAD was included on the list 

of diseases warranting contact isolation. The new signage clearly alerts the 
staff to address hypochlorite disinfecting, bed placement issues, and hand 
hygiene practices.

■■ Waiting for test results before initiating “purple sign” isolation did not work.

■■ The concept that the infection control department is solely responsible for 
altering processes in reducing nosocomial infections was not effective.

Multifaceted Approach to Reducing Health Care-Associated 
Clostridium Difficile Disease
Good Samaritan Hospital Medical Center
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■■ This initiative was successful because it was a collaborative effort. It was 
only with buy-in from all partners that outcomes improved. The consultative 
interaction between the medical staff and the infectious disease physicians 
was an opportunity for antibiotic prescribing education.

■■ The intensive daily review of high-risk antibiotic usage by the pharmacists, 
along with communication to the prescribing physicians, supported this 
educational effort.

■■ One effective initiative was encouraging staff to speak up when breaches in 
infection control practices were witnessed. Being a patient safety advocate 
became part of the culture.

Multifaceted Approach to Reducing Health Care-Associated 
Clostridium Difficile Disease
Good Samaritan Hospital Medical Center (CONTINUED)
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Partners
Internal partners for this initiative included 
patient care services staff, physicians, 
quality management, and information 
systems. External partners include Ascension 
Health, Institute for Healthcare Improvement, 
and CDC.

Contact
Kathy Nicoletti 
Director of Infection Control
Mount St. Mary’s Hospital and Health Center
5300 Military Road
Lewiston, NY 10492
(716) 298-2229        
kathy.nicoletti@msmh.org	

Project Description	  
At Mount St. Mary’s Hospital and Health Center, all patients with Foley catheters are 
monitored for adherence to the UTI “bundle” on every shift to reduce catheter-related 
UTIs. The “Foley catheter bundle” is a consistent adherence to a set of practices 
designed to significantly reduce UTIs, improve outcomes, and reduce cost. 

About 25% of all hospitalized patients are subjected to urinary catheterization. 
Urinary bladder catheters are useful for specific needs. However, when used 
inappropriately, or for too long, the catheters can lead to a UTI. Nosocomial UTIs 
develop in 5% of catheterized patients, with an associated bacteremia in 4% of the 
patients—they account for the majority of nosocomial infections. Current research 
suggests that UTIs contribute to 6,500 deaths per year in the United States and can 
extend the length of hospitalization by one to four days. Studies have also shown that 
at least 31% of catheter use is inappropriate. 

In 2004, UTIs at Mount St. Mary’s Hospital and Health Center accounted for 40% to 
50% of all nosocomial infections. As part of Ascension Health’s Clinical Excellence 
Initiative, in September 2004, the hospital implemented the UTI bundle as a means 
to decrease hospital-acquired infections. Guidelines published by the U.S. Centers 
for Disease Control and Prevention (CDC) and the Association for Practitioners in 
Infection Control were incorporated into the bundle used at the hospital.

Outcomes
■■ In 2004, the UTI bundle was started on one unit. The hospital implemented 

the use of silver-impregnated catheters. Catheter-related UTIs represented 
43% of all hospital-acquired infections and six of all catheterized patients 
developed a UTI. 

■■ In 2005, the UTI bundle was implemented hospital-wide, with 94% 
compliance. Catheter-related UTIs represented 39% of all hospital-
acquired infections and 2.9% of all catheterized patients developed a UTI. 
There were 60 UTIs identified in 2005.

■■ In 2006, there was 95% compliance with the UTI bundle. Catheter-related 
UTIs represented 38% of all hospital-acquired infections; 1.9% of all 
catheterized patients developed a UTI. Forty-four UTIs were identified in 
2006.

■■ In 2007, there was 95% compliance with the UTI bundle. Catheter-related 
UTIs represented 32% of all hospital-acquired infections; 1.7% of all 
catheterized patients developed a UTI. Thirty-two UTIs were identified in 
2007.

Urinary Tract Infection (UTI) Bundle to Prevent 
Catheter-Associated UTIs
Mount St. Mary’s Hospital and Health Center
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Lessons Learned
■■ A daily reminder for physicians placed on the chart was found to be 

ineffective—the nurses must ask the physician to discontinue the Foley 
catheter. 

■■ Nursing care staff acceptance, and communication and collaboration 
among multiple disciplines are essential.

■■ Feedback is useful.

■■ Sharing successes and needs for improvement is a critical element for 
success.

■■ Continued education of staff and continued monitoring of compliance are 
important.

Urinary Tract Infection (UTI) Bundle to Prevent 
Catheter-Associated UTIs
Mount St. Mary’s Hospital and Health Center (CONTINUED)
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Partners
Partners for this initiative included the 
infection control department, department 
of nursing, infectious disease section/
department of medicine, department of 
surgery, building services department, 
admitting department, and senior 
management.

Contact
Ed Mangini, R.N., M.P.H., C.I.C.
Research Coordinator
Infectious Disease Section/Department of 
Medicine
New York Hospital Queens
56-45 Main Street
Flushing, NY 11355
(718) 670-1525 
edm9010@nyp.org

Project Description	  
New York Hospital Queens’ ongoing surveillance of hospital prevalence and 
acquisition of Clostridium difficile-associated diarrhea (CDAD) indicated that rates 
were increasing despite an existing infection control program. The goal of this 
initiative was to reduce the incidence of hospital-acquired CDAD by 50%.

An analysis of data regarding the epidemiology of CDAD at the hospital by the infection 
control committee identified several key factors in the distribution and incidence of 
CDAD. The committee concluded that due to the nature of Clostridium difficile and 
the clustering of cases, the additional strategies were needed to successfully address 
the problem of increasing rates of CDAD. Each department played a key role in this 
initiative. For example, building services assumed a more comprehensive room 
cleaning procedure. Nursing, in conjunction with the departments of medicine and 
surgery, initiated a strict policy of isolating and cohorting patients with CDAD. An 
infection control practitioner worked in conjunction with the admitting department to 
ensure that isolation and cohorting of patients with CDAD was achieved.

Outcomes
■■ Hospital acquisition of CDAD decreased from 1.99 per 1,000 patient 

days during the standard infection control program period to 1.43 per 
1,000 patient days during the intervention period. This represents a 28% 
improvement in hospital acquisition rates. 

■■ Hospital prevalence data paralleled hospital acquisition data during these 
periods.

Lessons Learned
■■ An aggressive environmental disinfection program and isolation or cohorting 

of all infected patients has a significant impact in reducing hospital-
acquired CDAD. 

■■ The hospital’s success in clearing rooms identified as having multiple 
occurrences was limited. As success was achieved in clearing identified 
rooms of CDAD clusters, clustering occurred in other rooms. 

Search, Contain, and Destroy—Reducing Hospital 
Acquisition of Clostridium Difficile-Associated Diarrhea 
New York Hospital Queens
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Project Description	  
In the summer of 2005, Saint Francis Hospital and Health Centers joined the Institute 
for Healthcare Improvement 100,000 Lives Campaign, which has become the 5 
Million Lives Campaign. As part of this initiative, the facility focused on significantly 
decreasing the number of cases of ventilator-associated pneumonia. A team was 
formed consisting of an infection control coordinator, respiratory care practitioners, 
intensivists, critical care nursing staff, and trauma services. The team educated the 
staff on adhering to the recommended “ventilator bundle,” which comprises four 
interventions to prevent the development of VAP in mechanically ventilated patients. 
Oral care, later recognized as an evidence-based best practice, was added to the 
bundle to prevent colonization of bacteria in the oral cavity, which could eventually 
aspirate into the lungs. Results showed that when all measures are implemented, the 
occurrence of VAP is drastically decreased. By using existing resources and developing 
and following protocols, the cost of implementing and sustaining improved patient 
care and safety were determined to be nominal and yield extraordinary cost savings.

Outcomes
■■ The 2005 VAP rate, prior to implementation, was 15 per 1,000 ventilator days. 

■■ In 2006, the VAP rate was 11 per 1,000 ventilator days. 

■■ In 2007, the VAP rate was two per 1,000 ventilator days.

■■ In 2008, year to date, the VAP rate has been zero per 1,000 ventilator days.

Lessons Learned
■■ The daily bundle data collection resulted in immediate intervention for non-

compliance elements.

■■ The data collection tool revealed some medications fell off the medication 
administration record after 72 hours, which increases compliance with 
peptic ulcer disease prevention.

■■ This initiative has increased awareness of VAP.

■■ Constant re-education and reinforcement is necessary for sustained results.

■■ Communication and cooperation across the disciplines in an open intensive 
care unit are vital.

■■ Oral care is a necessary component of VAP prevention.

■■ The subglottic evacuation endotracheal tube remains unpopular with 
intubating physicians due to the increased outside diameter.

■■ Treating harboring pathogens and ruling out pre-existing infections 
is crucial.

■■ A standardized sedation/analgesia protocol must meet various regulatory 
standards.

IHI 5 Million Lives: Prevention of Ventilator-Associated 
Pneumonia
Saint Francis Hospital and Health Centers

Partners
The primary partner for this initiative was 
the IHI 5 Million Lives Campaign. Internally, 
members of the nursing, infection control, 
respiratory, and medical staff participated.

Contact
Lisa McKevitt
Clinical Manager
Saint Francis Hospital and Health Center
241 North Road
Poughkeepsie, NY 12601
(845) 431-8216
lmckevitt@sfhhc.org
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Partners
Internal partners for this initiative included 
the chief nurse executive, the chief medical 
officer, the director of the cardiopulmonary 
and sleep service, the manager of respiratory 
services, the manager of critical care, VAP 
quality management, and the manager of 
rehabilitation services. External partners 
included physicians from Pulmonary and 
Critical Care Services, P.C., and support and 
resources from Ascension Health’s Reducing 
Harm in ICU Initiative.

Contact
Vickie Tower, R.R.T.
Director, Cardiopulmonary Services 
Seton Health
1300 Massachusetts Avenue
Troy, NY 12180
(518) 268-5984           
vtower@setonhealth.org

Project Description	  
Seton Health formed a critical care committee to identify opportunities to improve 
patient care and reduce harm to patients in the intensive care unit. One of the goals 
was to decrease the number of days that patients were on a ventilator, to reduce the 
chance of the patient acquiring ventilator-associated pneumonia, as well as decrease 
length of stay in the ICU and the overall hospital length of stay. 

The critical care committee evaluated current processes to determine areas needing 
improvement. The committee, composed of pulmonary physicians; cardiologists; 
the chief medical officer; and managers and clinical staff from respiratory care, 
critical care, physical therapy, infection control, case management, and quality 
care, identified that the ventilator weaning process could be further streamlined. 
Pulmonary physicians cited a number of peer review articles that supported 
a standardized and multidisciplinary approach to weaning. The first stage of 
developing weaning protocols consisted of the multidisciplinary team collecting and 
collating clinical parameters on a daily basis, which were immediately available to 
physicians on morning rounds. This stage allowed physicians to immediately begin 
weaning trials. Success of this stage progressed to automatically placing eligible 
patients on a spontaneous breathing trial. Successful weaning trials provided the 
physicians with the tools to expedite extubations during morning rounds, thereby 
reducing overall weaning time and ventilator days. 

Today, the critical care committee continues to evaluate patient outcomes and 
care processes, supporting and maintaining quality care and patient safety. This 
initiative has been used as the format for a number of additional initiatives including 
implementing ventilator bundles to address VAP.

Outcomes

Quantitative: 

■■ The average number of ventilator days in 2005 was 5.87 (year prior to 
initiatives).

■■ The average number of ventilator days in 2006 was 4.77.

■■ The average number of ventilator days in 2007 was 5.05.

Note: Average ventilator days do not include patients awaiting long-term facility 
placement. 

Qualitative:

■■ This initiative has promoted teamwork and autonomy for critical care 
nursing and respiratory therapy staff.

Decreasing Patient Ventilator Days
Seton Health
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■■ The success of this program has stimulated various other initiatives 
including VAP prevention, daily rounding, and improved interdisciplinary 
communication. 

Lessons Learned
■■ This initiative demonstrated the importance of participation from all 

interdisciplinary professionals.

■■ Positive results reinforced the use of evidence-based research to drive 
actual practices. 

■■ This initiative identified valuable resources and highlighted the importance 
of education and monitoring outcomes.

■■ The success and teamwork stimulated professional growth. 

Decreasing Patient Ventilator Days
Seton Health (CONTINUED)
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Partners
Partners for this initiative included the 
pulmonary medicine, nursing, infection 
control, pharmacy, respiratory care, 
education, performance improvement 
departments, and the respiratory care 
committee.

Contact
Susan Weiser, R.N. 
Infection Control Practitioner
South Nassau Communities Hospital
One Healthy Way 
Oceanside, NY 11572
(516) 632-4009 
sweiser@snch.org

Project Description	  
South Nassau Communities Hospital’s senior leadership directed that ventilator-
associated pneumonia reduction be made a performance improvement priority 
because the 2005 VAP rate was higher than National Nosocomial Infection 
Surveillance (NNIS) benchmarks. A multidisciplinary team was established and initial 
team goals included the development of a standardized approach to the care of the 
ventilator-dependent patient and reduction in the incidence of VAP hospital-wide to 
below the NNIS mean of 8.3 per 1,000 ventilator days for mixed intensive care unit 
and 4.0 per 1,000 ventilator days for the critical care unit (CCU). 

A pilot project was initiated in the medical-surgical ICU and CCU in mid-2006. Using 
guidelines from the Institute for Healthcare Improvement and literature, the team 
developed a policy and procedure for the care of ventilator patients, created pre-
printed physician orders for ventilator patients that incorporated the elements of the 
ventilator bundle, and revised the current weaning protocols. Extensive education was 
provided to nursing and respiratory staff in the ICU and CCU. Signs were posted on 
the wall above each ventilated patient reminding staff of the elements of the bundle 
(head of bed elevation, sedation vacation, assessment of weaning, peptic ulcer, 
and deep vein thrombosis prophylaxis). In 2007, a dedicated respiratory therapist 
was assigned to the critical care unit. Multidisciplinary rounds were implemented 
with pulmonary physicians, respiratory, and nursing staff to assess each patient’s 
weaning capability. Monitoring for compliance with the ventilator bundle was 
implemented and surveillance of VAP was continued. 

Due to the success of the pilot project, implementation of the IHI bundle was extended 
to all medical-surgical units in 2007. In addition, a step-down Respiratory Care 
Unit was opened to house ventilator-dependent patients, which served to improve 
“throughput” in the critical care units. Education of all nursing and respiratory care 
staff was extended to all units and has been incorporated into the annual mandatory 
nursing education. Monitoring for compliance with the ventilator “bundle” and VAP 
surveillance was also extended hospital-wide. The VAP rate decreased on medical-
surgical units, with only one case identified in all of 2007 on the units. 

Outcomes
■■ The VAP rate significantly decreased in ICU from 10.85 per 1,000 ventilator 

days in 2005 to 2.41 per 1,000 ventilator days in 2007, a 78% decrease.

■■ In the CCU, the VAP rate decreased from 8.90 per 1,000 ventilator days in 
2005 to 1.08 per 1,000 ventilator days in 2007, an 88% reduction.

■■ The length of time until successful weaning decreased from an average of 
six days in 2006 to 3.2 days in 2007. 

Ventilator-Associated Pneumonia Reduction
South Nassau Communities Hospital
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Lessons Learned

Education of the physician, nursing, and respiratory staff regarding sedative drips, 
“sedation vacation,” assessment for weaning, and procedures for performing these 
processes were essential.

Ventilator-Associated Pneumonia Reduction
South Nassau Communities Hospital (CONTINUED)
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Partners
An interdisciplinary approach was used 
including the medical, nursing, and infection 
control staff.

Contact
Catherine Shannon, F.N.P.-C., C.I.C.
Director, Infection Prevention and Control
St. Catherine of Siena Medical Center 
50 Route 25A 
Smithtown, NY 11787
(631) 862-3541        
catherine.shannon@chsli.org

Project Description	  
After St. Catherine of Siena Medical Center successfully implemented the best 
practices “bundle” for central line-associated bloodstream infections in the 
intensive care unit/critical care unit, the hospital saw an 85% sustained reduction 
in these infections over a three-year period. From the start of this initiative in 2005, 
the facility’s goal was to uphold a safe environment for all who had a central line 
inserted, not just those in critical care. However, once improvements were achieved 
in the ICU/CCU, the Medical Center turned its attention to the medical-surgical areas.

