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Situation: Multiple parallel nurse sensitive indicator patient safety programs with isolated structures and processes that are often duplicated across all programs
Population: All SCAL patients and KP nursing professionals
Aim: Create a centralized and standardized SCAL Evidence Based Practice Improvement Program within a Learning Communities Model aligned with the national KP Nursing Vision, Values and Professional Practice Model.

	Patient-Centered Care
	Team Work and Collaboration
	Evidence-Based Practice
	Quality Improvement
	Safety
	Informatics

	Individualized Care
· Patient program agreement 

· Plan of Care with Patient/Family
· Set mutual goals with patients

· Goals on communication board

· Discharge Planning

Systems Focus
·  Program specific Assessment (identify individual risk factors & interventions to minimize risks), Screening, Reassessment, and Monitoring of patients
· Reinforce activity limits and safety precautions with patients/families

· Patient/Family included in plan of care

· Standardized Patient/Family Education
· Align with education in Ambulatory Care and Home Health Nursing (across care continuum)
· Intentional Hourly Rounding
· NKE+ at Shift Change

· Program specific mission, vision, tagline statement
	Individualized Care
· Clear Team roles

· Primary Nurse
· C.N.A.

· Other healthcare professionals as appropriate
· Delegation based on scope of practice, clinician skills/ competency & patient needs

· Team-based program specific plan – including MD/NP & Pharm
Systems Focus
· Champions

· Regional

· Medical Center
· Clinician

· Regional Peer Groups (Medical Surgical/ Critical Care, Quality & Risk Management, etc.)
· Medical Center Committees

· Team conferences

· Inter-professional Teams
· Unit Based Teams

· Team member scope of practice 
· Huddles

· Intentional Hourly Rounding

· NKE+ and SBAR
· Embedding a Culture of Safety
	Individualized Care
· Program specific Assessment, Screening, Reassessment, and Monitoring
· EHR order sets

· Activity/intervention schedules
· Equipment/device use

· Partner with Family, if appropriate
Systems Focus
· Targeted Evidence/Literature Reviews

· Q+PS Program
· Bundles

· Scales

· Tools

· Protocols

· Guidelines

· Policy & Procedure

· Patient Assessment 

· Intentional Hourly Rounding

· TJC Core Measures

· CMS Care Measures

· Profession Journals/Professional Organizations

· Regional Nursing Research Program

· Alignment/bundling of multiple organizational/unit initiatives

· Sharing new evidence based practices in journals, within KP system, and outside conferences
· Ongoing professional education & certifications
	Individualized Care
· Interventional choices based upon best evidence and successful practices

· Continuous education

· EBP-based tools

· Patient involvement in PDSA and small tests of change

· Unit/medical center/regional initiative
· Timely and relevant data metrics & targets readily accessible/ understandable to all levels
Systems Focus
· Review databases for improvement opportunities

· Champions

· Program pilots with PDSA/Small tests of change
· Examine other outcomes related to specific program outcome 
· Annual Staff Competencies
· Continuous education

· Policy & Procedures

· Alignment/bundling of multiple organizational/unit initiatives
· Nursing sensitive metrics
· Clinical questions triggering research studies

· Real time debriefings after unusual occurrence
	Individual Care
· Program specific Assessment Screening, and  Reassessment 

· Intentional Hourly Rounding 

· Availability & utilization of safest products, devices, medications, and treatments

· Transparent Process/ Reporting System at staff/patient/family level.
Systems Focus
· Transparent Process/ Reporting System at medical center level

· Transparent Process/ Reporting System at SCAL regional level

· Resource availability and use

· Program Toolkit 

· Bundles

· Scales

· Tools

· Patient/Family/Staff Videos
· Reports (Midas, CalNOC, HealthConnect Database specific)
· Using timely metrics, identify opportunities for continuous improvement

· SBAR communication
· Communication Plan

· Embedding a Culture of Safety
	Individual Care
· Electronic Health Record

· EHR documentation

· Key EHR messages

· SMART phrases

· Program specific Assessment, Screening,  Reassessment, and Monitoring
· Reports (Midas, CalNOC, EHR Database specific)

· Reliable website for patient/ staff education
Systems Focus
· Monthly, Quarterly, Annual Reports at Regional, Medical Center, and Unit level
· Database specific: HCAHPS, Midas, CalNOC, EHR, Utility of Care Data Analysis

· ReporTrack

· Excel

· Stat-it

· Trending

· Just in Time Data

· Program specific Dashboards for Improvement Advisors, Medical Centers, Regional Teams

· Program specific SharePoint site

· SMART phrases
· Piloting/embedding new tools to support advancing care

· Simulation

	Communication Across 
Programs, Competencies, and Care Continuum



Patient-Centered


Care�
Team Work and Collaboration�
Evidence-Based Practice�
Quality Improvement�
Safety�
Informatics�
�
Recognize the patient or designee as the source of control and full partner in providing compassionate and coordinated care based on respect for patient’s preferences, values, and needs.�
Function effectively within nursing and inter-professional teams, fostering open communication, mutual respect, and shared decision-making to achieve quality patient care.�
Integrate best current evidence with clinical expertise and patient/family preferences and values for delivery of optimal health care.�
Use data to monitor the outcomes of care processes and use improvement methods to design and test changes to continuously improve the quality and safety of health care systems.�
Minimizes risk of harm to patients and providers through both system effectiveness and individual performance.�
Use information and technology to communicate, manage knowledge, mitigate error, and support decision making.�
�
WHY use the QSEN model?: The overall goal for the Quality and Safety Education for Nurses (QSEN) project is to meet the challenge of preparing future nurses who will have the knowledge, skills and attitudes (KSAs) necessary to continuously improve the quality and safety of the healthcare systems within which they work.
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