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esponding to the demand for
more “Essence of Nursing” 
Your positive feedback to May’s “Essence” supplement inspired us 
to offer a sequel. 
By Melissa A. Fitzpatrick, MSN, RN, FAAN

It’s a pleasure to bring you
part 2 of “The Essence of
Nursing: Advancing the Art

and Science of Patient Care,
Quality, and Safety.” We’ve had
an overwhelming response to
part 1, published in May. It ob-
viously struck a deep chord with
our 175,000+ print readers, 
as well as those accessing the
supplement online at American
NurseToday.com/the-essence-
nursing. In our online surveys,
response to this supplement has
been plentiful and positive.
Thank you for taking time out of
your busy day to tell us what
you thought of it. 

As we all know, nurses are
passionate, opinionated, and
articulate when it comes to our
top priority—meeting the needs
of patients, families, and com-
munities. Readers of our May

“Essence” supplement ex-
pressed unwavering dedication
to enhancing patient outcomes
and told us that despite the
many challenges they face, they
always strive to do what’s right
for their patients with compas-
sion, vigilance, and diligence.
Several stressed that we need to
go beyond simply being present
for patients to making them
aware of our intentions and al-
ways providing the “nurse’s
touch.” Some of you said the
supplement validated your be-
liefs, advocacy efforts, and rea-
sons for becoming a nurse in
the first place. Your expressions
of what the essence of nursing
means to you and how it comes
through in your daily work were
inspirational and heartwarming. 

Some readers worried that the
increasing focus on computers,
technology, and documentation
could be imperiling our ability to
provide the essence of nursing.
Many of you shared the concern
that we’re at risk of losing that
essence unless we commit every
day to manifesting and emphasiz-
ing it in our care delivery sys-
tems. You validated that the arti-
cles in “Essence, Part 1” pro vid ed
many of the tools, solutions, and
evidence you’ve been looking for
to accomplish these goals and 
ensure patients’ safe passage
through the care process. Your

feedback was unanimous: You
wanted more “Essence.” 

Introducing “Essence, 
Part 2”   
“Essence, Part 2” is our re-
sponse to your request. It covers
topics suggested by readers—
topics that represent areas of fo-
cus and priority for their units
and organizations. In your feed-
back to “Essence, Part 1,” you
told us that creating a culture of
caring, intentional rounding, pre-
venting falls, promoting mobility,
optimizing nutrition, and enhanc-
ing the patient experience are
top of mind. Working toward
these goals enables the essence
of nursing to shine through.   

Many nurses have been work-
ing on these issues for decades.
What’s more, these topics have
been gaining increasing atten-
tion from accrediting bodies,
Magnet® Recognition Program
appraisers, and the media.
Doesn’t it seem that not a day
goes by without a news report
on infections and communicable
diseases? Are you dismayed
when you see a coworker go in
and out of a patient’s room with-
out washing his or her hands?
How often does a neighbor or
family member tell you a loved
one sustained a fall or acquired
an infection or pressure ulcer in
your hospital? Who can walk

R
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through a supermarket, go to a
movie, or visit a school without
noticing the epidemic of morbid
obesity in our country—and real-
izing the pressing need to in-
crease our efforts to optimize nu-
trition and healthful living?  

We asked the authors for
“Essence, Part 2” not only to
share the evidence and science
pertaining to these key issues, 
but also to describe nurses’ real-
world efforts to keep patients safe
while managing care within our
complex workplace. You asked
for specifics on process, collabo-
ration, and results—and our au-
thors have fulfilled your request. 

You also asked for examples
of real-world conversations on
these topics. We know dialogue
is the key to reaching consensus
on clinical solutions. Here are a
few examples from my own ex-
periences talking to nurses
about preventing patient falls:

• After a spirited discussion
with a group of dedicated
falls champions at a large
academic medical center, I
reviewed the minutes from
the past 6 months of their
meetings. I saw they’d spent
a tremendous amount of
time discussing how to des-
ignate patients who were at
risk of falling. They’d debat-
ed whether to use booties,
blankets, wristbands, or
signs over the heads of
these patients’ beds. After
months of deliberation, they
decided to place a picture
of Humpty Dumpty over the
head of the bed of every
patient deemed at risk 
(nearly every patient on
some units). The decision 

left me wondering: Is this a
reasonable solution or does
it just make these nurses feel
as if they’re doing some-
thing? How would family
members feel when visiting
a loved one in the hospital
and seeing Humpty Dumpty
above his or her head? The
nurses’ intentions were
good, but the Humpty
Dumpty solution leaves
much to be desired.