A multidisciplinary team reviewed the success in the critical care areas, modified 
the bundle for adaptation to medical-surgical areas, and developed a plan for 
implementation. An intensive campaign for hand hygiene targeted health care 
workers, patients, and visitors. A dedicated peripherally-inserted central catheter 
(PICC) team was trained. The site dressing protocol was modified to include a 
Biopatch® and sutureless StatLock® stabilization device. The entire staff embraced 
these changes, and positive results were achieved—the number of CLAB infections 
decreased from 21 in 2005 to 11 in 2007, which translated to an estimated cost 
savings of $290,000 annually. Not only has the Medical Center enhanced patient 
outcomes and achieved cost savings, it has demonstrated to the community that it is 
a safe environment that provides quality patient care.

Outcomes
■■ The medical-surgical unit CLAB infection rate decreased by 46% from 2.59 

per 1,000 line days in 2005 to 1.42 per 1,000 line days in 2007. These five 
units consistently sustained success—eight, 10, 13, 17, and 19 months 
free of CLAB infections.

■■ The ICU reduced its rate by 70%. In 2005, the rate was 2.93 per 1,000 line 
days, which fell to a rate of 0.88 per 1,000 line days in 2007. In this period, 
the ICU was free of CLAB infections for 14 continuous months.

■■ The CCU successfully eliminated CLAB infections, going from a rate of 3.38 
per 1,000 line days in 2005 to zero per 1,000 line days in 2007. It sustained 
a 15-month period without any CLAB infections.

Lessons Learned
■■ Conducting a multi-pronged initiative that included an open forum of sharing 

successes and concerns, teamwork, encouragement, acknowledgement of 
success, routine rounds, and outside resources contributed to success.

■■ The institution of the dedicated PICC line team has led to a decrease in the 
total amount of central lines inserted outside of the critical area.

Beyond the ICU: Prevention of Central Line Infections in the 
Medical-Surgical Setting
St. Catherine of Siena Medical Center
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■■ PICC line policy called for removal of the dressing in the first 24 hours 
to evaluate the site and the placement of a Biopatch; this was no longer 
necessary, the Biopatch and StatLock device were used at the time of 
insertion.

■■ The dedicated PICC line team has saved time for interventional radiology, 
enabling this department to perform procedures in a timelier manner.

Beyond the ICU: Prevention of Central Line Infections in the 
Medical-Surgical Setting
St. Catherine of Siena Medical Center (CONTINUED)
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Partners
This initiative was championed by the 
vascular access team and the infection 
control practitioners including the physician 
director of infectious disease, physician 
director of vascular access program, 
vice president of nursing, infection 
control coordinator, and vascular access 
credentialed registered nurses.

Contact
Varinya Sheppard, M.S., R.N.
Vice President of Nursing
St. Elizabeth Medical Center
2209 Genesee Street
Utica, NY 13501
(315) 798-8155 
vsheppar@stemc.org

Project Description	  
By forming a vascular access team to implement evidence-based care approaches 
to the management and surveillance of central line catheters, St. Elizabeth Medical 
Center greatly decreased the incidence of central line bacteremia. Three certified 
registered nurses proficient in the skill of peripherally-inserted central line catheters 
(PICCs) comprise part of the vascular access team. The vascular access team’s 
ability to effectively control the incidence of central line bacteremia is attributed to 
the adoption of the measures included in the central line infection “bundle.”

The vascular access nurses proactively assess patients in the facility to determine 
the need for PICC insertion based on risk criteria. After physician approval and after 
assurance that all elements of the central line bundle are complete, central line 
catheters are inserted by incorporating the standard into the “time-out” verification 
procedure.

Outcomes
■■ St. Elizabeth Medical Center achieved 100% compliance with the central 

line bundle interventions throughout 2007.

■■ Incidence of central line bacteremias in the intensive care unit fell from 2.9 
per 1,000 line days in 2006 to 1.4 per 1,000 line days in 2007, and remain 
below national benchmarks.

■■ An estimated $30,000 was saved by avoidance of each incidence of 
infection.

Lessons Learned
■■ Collaboration among disciplines was key to the uniform adoption of 

principles.

■■ Proactive assessments of appropriate patients by the vascular access team 
promote compliance with the bundle protocol in a controlled setting.

■■ Assigning “champions” to lead the program was instrumental in attaining 
compliance and sustainability.

■■ Incorporating the completion of the central line bundle documentation to 
the time-out procedure promoted total adherence to the protocol.

A Bundle Approach to the Reduction of Central Line 
Bacteremia Incidences by the Utilization of a Vascular 
Access Team
St. Elizabeth Medical Center
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Project Description	  
In 2005, St. Luke’s Roosevelt Hospital Center’s critical care and infection control 
committees jointly selected a goal of reducing central line-associated bloodstream 
infections in three of the intensive care units. The team implemented the central line 
“bundle” and conducted extensive educational programs on line insertion and hand 
hygiene for physicians, nurses, ancillary staff, and senior management. Expanded 
training for the medical staff in the use of ultrasound-guided technology for central 
line insertion was included in the educational programming. Progress was regularly 
presented to patient care staff and the quality improvement performance committee. 
The project was further expanded to medical-surgical units, the emergency 
department, four additional ICUs, and the operating room—all of which showed 
similar reductions in CLAB infections.

Outcomes
■■ The initial three ICUs reduced their CLAB infection rate by 59% from 2005 

to 2007.

■■ The hospital-wide intravenous-associated bacteremia rate declined by 64% 
from 2006 to 2007.

■■ The use of femoral access for central venous lines in non-emergency 
situations has been virtually eliminated. 

Lessons Learned
■■ Sustained results require regular reassessment and feedback to staff.

■■ Senior leadership involvement is crucial for supporting changes in behavior 
and resources. 

■■ Ultrasound-guided technology has decreased the use of femoral site 
catheter insertion.

Central Line Bundle in ICUs and Beyond
St. Luke’s-Roosevelt Hospital Center

Partners
Partners for this initiative included 
the medical and surgical critical care 
intensivists, nursing management, registered 
nurses and ancillary staff, infection control 
nurses, emergency department physicians, 
anesthesiologists, materials management 
staff, neonatologists, the chief medical 
officer, and the chief of medicine.

Contact
Eva Johansson
Vice President, Quality Improvement
St. Luke’s-Roosevelt Hospital Center 
1111 Amsterdam Avenue
New York, NY 10025
(212) 523-2030       
ejohansson@chpnet.org
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Partners
The partnership for this initiative included 
the nursing staff, physicians, and infection 
control staff.

Contact
Patricia Streeter, R.N., C.I.C.
Infection Control Practitioner
St. Mary’s Hospital
427 Guy Park Avenue
Amsterdam, NY 12010
(518) 841-3826
streeterp@smha.org

Project Description	  
In 2004, St. Mary’s Hospital designed a project to prevent central line-associated 
bloodstream infections, using guidelines by the U.S. Centers for Disease Control 
and Prevention. Although the number of CLAB infections was minimal at St. Mary’s 
Hospital, it was determined that the occurrence of any CLAB infection presents a 
high-risk priority requiring the cooperation of the medical, nursing, and ancillary 
staff. The hospital leadership set a project goal of zero CLAB infections. The hospital 
included central venous catheters, peripherally-inserted central line catheters, 
pulmonary artery catheters, and umbilical catheters in the definition of central lines.

To realize the goal of zero CLAB infections, evidence-based practices were 
implemented, including the establishment of the following standards and associated 
documentation:

■■ maximal sterile barrier precautions during catheter insertion;

■■ physician and assistant hand washing prior to procedure;

■■ chlorhexidine—2% tincture for skin antisepsis;

■■ use of aseptic techniques that include wearing a cap, mask, sterile gown, 
and sterile gloves;

■■ use of a large sterile sheet;

■■ maintenance of a sterile field (no breaks in sterile technique during a 
procedure); and

■■ application of sterile dressing to site.

A data-collection tool was developed for evaluating and monitoring adherence to 
these standards during the insertion of central line catheters. Results were compiled 
and reported to the quality executive committee and board of directors. 

Outcomes
■■ As of January 31, 2008, the hospital has gone 594 calendar days since the 

last CLAB infection. 

■■ Based upon national averages of 2.57 CLAB infections per 1,000 patient 
central line days, the hospital realized a cost avoidance of $64,000 in 2007.

Lessons Learned
■■ Initial resistance to this process was overcome with education. 

■■ As part of its continuous improvement activities, the hospital plans to 
continue using evaluation sheets every time a central line is in place, 
evaluate new and improved central line kits to ensure the use of the highest 
quality products available, and provide positive and negative feedback to 
staff, with an emphasis on patient safety. 

Central Line Bloodstream Infection Prevention
St. Mary’s Hospital, Amsterdam
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Project Description	  
St. Mary’s Hospital’s intensive care unit and infection control department’s goal 
was to implement evidenced-based practice interventions to prevent ventilator-
associated pneumonia and improve quality of outcomes. The hospital has celebrated 
more than two years without a VAP case. This success came because of the efforts 
of a multidisciplinary team that includes intensive care unit bedside registered 
nurses, the ICU chair (pulmonologist), ICU nursing director, infection control certified 
registered nurse, certified registered dietician, pharmacist, and ancillary departments 
working collaboratively toward the quality and safety of the ventilated patient. 

The facility implemented several ideas from the nursing staff, which were supported 
by literature from the Institute for Healthcare Improvement:

■■ the creation of a nursing/physician “trigger card” to individualize each 
treatment care plan for patients on a ventilator;

■■ incorporation of the Sage Biotene Oral Suction and Swab Care at a minimum 
of every two hours or as needed;

■■ consultation and collaboration with the attending physician and 
pulmonologist to administer both peptic ulcer disease and venous 
thromboembolism (VTE) prophylactic;

■■ consultation with the registered dietician to begin supplemental feedings 
either via nasogastric tube or through total parental nutrition;

■■ assessment for discontinuing the continuous sedation medication to 
evaluate patient progress for possible extubation; and

■■ ensuring that the head of the bed is at a 30- to 45-degree angle as tolerated.

Outcomes
■■ As of January 2008, there were zero VAP cases in the ICU in 775 days.

■■ To date, the hospital has saved $200,000 by preventing VAP. 

Lessons Learned
■■ On the original ventilator physician order forms, VTE prophylaxis was not an 

optional written order. In addition, there was a standing order for Lovenox 
to be administered, which had contraindication in some patients who were 
ventilated. To improve patient safety, this standing order was removed and 
replaced with a written choice for prophylactics. 

■■ To standardize nursing electronic documentation for ventilator interventions, 
a ventilator documentation “bundle” was created. 

A Comprehensive Approach to Eliminate VAP in an Eight-Bed 
Intensive Care Unit
St. Mary’s Hospital, Amsterdam 

Partners
External partners for this initiative included 
Ascension Health, HANYS’ VAP Prevention 
Project, National Health and Safety Network, 
and IHI. Internal partners included the chair 
of the ICU committee, ICU registered nurses, 
the respirator therapist, infection control 
nurse, and registered dietician. 

Contact
Brenda L. Pettit, M.S., R.N.
Intensive Care Unit and Case 
Management Director  
St. Mary’s Hospital 
427 Guy Park Avenue
Amsterdam, NY 12010
(518) 841-3896 
pettitb@smha.org 
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■■ Physician standing ventilator orders were removed and replaced by 
a laminated trigger card. When a patient is admitted to the ICU on a 
ventilator, the trigger card is used as part of the admission process for the 
physician to order the prescribed interventions. 

■■ It is important that autonomy for the bedside nurse and respiratory therapy 
for the care of the ventilator patient be supported by organizational 
leadership and the physicians.

A Comprehensive Approach to Eliminate VAP in an Eight-Bed 
Intensive Care Unit
St. Mary’s Hospital, Amsterdam (CONTINUED)
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Project Description	  
Over the past five years, St. Peter’s Hospital has successfully maintained low surgical 
site infection rates, particularly sternal and mediastinal infections. The hospital 
uses surgical evidence-based practice guidelines and the “Plan-Do-Study-Act” 
methodology to monitor and improve performance and patient safety. Medicare’s 
elimination of reimbursement for certain post-surgical complications, such as 
mediastinitis or a deep sternal wound infection (DSWI), is intended to reduce the cost 
burden of health care, and it has given health care providers an additional incentive 
to avoid hospital-acquired conditions.

A multidisciplinary team reviewed the current literature and the Society of Thoracic 
Surgeons best practice guidelines and found that in 2007, routine mupirocin 
intra nasal administration was a recommendation for all patients undergoing 
cardiac surgical procedures in the absence of negative testing for staphylococcal 
colonization. This practice was initiated in the third quarter of 2007, and surveillance 
cultures were initiated for those patients who were transferred into the facility from 
another inpatient facility or admitted from a nursing home. The other subset of 
patients who received surveillance cultures were those patients who were deemed to 
be inpatients for greater or equal to 48 hours prior to surgery. The facility continued 
its Surgical Care Improvement Project initiatives to optimize peri-operative glucose 
control and consulting endocrinology when warranted preoperatively. 

Outcomes
■■ The following table demonstrates the hospital’s DSWI rates for the past 

five years:

YEAR Number of Patients with DSWI/
Number of Open Heart Procedures

% DSWI

2003 6 / 709 0.85

2004 1 / 768 0.13

2005 6 / 709 0.85

2006 2 / 757 0.26

2007 5 / 711 0.70

During the fourth quarter of 2007, there were no instances of DSWI or Methicillan-
Resistant Staphylococcus aureus surgical site infections in cardiac surgery.

A Multidisciplinary, Staff-Driven Quality Improvement Project 
Utilizing Evidence-Based Guidelines for Cardiac Surgical 
Wound Prophylaxis and Care
St. Peter’s Hospital

Partners
The team for this initiative included 
infection control staff, the infection control 
physician, quality and safety staff, the 
operations manager, physician assistants, 
nurse practitioners, anesthesiologists, 
nursing staff, clinical nurse specialist, heart 
surgeons, and the director of cardiovascular 
surgery.

Contact
Dorothy M. Urschel, M.S., A.C.N.P., 
C.N.A.A.-B.C.
Director of Cardiac Surgery
St. Peter’s Hospital 
315 South Manning Boulevard 
Albany, NY, 12208
(518) 525-1703   
durschel@stpetershealthcare.org 
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Lessons Learned
■■ The hospital’s consistently low cardiac surgical site infection rate for five 

years has been maintained by ongoing interdepartmental communication and 
collaboration. This was enhanced during 2007 with a new infection control 
practice using mucopiricin intranasal administration preoperatively.

■■ A key element to the hospital’s success is the use of standing orders and 
protocols based on best practices that are modified using continuous 
process improvement with evidence-based practice guidelines. 

■■ Best-practice guidelines are continually observed to make improvements to 
the service initiatives.

■■ Re-evaluating any new practice by prospectively gathering outcomes data 
closes the feedback loop.

■■ The hospital’s SCIP initiatives continue to serve patients well.

■■ Continuously reviewing evidence-based practice guidelines can only assist 
in any process endeavors.

■■ Incorporating and educating the “supporting cast” in cardiac surgery 
improves process compliance and connects leadership with point-of-care 
practice, thus maximizing success.

A Multidisciplinary, Staff-Driven Quality Improvement Project 
Utilizing Evidence-Based Guidelines for Cardiac Surgical 
Wound Prophylaxis and Care
St. Peter’s Hospital (CONTINUED)
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Project Description	  
Stony Brook University Medical Center is actively engaged in the Surviving Sepsis 
Campaign of the Institute for Healthcare Improvement’s Critical Care Learning 
Collaborative. Severe sepsis kills approximately 1,400 people worldwide each day 
and is identified as the leading cause of death in the non-coronary intensive care 
unit. The facility adopted the Surviving Sepsis Campaign’s goal of a 25% reduction 
in mortality. 

Resuscitation and management sepsis “bundles” were first tested in the surgical 
ICU and emergency department in January 2006. The resuscitation and management 
bundles were modified by the pediatric ICU medical staff for pediatric use, and then 
tested in the pediatric ICU and pediatric urgent care unit. The initiative continued to 
spread throughout the facility, specifically to the medical ICU and medical-surgical 
units. 

