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In a patient and family centered healthcare environment, clinical leadership is required at all 
levels of nursing as we work together with a common purpose and commitment to quality 
and safety with every interaction.

What does clinical leadership look like? How is it defined? Strong clinical leaders master the 
match between values, beliefs, and behavior. They treat patients and colleagues based on 
their values of empathy and expertise. The relationship between words and actions builds 

the trust that is needed to share care decisions with patients and families. The leadership 
values of the nurses in the various roles described in the stories contained in this 

report are easily recognized by their actions and outcomes.

A strategic nursing priority has been investment in people to establish and 
sustain a healthy work environment. In “Satisfied at Work” and “From 

Words to Deeds,” nurse leaders sought feedback from frontline 
nurses and managers that directed us to unite around trust and 

to lead and practice based on shared values. Clinical leadership 
is visible in the actions of clinical nurses who used evidence-
based practice to improve patient experience and outcomes, 
in “From Clatter to Calm,” “Bright Spots,” and “Why, When, 

How on Catheters.” The contributions of all levels of nurses as 
interdisciplinary partners led to the design and implementation 

of an innovative biocontainment unit as highlighted in “Clear and 
Present Care.” Compassion and empathy inspired nurses to launch 

actions that provide compassionate support to caregivers (“A Coffee and a 
Break”) and expedite safe transport of critically ill neonates (“No Time Flat”). 

The strategic plan for nursing at The Johns Hopkins Hospital over the next two years 
is reflective of the transformations taking place in leadership—both in structure and 

integrative program designs. Nursing is poised to take on the challenges before us as  
we bid a fond farewell to our esteemed leader of 17 years, Dr. Karen Haller, and search  
for a Sr. Vice President for Nursing. The new leader will help to steer nursing into  
a future that will include integration and population health initiatives.

Although leadership changes garner attention, the practice of clinical leadership 
demonstrated every day at each level of nursing has a major impact on the patient 
experience. The stories highlighted in this report, and many more untold, reveal clinical 
leadership at its finest.

Sincerely,

Deborah Baker DNP, CRNP 
Interim Vice President for Nursing and Patient Care Services, The Johns Hopkins Hospital

LETTER FROM THE CHIEF NURSING OFFICER

PEOPLE

Establish & sustain a healthy work environment

PATIENT & FAMILY CENTERED CARE

Build capacity for nurse leadership in patient  
& family centered care.

EDUCATION

Modernize our educational approach

BIOMEDICAL DISCOVERY

Advance translational research

PERFORMANCE

Develop rigorous financial & quality improvement 
project management 

INTEGRATION

Maximize continuity of care & facilitate transitions

The Johns Hopkins Medicine Strategic Plan comprises six priorities—critical areas of focus for the success  
and sustainability of the institution. The Department of Nursing has aligned our strategic plan with these  
priorities to define our work for FY14-15 as noted below.

STRATEGIC PRIORITIES FY14-FY15
THE JOHNS HOPKINS HOSPITAL NURSING
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S E C T I O N  1 :  P E O P L E

ESTABLISH AND SUSTAIN  
A HEALTHY WORK ENVIRONMENT

INSIDE THIS SECTION: 

SATISFIED AT WORK 

FROM WORDS TO DEEDS

54
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Committed to understanding what defines 
job enjoyment among nurses at the 
Johns Hopkins Hospital, the Healthy Work 
Environment Research Team explored 
individual and organizational factors that 
affect RN satisfaction. Nurse researcher 
Carolyn Fowler, PhD, MPH, convened focus 
groups to hear what colleagues had to say. 

With groups representing nurse managers 
and those in bedside settings, nurses 
discussed what characterizes job enjoyment, 
what supports or challenges satisfaction, 
and how Hopkins could further foster a 
satisfying work environment. The discussions 
were audiotaped, monitored by a non-verbal 
observer and note-taker, and findings were 
analyzed by Fowler and the team.

“We found that trust served as the 
underlying influence on job satisfaction,” 
says Fowler. “Even though nurses weren’t 
directly using the word ‘trust,’ we realized 
by looking at the verbal and non-verbal data 
and listening to the audio recordings that 
they were describing behaviors that had 
built or broken trust. Most associated with 
high job enjoyment were nurses feeling they 
could provide the best care, count on team 
members, and know they were being heard.”

As a result, all nursing units have adopted  
a trust-building model focused on character, 
communication, and capability. “Trust 
ambassadors,” those who’ve completed 
several training sessions, facilitate trust-
building trainings and unit-level planning. 

For trust ambassador Christina Steg, RN, 
increased communication has been key.  
“In Labor and Delivery, we work a great deal 
on physician and nurse communication 

and relationships. We do daily huddles so we 
know what’s going on with every patient,” 
she says. But Steg emphasizes it’s really open 
communication that matters most. “We have 
an open-door policy, and we put decision 
making into the hands of the frontline nurses. 
... They recognize they’re being heard.”

Fowler adds the focus group process 
itself helped build trust among 
nurses. “Nursing leadership was 
committed to hearing the 
voices of frontline nurses. 
They shared the focus 
group findings openly 
and have acted on 
all recommen-
dations.”

As a Magnet-designated hospital, Johns 
Hopkins’ nursing practice is guided by  
a professional practice model (PPM). While 
Hopkins nurses are eloquent when describing 
their practice, a pilot evaluation found that 
few recognized the specific components 
of that model. A team formed to evaluate 
the adoption of the PPM and committed to 
avoiding a traditional educational campaign 
response decided to put the project into  
the hands of frontline nurses.