• A group of more than 300
critical care nurses from a
hospital in a large North-
east city told me they’d
spent more than $1 million
last year on “sitters” for crit-
ical care units. Yet their
nurse-to-patient ratio was
1:1 or 1:2—which is excel-
lent. In my best Dr. Phil imi-
tation, I asked how the sit-
ters were working out for
them. “They just sit there
and watch the patient fall,”
one nurse replied. We dis-
cussed how that $1 million
could have been put to
much better use by invest-
ing in better nurse commu-
nication tools, sensor tech-
nology, and more staff.   

• Of course, many teams are
having conversations that
are yielding positive results
in falls reduction. I recently
made the rounds on a busy
med-surg unit with a charge
nurse who exuded the
essence of nursing. He and
his colleagues had taken a
data-driven approach to
falls reduction. Based on
data reported from their
connected smart technolo-
gies (beds, nurse call and
locating system, electronic 

signage, and electronic
health record), they found
patients were falling as they
tried to get out of bed to go
to the bathroom 1 hour af-
ter receiving a diuretic.
Once he and his team put
all the pieces together, they
were able to avert patients’
unassisted attempts to get
out of bed, assisting them
to the bathroom safely and
before it was too late.

Do some of these stories
sound familiar? Of course, pre-
venting falls is just one of the
many challenges nurses face on
every shift, every day. I’m sure
each of you has opinions and
ideas about what’s working and
what isn’t working in your work-
place as we strive to decrease
all adverse events. I hope you’ll
share these with us by providing
feedback to “Essence, Part 2,”
which describes multidiscipli-
nary, evidence-based solutions
to help nurses deliver the es -
sence of nursing. Our authors
are nationally renowned experts,
frontline caregivers, advanced
practice nurses, educators, and
consultants who’ve studied these
challenges, developed best prac-
tices, and collaborated across
disciplines to create meaningful
changes in their care environ-
ments. Never have we needed
their expertise more.

Enjoy “Essence, Part 2”—and
by all means, let us know what
you think by contacting us at
AmericanNurseToday.com/send
-letter-editor/. c

Melissa A. Fitzpatrick is a member of the Edito-
rial Advisory Board of American Nurse Today. At
the time this article was written, she was vice-
president and chief clinical officer at Hill-Rom.



Nursing has a powerful pos-
itive impact on patients’
lives. Because of its inti-

mate nature, as exemplified by
the essence of nursing, nurses
can make the most significant
contribution to patients’ experi-
ences, safety, and healing. 

The spirit and spirituality we
express through our nursing care
reflects the very core of organi-
zational culture. A culture of car-
ing is marked by a sound profes-
sional practice functioning within
an innovative environment to im-
prove patient and community
health. Today, with such a strong
evidence base in place to
demonstrate the correlation be-
tween nursing and outcomes, a
caring culture also can be de-
scribed as a culture of curing—

but not curing in the most obvi-
ous clinical sense. High-quality
nursing care thriving in a
healthy work environment can
cure healthcare-related economic
woes through better outcomes
achieved at lower cost. With this
type of caring—and curing—cul-
ture, nurses, and nursing prac-
tice thrive. 

“We’ve never done it that
way before” 
How do we ensure that a car-
ing, curing culture that nurtures
both nurses and nursing practice
survives the current winds of
change while preserving the
essence of nursing? It starts with
understanding the type of culture
that’s driving the work environ-
ment and the staff working in it. 

Frequently, culture is de-
scribed as “what happens when
no one is watching,” where the
strongest forces that drive nurs-
ing practice reflect the attitude
that “We’ve always done it that
way.” In reality, nursing evolves
continuously. Some changes oc-
cur gradually and may not be
readily apparent. These changes
are similar to updates for smart-
phone apps: We accept the up-
date, install it, and don’t need a
lot of training to use the new ver-
sion. In other words, the same
work environment and culture
that was in place before the
change stays in place.

But other changes are more
obvious and abrupt, causing the
evolution to feel more like a rev-
olution. The resulting transforma-
tion can be dramatic, redesign-
ing the work environment as a
place nurses and patients might
not recognize. Examples include
eliminating the centralized nurs-
ing station and implementing
new technology that changes the
world at warp speed, such as
robotics. Such dramatic changes
can be good, and many come
about through innovation. These
changes take us from “We’ve 
always done it that way” to
“We’ve never done it that way.”
They can be exciting, igniting
the spirit of caring and fanning
the flame even more. 
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culture of caring is a culture
of curing
The essence of nursing depends on a healthy, ethical work
environment that embraces change.
By Lillee Gelinas, MSN, RN, FAAN

A



George Bernard Shaw said,
“You see things; and you say
‘Why?’ But I dream things that
never were; and I say ‘Why
not?’” When it comes to today’s
consumers and the economic de-
mands on healthcare organiza-
tions, we obviously need to de-
sign new ways of caring,
including new ways of caring
for both patients and caregivers.
This change must take place
within the context of high-perfor-
mance work environments with
inspirational cultures. The need
for speed and an open mind to
create and achieve new ways is
crucial. So the next time some-
one says, “We’ve never done it
that way,” you might want to
ask, “Why not?”