Each of the critical care units developed a severe sepsis screening tool that was 
pertinent to its population. All patients are screened in the critical care units at 
admission, daily, and as needed. Severe sepsis screening was also built into the ED 
triage system. All patients presenting with suspected severe sepsis are identified 
as level two (e.g., high-risk situation). In addition, the severe sepsis screening tool 
designed by the Surviving Sepsis Campaign was copied on the back of the rapid 
response team form to ensure sepsis screening at each RRT call.

A fever panel containing the measuring of serum lactate was instituted in the ED. 
Patients presenting with a fever greater than 38.3 degrees Celsius are flagged at the 
triage desk. This action triggers the ordering of the fever panel by the ED physician. 
A “rule-out” sepsis panel was also instituted in the ED for further identification of 
organ dysfunction.

Outcomes
■■ Post-implementation, there was a 33.7% reduction in the severe sepsis 

mortality rate over the baseline period.

■■ There was a 16.6% increase after implantation in the compliance of the 
resuscitation bundle.

■■ The facility had an 18.9% decrease in average length of stay following 
implementation for patients admitted through the ED.

■■ Patients were discharged more than 2.5 days sooner during the post-
implementation period, resulting in an estimated $3,500 to $8,500 savings 
in cost of stay per patient. 

Increasing Detection and Standardizing Care for the 
Treatment of Severe Sepsis
Stony Brook University Medical Center
Top 10th Percentile Submission

Partners
Partners for this initiative included 
the nursing staff, physicians, nurse 
practitioners, chief quality officer, and 
pharmacy staff. 

Contact
Christine McMullan
Assistant Director of Continuous Quality 
Improvement
Stony Brook University Medical Center
3 Technology Drive, Suite 200
East Setauket, NY 11733-4073
(631) 444-4709
christine.mcmullan@sunysb.edu
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Lessons Learned
■■ People do what you inspect, not always what you expect.

■■ Perception is not always reality. 

■■ Continual feedback increases reliability.

■■ Seek out your physician champion to engage in one small test of change. 
Small tests of change are easier to accept than widespread change.

■■ Drill-downs are insightful.

■■ Leadership support is key to successful hospital spread of initiatives.

■■ It is better to test and modify protocols from other hospitals than to create 
protocols from scratch.

■■ Standardization of care aids in the reliability of the services provided to 
the patient. Decreased variation in the delivery of care is associated with 
improved compliance and better outcomes.

■■ Breaking down the bundles into smaller, attainable steps assists in 
achieving compliance.

Increasing Detection and Standardizing Care for the 
Treatment of Severe Sepsis
Stony Brook University Medical Center (CONTINUED)
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Project Description	  
Improving hand washing compliance and full compliance with patient identifier 
checks can be an elusive goal for many hospitals. The hospital selected these two 
quality improvement initiatives for initial “Red Rules” implementation—the Red 
Rules concept entails focusing on a limited number of simply defined, high-risk 
behaviors on which the hospital wants to achieve and sustain 100% compliance. 

To improve compliance with any safety initiative, clinical staff must feel ownership of 
the issue and it must be easy for staff to do the right thing. Providing actual patient 
case examples from the institution where patients were harmed or a near-miss 
occurred made the issue real for staff. To facilitate compliance with hand washing, 
more than 85 additional alcohol foam hand sanitizer dispensers were installed in 
the inpatient and outpatient settings. Patients and families were engaged in the 
campaign through a public service announcement placed on patient education 
television, posters in patient rooms reminding staff and families to wash their 
hands, and patient education pamphlets distributed to all patients at registration. 
Educational materials were designed to engage families at all levels of literacy. 
Observational audits were initially conducted every two to three weeks of the 
campaign. 

Audits involved not only observation of behavior, but immediate intervention and 
one-on-one education if the appropriate behavior was not observed. Audit results 
were compiled and distributed back to the units by the patient safety officer within 
one week of audit completion. Physician chairmen followed up individually with any 
members of their department who had observed continued non-compliance. Units 
with sustained 100% success over three months of audits were awarded patient 
safety champion certificates, and posters publicly thanking the staff were hung 
outside each clinical unit for patients, families, and staff to see. Costs for the 
campaign were minimal, given the degree of success that was achieved.

Outcomes
■■ Overall hand washing and sanitizing compliance improved in the inpatient 

setting, increasing from 80% to 94%, and in the outpatient setting from 
74% to 94% over a six-month period.

■■ Patient identifier compliance improved for physicians most dramatically 
in the inpatient setting, from 67% to 100%, and in the outpatient setting, 
from 55% to 98%.

■■ Reported wrong patient medication events decreased 47%.

■■ A Joint Commission physician surveyor in an October 2007 accreditation 
visit observed: “I have seen hospitals where staff wash their hands because 
we are there; but here, you can tell it is a way of life.”

Red Rules for Patient Safety: Improving Hand Washing and 
Patient Identifier Compliance
SUNY Upstate Medical University
Top 10th Percentile Submission

Partners
Partners for this initiative included the chief 
executive officer, chief operating officer, 
chief nursing officer, physician chairmen, 
environmental health and safety staff, 
environmental services director, patients 
and families, unit managers, staff level 
auditors, and organizational training and 
development.

Contact
Nancy E. Page, M.S., A.P.R.N.
Director, Quality and Patient Safety and 
Emergency Medicine
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-6512       
pagen@upstate.edu
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Lessons Learned
■■ Address real and perceived barriers to compliance first. 

■■ Less rules equals more success. Focus staff on a couple of rules to make 
success sustainable.

■■ Leadership buy-in is key. Physician chairmen buy-in was a major motivator 
for medical staff behavior change.

■■ Use clinical cases from your own institution to drive home the point that “it 
can happen here.” 

■■ Rapid turnaround of audit results keeps staff engaged.

■■ The focus on the improvement project must be unrelenting until compliance 
is sustained.

Red Rules for Patient Safety: Improving Hand Washing and 
Patient Identifier Compliance
SUNY Upstate Medical University (CONTINUED)
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Project Description	  
At ViaHealth/Rochester General Hospital, the Methicillan-Resistant Staphylococcus 
aureus surgical site reduction program was implemented on the cardiothoracic 
(CT) service with a goal of “zero defect.” The program was uniquely structured by a 
multidisciplinary team, which met weekly to identify quality improvement initiatives. 
This initiative was based on the principles of positive deviance, which included 
hands-on learning, focus on actionable behaviors, and staff owning the changes. 
Staff recommendations that were implemented as part of this initiative included 
obtaining nares cultures on entry onto the CT service weekly and on discharge from 
the hospital; isolating patients colonized with MRSA; administering mupirocin for 
decolonization of nares; creating dedicated thermometers for all intensive care 
unit patients; installing additional alcohol gel dispensers in patient rooms; and 
measuring and reporting results of culture data.  

As new protocols were implemented, the team created simple and applicable tools, 
such as checklists for patients receiving MRSA screening, to standardize initial 
compliance and eventually ensure that best practices became habitual for all 
clinicians. Key messages from complex policies and procedures were summarized into 
bullet points that were posted for staff members. To showcase progress and motivate 
staff, data were widely publicized in staff lounges and employee newsletters, and 
posted on the “Wall of Measures,” which shows goals and actual rates for both 
protocol compliance and clinical outcomes.

Outcomes
■■ The hospital achieved a statistically significant decrease in the MRSA post-

operative wound infection rate. 

■■ In 2006, 16 of 835 cases were culture positive for MRSA compared to one in 
756 cases in the 11 months following the project. 

■■ Overall, surgical site infections in this population decreased 50%.

■■ It is estimated that the results of the MRSA intervention decreased length of 
stay by 85.5 days and resulted in a cost savings of $630,000.

Lessons Learned
■■ Zero defects is an achievable goal. 

■■ Processes must be hard-wired into everyday practice to ensure reliability. 

■■ Staff engagement in best practices promotes reliable, quality patient 
outcomes.

■■ Quality improvement begins at the bedside and interdisciplinary 
collaboration is essential.

■■ Initial failures provide the catalyst for more robust improvement opportunities.

Target Zero MRSA Infections, Blending Evidence 
with Innovation
ViaHealth/Rochester General Hospital
Top 10th Percentile Submission

Partners
Partners for this initiative included the 
administration, governing board, care 
providers, and physicians. 

Contact
Linda Greene 
Infection Control Manager 
ViaHealth/Rochester General Hospital 
1425 Portland Avenue
Rochester, NY 14621
(585) 922-5607    
linda.greene@viahealth.org
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Partners
Partners for this initiative include the office 
of medical director; the associate medical 
director; and leaders from the pharmacy, 
clinical laboratory, and hospital information 
systems departments. 

Contact
Eugene M. Edynak, M.D., M.B.A.
Associate Medical Director/ 
Chief, Ambulatory Care Services
Kings County Hospital Center
451 Clarkson Avenue
Brooklyn, NY 11203
(718) 245-5309
edynake@nychhc.org

Project Description	  
Kings County Hospital Center began to note several medication errors (sentinel 
events) in the second and third quarters of 2006. Further analysis centered on 
weight-based medication dosing errors. There were no provisions for these errors in 
the existing computer systems, including the computer physician order entry (CPOE) 
system. At the same time, other weight-based dosing factors surfaced including 
provider knowledge-base or information deficits, and inadequate user training. 
The hospital determined that increased intervention by pharmacy could lead to a 
reduction in high-risk medication dosing errors. 

The pharmacy identified 21 medications with defined therapeutic drug levels 
including high-alert medications such as digoxin, phenytoin, aminoglycosides, and 
warfarin. The clinical laboratory established a process for reporting non-therapeutic 
or abnormal drug levels to the ordering provider and to pharmacy. A designated 
pharmacist reviews all abnormal drug levels. If a new CPOE order is not found, the 
pharmacist contacts the ordering provider and reviews the reported out-of-range 
therapeutic drug level and receives the order for the appropriate re-adjustment of 
the drug dosage

Success in this program has led to adding additional medications and laboratory 
results into the current process. 

Outcomes
■■ This non-technical system intervention by the pharmacist has reduced 

medication dosing errors from a high of 119 in the first quarter of 2007 to 
80 in the fourth quarter of 2007, and projected dosing errors of less than 
50 in the first quarter of 2008. 

■■ Medication dosing errors have been reduced by an average of between one 
and two total errors each week. 

■■ There have been no sentinel events predicated on medication dosing errors 
of the 21 identified drugs since the introduction of this program. 

Lessons Learned 
■■ This is a program that does not require a higher level of technological 

sophistication, such as an electronic medical record, CPOE, or medication 
administration record. 

■■ The adoption of a similar linkage of provider, pharmacy, and laboratory for 
the review of drug dosing would result in the decrease of inaccurate doses 
reaching the patient and increasing the safety of patients. 

Patient Safety: Medication Management

Reduction of Medication Dosing Errors
Kings County Hospital Center
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■■ Future considerations include involving pharmacy in the review of medication 
doses for patients with reduced renal function. 

■■ Regardless of the sophistication of the technology in place, redundancy 
is critical for patient safety. In this experience, the redundancy of 
pharmaceutical intervention for all abnormal therapeutic drugs has led to 
dosage adjustments, avoiding patient harm, and improving patient safety.

Reduction of Medication Dosing Errors
Kings County Hospital Center (CONTINUED)
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Partners
Partners for this initiative include the 
medical staff, and staff from the nursing, 
pharmacy, respiratory therapy, radiology, 
physical therapy, and patient care services 
departments.

Contact
Fred Dioguardi
Director of Pharmacy
Putnam Hospital Center
670 Stoneleigh Avenue
Carmel, NY 10512
(845) 279-5711 Extension 3833        
adioguardi@health-quest.org

Project Description	  
Medication errors are one of the leading causes of injury to hospital patients, and 
chart reviews reveal that the majority of medication errors occur at patient points of 
contact where care is transferred or “handed off” to another caregiver. To address 
this issue, The Joint Commission incorporated medication reconciliation requirements 
into the 2007 and 2008 National Patient Safety Goals. Under this requirement, 
medication reconciliation is defined as a formal process of comparing a complete and 
accurate list of each patient’s current home medications (name, dosage, frequency, 
and route) against the physician’s admission, transfer, and/or discharge orders, with 
discrepancies brought to the attention of the prescriber for correction. 

Putnam Hospital Center created an interdisciplinary medication safety team to review 
and develop improvements to the medication reconciliation process. The team’s 
focus was on providing a consistent medication reconciliation process across the 
continuum of care at Putnam Hospital Center, including inpatient and outpatient 
venues. Successful team initiatives included:

■■ standardizing the process for medication history assessment and 
implementing the use of a standardized medication reconciliation form to 
document the patient’s home medication list;

■■ developing a monitoring tool and process for use in both open and closed 
record reviews and performance improvement activities;

■■ developing in-services, newsletters, and discussions regarding medication 
reconciliation requirements;

■■ incorporating medication safety, including medication reconciliation, in 
mandatory education and orientation programs;

■■ providing computer-generated medication order forms, thereby eliminating 
the need for the practitioner to hand-write these orders;

■■ collaborating with the health information management department to 
provide the medication reconciliation information directly to the next 
provider of care upon discharge;

■■ customizing the pharmacy clinical software to display outcomes of 
pharmacist medication reconciliation interventions on the medication 
administration record (MAR)—since the MAR is reviewed at each transfer 
point, the medication reconciliation outcomes are immediately available at 
these interfaces; and

■■ implementing a process to capture the home medication list from 
the emergency department’s Emergisoft software application, thereby 
eliminating the need for the caregiver to hand-write it.  

Medication Reconciliation 
Putnam Hospital Center
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Outcomes
■■ In 2006, 4,628 reconciliations were processed. Of these, 874 (18.8%) 

required pharmacist intervention, especially during the fourth quarter 
and implementation of the new MAR. In 2007, 6,490 reconciliations were 
processed on admission and only 109 (1.7%) required a pharmacist’s 
intervention. This represented a 17.1% decrease in pharmacist intervention.

■■ In 2006, medication reconciliation was completed on 74.3% of internal 
transfers. In 2007, medication reconciliation was completed on 91% 
of internal transfers. This represented a 16.7% increase in medication 
reconciliation on transfer.

■■ In 2006, medication reconciliation was forwarded on 82.3% of admissions. 
In 2007, medication reconciliation was forwarded on 93.5% of admissions. 
This represented an 11.2% increase in medication reconciliation 
forwarding.

Lessons Learned
■■ A multidisciplinary team approach is essential to overcoming the many 

barriers to success for this initiative.

■■ Pharmacist intervention at the admission interface resulted in appropriate 
medication regimen revisions to improve the quality of pharmaceutical 
care.

■■ Establishing a consistent reconciliation process with standardized 
procedures and documentation provides an environment for success. 

■■ To be effective, the medication reconciliation process must be incorporated 
into the organizational culture of caring for patients. 

Medication Reconciliation 
Putnam Hospital Center (CONTINUED)
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Partners
Partners for this initiative included the 
director of nursing for critical care, who 
served as facilitator, nursing management, 
registered nurses from the day and night 
shifts on the inpatient oncology unit, 
registered nurses from the outpatient 
oncology unit, and pharmacists.

Contact
Cathy Waters
Director of Nursing
White Plains Hospital Center
Davis Avenue at East Post Road
White Plains, NY 10601 
(914) 681-2079
cwaters@wphospital.org

Project Description	  
White Plains Hospital Center’s initiative focused on how an oncology nurse 
facilitated a Failure Mode and Effects Analysis (FMEA) process to proactively improve 
chemotherapy safety checks. Near-misses were occurring on the oncology unit, even 
though safety checks were applied during the chemotherapy administration process. 
The clinical nursing staff decided to apply this FMEA method into practice. 

A multidisciplinary FMEA team diagrammed the steps in the chemotherapy process 
and brainstormed potential failure modes and their effects on the patient. Each 
failure mode was assigned a severity rating and a risk priority number for each effect. 
The failure modes were then prioritized and hazard scores were identified. The hazard 
scores that were identified as a “16” during this process have a high probability for 
an error to occur with increased severity. 