The PPM team asked Magnet Ambassadors—
who meet regularly about nursing initiatives 
and represent their nursing units—to 
volunteer to collect conversations with their 
fellow nurses. The ambassadors were given 
digital audio recorders to capture these 
informal conversations on their units to 
discover what professional practice means  
to Hopkins nurses. 

According to Tracey Long, MSN-MPH, 
RN, Healthy Work Environment Study 
Coordinator, “this approach let us hear  
the voices of frontline nurses and discover 
how they describe professional practice.”

Magnet Ambassador for Radiology  
Ronald Wardrobe, RN, NCIIE, said, “Getting 
input from radiology nursing staff was 
invaluable. I think enhancing the PPM with 
wording nurses use and understand will be 
more reflective of the already outstanding 
work we do.”

After all the conversations were  
downloaded, anonymously transcribed, 
and analyzed, the PPM team identified key 
themes. These were further validated in 
discussion with members of the professional 
practice committees, nurse leaders, and the 
Magnet Ambassadors to ensure accuracy 
and alignment of perspective. 

Long says commitment from leadership 
to honor the voices of frontline staff has 
made this unique strategy possible. The 
language shared by frontline nurses is 
guiding the redesign of the PPM and reflects 
their profound commitment to deliver safe, 
excellent, compassionate patient and family 
centered care.

United around trust and patient care

SATISFIED AT WORK

Evaluating a professional  
practice model

FROM WORDS  
TO DEEDS
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NURSING PROFILE
THE JOHNS HOPKINS HOSPITAL NURSING

2919 PACE NURSES 

90.3% 
FEMALE

9.7% 
MALE43.9%   NURSE CLINICIAN I

47.4%   NURSE CLINICIAN II

8.7%      NURSE CLINICIAN III

CLINICAL LADDER

EDUCATION

CERTIFICATION

GENDER

AVERAGE AGE & LENGTH OF SERVICE

9.3 YEARS AVERAGE LENGTH 0F  
SERVICE OF PACE NURSES

40.6 YEARS AVERAGE AGE  
0F PACE NURSES

17% ASSOCIATE DEGREE
US AVERAGE: 28.33%

77% BACHELOR/UNIVERSITY DEGREE
US AVERAGE: 58.08%4% MASTER/DOCTORATE DEGREE

US AVERAGE: 4.34%

2% DIPLOMA
US AVERAGE: 9.14%

PERCENTAGE OF DIRECT CARE RNs CERTIFIED  
BY A NATIONALLY RECOGNIZED ORGANIZATION   US AVERAGE: 32.77%22%

1082

1.75%

819

11.9  %

93.5% 71%

8 .25 YEARS
* US Average of Hospitals > 700 beds



S E C T I O N  2 :  B I O M E D I C A L  D I S C O V E RY

ADVANCE TRANSLATIONAL 
RESEARCH

INSIDE THIS SECTION: 

FROM CLATTER TO CALM

CLEAR AND PRESENT CARE

BRIGHT SPOTS
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Halsted 4 is a lot less noisy these days, a 
good thing for patients and the entire care 
team. The change is the result of a pilot 
project that questioned whether continuous 
cardiac telemetry monitors were being 
overprescribed and being used for an 
indefinite timeframe. It was clear to the 
nursing staff that the noise from the many 
telemetry alarms was disruptive in the 
patient care environment.

Nurses knew that in addition to legitimate 
alarms about an arrhythmia, “many 
times patients removed themselves 
from the monitor, or electrodes became 
disconnected, or a nurse failed to customize 
alarms when patients were admitted,” says 

Nurse Clinician III Keisha Perrin, MSN, 
RN. All these false warnings weren’t 

helping patients, and “alarm 
fatigue” was setting in among 

caregivers. It took a nurse-led 
interprofessional team to 

address the challenge 
of alarm fatigue, 

using best 
evidence and 

unit-based 
alarm 

data. 

The results were dramatic.

Before the pilot, Halsted 4 averaged six 
to seven patients in monitored beds per 
day and 2,100 telemetry alarms per week. 
Through the efforts of Perrin and an 
interprofessional team, the numbers fell to 
two to three patients a day and 112 to 156 
alarms a week during the study months, 
April through September 2014. Meanwhile, 
there were zero “adverse cardiac events” 
among patients. In 2015, the data-driven 
interventions were incorporated into the 
revised policy. “To be able to participate 
in something like this is what makes this 
nursing leadership role so meaningful,” 
Perrin says. “When you are improving 
patient care and calming the workplace 
environment, it’s a win-win.”

It’s not as though the staff can suddenly 
hear birds singing outside, but the quieter 
atmosphere does allow nurses to identify 
and appropriately handle the other alarms 
sounded by medication infusion pumps,  
for instance, or the  beep of a low battery 
in a “patient-controlled analgesic” pump, 
Perrin says.

She adds that the team has its ears open  
for the next opportunity to improve care.

What sort of professional commitment does 
it take to volunteer to provide care for the 
sickest patients with the most contagious 
infections for as long as it takes?

Just ask Jade Borromeo, RN, who 
jumped at the chance to train for the new 
Biocontainment Unit at The Johns Hopkins 
Hospital. No fear? “I think it was more 
intrigue. Nursing is definitely based on 
altruism,” Borromeo explains of her self-
selection for the BCU. “[The possible danger] 
never occurred to me. My fiancé is a cop.  
He said, ‘Why are you doing this? I’m the 
one who’s supposed to be in danger on the 

job.’ ”

Her eagerness was not 
lost on Neysa Ernst, 
MSN, RN, who organized 
like-minded nurses to 
train for a potential 
crisis assignment on 
top of their regular 
jobs. (Borromeo is a 
nurse clinician in the 
Neuroscience Critical 
Care Unit.) Volunteers 

were told the work would be exhausting but 
also rewarding. Borromeo, who has been at 
the hospital since January 2012 and with the 
BCU team for just over a year, was sold. “I 
could feel how excited [Ernst] was to start 
this unit. And I was excited to join her in 
pioneering this.”

