


Expected	
  outcomes	
  
  Delayed	
  in	
  patients	
  experiencing	
  financial,	
  
homeless	
  or	
  undocumented	
  situations	
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Planning	
  
  Interdisciplinary	
  team	
  approach	
  lacking	
  in	
  care	
  
documentation	
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Implementation	
  
  Difficulty	
  obtaining	
  family	
  support	
  of	
  plan.	
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Evaluation	
  
  Evaluation	
  notes	
  lacking	
  from	
  other	
  disciplines.	
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All	
  standards	
  	
  
  Legibility	
  key	
  not	
  consistently	
  completed	
  
  Medication	
  reconciliation	
  delayed	
  on	
  night	
  shift	
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  Medical	
  record	
  audits	
  –	
  numbers	
  increased	
  

  Many	
  quality	
  indicators	
  showed	
  improvement	
  

  There	
  remains	
  room	
  for	
  improvement	
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Medical	
  record	
  audits	
  
  	
  Initial	
  Assessments	
  –	
  from	
  30	
  to	
  66	
  
  	
  IPOC	
  Plan	
  of	
  Care	
  –	
  from	
  31	
  to	
  67	
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Affecting	
  Standards	
  
  Options	
  documented	
  advance	
  directive*	
  –	
  60%	
  	
  
  Social	
  screen	
  completed	
  –	
  4%	
  
  Physical	
  assessment	
  complete	
  –	
  1%	
  
  Admission	
  assessment	
  needs	
  documented	
  on	
  IPOC	
  –	
  4%	
  
  IPOC	
  –	
  patient	
  /family	
  goal	
  established	
  wkly	
  -­‐3%	
  
  IPOC	
  goals	
  interdisciplinary	
  –	
  2%	
  
  IPOC	
  new	
  problems/changes	
  documented	
  –	
  4%	
  
  IPOC	
  problem	
  resolved*	
  –	
  4%	
  
  Pain	
  assessment	
  includes	
  intensity	
  –	
  4%	
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Affecting	
  patient	
  safety	
  
  H/P	
  on	
  chart	
  within	
  24	
  hrs	
  of	
  admit	
  –	
  3%	
  
  High	
  risk	
  meds	
  double	
  checked/documented	
  5%	
  
  Daily	
  alarms	
  checked/documented	
  –	
  5%	
  
  Patient	
  re-­‐assess-­‐change	
  of	
  shift/post	
  proc.*	
  -­‐14%	
  
  2	
  patient	
  IDs	
  on	
  all	
  documentation	
  –	
  11%	
  
  Documentation	
  of	
  informed	
  consent*	
  –	
  5%	
  
  H/P	
  content	
  complete	
  –	
  30%	
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Medical	
  records	
  audited	
  
  Initial	
  Assessments	
  –	
  from	
  8	
  to	
  33	
  
  IPOC	
  Plan	
  of	
  Care	
  –	
  from	
  7	
  to	
  30	
  
  Invasive	
  Procedures	
  –	
  from	
  1	
  to	
  19	
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Affecting	
  the	
  standards	
  
  Advance	
  directive	
  acknowledgement	
  –	
  22%	
  
  IPOC	
  –	
  patient/family	
  goal	
  established	
  wkly	
  -­‐14%	
  
  IPOC	
  –	
  goals	
  are	
  interdisciplinary	
  –	
  10%	
  
  Discharge	
  needs	
  documented	
  –	
  11%	
  
  IPOC-­‐	
  problem	
  resolved	
  documented	
  –	
  4%	
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Affecting	
  patient	
  safety	
  
  History	
  documented	
  –	
  33%	
  
  H/P	
  on	
  chart	
  within	
  24	
  hrs	
  of	
  admit	
  –	
  14%	
  
  Verbal	
  orders	
  –	
  read	
  back/verified	
  –	
  9%	
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  Process	
  roll	
  out	
  to	
  entire	
  facility	
  
  Adapted	
  to	
  specialty	
  areas	
  in	
  nursing	
  
  Other	
  allied	
  health	
  departments	
  showing	
  interest	
  
  Nurses	
  showing	
  increased	
  interest	
  in	
  improving	
  
patient	
  satisfaction	
  

  Nurses	
  are	
  increasingly	
  empowered	
  and	
  
obtained	
  room	
  for	
  nursing	
  projects	
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  Empowering	
  staff	
  can	
  lead	
  to	
  improved	
  
outcomes	
  and	
  strengthen	
  professional	
  nursing	
  
practice.	
  

  Nursing	
  leaders	
  owe	
  it	
  to	
  the	
  patients,	
  staff,	
  and	
  
facility	
  to	
  adopt	
  	
  processes	
  that	
  develop	
  nurse	
  
accountability	
  and	
  empowerment.	
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