After evaluation of these hazard scores, safety measures were implemented to reduce 
failures in the chemotherapy safety check process. The key to the success of this 
project was that the bedside nurses helped to develop the action plans to safeguard 
against chemotherapy errors. Working in a blame-free environment in regard to 
medication errors encouraged the staff to be honest with identifying which steps in 
the chemotherapy process were being followed.

This chemotherapy error prevention process is an ongoing performance improvement 
process that enhances the professional liability of the clinical provider.

Outcomes
■■ Body surface area checked by two nurses showed compliance increased 

from 93.3% in first quarter to 100% by fourth quarter of 2007.

■■ “Time-out” compliance increased from 93.3% in first quarter to 100% by 
fourth quarter 2007.

■■ Changes made to chemotherapy order sheets showed sustained compliance 
of 100% throughout the 2007 monitoring period. 

Lessons Learned
■■ FMEA facilitators are key to clearly defining the part of the chemotherapy 

process that the team will examine. Someone with prior experiences 
performing an FMEA is helpful.

■■ With leadership sponsors, implementation of changes identified through 
the process were able to occur. Otherwise, the process may have faced 
barriers or lacked the necessary resources.

■■ The key to its success was having the “right people” on the team; in 
particular, those who do the “hands-on” work of the process under study. 

Failure Mode and Effects Analysis: A Proactive Approach to 
Preventing Chemotherapy Errors
White Plains Hospital Center
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■■ Educating the staff on the FMEA process and lessons learned is vital to 
getting buy-in from the rest of the involved staff. Increasing awareness led 
to increased compliance.

■■ Invest the needed resources to complete the complex process prior to 
embarking on FMEA. This FMEA project needed 11 team members who met 
every week for four weeks. Meetings were approximately 1.5 to two hours 
long, which means a total of 66 to 88 staff hours away from their regular 
work. 

Failure Mode and Effects Analysis: A Proactive Approach to 
Preventing Chemotherapy Errors
White Plains Hospital Center (CONTINUED)
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Partners
Internal partnerships were formed between 
the members of the Wound Care Team and 
nursing, physician, social work, and dietary 
staff. External partnerships were established 
with neighboring long-term care facilities.

Contact
Marie Alverio, R.N.
Wound Care Nurse 
Coney Island Hospital
2601 Ocean Parkway
Brooklyn, NY 11235
(718) 616-3686 
marie.alverio@nychhc.org

Project Description	  
Coney Island Hospital’s goal in this initiative was to improve the quality and safety of 
the process for assessment, treatment, and prevention of pressure ulcers. Coney Island 
Hospital standardized the pressure ulcer assessment process, improved its ability to 
identify patients at high risk for developing pressure ulcers, and implemented a plan 
of care that was tailored to the need of the high-risk patient. The hospital also used 
“Decubiti Deputies” to provide best practices “24/7” and conducted outreach on 
neighboring long-term care facilities to ensure that their residents will continue to 
receive consistent best practices for prevention and reduction of pressure ulcers when 
they return to the facilities.

With the concepts of process design, patient safety, performance improvement, 
resource allocation, provision of qualified staff, assessment, and planning in 
mind, the hospital leadership made pressure ulcers a priority project for review and 
improvement. Using the hospital’s quality methods, opportunities for improvement 
were identified and actions taken. The best practices that were implemented have 
gone beyond the walls of the facility and are being continued at neighboring long-
term care facilities. 

By preventing the formation of pressure ulcers, limiting the extension of existing 
pressure ulcers, and identifying and treating patients at high risk for ulcer formation, 
resources are conserved and patient care is improved—this underscores the concept 
that providing high-quality, safer care saves money.

Outcomes
■■ Despite the increase in patients with pressure ulcers present on admission, 

the number of patients who developed pressure ulcers while in the facility 
increased by only 0.1%. Patients who come into the facility with pressure 
ulcers are more likely to develop additional ulcers or extend their existing 
ulcers. 

Lessons Learned
■■ The success of this program underscores the compelling need for 

collaboration between all members of the health care team to improve 
communication, assessment, prevention, and treatment of pressure ulcers. 
It also highlights the importance of staff education, reducing variation, and 
improving the continuum of care. 

■■ The need to keep skin integrity in the minds of caregivers is paramount to a 
proactive approach to patient care, since healing chronic wounds is a long, 
resource-intensive, and challenging process.

■■ Empowering ancillary staff has a profound impact on staff morale and the 
care provided to patients.

Patient Safety: Pressure Ulcers

The Process of Assessment and Treatment of Pressure 
Ulcers to Reduce Risks to Patient Safety 
Coney Island Hospital
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Project Description	  
Highland Hospital is a 261-bed acute care hospital designated as a Center of 
Excellence in Bariatrics and as a NICHE (Nurses Improving Care of Hospitalized 
Elders) facility. These two specialty populations’ risk potential for developing 
skin breakdown compelled the hospital to employ new approaches for improving 
performance in pressure ulcer prevention. Two certified wound ostomy continence 
advanced practice nurses successfully led a team of staff nurses to develop and 
execute a plan that resulted in sustained improvement. The nursing department’s 
shared governance structure helped support this initiative. The staff nurse skin team 
used the “Plan-Do-Study-Act” performance improvement model, which included the 
following components: increasing the frequency of risk assessment of all patients to 
weekly, developing an evidence-based standard of care for maintaining skin integrity, 
educating all patient care staff, conducting more comprehensive audits, holding 
more frequent rounding, creating action plans individualized to meet the need of 
specific unit populations, purchasing specialty sleep surfaces, and cultivating peer 
accountability and influence.

Outcomes
■■ The facility-wide nosocomial pressure ulcer rate has been below target for 

seven of the past 12 months, and consecutively for four months.

■■ The intensive care unit nosocomial pressure ulcer rate decreased from 29% 
to 16%, representing 45% improvement. 

■■ The progressive care unit (step-down) nosocomial pressure ulcer rate 
decreased from 13% to 7.5%, representing a 42% improvement.

■■ Adult medical and surgical nosocomial pressure ulcer rates have been 
lower than the national database mean for two of the past three reporting 
quarters. 

Lessons Learned
■■ Leadership by clinical experts was key to successful implementation and 

continued positive performance outcomes.

■■ Staff involvement in planning, implementation, and evaluation improved 
buy-in, teamwork, and sustainability of outcomes.

■■ Building upon a shared governance structure and recommitting an existing 
team to new goals facilitated improvement.  

■■ Standards of care based on current evidence must be developed and 
followed consistently.

Utilizing Expert Clinicians Within a Shared Governance 
Structure to Successfully Reduce Nosocomial Pressure 
Ulcer Incidence in Hospitalized Patients
Highland Hospital of Rochester

Partners
Partners for this initiative included senior, 
unit, and department council leadership, 
advanced practice nurses, the facility’s 
multidisciplinary value analysis advisory 
board, vendors, and physicians.

Contact
Ann Harrington, R.N., M.P.A., C.N.A.A., B.C.
Director of Nursing 
Highland Hospital
1000 South Avenue
Rochester, NY 14620
(585) 341-6713
ann_harrington@urmc.rochester.edu
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■■ Hourly patient rounding positively affects outcomes.

■■ Purchase of special beds and surfaces can be easily justified as an offset 
to expensive rental costs, and will achieve optimal long-term organizational 
efficiency and cost containment.

■■ Dependable systems/processes and engagement of all nurses (peer 
influence) may take longer to establish but are important components of 
assuring sustainability.

Utilizing Expert Clinicians Within a Shared Governance 
Structure to Successfully Reduce Nosocomial Pressure 
Ulcer Incidence in Hospitalized Patients
Highland Hospital of Rochester (CONTINUED)
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Project Description	  
With wide variations in performance found among its ten hospitals, Long Island 
Health Network (LIHN) recognized an opportunity to improve the prevention of 
hospital-acquired pressure ulcers. Clinicians from member hospitals were brought 
together as a committee to develop network-wide best practice guidelines. Three key 
priorities were identified: 1) early identification of patients at risk; 2) appropriate 
documentation and staging of pressure ulcers in the emergency department; and 
3) environmental changes to decrease the likelihood of pressure ulcers developing.

In response, the committee developed an educational program for the ED focusing on 
the identification and staging of pressure ulcers. Each hospital agreed to enhance 
its ED documentation to require explicit identification and staging of pre-existing 
pressure ulcers. The committee directed LIHN to pursue group acquisition of pressure 
relief mattresses for stretchers in the ED based on specific requirements from each 
hospital.

Outcomes
■■ All inpatient discharges are processed through the Agency for Healthcare 

Research and Quality’s Patient Safety Grouper software, and the results 
are distributed to the individual hospitals quarterly. Each hospital receives 
charts of its performance under the patient safety measures (including 
pressure ulcers) as well as work lists of the numerator cases for detailed 
review and analysis.

■■ The committee will review the performance reports and evaluate the 
individual and collective progress achieved as the data become available. 
In the interim, anecdotal reports support the changes the committee has 
introduced and a clear improvement trend is anticipated. 

Lessons Learned
■■ Involving hands-on experts from each hospital at the start of the initiative 

is critical.

■■ Each member facility must be “on the same page” to standardize processes, 
training, and materials for consistency in delivery.

■■ Validating best practice proposals against standards from national 
associations contributes to rapid acceptance by affected staff.

■■ The administration at each hospital must be involved and committed to the 
project goals.

Pressure Ulcer Reduction
Long Island Health Network

Partners
Partners for this initiative included the 
LIHN hospitals: Brookhaven Memorial 
Hospital Medical Center, Good Samaritan 
Hospital Medical Center, John T. Mather 
Memorial Hospital, Mercy Medical Center, 
New Island Hospital, St. Catherine of Siena 
Medical Center, St. Charles Hospital Center, 
St. Francis Hospital—The Heart Center, 
South Nassau Communities Hospital, and 
Winthrop-University Hospital.

Contact
Mary Zeiss, R.N.
Project Director	  
Long Island Health Network
One Huntington Quadrangle 1C14
Melville, NY 11747
(631) 420-6731
mzeiss@lihn.org 
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Partners
Partners for this initiative include the 
medical equipment rental supply company; 
physicians; and representatives from 
Medline, administration, nursing, physical 
therapy, dietary, and process improvement. 

Contact 
Joyce Smith, R.N., M.S.N. 
Director, Medical-Surgical-Pediatric Division
Massena Memorial Hospital 
1 Hospital Drive
Massena, NY 13662
(315) 769-4223
jsmith@massenahospital.org

Project Description	  
In response to the growing concern associated with the formation of pressure 
ulcers, Massena Memorial Hospital embarked on a process change to reduce and 
prevent pressure ulcer formation. The project goal was to decrease the incidence 
of pressure ulcers by 20% and the severity of the ulceration by 50% within one 
year. A multidisciplinary team was formed to assess current practice, evaluate 
implementation strategies, and improve clinical outcomes. A three-month evaluation 
period identified hydrocolloid dressings as the treatment of choice. Utilizing evidence-
based practice, nurses and nurse aides received education on assessment (Braden 
Scale score), prevention (turning and positioning), and treatment.

Data collection on pressure ulcer formation is ongoing to maintain the results, further 
assess performance, and continuously improve. 

Outcomes
■■ The incidence of pressure ulcers on the medical-surgical floor declined by 

40% within one year.

■■ The rate of Stage 3 and Stage 4 ulceration was reduced by 90%.

■■ Nursing staff are now following standard practice of care protocols for 
pressure ulcers.

■■ The Braden Scale assessment tool has been successfully implemented.

■■ Communication has greatly improved between staff and local nursing 
homes in regard to collaboration of care for shared patients.

Lessons Learned
■■ Evidence-based practice is essential to ulcer management care.

■■ Early intervention is key to successful reduction in the severity of pressure 
ulcers.

■■ Communication with multidisciplinary teams is critical.

■■ Decreased incidence of ulcer formation reduces patient length of stay.

■■ A commitment from administration is needed to make necessary changes 
in practice.

Reducing the Incidence of Pressure Ulcers
Massena Memorial Hospital
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Project Description	  
Nursing home residents, particularly those with multiple co-morbidities, are living 
longer and have multiple admissions to the acute care setting. Communication 
between the acute and long-term care settings upon resident transfer is often limited 
and not timely. Pressure ulcer risk assessment and treatment is one area that is 
often not adequately addressed, despite the majority of residents being at high risk 
for pressure ulcer development. New York Hospital Queens’ goal was to establish a 
mechanism for the prevention of pressure ulcers in nursing home patients in the 
acute care setting through early identification and intervention. 

This initiative was conducted with the collaboration of an acute care hospital and its 
affiliated long-term care facility. Two inpatient units, the medical intensive care unit 
(MICU), and ventilator unit were chosen for this intensive effort.

A team was established, composed of nursing and medical leadership and bedside 
staff from the acute and long-term care settings. The basic targets included 
standardization to improve quality, continuity of care, and cost containment. The 
team compared assessment tools, pressure-relieving support surfaces, devices, 
pharmaceutical products, and nutritional supplements. The hospital transfer 
documentation was amended to include an anatomical diagram. Wound care 
formularies were compared and standardized. The team conducted weekly rounds 
on all nursing home residents admitted to the hospital. Transfer documentation was 
assessed.  

Outcomes
■■ There was a significant decrease in hospital nosocomial pressure ulcer 

rates on both acute care project units. The MICU began with a 5% rate at 
the start of the project and achieved 0% by the end of 2007. The pulmonary 
unit began with 7.5% and achieved 0% by the end of 2007.

■■ Due to the review of all transfer documentation, there has been an increase 
in the thoroughness of pressure ulcer risk assessment, documentation, and 
congruence of wound measurements.

■■ The wound care formulary has been standardized.

■■ There are anecdotal data on the increase in staff satisfaction during 
weekly rounds.

Lessons Learned
■■ Bedside caregivers need to be involved in any project that directly affects 

patient care.

■■ Nursing and medical leadership needs to be visible.

■■ Communication between the acute and long-term care settings needs to 
take place for all transferred patients.

■■ Standardization of documentation of risk assessment and wound care 
across all settings of care leads to better patient outcomes. 

Pressure Ulcer Prevention Across the Continuum
New York Hospital Queens

Partners
Partners for this initiative include nursing 
and medical staff from the acute and 
long-term care facilities. 

Contact
Michaelle Williams, M.A., R.N., C.N.A.A.
Senior Vice President of Patient Care Services
New York Hospital Queens
56-45 Main Street 
Flushing, NY 11355
(718) 670-1228             
mawillia@nyp.org
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Partners
Partners include administration, performance 
improvement, physicians, nurses, physical 
and occupational therapy, nutritional 
services staff, education, management, 
information systems specialists, and the 
system-wide value analysis team. 

Contact 
Mary Anne Jadlos, M.S., A.P.R.N., B.C., 
C.W.O.C.N. 
Coordinator, Acute Care Nurse Practitioner
Wound, Ostomy, and Skin Care Nursing Service
Northeast Health—Samaritan Hospital	
2215 Burdett Avenue
Troy, NY 12180	
(518) 271-3280  
jadlosm@nehealth.com

Project Description	  
The goal of Northeast Health’s initiative was to decrease the prevalence of facility-
acquired pressure ulcers by implementing a comprehensive, system-wide prevention 
program. To achieve its goal, the organization used the “Plan-Do-Study-Act” 
methodology for quality improvement. 

The Northeast Health Acute Care Division’s Wound, Ostomy, and Skin Care Nursing 
Service, implemented across two acute care facilities, is the central component of 
the prevention and treatment of pressure ulcers program. The service was created in 
1998 and is the first nurse practitioner managed consultative wound, ostomy, and 
skin care service in the northeast region. 

Strategies have included nursing education of Braden Scale assessment tool 
calculation and interpretation, validation and congruence of the Braden scales, 
implementation of skin care protocols including prevention and treatment of pressure 
ulcers, and system-wide tracking of pressure ulcer incidence. 

Outcomes
■■ Facility-acquired pressure ulcers decreased from 15.5% to 6.2%. 

■■ Braden Scale documentation on admission increased from 92% to 98.3%.

■■ Braden Scale congruence between nurse practitioners and registered 
nurses increased from 76.0% to 79.3%. 

■■ Skin assessment documentation on admission increased from 88% to 
97.9%. 

Lessons Learned
■■ Ongoing institution-wide vigilance is crucial to achieving a facility-acquired 

pressure ulcer rate of zero. 