The 7,900-square-foot BCU has only three 
patient rooms. There’s also a lab, showers, 
and “don and doff” areas where any of the 
100 self-selected caregivers put on and 
remove personal protective equipment.  
Two machines sterilize waste and the  
ventilation system is separate from the  
hospital’s. “We have the all the processes  
in place to keep us safe,” Borromeo insists.  

So far, the BCU, built where a pioneering 
HIV/AIDS clinic once stood, has had one 
admission and two lab activations to rule out 
infection, Ernst says. That lack of action is 
good news, of course, but Borromeo admits 
to a heightened sense of awareness when 
the phone rings late at night. “I don’t wish 
ill on anybody, ever, but the anticipation [of 
need] is there. We are in constant readiness.”

“I think it was  
more intrigue. 

Nursing is definitely 
based on altruism.  

[The possible 
danger] never 

occurred to me.”

– JADE BORROMEO

Teamwork hushes unnecessary noise on cardiac telemetry unit

FROM CLATTER TO CALM
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CLEAR AND PRESENT CARE
Staff self-select for training in new 
Biocontainment Unit
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After conducting the first stages of an 
evidence-based practice project on cycled 
lighting in the Neonatal Intensive Care Unit, 
a team of NICU nursing staff began to think 
about how to translate the best evidence 
into practice. Knowing that changing 
lighting practices in the NICU would be a 
shift in unit culture, the team joined with 
the Nursing Research Committee to assist 
with the implementation of a new lighting 
protocol. Nurse researcher Jenni Day, PhD, 
RN, saw the opportunity to conduct an 
implementation science research study.

Implementation science seeks to understand 
the barriers and facilitators that impact 
the successful implementation, adoption, 
and sustainability of evidence-based 
interventions in practice. Through conducting 
implementation science research, changes—
such as a new lighting policy in the NICU—
may occur more quickly for the patients’ 
benefit. As Kadi Martin, MS, RN, an NCIII 
who also holds a master’s degree in early 
childhood special education, explains, “Just 
as bright lights can disturb the baby, we can’t 
have them in darkness the whole time either.”

Now Day, working with Martin and clinical 
nurse specialist Karen Frank, DNP, RN, 
lead a grant-funded study. The team 
interviewed staff and obtained 
survey results to understand 
unit variables that may 
influence protocol 
adoption. Results from 
the interviews and 
survey are being used 
to address important 
aspects of the unit’s culture, 
such as who controls the lights 

or what topics to focus on for education,  
in order to assure that the new protocol  
is adopted quickly.  

It was in conducting this type of research 
that the team uncovered one important 
barrier: the existing lights in the NICU 
were not bright enough to meet the 
recommended standards. This came out 
clearly in staff interviews—had the team not 
asked questions, a protocol would have been 
written that could not be accommodated.

Day shares that this project, begun well before 
she, Frank, and Martin jumped in, has had 
many challenging moments, joking that it’s not 
only the babies whose development has been 
tested. “We’ve had to be very adaptable,” 
Day says. Irrespective of the challenges, 
there are tangible advances on the 
unit and the new, brighter lights 
are physical evidence that 
the research has already 
achieved change. 

“Just as bright lights  
can disturb the baby, we can’t 

have them in darkness the 
whole time either.”

– KADI MARTIN
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BRIGHT SPOTS
Implementation science leads NICU 
into the light
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S E C T I O N  3 :  PAT I E N T  &  FA M I LY  C E N T E R E D  C A R E

BUILD CAPACITY FOR NURSE 
LEADERSHIP IN PATIENT  
& FAMILY CENTERED CARE

INSIDE THIS SECTION: 

COMFORT IS ON THE MENU 

A COFFEE AND A BREAK

ALL TOGETHER NOW

1716
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They don’t necessarily wear scrubs or hold 
nursing degrees, but they’re an integral 
part of the healthcare team—they’re 
patient caregivers. With nearly 24-hour 
responsibility to monitor and provide care 
for their loved ones, they sometimes need 
a little support themselves, and Patient 
Education Coordinator Joanne Finley uses  
a “cup of joe” to do just that.

Through the Caregiver Café, launched 
in December 2014 with the help of a 
small stipend from the Sidney Kimmel 
Comprehensive Care Center (SKCCC) 
Development Office, Finley created a space 
where care providers of cancer patients 
could relax over a cup of coffee, find 

resources, and meet other 
caregivers facing similar 
struggles. Sometimes 
discussing topics like 
feelings of isolation, lack 
of self-care, or how to 
provide emotional support 
for their loved ones, and 

sometimes just letting the caregivers talk to 
each other, Finley says the café is all about 
meeting their needs.

“For some people, this is the only hour 
they get away. There’s no set agenda 
because I want people to feel this 
is their time. They can recharge, 
ask me questions, or learn 
about resources such as our 
chaplain, social workers, 
and others.” 

So far, more than 315 caregivers and 
35 patients have come to the café and 
caregivers have expressed that the 
experience has been powerful. Finley 
has presented the benefits of providing 
caregiver support programs to various 
professional teams across the Johns  
Hopkins Health System, encouraging  
them to rethink the way they do so.  
A Caregiver Resource Sheet is now included 
in each patient’s information binder and  
a medication checklist is available as  
a result of a caregiver’s suggestion.

“As an oncology nurse for 36 years, 
I’ve seen more responsibility shifted to 
caregivers over the years, and we want 
them to know the resources that are 
available to them. I think we’re making the 
right changes to provide more support, 
and it’s always an affirmation when 
you have people tell you, ‘I’m so 
glad you did this for me’ and 
‘Thank God it’s Thursday—
café day.’”