■■ Braden Scale and skin assessment documentation on admission has been 
facilitated with the use of electronic documentation.

■■ Continuing education regarding the use of the Braden Scale needs to be 
validated annually on a mandatory basis.  

Prevention of Facility-Acquired Pressure Ulcers Using a 
PDSA Approach
Northeast Health/Albany Memorial Hospital/ 
Samaritan Hospital



HANYS  |  2008 Profiles in Quality and Patient Safety      167

Project Description	  
The leadership of the North Shore University Hospital Stern Family Center for Extended 
Care and Rehabilitation (CECR), a 256-bed skilled nursing facility in the North Shore-
Long Island Jewish Health System (NS-LIJ), has a strong commitment to quality and 
performance improvement. Leadership works together to promote teamwork, integrity, 
respect, and caring, in addition to clinical excellence. CECR targeted pressure sore 
reduction as a performance improvement initiative. Information about the success of 
this project was presented to the NS-LIJ trustees and senior organizational leadership 
who, in turn, prioritized a skin care performance improvement initiative across the 
entire health system and the continuum of care. 

Using the “Plan-Do-Study-Act” cycle of continuous improvement, the committee, 
which met monthly, agreed on a strategy that included a review of the literature and 
existing skin care protocols used in the system. Data are collected on an ongoing 
basis and aggregated monthly. Each nursing unit maintains a pressure ulcer log, 
which contains information regarding source of pressure ulcer (present on admission 
or nosocomial), identification of risk potential per the Braden Scale, and treatment 
interventions and healing progress. Establishing a rate allows CECR to compare 
itself against itself and other system long-term care facilities. This information 
is presented at the monthly performance improvement coordinating group and 
communicated to all nursing care units. The information, presented as a facility but 
also analyzed by unit, enables the geriatric nurse practitioner (wound care nurse), to 
identify potential weaknesses or problem areas and to provide timely re-education to 
staff and/or residents. 

Outcomes
■■ Weekly interdisciplinary pressure ulcer rounds are held.

■■ There was a 60% reduction in nosocomial pressure ulcers from 2000 to 
2007.

■■ Following implementation, there was a reduction of heel ulcers by 40% from 
2006 to 2007.

■■ A nursing unit experienced zero nosocomial pressure ulcers in 2007.

Lessons Learned
■■ Key elements of this initiative’s success included the interdisciplinary team 

pressure ulcer committee meetings, weekly interdisciplinary pressure ulcer 
rounds, and weekly pressure ulcer assessment and narrative for the first four 
weeks of admission utilizing the Bates Jensen Wound Assessment Tool.

■■ Education of staff, residents, and families is important. 

■■ A key to success is to challenge and empower all levels of staff to be part 
of the solution.

Let’s Go for Zero: Don’t Be Beat—Check Those Feet
North Shore University Hospital—Stern Family Center for 
Extended Care and Rehabilitation

Partners
Partners for this initiative include the dietary 
department, rehabilitation department, and 
NS-LIJ health system facilities.

Contact
Naomi Salamon, R.N.
Director, Quality Management
NSUH Stern Family Center for Extended Care 
and Rehabilitation
330 Community Drive
Manhasset, NY 11030
(516) 562-8068        
nsalamon@nshs.edu
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Partners
Partners for this initiative included patient 
care services, the wound care center, the 
performance improvement department, and 
Hill-Rom Company.

Contact
Elizabeth Muller, R.N., M.P.A., C.A.N., B.C.
Assistant Vice President, Patient Care Services
South Nassau Communities Hospital
One Healthy Way
Oceanside, NY 11572
(516) 632-4227
emuller@snch.org

Project Description	  
The pressure ulcer prevalence rate at South Nassau Communities Hospital was 24.7% 
in 2005, increasing from 20.7% in 2004, and the facility-acquired incidence rate was 
higher than the acute care mean. Given this trend, senior leadership directed that 
pressure ulcer reduction be made a performance improvement priority. 

An action plan was developed and implemented. Phase I included the consolidation 
of skin care products to one vendor and education of nursing staff in their use and 
placement on exchange carts for easy staff access. Treatment protocols based on 
clinical guidelines were established for each pressure ulcer stage and implemented 
as standing orders. Zone-aire mattresses were purchased for all medical-surgical 
and critical care beds. 

In Phase II, a wound care nurse position was created and filled in November 2005. 
The nurse’s primary orientation was at the wound care center, with partial acute care 
responsibilities. In April 2006, the nurse assumed primary responsibility for inpatient 
acute care. A pressure ulcer competency program was developed for all registered and 
licensed practical nurses, with 441 nurses receiving mandatory 90-minute training 
on the assessment and management of pressure ulcers in early 2007. 

Outcomes
■■ The number of patients with acquired pressure ulcers, including Stage I, 

has been reduced from 2.5 per 1,000 patient days in September 2006 to 0.9 
per 1,000 patient days in December 2007, a 64% decrease. 

■■ There was a decrease from 304 patients with acquired ulcers in 2004 to 
162 in 2007. At a cost of $40,000 to $70,000 per patient for treatment, this 
represents a savings of between $6,480,000 and $9,940,000. 

Lessons Learned	  
No single item caused the significant decrease in acquired pressure ulcers. A 
combination of increased awareness, a wound care specialist, the installation of 
pressure relieving devices, the purchase of improved products with corresponding 
treatment protocols, and a hospital-wide competency program led to this improvement 
in care.

When Business Intelligence Facilitates CQI: 
A Multidisciplinary Pressure Ulcer Initiative Reduces 
Hospital Costs and Improves Patient Care Outcomes
South Nassau Communities Hospital



HANYS  |  2008 Profiles in Quality and Patient Safety      169

Project Description	  
St. Francis Hospital’s goal for this initiative was to reduce the percentage of 
hospital-acquired pressure ulcers on its medical-surgical units. This innovative 
program began in 2006 when the problem of a high hospital-acquired pressure ulcer 
prevalence rate was noted by the wound, ostomy, and continence nurse (WOCN). 
Nursing leaders supported a plan that required changing from quarterly to monthly 
pressure ulcer prevalence studies to evaluate trends faster and to mandate staff 
education in accurate pressure ulcer assessment. 

By using data, there was notable improvement in the reduction of hospital-acquired 
pressure ulcers on the medical-surgical units. Data collection at the hospital is 
conducted in a non-punitive, meaningful, and timely manner, which enhances the 
importance of quality principles of pressure ulcer prevention. The team then promotes 
inquiry such as “What did we miss?” or “What can we do differently?”

The medical-surgical units were rewarded for decreasing the rate of hospital-
acquired pressure ulcer prevalence to zero in September 2007. The chief nursing 
officer celebrated their success with a light buffet on all shifts and provided each 
nurse with a special gift card. 

Outcomes
■■ By using data, prevalence of hospital-acquired pressure ulcers on the 

medical-surgical units went from a high in March 2006 of 10% to a low 
of 0% in September 2007. The improvements have been sustained below 
2.5% since August 2007.

■■ The overall hospital-acquired pressure ulcer prevalence rate dropped from 
13.1% in 2006 to 4% by the fourth quarter of 2007.

Lessons Learned
■■ Conducting prevalence studies without the unit nurse managers was less 

effective. The unit nurse managers became the driving force by which staff 
took greater accountability.

■■ Prompt posting of the data after each study allows trends to be recognized 
by the staff, managers, and certified nurse specialist; this enables timely 
system changes.

■■ Using graphs to display data encourages identification of trends and 
opportunities for improvement.

■■ Mandatory education in the accurate staging of pressure ulcers improved 
the accurate identification of those wounds. 

■■ Educational initiatives helped the staff better identify and properly 
document pressure ulcers, both those that are present on admission and 
those that develop later.

Data Driving Hospital-Acquired Pressure Ulcers Reduction
St. Francis Hospital—The Heart Center

Partners
This initiative was led by the WOCN and 
partners included nurse managers and 
the nursing education, performance 
improvement, and data analysis 
departments.

Contact
Kerry Chaffers, R.N., M.S.N., A.P.R.N., B.C., 
C.W.O.C.N.
Clinical Nurse Specialist/Wound, Ostomy, 
and Continence Nurse
St. Francis Hospital—The Heart Center
100 Port Washington Boulevard
Roslyn, NY 11576-1348
(516) 562-6060        
kerry.chaffers@chsli.org
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Partners
External partners for this initiative 
included Ascension Health, the Hill-Rom 
Company, and the Institute for Healthcare 
Improvement. Internal partners were the 
SKIN team; nurses; certified wound, ostomy 
and continence nurse; and the education, 
physical therapy, dietary, materials 
management, information technology, and 
quality management departments.

Contact
Sister Johanna Ryan, R.N., B.S.N., C.W.O.C.N.
Certified Wound, Ostomy, and Continence Nurse
St. Mary’s Hospital 
427 Guy Park Avenue
Amsterdam, NY 12010
(518) 841-7319       
ryansrj@smha.org

Project Description	  
As an organization committed to providing excellent clinical care, St. Mary’s Hospital 
in Amsterdam adopted several strategies to eliminate facility-acquired pressure 
ulcers. The goal of this initiative is to achieve zero facility-acquired pressure ulcers by 
July 2008. The initiative was started in 2006 when a multidisciplinary core pressure 
ulcer team was assembled, composed of representatives from nursing, education, 
quality, dietary, materials management, and information technology. 

Since the inception of the project, the hospital has been building a safer health 
care environment by continuously improving its culture, structure, and processes to 
support excellent clinical care. Leadership support was very visible at all levels—
from the executive leadership to the front-line supervisors. Facility-acquired pressure 
ulcers were incorporated as a performance indicator in the hospital-wide report 
card, which is reviewed quarterly by the quality executive committee and the board 
of directors. Initially, the project was piloted on one unit to test the proposed change 
using the “Plan-So-Study-Act” approach. Recognizing a direct link between process, 
practice, and products led to the adoption of the “SKIN” bundle with the following 
components:

Surface selection—selection of appropriate support surfaces;
Keep turning—keep patients moving/offload pressure;
Incontinence management; and
Nutrition—manage nutrition and hydration.

Continuing education, communication, responding to requests, newsletters, and skin 
fairs have proven valuable for spreading and sustaining the initiative. In addition 
to improving patient safety, this initiative has helped achieve cost savings by 
decreasing the length of stay and reducing debridement costs and costs associated 
with surgical interventions.

Outcomes
■■ The average pressure ulcer rate has decreased from 1.4 per 1,000 patient 

days in 2006 to 0.8 per 1,000 patient days in February 2008.

■■ There has been a 39% reduction in the hospital’s pressure ulcer rate since 
the launch of the project.

■■ There has been a 69% reduction in facility-acquired pressure ulcer 
incidents from 2004 to 2007.

■■ There has been a 58% reduction in facility-acquired pressure ulcer 
incidence since the initiation of the project.

■■ St. Mary’s Hospital’s rate is 76% lower than the national pressure ulcer 
prevalence (acute care) for 2007.

Reducing Facility-Acquired Pressure Ulcers
St. Mary’s Hospital, Amsterdam
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Lessons Learned
■■ Leadership support at all levels of the organization is essential.

■■ It is important to identify team leaders/champions and use a multidisciplinary 
team approach.

■■ Major initiatives can often start with small tests of change.

■■ Continuing education is imperative to keep the campaign momentum 
going. 

■■ Successes should be celebrated—no matter how small.

■■ Objective metrics for monitoring and managing the project are critical.

■■ Continuous feedback and reports on the data collected and analyzed help 
to drive success.

■■ Debriefings after each event are a key part of education.

Reducing Facility-Acquired Pressure Ulcers
St. Mary’s Hospital, Amsterdam (CONTINUED)
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Partners
Partners for this initiative included the 
nursing skin and wound care team; the 
multidisciplinary skin and wound care 
committee (with representation from 
dieticians, physical therapy, surgeons, 
central equipment, central distribution, 
and nursing support services); nursing 
administration; hospital administration; and 
the capital budget, nursing documentation, 
and ergonomics committees. 

Contact
Megan Greenman, R.N., M.S., C.C.N.S., 
C.W.C.N.
Skin and Wound Care Clinical Nurse Specialist
SUNY Upstate Medical University
750 East Adams Street 
Syracuse, NY 13210
(315) 464-6572
greenmam@upstate.edu

Project Description	  
Upstate Medical University’s nursing staff established a skin and wound care team 
to improve nursing quality through the development of nursing skin champions from 
each inpatient unit. They worked on projects related to continuing education and 
policy and protocol development. Members of the team bring the educational, policy, 
and protocol information back to the unit level during pre-scheduled, four-hour 
monthly meetings. Nursing administration supported the team by ensuring that skin 
champions were not responsible for patient care during that time block. Quarterly, 
the skin and wound care team was pre-scheduled for an eight-hour shift to complete 
nosocomial pressure ulcer prevalence studies as a team, ensuring compliance with 
the National Database of Nursing Quality Indicators guidelines and improving the 
reliability of prevalence data. 

A clinical nurse specialist, the leader of the team, completed wound training at a 
Wound, Ostomy, and Continence Nursing (WOCN) Society-accredited program and 
became a Certified Wound Care Nurse. This led to the development of a pressure ulcer 
prevention protocol, based on the WOCN clinical practice guidelines that promote an 
evidence-based practice approach to prevention. 

Key prevention strategies included using the Braden Scale risk assessment, 
implementing a prevention protocol for at-risk patients, using support surfaces, 
providing nutritional support, turning and positioning practices, and implementing 
moisture and incontinence management. A facility-wide educational initiative was 
developed to increase awareness of the importance of maintaining skin integrity. 
Education was provided in short lecture formats online; as well as through critical 
care orientation presentations, bed demonstration fairs, clinical rounds, and unit 
based in-services.  

Outcomes
■■ The hospital achieved and maintained 100% compliance with risk 

assessment documentation and 100% compliance with use of preventive 
support surfaces.

■■ A 50% reduction in nosocomial pressure ulcer prevalence was achieved by 
decreasing prevalence from an average of 9% to 4.5%.

■■ The monthly rental cost for support surfaces was reduced by 90%, 
representing a savings of $265,000 per year.

Lessons Learned
■■ Engaging a team of “skin champions” led by a Certified Wound Care 

Nurse Specialist motivates and supports change at the unit level through 
empowerment of bedside nursing staff.

A Team Approach to Get to the Surface of Pressure 
Ulcer Prevention
SUNY Upstate Medical University
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■■ Incorporating the Braden Scale risk assessment tool with definitions into 
daily nursing documentation is vital to achieving reliable compliance with 
risk assessment.

■■ Once risk assessment is completed, policies and protocols should direct the 
interventions that need to be implemented by nursing staff for the at-risk 
patient, based on the level of risk for skin breakdown.

■■ A high-quality pressure redistribution replacement mattress should be on 
every hospital bed frame, ensuring all patients have a preventive mattress 
from the time of admission.

■■ Low air-loss surfaces should not be used for treatment alone. Hospitals 
should use hospital-owned low air-loss surfaces for patients with a Braden 
Scale score less than or equal to nine—this has been successful in 
preventing ulcers in patients at highest risk and in decreasing the cost of 
specialty bed rentals.

■■ Despite the use of appropriate preventive surfaces for patients at risk, if 
the at-risk patient is not turned every two hours, a pressure ulcer may still 
develop. A turning campaign to address the barriers to effective turning, 
appropriate documentation of turning, and use of posted individualized 
turning schedules is needed to address poor compliance with turning. 

A Team Approach to Get to the Surface of Pressure 
Ulcer Prevention
SUNY Upstate Medical University (CONTINUED)
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Partners
Partners for this initiative included the 
emergency, CPEP, inpatient behavioral 
health, and medical-surgical units/
departments.

Contact
Marie Elivert
Senior Associate Executive Director
Patient Care Services
Queen Hospital Center
82-68 164th Street
Jamaica, NY 11432
(718) 883-3412
eliverma@nychhc.org

Project Description	  
The leadership of Queens Hospital Center and the New York City Health and 
Hospitals Corporation support the use of alternatives to restraints and less 
restrictive interventions whenever possible. Since 2000, the hospital has successfully 
developed, implemented, and maintained a comprehensive program that addresses 
the application of restraint or seclusion as a critical intervention that creates an 
environment for potential physical, psychological, and emotional harm and must 
therefore be limited to only those situations in which no other means are available to 
protect the patient or others from harm.  

Each episode of restraint use is analyzed to ensure compliance with standards and 
to identify opportunities for improvement. The analysis focuses on both patient and 
staff behavior regarding the need for restraint. Several improvement initiatives 
were implemented that contributed to the elimination of restraints in the medical-
surgical units as well as reduction of restraint use in the emergency department, the 
comprehensive psychiatric emergency program (CPEP), inpatient psychiatry, and the 
intensive care unit. These improvements included: 

■■ training staff for appropriate use and application of restraints;

■■ early recognition and response to signs of physical and psychological 
distress that may trigger the use of restraints;

■■ engaging in crisis de-escalation;

■■ creating an individualized plan of care with patient involvement;

■■ encouraging the collective efforts of all disciplines;

■■ cohorting patients to facilitate close observation by auxiliary nursing staff; 
and

■■ ongoing monitoring and data analysis.

Outcomes 
There is a continuous decline in the use of restraint for all areas per 1,000 patient 
care days:

■■ The rate for restraint use for the medical-surgical units was 14.49 in 2007, 
compared to 17.46 in 2006. These restraints are mainly in the intensive 
care unit. The medical-surgical units have been restraint-free since July 
2007.

■■ The rate for restraint use in the emergency department is 0.53 in 2007, 
compared to 2.18 in 2006.

■■ The rate for restraint use in the CPEP unit is 6.40 in 2007, compared to 
12.4 in 2006.

■■ The rate for restraint use in the inpatient psychiatry unit is 4.4 in 2007, 
compared to 7.84 in 2006.

Patient Safety: Restraint

Restraint Reduction: An Organization Priority
Queens Hospital Center
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Lessons Learned
■■ Staff understand that the leadership is playing a central role in restraint 

reduction.

■■ Continuous monitoring and analysis keep the issue at the forefront.

■■ Successes need to be communicated to direct care providers, and it is 
important to publicly acknowledge success.

■■ Staff feel more empowered with the knowledge about the risks associated 
with restraint use.

Restraint Reduction: An Organization Priority
Queens Hospital Center (CONTINUED)
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Partners
Partners for this initiative included nursing, 
psychiatry, psychology, social work, 
therapeutic activities, and peer counseling 
staff.

Contact 
Arnold Merriam, M.D.
Chairman, Behavioral Health Service
North Bronx Health Care Network
1400 Pelham Parkway South 
Bronx, NY 10461
(718) 918-6523
arnold.merriam@nbhn.net

Project Description	  
The leadership of Jacobi Medical Center’s behavioral health division identified the 
need to reduce violent events, seclusions, and restraints based on nationally declared 
priorities and on events within the organization that left staff feeling vulnerable to 
assault by violent psychiatric patients. A committee designed and implemented the 
Violence Reduction Protocol (VRP) as a systematic approach to patient assessment, 
staff communication, and patient treatment in the interest of reducing violent 
behaviors. 

VRP included screening all patients, first at the point of entry for the current 
treatment episode regarding past violent actions, and second by integrating the 
“Broset Violence Checklist” (BVC) into the intake process. If the patient’s history 
showed a past pattern of violence and/or if the current BVC showed a score of two 
or more, the patient was deemed to have failed the screen. The VRP form is linked 
to a personalized treatment plan. The assessment sought to ascertain factors that 
precipitate patient violence, identify specific calming measures that might assist the 
patient to de-escalate in the face of impending loss of self-control, and indicate the 
patient’s preference regarding medications that could be offered on an as-needed 
basis. Finally, the assessment identified patient preference regarding the use of 
seclusion or restraint if all other measures failed and the situation was imminently 
dangerous. 

The charts of those enrolled in the program were identified with brightly colored 
tags and their names were placed on a white board visible only to staff, allowing 
staff to easily and quickly identify the patients at highest risk for violent behavior. 
Nursing staff performed the BVC assessments once per shift on all VRP enrollees. If 
a patient scored two or more on the BVC, he or she was continued in the VRP. VRP 
enrollment was continued for 24 hours subsequent to a drop in BVC score below two, 
to ensure that the reduction in violent potential was relatively persistent. Nursing 
and psychiatry staff were taught to communicate information pertinent to the VRP 
enrollees to oncoming staff, and staff unfamiliar with the patients. The VRP and 
the BVC score proved to be useful shorthand techniques for rapidly communicating 
information regarding high-risk patients. 

Specialty Services: Behavioral Health

Violence Reduction Protocol: Reducing Patient and Staff 
Injuries and Seclusion and Restraint Utilization in Behavioral 
Health Care
Jacobi Medical Center/North Bronx Healthcare Network/ 
New York City Health and Hospitals Corporation
2008 Pinnacle Award winner—UNIT/DIVISION BASED CATEGORY



HANYS  |  2008 Profiles in Quality and Patient Safety      177

Outcomes 
This initiative led to statistically significant decreases in:

■■ patient injuries (36%), restraint episodes (33%), and seclusion episodes 
(9%); and

■■ staff injuries, which decreased by 75%—but there were too few in numbers 
to statistically analyze.

Lessons Learned
■■ A highly structured program to assess and manage violence-prone patients 

can be productively implemented on a busy urban inpatient psychiatric 
service.

■■ It is a myth that seclusion and restraint reduction leads to more violent, 
chaotic inpatient units. If violent behavior is intercepted earlier in its course 
and is treated more effectively, inpatient units can be safer and calmer, 
with reduced reliance on restrictive measures.

■■ Nursing staff are able to utilize a violent behavior rating scale once per 
shift, around-the-clock, to maintain a constantly updated awareness of a 
patient’s violence potential.

■■ Staff members readily embrace a novel approach to reducing violent 
behaviors so long as it is comprehensive and pays dividends in patient and 
staff safety.

■■ Simple measures that enhance staff awareness and communication 
regarding high-risk patients improve safety and treatment.

■■ The program is less effective for highly psychotically disorganized patients 
who are unable to collaborate with staff in production of a VRP treatment 
plan.

Violence Reduction Protocol: Reducing Patient and Staff 
Injuries and Seclusion and Restraint Utilization in Behavioral 
Health Care
Jacobi Medical Center/North Bronx Healthcare Network/ 
New York City Health and Hospitals Corporation (CONTINUED)
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Partners
Coordinated by the chief of psychiatry and 
psychiatric nursing director, manager, and 
advanced nurse practitioner, the team 
included senior leadership, medical staff, 
and other members of the psychiatric patient 
care delivery system.

Contact
Mary Jane Finnegan, R.N., M.S. 
Nursing Director, Emergency Services and 
Psychiatry 
St. Catherine of Siena Medical Center
50 Route 25A 
Smithtown, NY 11787
(631) 862-3495
maryjane.finnegan@chsli.org

Project Description	  
St. Catherine of Siena Medical Center’s goal was to reduce the use of psychiatric 
restraint devices while promoting patient and staff safety. The organization reviewed 
the inter-relatedness of the many different components of this complex process and 
how they must work in unison. The focus was on making lasting change, because 
the organization believes that there is a significant safety risk inherent in the use of 
psychiatric restraints and seclusion. The staff have long recognized that any harm to 
the patient, mental or physical, because of these interventions, is not acceptable if 
an alternative method can be used. 

An interdisciplinary team began reviewing the current practice, the evidence-based 
literature, and testing the re-design process. The theme was to eliminate a punitive 
type of milieu and the motto became, “Talk down, not take down.” Implementation 
strategies included education, monitoring and auditing, role modeling, and 
indoctrination of each staff member to the philosophy of restraint device reduction. 
Potential barriers to success included: newly hired staff members, varied levels of 
experience, personal reactions to violence, and change in administration.  

Finally, the team addressed potential triggers in the environment and enhanced 
medication management and psychiatrist rounding times. 

Outcomes
■■ In 2003, there were 35 episodes of restraint use, yielding an annual rate of 

2.56 cases per 1,000 patient days.

■■ In 2004, there were no episodes of restraint use. In 2005 and 2006, there 
was one episode of restraint each for a 0.07 per 1,000 patient day rate. 

■■ In 2007, there were no episodes of psychiatric restraint use, validating 
a sustained reduction without an increase in seclusion or one-to-one 
observation costs.

Lessons Learned
■■ Positive results are rewarding and motivating to staff as they continue to 

reduce psychiatric restraint usage.

■■ All team members are equally important and accountable for their 
contributions in restraint reduction.

Reduce Use of Psychiatric Restraint Devices Without 
Increasing Utilization of Highly Restrictive Modalities in 
Management of the Highly Agitated Patient
St. Catherine of Siena Medical Center
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Project Description	  
St. Elizabeth Ann’s Health Care and Rehabilitation Center’s occupational therapy (OT) 
program manages a “Skills for Life” initiative on an 80-bed unit for people living with 
human immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS). 
The OT program’s treatment plans include goals to address anger management 
and positive coping skills. This quality improvement initiative measured outcomes 
of the OT services provided to clients. The goals for the initiative were client-based 
and focused on enhancing the quality of life through increased skills to support 
community integration, educational readiness, health promotion, and positive social 
interaction.

A comparison review of behavior reports, which recorded any verbal, physical, or 
socially inappropriate behaviors, was conducted during the last quarter of 2006 and 
the first quarter of 2007. The criteria for review was OT treatment five times a week 
for 30 minutes, with a minimum of four weeks between the date of admission and OT 
evaluation, and goals in one or more of the following: positive anger management, 
positive coping, and positive use of leisure time. 

Outcomes
■■ Initial review at the end of the last quarter of 2006 indicated a 46% 

decrease in negative behaviors. Those individuals with an increase in 
negative behavior had no anger management goals, while 83% with a 
decrease in negative behavior had anger management goals. 

■■ A follow-up review at the end of the first quarter of 2007 indicated a 54% 
decrease in negative behavior, with no increases in negative behavior. All of 
those in the increased behavior category had anger management goals. 

Lessons Learned
■■ Participation in an OT treatment plan that includes positive anger 

management and/or coping and positive leisure activity decreases negative 
behavior. The greatest decrease in negative behavior was among clients 
whose treatment plan included anger management.

■■ Positive outcomes indicate that OT intervention has the potential to help 
clients develop performance skills and patterns that will support success 
in their environment.

Positive Anger Management Outcomes Through Occupational 
Therapy Intervention
St. Elizabeth Ann’s Health Care and Rehabilitation Center

Partners
The partners for this initiative included 
the medicine, substance abuse, nursing, 
psychology, social work, and therapeutic 
recreation departments.

Contact
Mary C. Manaker, B.A., DipO.T., O.T.R/L
Occupational Therapist, Clinical Fieldwork 
Coordinator
St. Elizabeth Ann’s Health Care and 
Rehabilitation Center
91 Tompkins Avenue
Staten Island, NY 10304
(718) 876-1200    
mmanaker@svcmcny.org
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Partners
Partners include the multidisciplinary team 
consisting of management and frontline 
staff nurses, physicians, clinical leadership, 
and administration.

Contact
Adlai Donaldson, R.N., M.B.A.
Nurse Manager, Acute and Geriatric Psychiatry
St. John’s Episcopal Hospital 
327 19th Street
Far Rockaway, NY 11691
adonalds@ehs.org
(718) 869-8570

Project Description	  
St. John’s Episcopal Hospital’s geriatric unit staff began an initiative to reduce the 
use of the “quiet room” as an initial response to inappropriate behavior by patients 
on their unit. Both management and frontline staff agreed it was time to rethink this 
intervention as a method for modifying behavior. The manager and educator started 
by getting staff buy-in, by establishing a collaborative performance improvement 
project. Simultaneously, staff attended on-site crisis intervention classes. One of 
the first steps was to have staff members be more visible on the unit. The manager 
and educator made frequent rounds with the staff to support their efforts to use 
alternatives to the “quiet room.” The alternatives developed included:

■■ promote staff visibility to patients;

■■ allow staff to be available to deal one-to-one with patient concerns and 
help to calm those patients through the use of therapeutic communication 
skills;

■■ enlist the assistance of unit activity therapists who offered additional 
activities to redirect unacceptable behaviors to a more positive outlet; and

■■ review the patient’s current medication regimen and make changes as 
needed. 

Lastly, the staff focused on interpersonal relationships to prevent isolation and 
generally reduce “triggers” that lead to unacceptable behaviors. The staff were also 
trained in de-escalation skills.

Outcomes
■■ The use of the quiet room was consistently below the benchmark of a rate 

of 15 times per month.

■■ The use of restraints/seclusion occurred for 16 patients in 2006 and 
dropped to seven patients in 2007—a 56% decline.

■■ Documentation required in the event a patient was in the quiet room, 
restrained, or secluded improved as education and emphasis allowed staff 
to fully understand and appreciate this significant intervention.

Lessons Learned
■■ A team approach empowers staff to embrace a performance improvement 

project and to achieve positive outcomes.

■■ By identifying ways to reduce the use of the “quiet room,” the use of 
restraints and seclusion also decreased.

Reduction in the Use of the Quiet Room on a Psychiatric Unit
St. John’s Episcopal Hospital
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Project Description	  
SUNY Upstate Medical University’s psychiatric inpatient unit believes that every effort 
should be taken to minimize the possibility of patient elopements because of the 
potential effect on patient safety and treatment. The definition of elopement utilized 
for this quality improvement initiative was “any patient leaving the hospital grounds 
without permission.” After the facility’s incident review committee observed a trend 
of increasing patient elopements, it worked with unit patient service leaders to 
review elopement policies and used the “Plan-Do-Study-Act” methodology to identify 
methods to decrease patient elopements. The group decided that to increase staff 
awareness, a yellow sticker would be placed on patients’ medical records indicating 
they were an elopement risk. During daily patient rounds, the treatment team 
identifies high-risk patients, documents this on the unit census sheet, and discusses 
treatment planning for further therapeutic interventions. Additionally, when a patient 
is an elopement risk, the unit door is opened manually, eliminating the use of the 
automatic door release.

Outcomes
■■ The unit has a formal process for identifying patients at risk for 

elopement. 

■■ Communication regarding elopement risk has improved because of a 
consistent focus on risk awareness and the importance of decreasing 
elopements.

■■ In a two-year period (2005-2007), the number of elopements has decreased 
by 80%. 

Lessons Learned
■■ Implementing a simple process change brought about a significant 

decrease in patient elopements.

■■ Engaging staff in this process resulted in a high level of commitment and 
support to decrease elopements while increasing patient safety. 

Decrease Elopement Incidents Through the Development and 
Implementation of an Elopement Risk Procedure
SUNY Upstate Medical University

Partners
The partners for this initiative were the 
psychiatric inpatient unit, including the 
patient service manager and nursing 
director, the nursing unit staff, the patient 
services leaders, and the incident review 
committee. 

Contact
Barbara Stachowski, M.S., R.N., C.N.A.A. 
Associate Director of Nursing, Psychiatry
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13201
(315) 464-9093   
stachowb@upstate.edu
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Partners
This initiative was led by a clinical 
psychologist working with a team of 
psychologists, nurse practitioners, 
and social workers.

Contact
Robbi Saletsky, Ph.D. 
Clinical Psychologist
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13210
(315) 464-3115
saletsrt@upstate.edu

Project Description	  
The Virtual Reality Therapy (VRT) treatment program at SUNY Upstate Medical 
University’s Adult Psychiatry Clinic offers a new state-of-the-art human-computer 
interaction form of therapy for individuals with anxiety disorders due to fear of flying, 
heights, public speaking, and storms. With the goals of improving the quality of 
the anxiety disorders treatment program and offering evidence-based therapeutic 
options, a licensed clinical psychologist spearheaded the VRT treatment program in 
the summer of 2007. A training period followed for a team of psychologists, nurse 
practitioners, and social workers. 

After an initial diagnostic interview is conducted to ensure that the service is 
appropriate for the presenting problem, participants are placed in a computer-
generated, three-dimensional virtual world (using head-mounted display goggles 
and headphones) and guided through the selected environment. Through this 
program, participants learn to gradually tolerate and cope with anxious physical 
reactions and thoughts because they are exposed to feared situations. The VRT-
trained therapists guide the participant through every stage of their virtual exposure. 
Pre- and post-treatment measurements (Beck Anxiety Inventory, self-reporting of 
successfully approaching real-life feared situation) and multiple within-session 
analog measurements (0-10 anxiety scale) are taken to collect data on participant 
progress and the effectiveness of treatment. Research indicates that on average, six 
to 12 sessions are required to achieve maximum benefit and generalization to real-
life situations. Research has also demonstrated that VRT is as effective as standard, 
real-life exposure.