The removal of a tumor from the brain 
or spinal cord is an amazing, life-saving 
process. But once a potential killer is 
removed from the body, a different kind  
of suffering can begin. “I’d say 90 percent  
of the patients that we see are in acute 
post-operative pain,” explains Bobbie Norris, 
RN, CNRN, BC-RN, of the Neurosurgery  
Pain Research Institute, who treats patients 
in the neurosciences units.

Rather than medicate the pain away with opioid 
medications that can leave patients in a fog, 
carry addiction risks, and can affect healing, 
Norris and her team go to the Pain Control 
and Comfort Menu. The tri-fold pamphlet 
was inspired by similar efforts Norris, a pain 
resource nurse, had learned about at various 
professional pain treatment conferences.  
It spells out what is available to help patients 
and families control pain through distraction. 
“We know from the literature that for a patient 
who doesn’t have a lot of exposure to pain 
medication, distraction is just as effective for 
pain control as low-dose opioids,” Norris says.

Menu headings include “To Help You Sleep” 

(ear plugs, eye shield), “To Help You Feel 

Comfortable” (warm/cold packs, extra pillows), 

“ To Help You Relax” (stress ball, guided 

imagery therapy, pet therapy), and “For Your 

Entertainment” (books, movies, cards, or 

music—usually classical or “elevator” for 

fairly obvious reasons, Norris reminds). “It’s  

a great way to engage the whole family in 

the patient’s care,” she says. “This really helps 

them feel part of caring for the patient.”

Though there is an emphasis on lessening 

medication, a multi-pronged approach  

is the norm. 

Early adopters of the Pain Control and 

Comfort Menu have seen improvements 

in the Hospital Consumer Assessment 

of Healthcare Providers and Systems 

(HCAHPS) survey data related to pain 

control. The menu will be implemented on 

18 other nursing units across JHH. The use 

of the Comfort Menu helps to convey that 

somebody cares about helping patients to 

better manage their pain. “At the end of 

a 20-minute conversation, you ask them 

about their pain level and often it’s lower.”

“For some people, 
this is the only hour 

they get away.”

– JOANNE FINLEY
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A COFFEE AND A BREAK

COMFORT IS ON THE MENU

Caregiver Café offers cancer care 
providers a place to recharge 

Pain pamphlet guides suffering 
patients to a better place
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A best practice was being disseminated and 
Heather Davis Bruning, RN, led the charge to 
be an early adopter.

“It struck me, we can do this,” Davis Bruning, 
assistant nurse manager, says of bedside 
report and change of shift hand-offs on 
the Zayed 8 obstetrics units. It’s a process 
that pairs a nurse going off shift with her 
replacement in visiting the bedside and 
involving each of the day’s patients in their 
plan of care. Fewer nuances are apt to be 
missed by the oncoming nurse, and the 
patient gets a more comfortable transition 
of caregivers. “I saw a webinar about this 
practice in a hospital-wide meeting. We also 
had an employee that had visited with a 
family member on a unit that used bedside 
report. She shared the experience with 
fellow staff and convinced them of its value.”

That was good enough for Davis Bruning, if 
not immediately for everyone. “It took some 
convincing of the staff at first,” explains 
Susan Diaz, RN. “How long is this going to 
take going to all these rooms? … It does take 
a little time to get used to it but once you do 
it’s actually faster.” Because patients are part 
of the discussion, there are fewer questions 
later. Nurses are able to use the time in 

rounds to anticipate care needs 
and there are fewer patient 
calls overall.

“Patients know 
they are in good 
hands,” says 
Davis 
Bruning. 
“There is a 
familiarity 
from already 
meeting their 
nurse, not to 
mention the benefits 
of involving the patient 
in helping to plan times for 
specific procedures, medication 
dosing, and sleep.”

Diaz simply points to the outcome: 
improved patient- and family-centered care. 
“My patient and I are on the same page with 
her plan of care. I know what she likes and 
doesn’t like. They open up much more to 
you because they are comfortable.” 

The proof is in the data. The Zayed 
8 Hospital Consumer Assessment of 
Healthcare Providers and Systems (HCAHPS) 
data, which measures patient satisfaction, 
remains above the national benchmark for 
the last eight quarters for questions related 
to staff responsiveness and communication.

“Patients know they are in good hands. There  
is a familiarity from already meeting their 

nurse, not to mention the benefits of involving 
the patient in helping to plan times for specific 

procedures, medication dosing, and sleep.”

– HEATHER DAVIS BRUNING

ALL TOGETHER NOW
Obstetrics bedside report improves 
comfort and care 
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S E C T I O N  4 :  E D U C AT I O N

MODERNIZE OUR  
EDUCATIONAL APPROACH

INSIDE THIS SECTION: 

MODERN EDUCATION FOR MODERN PRACTICE:

 PERSUASIVE INFORMATION 
 IT’S A CINCH 
 HEADING OFF DELIRIUM

BIENNIAL REPORT 2016
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Recent healthcare reform has prompted a 
complex series of changes in care delivery, 
payment, coverage, and education; some 
immediate and others more gradual and 
expected to be introduced over the next 
several years. “Nurses have a central role to 
play in realizing the promise of a transformed 
health system,” says Roberta Anderson, 
MSN, RN, coordinator for nursing practice. 
“One of the biggest challenges is remaining 
informed. We want to maximize nurses’ 
potential for advancing nursing practice, 
while concurrently improving access to cost-
effective, high-quality care for our patients.”