Outcomes	  
The initial data collected to date show that patients in the program have significant 
reductions in anxiety inventory scores when approaching feared situations. 

Lessons Learned	  
It is important to increase community awareness of these services through written 
materials, media outreach, and education.

Virtual Reality Treatment Program
SUNY Upstate Medical University
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Project Description	  
Cayuga Medical Center established a multidisciplinary quality improvement team to 
address patient “throughput” issues and improve clinical quality in the emergency 
department. This team, championed by administrative leaders, identified the barriers 
that affected the throughput experience and worked to establish a strategic plan for 
change. Using the “Plan-Do-Study-Act” methodology for testing and implementing 
change in rapid cycles, Cayuga Medical Center developed innovative techniques to 
hard-wire the process changes. 

Among the initiatives developed by the group were increasing the speed of admissions 
from the ED, transition physician order sets, creating an admissions nurse position, 
and setting schedules with environmental services for quicker room turnover. To 
further help improve efficiency and patient care, the team created a separate area 
in the ED where patients with minor conditions could be treated more quickly, and 
established a list of serious conditions that should bypass the triage station and 
be brought immediately to a room. Standardized protocols for treatment of common 
conditions were introduced and put into practice. The information systems and 
performance improvement departments worked with the ED staff to create a database 
to track and analyze patient turnaround times. Patient satisfaction was measured 
through Press Ganey scores. 

Outcomes
■■ Turnaround times for discharged patients were reduced from 260 to 195 

minutes.

■■ The average wait time to see a physician went from 100 to 76 minutes.

■■ Patient satisfaction improved by 47% using the ED Press Ganey percentile 
ranking.

■■ Cayuga Medical Center received designation as a Stroke Center.

Lessons Learned
■■ Establishing a multidisciplinary team and involving front-line staff 

encourages participation and accelerates necessary process changes.

■■ Eliminating waste from care processes helps increase the time clinicians 
spend in direct care activities.

■■ Standardizing work areas to ensure that the right thing happens on time, 
every day or night, will lead to hard-wiring improvement.

Specialty Services: Emergency Services

Improving the ED Patient Experience by Streamlining 
Processes and Creating Necessary Change
Cayuga Medical Center

Partners
The improvement team, called the “ED 
focus group,” was championed by the vice 
president of operations and the ED medical 
director and included the ED director, 
performance improvement director, ED 
frontline staff, inpatient medical-surgical 
nurses, and representatives from information 
systems, customer relations, laboratory, 
materials management, radiology, and 
environmental services.

Contact
Heidi Mix, R.N., M.S. 
Director of Performance Improvement
Cayuga Medical Center 
101 Dates Drive 
Ithaca, NY 14850
(607) 274-4436 
hmix@cayugamed.org 
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Partners
Partners in this initiative include staff 
and students from Cayuga Medical Center, 
Cornell University, and Ithaca College. 

Contact
Janine Benjamin-Kuehl, B.A., M.S.
Customer Relations Specialist
Cayuga Medical Center
101 Dates Drive 
Ithaca, NY 14850
(607) 274-4624  
jbenjamin-kuehl@cayugamed.org 

Project Description	  
Cayuga Medical Center’s Volunteer Patient Advocate Program was designed to 
improve the overall patient experience in the emergency department. In an area 
that had undergone many changes in a short period, the patient satisfaction scores 
had dropped to the first percentile. Formal and informal processes identified that 
a patient’s knowledge of what is happening during a visit plays a key role in the 
perceived value of the care. 

All available hospital staff were involved in changes in the ED. While the staff were 
able to do rounds during the day, it was difficult to maintain consistent patient 
interaction in the late afternoon and evening hours without changing staffing levels. 
The Volunteer Patient Advocate Program addressed that need. The majority of the 
patient advocates were recruited from two local colleges—Cornell University and 
Ithaca College. Students are eager to become involved in a program that would 
allow them direct contact with patients and enable them to test their skills and 
commitment to pursuing a career in health care. They do rounds with patients in the 
ED, from 3 to 9 p.m. each evening, and on the weekends from 11 a.m. to 9 p.m. They 
serve as a conduit for information between patients and their caregivers.

Outcomes
■■ Each advocate serves as a source for information, comfort, and support for 

family members. 

■■ During the busiest hours, the patient advocates assist the nurses by 
relaying questions and concerns and keeping patients informed about the 
status of their care.

■■ Since this program began, the overall Press Ganey patient satisfaction 
score for the ED has risen from 47%.

■■ The score for the question about keeping patients “informed about delays” 
has risen 42%.

Lessons Learned
■■ It is important to establish a strong connection between the charge nurses 

and patient advocates.

■■ Staff education before implementation encourages active participation and 
communication.

■■ Be aware of the timing of college breaks; seek community volunteers as 
well as students.

Improving Communication with Emergency Department 
Patients in Partnership with the Community
Cayuga Medical Center
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Project Description		   
Hudson Valley Hospital Center identified the need to make changes in its emergency 
department because of poor patient satisfaction scores, employee satisfaction scores 
in the 50th percentile, and flat patient volume. The hospital implemented the “Plan-
Do-Check-Act” (PDCA) improvement model to look at all ED processes, determine 
areas for improvement, and institute change. 

To address patient concerns about and the quality implications of ED waiting, the 
hospital leadership developed the concept of a “no wait” emergency department. 
Always focusing on patient safety and quality, the “no wait” aims to provide 
treatment as quickly as possible. The process was revolutionary and required an 
entirely new approach to patient flow, as well as a huge commitment on the part of all 
staff including medical, nursing, ancillary, and registration. It meant re-engineering 
the entire ED patient care process.

The plan to create a no wait ED included adding additional patient bays in the triage 
area and developing a redesigned entrance to help maximize patient satisfaction and 
expedite time to treatment. However, the hospital realized that doing the construction 
alone would not be enough; ED leadership needed to change existing processes to 
support the new patient flow. The goals of this initiative are measured by increased 
patient and employee satisfaction scores, increased patient volume, and decreased 
time-to-room and time-to-physician.

Outcomes
■■ In August 2005, the “no wait” ED opened and, to date, positive results have 

been maintained.

■■ The time from arrival to seeing the first provider has decreased 50%.

■■ The time from arrival to going to a room decreased 60%.

■■ Patient satisfaction results have been above the 90th percentile for two years.

■■ Employee satisfaction jumped to the 97th percentile from the 53rd 
percentile the year before.

■■ Because of improved turnaround times, there was increased capacity for ED 
patients—this led to a 12% increase in volume.

Lessons Learned
■■ During “go live,” leadership support of the staff is essential to addressing 

staff anxiety about losing control of their environment. 

■■ When something is not working, staff should be empowered to make 
changes as long as they stay within the definitions of the program. Letting 
them know their ideas are valued gives them a feeling of control. 

■■ It is important for senior leadership to take an “all hands on board” 
approach to ED overcrowding. 

The “No Wait” Emergency Department
Hudson Valley Hospital Center

Partners 
Partners for this initiative included the 
hospital leadership, and ED medical, 
nursing, ancillary, and registration staff. 

Contact
Maryann Maffei, R.N., M.S.
Clinical Nurse Manager, Emergency Department
Hudson Valley Hospital Center
1980 Crompond Road
Cortlandt Manor, NY 10567
(914) 734-3715 
mmaffei@hvhc.org
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Partners 
Partners for this initiative included the 
performance improvement team, laboratory 
phlebotomists, radiology technicians, ED 
staff, ED registration staff, and the entire 
hospital staff, which is accountable for 
intervening on behalf of the patient.

Contact
Lori A. Hughes Hempstead, R.N., M.S.N.   
Chief Nursing Officer/ 
Vice President, Patient Care Services
Little Falls Hospital
140 Burwell Street 
Little Falls, NY 13365
(315) 823-5292        
l.hempstead@lfhny.org

Project Description	  
Little Falls Hospital, a 25-bed Critical Access Hospital, observed that its emergency 
department’s (ED) “left without being seen” (LWBS) rates far exceeded national 
benchmarks and were the highest in the Bassett Healthcare system. LWBS is 
defined as any patient who presents for treatment to the ED and leaves before being 
evaluated by a physician/provider. These patients are at significant risk for not 
being evaluated by a provider. This issue has significant negative impact on patient 
satisfaction and revenue loss.

In 2005 and 2006, the ED volumes at Little Falls Hospital were 11,700 and 12,002, 
with LWBS rates of 2.0% and 3.3%, respectively. In the fourth quarter of 2006, the 
LWBS rate was 4% of volume. To address this issue, the hospital brought together a 
performance improvement team, led by the ED nurse manager, which researched the 
medical literature and identified the following best practices: 

■■ reduce admission time by 30 minutes;

■■ change the process so that the patient presents to triage and then goes 
directly into a room;

■■ develop a policy that outlines accountability for reporting a potential LWBS; 
and

■■ change the culture. 

Outcomes
■■ The team experienced immediate results the first quarter, and this 

continued throughout the year—there was a 65% reduction of LWBS, from 
400 in 2006 to 142 in 2007. It is important to note that 50% of the 142 
LWBS incidents occurred within the first two months of the initiative. 

■■ The first quarter results of 2008 showed continued success. 

■■ Patient satisfaction scores for “time in waiting room” improved from 79% 
in early 2007, to 85% in a second survey in 2007, to 91% in the first survey 
of 2008.

Lessons Learned
■■ Active intervention by hospital staff can result in significant improvement 

in quality of care, patient satisfaction, and financial performance.

■■ Patients are more likely to wait for an evaluation in a treatment room than 
in the waiting room.

■■ Although it was a mandate to get those who were going to be admitted 
to the hospital out of the ED in 30 minutes, this needed to be reinforced 
several times and continues to be an ongoing audit item.

■■ Staffing increases are not always the solution.

Reducing “Left Without Being Seen” From the 
Emergency Department
Little Falls Hospital/Bassett Healthcare
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Project Description	  
Mercy Hospital of Buffalo initiated MedHost computerized documentation in the 
emergency department in October 2007. Patient safety has improved by having the 
clinicians documenting at the patient bedside on mobile computers rather than at 
the nurse’s station. Physicians enter their own orders into the computer, reducing 
errors in reading illegible handwriting and expediting turnaround times. The computer 
screens show icons depicting outstanding test results. When the test results are 
ready, the icon stops blinking, noting that they are available, and a pager system 
alerts the clinicians to the available results. These time-saving initiatives have 
expedited decision-making and care of patients. 

The computerized documentation has improved legibility issues within the ED. Any 
papers brought with the patient can be scanned into the system so that the entire 
visit is permanently saved. Having this information readily available for future visits 
has improved continuity of care, enhanced patient safety, and has saved time from 
waiting for old records to be pulled.

Quality of care and documentation is readily accessible in the system. Managers can 
remotely access the entire ED, allowing close monitoring of patient flow and staffing 
levels. Incomplete documentation reports can be run to prompt clinicians to improve 
their documentation. Quality reports can be run on wait time, turnover time, and 
productivity.

Prompts and canned text customized for disease processes help to remind providers 
of evidence-based medical approaches and serve as a reminder for proper 
documentation to improve publicly-reported data.  

Staff education prior to the rollout of this system was vital. Three-hour computer 
classes were provided at various times of the day for staff convenience. 

Outcomes	  
Since implementation, there was a reduction in the length of stay of discharged and 
admitted patients in 2007, compared to the same timeframe in 2006.

Lessons Learned
■■ Structured education prior to implementation assisted with a successful 

rollout.

■■ The availability of MedHost representatives and “super users” during the 
transition week was vital to the success.

■■ Some pagers have been lost; having a strict sign-out system will assist in 
keeping track of them.

MedHost Computerized Documentation in the 
Emergency Department
Mercy Hospital of Buffalo

Partners
Partners for this initiative included ED 
associates and physicians, MedHost 
representatives, and acute care hospital 
associates. 

Contact
Elayn Young
Emergency Department Nurse Manager
Mercy Hospital of Buffalo 
565 Abbott Road 
Buffalo, NY 14220
(716) 828-2677 
ehyoung@chsbuffalo.org 
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Partners
Internal partners for this initiative included 
the executive team; the board of trustees; 
nursing staff; medical staff; and the 
information technology, volunteer, radiology, 
case management, security, and behavioral 
health departments. External partners 
included community members and the 
community clinic.

Contact
Louise Mucci, A.P.R.N., M.S.N., F.N.P., B.C.
Director ED, ICU, Respiratory
St. Luke’s Cornwall Hospital
70 Dubois Street
Newburgh, NY 12550
(845) 568-2481      
lmucci@slchospital.org

Project Description	  
In collaboration with the board of trustees and members of the community, St. Luke’s 
Cornwall Hospital established an emergency department task force to respond to 
the challenges of improving patient flow and satisfaction in the ED. The task force 
consisted of a hospital-wide collaborative membership to research and gather 
feedback from all venues within the facility. It became a large task that included 
developing new initiatives and strategies, identifying best practices, advancing 
technology, and improving performance measures. 

Process improvements included:

■■ expanding ED fast track hours;

■■ increasing doctor coverage and utilization of physician extenders;

■■ creating a bed flow coordinator and assigning a case manager to the ED;

■■ reversing triage—improving bedside registration and moving registration 
to the triage fast track area;

■■ focusing on pain management;

■■ placing the digital picture archiving system on all department computers;

■■ using “first call” to notify the primary medical doctor earlier;

■■ eliminating unnecessary testing and monitoring laboratory/radiology 
turnaround times; 

■■ changing the media used in computerized tomography scanning;

■■ rounding staff every four hours and rounding charge nurses and physicians 
at the beginning of every shift and when needed;

■■ ensuring that the patients were informed while waiting (each staff member 
was given a card with the time it takes to have laboratory and radiology 
tests processed);

■■ expanding ED liaison hours to evenings and conducting ED and behavioral 
health meetings to discuss issues;

■■ meeting with the community health clinic to discuss referrals;

■■ analyzing patient volume by category of triage, by day of the week, by time 
of day, and expanding telemetry beds;

■■ increasing ED registered nurse staffing and establishing shared governance 
staff councils to discuss issues with patient flow;

■■ implementing new staff badges for better identification;

■■ putting computers in every fast track room; and

■■ sharing all patient comments with staff.

The ED Task Force
St. Luke’s Cornwall Hospital
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Outcomes
■■ The walkout rate decreased from 3.6% to 1.8%.

■■ The average time between decision to admission (“bay out”) is three hours 
and 15 minutes.

■■ The average time from triage to bay out is seven hours and 15 minutes.

■■ The average time between triage and registration is 20 minutes. 

■■ The average time between triage and discharge is two hours and 25 minutes.

■■ The average time for bed assignment is less than 30 minutes.

■■ There have been no patient diversions. 

■■ Patient surveys, time-sensitive tracking of all testing, and performance 
improvement statistics were positive. 

Lessons Learned
■■ Engage all partners in the community and hospital to identify and address 

problems and solutions.

■■ While the hospital is making great headway in patient flow and patient 
satisfaction, the ED continues to be a focus for improvement. 

■■ Change cannot be made in a silo; every department is affected.

■■ Diversity among perceptions must be identified and addressed to effect 
positive change.

The ED Task Force
St. Luke’s Cornwall Hospital (CONTINUED)
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Partners
Partners for this initiative include the 
obstetric/gynecology department-in-house 
attending physicians; physician assistants, 
residents, anesthesiologists, certified 
registered nurse anesthetist, neonatologists, 
patient care services, respiratory services, 
the blood bank, operators, senior 
management, and all front-line nursing 
staff. External partners included the VHA-
supply chain management facilitator 
and Management Science Associates (an 
employee satisfaction consulting firm).