A curriculum called CINCH, an acronym for 
Corporate and Individual Instruction Involving 
New Changes in Healthcare, active for about 
a year, was designed to close knowledge 
gaps among directors of nursing, assistant 
directors of nursing, nurse managers, 
assistant nurse managers, frontline nurse 
leaders, and advanced practice nurses. 
Courses include information on the 
Affordable Care Act, accountable care 
organizations, the health services cost 
review commission, and population 
health reimbursement.

“We’ve had world-renowned subject matter 
experts speak with nurses about the essential 
components of the Affordable Care Act, 
and how we should prepare for the future,” 
explains Anderson. In addition, continuing 
education credit hours are offered to 
participants to support their professional 
development and aid in meeting nursing 
certification requirements. “The course 
evaluations have been very positive 
… we have been successful in 
providing nurses with a baseline 
knowledge of the different 
elements of healthcare 
reform and the 
business aspects  
of nursing.” 

M
O

D
E

R
N

IZ
E

 O
U

R
 E

D
U

C
A

T
IO

N
A

L 
A

P
P

R
O

A
C

H

“Nurses want to do the right thing. They 
want to keep their patients safe,” says 
Dauryne Shaffer, MSN, RN, who educates 
surgical nurses and patients on the 
unequivocal benefits of administering 

blood-thinning 
medications to 
prevent venous 
thromboembolisms 
(VTE), a blood clot 
condition that kills 
more than 100,000 
Americans annually. 

Anti-VTE clot shots 
sting, and are usually delivered in the 
abdomen. Some patients refuse them, 
often placing nurses between a physician’s 
orders and a patient’s worries. As part 
of the multidisciplinary VTE Workgroup, 
Shaffer, with input from patients and staff, 
helped build training sessions that include 
interactive online modules utilizing real-life 
scenarios to help nurses connect and learn. 

The online modules for nurses are 
supplemented by patient education 
materials that make the goals of therapy 
easy to understand, explains Deb Hobson, 
RN, a patient safety specialty nurse in 
the Department of Surgery, who works 
alongside Shaffer on this life-saving 
initiative. Hobson and Shaffer also support 
staff by providing real-time persuasion 
to patients when it’s needed to address 
additional questions or concerns about the 
therapy selected to keep patients safe.   

Nurses have responded favorably to the 
online sessions and preliminary data 
suggest that the percentage of patients 
receiving blood thinners has increased, 
reports Elliott Haut, MD, PhD, a trauma 
surgeon and principal investigator for the 
three-year VTE prevention project.

PERSUASIVE INFORMATION

IT’S A CINCH

Innovative ideas keep care providers current

“Nurses want to do  
the right thing. They 

want to keep their 
patients safe.”

– DAURYNE SHAFFER

Ongoing education is essential to keeping nurses at the forefront of nursing 
practice. But with on-the-floor demands often making trusty old eight-hour 
classroom sessions unmanageable, the onus has shifted to nurse educators 
to find more effective methods to meet professional development needs.  
At The Johns Hopkins Hospital, they have responded with innovation.

MODERN EDUCATION  
FOR MODERN PRACTICE



Evidence demonstrates that about 40 
percent of delirium cases in hospitalized 
adults can be prevented, says Joyce Parks, 
DNP, RN, PMHCNS-BC, a clinical nurse 
specialist in Psychiatry. Unrecognized, 
delirium can pose significant danger  
due to the hallucinations, agitation,  
or confused thinking that can occur.  
Learning to recognize the symptoms  
sooner “presents a real opportunity for 
nurses to have a significant impact” on 
improved care. Her response is a blend  
of e-learning and live simulation sessions 
that first share best practices, then allow 
nurses to safely test them. 

Parks, a member of the board of directors of 
the American Delirium Society, cites current 

studies estimating the incidence of delirium 
in neuroscience populations at 9 percent to 
16 percent and in psychiatry populations at 
2.5 percent to 10 percent. She reports that 
the society is mounting a Nurse Delirium 
Education project to address the problem 
nationally. One of the first steps is providing 
quality educational modules whose value 
is clear to the nurses asked to take them, 
Parks says.

“As adult learners, nurses have to believe 
that education is relevant to their practice,” 
explains Parks, who adds that the learning 
sessions have been well received, resulting 
in an improvement in nurses’ recognition 
of symptoms, critical thinking, and patient 
safety outcomes. 

“As adult learners, nurses have to believe 
that education is relevant to their practice.”

– JOYCE PARKS

HEADING OFF DELIRIUM
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S E C T I O N  5 :  I N T E G R AT I O N

MAXIMIZE CONTINUITY  
OF CARE & FACILITATE 
TRANSITIONS

INSIDE THIS SECTION: 

NO MORE REVOLVING DOOR

EPIC UNDERTAKING

NO TIME FLAT
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Johns Hopkins nurses collaborated with 
their Johns Hopkins Bayview Medical 
Center nursing colleagues to plan for the 
December 1, 2015 implementation of the 
Johns Hopkins Medicine’s academic division 
electronic medical record (EMR) system at the 
Bayview campus.

More than 200 Johns Hopkins Hospital nurses 
participated in the EMR work groups for the 

JHM academic build and 
over 500 nurses were 
on hand to support the 
go-live effort as “super 
users” in credentialed 
trainer and administrative 
roles. While these 
nurses supported this 
implementation, they 
sought to gain invaluable 

information about how to prepare for their 
own July 1, 2016 implementation at The 
Johns Hopkins Hospital. What they’ve learned 
should have a significant positive impact, says 
Margie Burnett, MS, RN, program coordinator 

for Clinical Informatics in the Department  
of Neurosciences.