Contact
Mimi Lim, R.N., M.P.A., C.I.C, C.N.A.A., B.C.
Clinical Director of Patient Care Services
New York Hospital Queens
56-45 Main Street
Flushing, NY 11355
(718) 670-1950
mxlim@nyp.org

Project Description	  
New York Hospital Queens experienced two maternal deaths due to hemorrhage in 
2000-2001, prompting the formation of an interdisciplinary team to evaluate and 
implement systemic change. The introduction of a patient safety program aimed at 
improving the care of women with major obstetric hemorrhage was introduced in late 
2001. Process changes were made at the direction of an interdisciplinary patient 
safety team and “Team Blue” was born. Team Blue is the term used for the obstetric 
rapid response team before the term “rapid response team” was coined. Team Blue 
allows for the effective communication of an emergency situation to the maternal 
child health team and ensures a coordinated, interdisciplinary team response. Early 
diagnosis, assessment, and management protocols for patients at high risk for major 
obstetric hemorrhage were developed and communicated to all staff members.  

As case volume increased, teamwork among maternal child services was seen as 
essential to prevent errors, increase staff satisfaction, and decrease cost of care 
delivery. New York Hospital Queens utilized the Voluntary Hospital Association’s crew 
resource management program for team training to provide maternal child services 
with tools to implement a team approach in day-to-day activities. 

Outcomes
■■ There have been zero mortalities secondary to obstetrical (OB) hemorrhage 

since 2002, despite a 64% increase in volume and a corresponding increase 
in OB hemorrhage cases (three cases in 2000, compared to 21 in 2007). 

■■ The employee satisfaction survey reflected a significant increase in nursing 
staff satisfaction, compared to the overall medical center’s survey and 
national benchmarks. This reflects the increases in the areas of overall 
teamwork and communication.

Lessons Learned
■■ Ownership of the process by the in-house, attending obstetrician is critical.

■■ Listening to front-line staff is essential. Issues regarding safety and 
teamwork are well received by the management team.

■■ It is important to provide immediate, positive acknowledgement of the staff 
for a job well done.

■■ A simple, one-page “Situation-Background-Assessment-Recommendation” 
communication tool used by all nursing units ensured the consistent flow 
of information. 

■■ Ongoing challenges relate to changes in staff, training new staff (physicians, 
physician assistants, nursing staff, etc.), ensuring training of residents, 
and rotating staff.

Specialty Services: Obstetrics

The Impact of a Team Approach in Improving Obstetric 
Rapid Response in Maternal Child Health at a 
Community Academic Hospital
New York Hospital Queens
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Project Description	  
St. Charles Hospital’s obstetrics team implemented a new initiative in May 2006 
called Team Performance Plus. Effective communication and teamwork among the 
health care team has a profound impact on patient care, and in the delivery room 
it means the best possible care for mothers and babies. With that goal in mind, the 
aim of the initiative was to improve patient care through improved communication 
between and among disciplines, situation monitoring throughout the continuum of 
care, mutual support and respect among caregivers, and effective team leadership. 
In February 2006, three physicians and three registered nurses were chosen to 
participate in train-the-trainer course work on Team Performance Plus, which was 
provided by Risk Management Foundation Strategies. Between April and May 2006, 
all staff members of labor and delivery, all attending anesthesiologists and certified 
registered nurse anesthetists, all attending obstetricians, nursing leadership on the 
maternity unit, as well as the director of neonatology and neonatal nurse practitioners 
completed the team training. 

Medical records of mothers and newborns in Statewide Planning and Research 
Cooperative System (SPARCS) format, containing 9,058 perinatal discharges from 
January 1, 2004 to September 30, 2006, were submitted to and analyzed by National 
Perinatal Information Center/Quality Analytic Services (NPIC/QAS) to determine the 
volume and significance of ten adverse events that may occur during labor and 
delivery. 

Outcomes	  
Highlighted below are the findings from the NPIC/QAS analysis conducted for St. 
Charles Hospital. 

Pre-training Post-training

Data Measurement All 2004 1st-3rd Q* 
2005

3rd-4th Q* 
2006

1st-2nd Q* 
2007

Total deliveries 2520 1803 1152 1109

Maternal deaths 0 0 0 0

Intrapartum neonatal death 0 0 0 0

Uterine rupture 0 0 0 0

Unplanned maternal transfer to 
intensive care unit

4 4 2 2

Birth trauma 3 3 1 3

Return to operating room/labor and 
delivery

2 6 4 1

Team Performance Plus
St. Charles Hospital

Partners
Internal partners for this initiative 
included obstetrical patients, newborns 
and families, obstetricians, nursing staff, 
and anesthesiologists. External partners 
included the National Perinatal Information 
Center/Quality Analytic Services, and RMF 
Strategies.

Contact 
Anne Shea-Lewis
Director of Nursing, MCH
St. Charles Hospital
200 Belle Terre Road
Port Jefferson, NY 11777
(631) 474 6218   
anne.shea-lewis@chsli.org
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Pre-training Post-training

Data Measurement All 2004 1st-3rd Q* 
2005

3rd-4th Q* 
2006

1st-2nd Q* 
2007

Neonatal ICU admission ≥ 2.5 kg 
and ≥ 37 weeks

72 63 11 9

Inborn ≥ 2.5 kg and APGAR < 7 2 2 1 0

Maternal blood transfusion 15 6 3 4

3rd or 4th degree perineal laceration 71 52 38 26

Total Adverse Events 169 136 50 45

* Note: Data were not collected for all quarters of 2005, 2006, and 2007.

Lessons Learned
■■ Expecting health care professionals to work as a team has enhanced 

performance and improved outcomes for mothers and babies.

■■ Improved communication with the nurses on the maternity unit has 
smoothed the transition of patient care between departments.

■■ Education of all staff is critical prior to implementation.

■■ Interdisciplinary cooperation is essential 

■■ Ongoing mentoring is vital to success.

Team Performance Plus
St. Charles Hospital (CONTINUED)
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Project Description	  
Birthing Center nurses at St. Luke’s Cornwall Hospital formed a unit council to 
assess current services and practices related to perinatal loss. The nurses saw an 
opportunity to improve patient care and develop evidence-based standards of care. 
A multidisciplinary team was formed to evaluate past practices and assess future 
patient-centered needs, as well as the educational needs of the staff. This effort was 
supported hospital-wide through its shared governance structure, which facilitated 
a collaborative effort with other departments and acceptance of change in practices. 

Outcomes
■■ In 2006, there were 13 losses; in 2007, there were 16 losses (eight prior 

to program/eight since program inception) including intrauterine fetal 
demise, stillborn, spontaneous abortion, and/or newborn mortality.

■■ Since the program’s inception in September 2007, all eight of the families 
who experienced a perinatal loss benefited from the services of the program. 

■■ Before the program’s implementation, patients with perinatal loss verbalized 
feelings of being lost and alone and a lack of support for the patient and 
families.

■■ Patient statements since the inception of the program included thanking 
the staff for giving them the “gift” of the footprints and the memories, 
and notes of thanks to the nursing, social work, and health information 
management departments for supporting the family through such a 
difficult time. One family expressed, “During this difficult situation your 
staff was especially wonderful toward all our needs. They went above and 
beyond their duties to comfort us in our most trying time.”

■■ Nurses prior to the bereavement services were searching for a better 
process to support these families. Since the inception of the program they 
have expressed that “Having a program in place to help guide our patients 
through the process has helped me to improve my practice as a nurse, and 
made this difficult time for my patients just a little bit easier.” A social 
worker stated, “Bereavement classes changed my clinical style; taking the 
time to understand the long-term effects of a fetal demise added another 
dimension.”

Lessons Learned
■■ A hospital-wide, multidisciplinary approach is essential to the success of 

such a program and the infiltration of a change in process as it relates to 
perinatal bereavement, loss, and grief.

Birthing Center Perinatal Bereavement Program
St. Luke’s Cornwall Hospital

Partners
External partners include Adelina and Friends 
SIDS Awareness Foundation, Hudson Valley 
Renegades, and Caitlin’s Memories. Internal 
partners include the board of trustees; 
executive team; Birthing Center bereavement 
council nurses; nursing leaders; the birth 
registrar; and information technology, 
marketing, emergency department, social 
work department, Birthing Center, neonatal 
intensive care, and pediatric nursing staff.

Contact
Deborah A. Cardish
Lactation Coordinator/Clinical Nurse Supervisor
St. Luke’s Cornwall Hospital
70 Dubois Street 
Newburgh, NY 12550
(845) 568-2425       
dcardish@slchospital.org 
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■■ Staff suggested that if the acuity on the unit is high, when a family 
experiences a loss, that a bereavement support person be called in to 
support the family and the staff. This has been noted by the staff to be a 
concern for losses that occur on weekends and holidays. 

■■ For the future, the hospital plans to form a support group for perinatal loss 
and hold an annual bereavement ceremony to honor all babies’ lives.

Birthing Center Perinatal Bereavement Program
St. Luke’s Cornwall Hospital (CONTINUED)
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Project Description	  
In March 2006, Stony Brook University Medical Center formed a multidisciplinary 
team to improve patient growth by optimizing nutrition. Evidence-based literature 
supports the belief that early and aggressive nutrition in premature infants improves 
clinical outcomes related to length of stay, weight gain and growth, and improved 
neuro-developmental outcomes. Nevertheless, published research does not provide 
clear indications and guidance for nutritional delivery. The neonatal intensive care 
unit (NICU) high-risk population was identified as neonates weighing 1,500 grams 
or less.

The team worked collaboratively to deploy the following improvements: creating 
a daily goal and plan of care form and multidisciplinary rounds, developing and 
implementing enteral and parenteral feeding guidelines, and creating and using 
feeding tables (i.e., standard caloric, protein, and nutritional breakdown for each 
feeding type). Active participation from the unit’s medical and nurse leadership 
assisted in the minimization of resistance from the bedside staff. In addition, 
improvement ideas were tested on a small subset of the targeted population and 
evaluated for usefulness. 

Outcomes
■■ The quality improvement team exceeded its objective to improve patient 

growth by optimizing nutrition. 

■■ Short-term analysis of all infants weighing less than 1,500 grams six 
months pre- and post-implementation showed that the post-implementation 
NICU babies were regaining birth weight faster, were fed sooner, and were 
nippling more rapidly than the babies included in the baseline period. 

■■ Head circumference improved significantly in the post-implementation 
group compared to the baseline group.

■■ Nutritional parameters showed protein intake on day four of life was 
significantly higher in the post-implementation group. 

■■ The data support the assumption that increased communication and 
participation of the multidisciplinary team in the development and 
application of guidelines and daily goals leads to improved patient 
outcomes.

Specialty Services: Pediatrics

Reducing Complications in the Neonatal Intensive Care Unit 
by Optimizing Nutrition and Growth
Stony Brook University Medical Center
Top 10th Percentile Submission

Partners
Partners for this initiative included 
physicians, the nursing staff, nurse 
practitioners, and pharmacists.

Contact
Christine McMullan
Assistant Director of Continuous 
Quality Improvement
Stony Brook University Medical Center
3 Technology Drive, Suite 200
East Setauket, NY 11733-4073
(631) 444-4709
christine.mcmullan@sunysb.edu
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Lessons Learned
■■ Multidisciplinary identification and communication of patient goals is 

critical to improve patient outcomes. 

■■ The development of nutritional guidelines is essential to systematically 
provide optimal nutrition and to improve growth in high-risk infants. 

■■ Consistent, comprehensive, and systematic appraisal of growth and 
nutrition intake leads to improved nutritional outcomes for very low birth 
weight infants.

■■ Decreased variation in the delivery of care is associated with improved 
compliance and better outcomes. 

■■ Standardization of care improves the reliability of the services provided.

Reducing Complications in the Neonatal Intensive Care Unit 
by Optimizing Nutrition and Growth
Stony Brook University Medical Center (CONTINUED)
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Project Description	  
SUNY Upstate Medical University’s pediatric service created a multidisciplinary 
team to address asthma management and decrease emergency room visits 
and hospitalizations. Using pediatric core measures recommended by The Joint 
Commission, in collaboration with National Association of Children’s Hospitals and 
Related Institutions and the Child Health Corporation of America, the plan included 
specific medication management and asthma education for all pediatric patients 
between age two and 18 who are admitted to the hospital with acute asthma 
exacerbation. The plan helps the child by preventing potential damage to his or her 
growing lungs, helps the parent by preventing missed workdays, and saves the health 
care system money.

After a brainstorming session and evaluation of current management of asthmatics, a 
guideline for management (including use of corticosteroids and relievers) and a home 
management plan were developed. Physicians were educated on the appropriate 
medical management, and the registered nursing staff received information on 
how to educate the patient and families. In April 2007, Guidelines for the Inpatient 
Management of Asthma in Pediatric Patients and the Asthma Action Plan were 
implemented at SUNY Upstate Medical University.

Outcomes
■■ There has been 100% compliance on ordering corticosteroids for all 

inpatient asthma patients.

■■ There has been 100% compliance on ordering relievers for all inpatient 
asthma patients.

■■ There has been 40% compliance on completing the Asthma Action Plan 
(home management plan).

Lessons Learned
■■ It is important to re-educate physicians and registered nursing staff on the 

completion of the Asthma Action Plan, in particular ensuring that a copy is 
maintained for the medical record.

■■ It is recommended that a link to the asthma education documentation be 
included as part of computerized nursing documentation.

Inpatient Management of Acute Asthma Exacerbation in 
Pediatric Patients
SUNY Upstate Medical University

Partners
Partners for this initiative include the 
pediatric hospitalist, pediatric clinical 
nurse specialist, pediatric physicians and 
residents, pharmacy, and pediatric registered 
nursing staff.

Contact
Bonnie Miner, M.S., R.N.
Pediatric Clinical Nurse Specialist
SUNY Upstate Medical University
750 East Adams Street 
Syracuse, NY 13210
(315) 464-6164      
minerb@upstate.edu
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Partners
Partners for this initiative include nursing; 
physician/house staff; and the child life, 
pharmacy, dietary, and environmental 
service departments.

Contact
Leanna Severance, R.N.
Associate Nursing Director, Pediatrics
SUNY Upstate Medical University
750 East Adams Street
Syracuse, NY 13201
(315) 464-6159        
severanl@upstate.edu

Project Description	  
To promote a collaborative approach to patient safety, the SUNY Upstate Medical 
University Department of Pediatrics embarked on patient safety walk rounds in 2006. 
In this initiative, the pediatric medical director and a staff member from nursing/
hospital administration meet with a variety of staff on one of the inpatient units 
on a bi-weekly basis. Patient safety walk rounds begin with an update of pending 
issues from the previous month, and then concentrate on current activity in the unit. 
In particular, participants in rounds share both near-misses and actual errors. The 
group’s brainstorming focuses on system issues that could be changed to prevent 
similar incidents in the future. The discussion also calls upon staff to identify current 
patients in the unit who are at risk of medical errors because of factors unique to 
them or the unit. A smaller subset of the group met with families to obtain their 
perspective on the safety environment of the unit and concluded with a summary 
of “action items” that needed to be addressed including an assignment for who 
was responsible for follow-up. Minutes were taken in a standard format and were 
circulated to the involved clinical providers, staff working in that area, and the 
pediatric facility. 

Outcomes
■■ Staff on each of the pediatric units completed an Agency for Healthcare 

Research and Quality-validated patient safety culture survey before 
beginning this initiative. This survey will be repeated after 18 months post-
implementation.

■■ Issues raised in patient safety rounds are archived in a database, which 
is used as a mechanism to track, trend, and manage performance 
improvements. 

Lessons Learned
■■ Senior leaders must be involved and champion the process of patient safety 

walk rounds.

■■ Rounds should be multidisciplinary and all levels of staff should be able to 
bring up any topic.

■■ The focus should be non-punitive and focus on identification of system 
issues that need to be corrected or streamlined.

■■ No issue or topic should be seen as unimportant.

Pediatric Patient Safety Rounds
SUNY Upstate Medical University
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AHA 	A merican Hospital Association

AMI	A cute Myocardial Infarction 

CLAB	 Central Line-associated Bloodstream Infection

CMS	 Centers for Medicare and Medicaid Services

ED	E mergency Department 

ICU	I ntensive Care Unit

IHI	I nstitute for Healthcare Improvement

MRSA	 Methicillin-Resistant Staphylococcus Aureus

OR	O perating Room

PDSA	 Plan-Do-Study-Act 

RN	R egistered Nurse

RRT	R apid Response Team 

SCIP	S urgical Care Improvement Project 

VAP	 Ventilator-associated Pneumonia 

Acronyms Used Often in This Book
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