“The important thing we stressed for staff in 
supporting Bayview was to critically watch,” 
Burnett says. “We will debrief with nurses to 
ask, ‘What went right? What can we improve 
for July 1?’ ”

At-the-elbow support was essential to  
the success of the implementation and 
possible because of experienced and 
supportive nurses. Alisha Lauritzen, RN,  
a nurse clinician on Zayed 12E, was one 
of the “super users” and has been though 
system-wide EMR implementations before. 
To her, along with her own enjoyment of 
working with computers, the benefits are 
obvious. “At The Johns Hopkins Hospital, 
now, we have four different systems trying 
to talk to each other,” Lauritzen says. “With 
the implementation of the EMR information 
will become integrated.”

Burnett adds, “You have to have the right 
people in place. The productivity within our 
workgroup has been enhanced by forward-
thinking individuals who are collaborative, 
responsive, and respectful. With good 
communication, we’ve accomplished  
a lot in a very short time.”

Rather than become a revolving door where 
patients leave before they are treated, 
clinicians in the Adult Emergency Department 
wanted the ED to be a place where long wait 
times, which were compelling patients to 
leave, no longer created a barrier to care.

Under the facilitation of Tina Tolson, MSN, 
RN, assistant director of nursing, providers, 
registrars, nurses, support personnel, and 
administrative staff came together as a task 
force to implement strategies to reduce the 
number of patients who left the waiting room 
without being seen by a provider.

“This was about patient safety,” says Tolson. 
“Eleven percent of ‘left without being seen’ 
patients return within a few days, often more 
sick than before. We knew it was imperative 
to assess acuity of patients as quickly as we 
could, the first time they came in.”

By establishing a framework to address 
“upfront” care, or care within the waiting 
room, the task force began rolling out 
changes to improve performance. A 
provider was stationed within the waiting 
room to assess patients who didn’t need to 
immediately be placed in a bed, more staff 
were scheduled during the busiest times of 
day, and nurses and physicians were paired 
together to maximize collaboration and 
enhance communication. 

Laura Jansen, BSN, RN, a shift coordinator, 
said she immediately noticed an 
improvement with the implementation of the 
nurse and physician pairing, which improved 
efficiencies by helping those providing care 
to establish the treatment plan. “We also 
hired scribes,” she adds, “who have helped 
tremendously to record patient information 
so the providers don’t have to spend extra 

time doing documentation.”

With strategies rolled out incrementally, the 
team can now analyze patient walkout rates 
and measure the outcomes of these process 
improvements. The initiative has been 
nothing less than collaborative, confirms 
Tolson. “We engaged stakeholders, developed 
action items, and continually asked for staff 
feedback about which changes were 
working and which needed to be 
adjusted. We’ve been able to sustain 
a left-without-being-seen rate 
between 3 to 5 percent,  
a rewarding improvement 
from the 12 percent we 
measured two to 
three years ago.”

NO MORE REVOLVING DOOR
ED Acts to Reduce Wait Times

“With good 
communication, we’ve 

accomplished a lot in  
a very short time.”

– MARGIE BURNETT

Assisting with EMR implementation at 
Johns Hopkins Bayview Medical Center 
helps inpatient team prep for its turn

EPIC UNDERTAKING
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Don’t blink or you’ll miss them: Beth Diehl-
Svrjcek, DNP, RN, lead neonatal nurse 
practitioner, says the team has met a goal 
of significantly cutting the time it spends in 
referral hospitals thanks in part to versatile 
transport and delivery room (or TR/DR) 
nurses like Leslie Sulpar, MSN, RN. “Having 
the resource of the TR/DR nurse available 
to draw up medications and document 
while the nurse practitioner is performing 
tasks like stabilizing the airway has been a 
tremendous assistance,” says Diehl-Svrjcek, 
who explains that the TR/DR nurse also can 
handle communication with overwhelmed 
family members and thermoregulation of 
the newborns.

The teamwork has thus far cut seven 
minutes off mean time spent at the sending 
hospital, “and I expect it to go much lower” 
as TR/DR nurses continue to get more 
comfortable with their new roles, Diehl-
Svrjcek says. The bottom line, she adds 
quickly, will always be the baby’s safety.

More effective thermoregulation has meant 
healthier temperatures of all infants, and 
the average birth-to-Hopkins-NICU time 
has been reduced to under 20 minutes, 
“which is really good,” according to Karen 
Frank, DNP, RN, clinical nurse specialist 
at the 45-bed NICU. Seeing how they 
can provide resources that are needed at 
outside hospitals gives TR/DR nurses an 
understanding and appreciation of their own 
capabilities, Diehl-Svrjcek says.

TR/DR nurses must have two years of NICU 
experience and attend a TR/DR-specific 
class and a pediatric base station course. 

They also must complete a S.T.A.B.L.E. 
course (short for the six assessments: 
Sugar, Temperature, Airway, Blood 
pressure, Lab work, and Emotional support) 
and a neonatal resuscitation program and 
remain current while in the role. Last year, 
Hopkins TR/DR nurses participated in 193 
emergent transports from community 
hospitals around the region.

“I love doing it ... you never know what’s 
going to happen next,” says Sulpar. “I like 
that urgent, spur-of-the-moment, thinking-
on-my-feet kind of setting.”

“ I love doing it ... you never know what’s going to happen 
next. I like that urgent, spur-of-the-moment, thinking-
on-my-feet kind of setting.”

– LESLIE SULPAR

Ready or not, the newborns arrive, and the ones who need the type of special care provided  
at The Johns Hopkins Hospital’s Neonatal Intensive Care Unit can’t wait to get there either.  
So when a call comes from an outside hospital without the resources to treat a baby in 
jeopardy, members of the Neonatal Transport Team spring into action.

Transport team hustles community’s sick preemies  
to care

NO TIME FLAT
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TRUE POSITIVES
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A STEP AHEAD OF A MISSTEP

34



36 37

Obtaining blood for cultures from a central 
venous catheter (CVC) or an arterial line 
to diagnose infections in cases of fever 
or sepsis carries its own risks. These 
can include false positives that can lead 
to unnecessary antibiotic use and the 

possibility of drug-
resistant infections. 
There is also significant 
monetary cost 
associated with the 
tests. But how can 
nurses erring on the side 
of caution tell whether 
the tests are truly 
warranted?

In the pediatric 
intensive care unit, a 
multidisciplinary team 
introduced a novel 
clinical decision-making 
strategy, featuring 
both a fever evaluation 

checklist and a Blood Culture Decision Tree 
algorithm to help remove the guesswork. 

Team member Judy Ascenzi, DNP, RN, 
explains that nurses were also directed to 
take blood via “peripheral phlebotomy blood 
draws” elsewhere on the body.

A study of patients admitted to the medical 
surgical PICU over 24 months found that 
using the interventions and education 
reduced the number of blood samples 
taken via CVC from 73.1 percent to 39.5 
percent. There was also a sustained 7 
percent monthly decrease in the rate of 
blood cultures collected, all with little change 
in the median length of a PICU stay or the 
mortality rate, according to an abstract 
for “Improving Blood Culture Utilization in 
Critically Ill Children,” an article co-written 
by Ascenzi. The strategy resulted in savings 
of $60,000 in blood culture costs alone.

There were bumps, Ascenzi admits. Taking 
blood through a CVC is easier and quicker 
than blood draws, and there were still 
judgment calls to make. “It seemed at the 
beginning I was always being called in for 
an interpretation of the algorithm, but I can 
now say that I am consulted once a month 
where it used to be multiple times per 
day,” she says. “We are now getting ready 
to disseminate the practice and study the 
results throughout the Children’s Center and 
at two other children’s hospitals.”

“It seemed at the 
beginning I was 

always being called in 
for an interpretation 

of the algorithm,  
but I can now say  

that I am consulted 
once a month where 

it used to be multiple 
times per day.”

– JUDY ASCENZI
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TRUE POSITIVES
Taking the guesswork out of blood 
cultures protects patients and 
decreases costs

When it comes to urinary catheter insertion, 
“is it absolutely necessary?” is one of the 
first questions a nurse should ask. When 
the answer is yes, the Catheter Associated 
Urinary Tract Infection (CAUTI) Prevention 
Work Group says every measure must be 
taken to ensure an infection doesn’t occur. 

As co-chair of the group, Patty Dawson, 
MSN, RN, assistant director of clinical quality 

and Magnet, has seen 
tremendous changes 
in the way the hospital 
addresses CAUTIs, 
and she attributes 
success to the group’s 
comprehensive, 
evidence-based 
approaches. From 
January to June 2015, 
the standard infection 
ratio across adult critical 
care units was 0.388—
coming in significantly 

lower than the hospital’s goal of 0.845 and 
the 2014 ratio of 1.168. 

Behind all the interventions has been 
the simple idea of removing the catheter 
as soon as possible and establishing 
close surveillance during use. Through 
maintenance monitoring, nurses and 
clinicians have examined and documented 
their practices, and by developing  
a Root-Cause Analysis Tool, each infection 
has been thoroughly investigated to  
identify commonalities and develop 
prevention techniques. 

Other strategies have included moving to 
catheter insertion kits with all components 
pre-assembled to ensure the maintenance 
of a sterile closed-system, purchasing 
dedicated bladder scanners for the critical 
care units, and a peer-to-peer assessment 
leveraging recommendations from other 
Hopkins entities. 

Looking to the future, the group has also 
identified how the new electronic medical 
record system can be designed to guide 
care and provide data on performance. “We 
can prompt providers to provide reasons for 
urinary catheter use, document date and 
time of insertion, and record ongoing care 
practices,” says Dawson, “giving us trackable 
data to see if we’re practicing within the 
evidence-based protocols.”

Motivated by the success of an initiative 
led by Judy Ascenzi, DNP, RN, to address 
CAUTIs within the pediatric intensive care 
unit, Dawson says the interprofessional 
collaboration has been excellent in moving 
the initiative hospital-wide. “Nurses, 
epidemiologists, physicians, product 
specialists, and others have come together, 
and because of that we have seen success.”

“Nurses, 
epidemiologists, 

physicians, product 
specialists, and  

others have come 
together, and because 

of that we have seen 
success.”

– PATTY DAWSON

WHY, WHEN, HOW ON CATHETERS 
CAUTI Prevention Work Group 
translates evidence to improve care

JHH Central Line-Associated Blood Stream Infection Rates  
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Thanks to a group of nurse champions, a 
project that started as weekly skin rounds 
in an adult critical care unit to screen for 
pressure ulcers has become a hospital-
wide critical care initiative resulting in more 
individualized care for patients. 

As one of the champions leading skin rounds 
in the Weinberg ICU, Betsy Fisher, RN, a 
certified wound ostomy continence nurse, 

says after hearing lessons 
from other ICUs, her 
team began tracking 
data among patients 
with pressure ulcers and 
discovered ulcers were 
appearing in unexpected 
locations. “The ulcers 
were forming from 

medical devices, for example, on the legs 
and heels of patients wearing compression 
stockings.” 

While thromboembolism-deterrent hose 
can support venous drainage of the leg and 
reduce blood clots, the nurses found that 
often, they can be the culprit behind other 
problems. Nurses asked: Are such devices 
absolutely necessary for every patient?

Taking the issue to the hospital’s Venous 
Thromboembolism (VTE) Collaborative, 
Fisher gained support from fellow wound 
care nurses Nancy Sujeta, RN, Kelly Heffron, 
RN, and Amanda Owen, RN, who were also 
on the committee. Owen, who was leading 
skin rounds in the Medical ICU, had seen 
pressure ulcers on ears and fingers, again 
caused by devices they were wearing.  

The VTE Collaborative, using data supplied by 

the nurses, devised a solution that not only 
reduced stocking-induced pressure ulcers 
but reflected more individualized, patient-
centered care. “The electronic order system 
used to work so that if a physician elected for 
VTE prophylaxis, a patient was automatically 
assigned to receive compression stockings, 
sequential compression devices, and 
medication,” says Fisher. “But now, physicians 
have to individually select the compression 
stockings ... and only when they are 
absolutely necessary.”

With a 26 percent reduction in hospital-
acquired pressure ulcers related to 
compression stockings across the ICUs, 
the WICU-initiated effort was just one 
of the many led by nurses to change 
practice across the hospital. Fisher says 
communication from the staff to the 
pressure ulcer prevention subcommittee 
and all involved in care has been essential to 
achieving better outcomes on their units. 

“It’s been a long process,” she says.  
“But it’s rewarding to know the work of  
ICU nurses impacted house-wide practice. 
We’re very proud.”

Too often, bathroom visits are when slips 
and falls happen, especially if a patient 
has gotten out of bed independently 
due to impulsivity, anxiety, confusion, or 
underestimation of physical limitations. At 
the department level and hospital-wide, 
nurse-led quality councils explore fall event 
data and share best practices that are 
designed to raise red flags early and reduce 
the danger of patient falls. 

The Department of Medicine is a prime 
example of disseminating best practice. 
The Hospitalist unit established “purposeful 
rounding” in 2014 in combination with 
bedside shift report as a way for nurses to 
get on the same page with each other and 
on the same clock as their patients. “Both 
of these measures have increased safety 
checks and safety awareness among all 
staff, which has been beneficial for unit 
team building, patient satisfaction, and 
patient safety,” explains Holley Farley, RN, 
Nurse Clinician III. “The key to purposeful 
rounding is truly being purposeful, and 
asking each patient if they have to use 
the bathroom while assessing their 
environment for safety issues.” 

Scheduled bathroom breaks not only create 
a safer environment but can also prevent “a 
busier day for the nurse, being called back 
to the patient’s room on a more frequent 
basis,” says Katie Outten, MSN, RN, medicine 
safety officer. “The nurse can proactively 
anticipate the patient’s needs,” addressing 
the “4 P’s”—potty, position, personal needs, 
and pain—all before leaving the room.

This approach quickly spread to Nelson 8, 
where it was expanded to include a fifth P. 
“Nursing staff meets patients’ [bathroom] 
needs ahead of time, on a proactive 
schedule, as opposed to waiting for the 
patient to call for assistance,” says Rebecca 
Longstreth, RN, NCIIE, also a Comprehensive 
Unit-based Safety Program (CUSP) 
champion. “We have reminders outside of 
every patient door to help nurses remember 
to check on specific needs: potty, position, 
personal needs, pain, and protection.” 

The implementation and dissemination 
of evidence-based best practices have 
contributed to the success of the hospital’s 
performance. Fall and fall injury rates have 
outperformed the national benchmark 
mean for greater than the majority of the 
last eight quarters.

“It’s rewarding to  
know the work of ICU 

 nurses impacted  
house-wide practice.” 

– BETSY FISHER

A STEP AHEAD OF A MISSTEP
Improving skin care and  
individualized care

Best practices on reducing patient falls

MAKING THE ROUNDS
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PEOPLE
Establish a sustainable practice environment  
built on trust, mutual respect, and the well-being 
and safety of all staff

BIOMEDICAL DISCOVERY
Advance scientific inquiry into the adoption and 
sustainability of evidence-based interventions

PATIENT & FAMILY CENTERED CARE
Strengthen our nursing culture to advance the 
delivery of patient and family centered care

EDUCATION
Modernize our educational approach 
 

INTEGRATION
Build models that facilitate transitions in care and 
ensure continuity across disciplines and settings

PERFORMANCE
Improve operational and clinical effectiveness  
and efficiency

The Johns Hopkins Medicine Strategic Plan comprises six priorities—critical areas of focus for the success  
and sustainability of the institution. The Department of Nursing has aligned our strategic plan with these  
priorities to define our work for FY16-18 as noted below.

STRATEGIC PRIORITIES FY16-FY18
THE JOHNS HOPKINS HOSPITAL NURSING
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Karen B. Haller Endowed 
Scholarship Fund Established

In 2016, Dr. Karen Haller, esteemed Vice 
President for Nursing and Patient Care 
Services and Chief Nursing Officer at The 
Johns Hopkins Hospital for the last 17 years 
assumed a new role as the Vice President of 
Nursing and Clinical Affairs for Johns Hopkins 
Medicine International.  

Dr. Haller’s greatest legacy is her 
commitment to and advancement of patient-
centered care, long before it became a 
common phrase. To honor this commitment, 
the Johns Hopkins University School of Nursing 
has established the Karen B. Haller Endowed 
Scholarship Fund in patient-centered care. 
Each year an award will be made to a Johns 
Hopkins School of Nursing student in the 
MSN: Entry into Nursing program who has 
demonstrated an exceptional commitment  
to patient-centered care.

This scholarship represents a calling to 
us as Hopkins healthcare professionals to 
fortify our position that exceptional nurses 
are desperately needed as we reform our 
healthcare system to be more accessible and 
flexible to meet our patients’ needs.   

To make a tax deductible donation,  
please visit http://bit.ly/1NoU9xY. 
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