Ethics, work environment,
and impact on caring
Change is all around us, and
our response to it determines the
level of success we can achieve.
Understanding the impact of
change and innovation on care
and the caregiver is important.
Lack of understanding or inabili-
ty to address the challenges can
undermine even the healthiest
work culture. 

The links between ethics and
caring are well-known. However,
we’re often hesitant to address
moral and ethical issues as soon
as the need arises. The result is
a drain on both staff and the
caring culture. The American
Nurses Association’s (ANA’s)
Ethics Advisory Board believes
an ethical environment or cli-
mate is necessary for a healthy
work environment: You can’t
have one without the other.
ANA’s Code of Ethics for Nurses
with Interpretive Statements
(2015) reflects the nursing pro-

fession’s ethical values and obli-
gations. A nonnegotiable ethical
standard, it serves as an expres-
sion of nursing’s commitment to
society. 

Two provisions in the Code of
Ethics offer important guidance
related to the need for an ethical
environment and a safe, healthy
culture: 

• Provision 5: The nurse
owes the same duties to
self as to others, including
the responsibility to pro-
mote health and safety,
preserve wholeness of
character and integrity,
maintain competence, and
continue personal and pro-
fessional growth. 

• Provision 6: The nurse,
through individual and col-
lective effort, establishes,
maintains, and improves
the ethical environment of
the work setting and condi-
tions of employment that
are conducive to safe,
quality health care.

This guidance is particularly
important when dealing with eth-
ical and moral issues that may
arise at any time while deliver-
ing nursing care. (See Five types

of moral issues.) 
ANA defines a healthy work

environment as one that is safe,
empowering, and satisfying. It’s
not just the absence of real and
perceived threats to health but a
place of physical, mental, and
social well-being, supporting op-
timal health and safety. In
healthy workplaces, moral and
ethical issues are understood
and addressed, and the health
and safety of patients and
healthcare workers are respect-
ed and continuously promoted.
In these workplaces, the essence
of nursing emerges, reflecting
the art of caring, the science 
of curing, and the soul of our
profession. c

Selected references
American Nurses Association. Code of Ethics
for Nurses with Interpretive Statements. Silver
Spring, MD: Author; 2015. nursingworld.org/
MainMenuCategories/EthicsStandards/Codeof
EthicsforNurses/Code-of-Ethics-For-Nurses.html

Rushton CH, Kurtz MJ. Moral Distress and You:
Supporting Ethical Practice and Moral Re-
silience in Nursing. Silver Spring, MD: Ameri-
can Nurses Association; 2015.

Lillee Gelinas is Editor-in-Chief of American
Nurse Today and system vice president and chief
nursing officer of Clinical Excellence Services at
CHRISTUS Health in Irving, Texas. She wishes to
thank Beckett Gremmels, PhD, System Director
of Ethics, CHRISTUS Health, for his research
assistance for this article.
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Five types of moral issues   
Consider these five categories of moral issues, as described by
Rushton and Kurtz (2015): 
• Moral uncertainty occurs when a nurse is unsure whether an ethi-

cal conflict or dilemma is present or what principles to apply to
resolve it. 

• A moral dilemma arises when two or more ethical values or prin-
ciples conflict, making it hard to choose among them. 

• A moral conflict happens when two or more stakeholders hold
different opinions on how a moral dilemma should be resolved. 

• Moral distress involves the perception that one’s core values are
being violated, as well as a feeling of constraint from taking the
course of action that’s perceived to be ethically appropriate. 

• Moral residue is the lingering feeling that remains after a morally
problematic situation has passed. 



6 The Essence of Nursing November 2015 www.AmericanNurseToday.com

he value of purposeful rounding
The authors describe how to customize purposeful rounding to 
each unit.  
By Jane McLeod, MSN, RN, and Sue Tetzlaff, MHA, RN, FACHE, RHIA

T

Purposeful rounding is a
proactive, systematic,
nurse-driven, evidence-

based intervention that helps us
anticipate and address patient
needs. When applied to nurs-
ing, rounding often is described
as “hourly” or “purposeful.” We
prefer the latter term, because
on some units or at certain times
of day, rounding doesn’t take
place at hourly intervals. 

As we travel around the
country and interact with nurs-
ing staff and leaders in units
and organizations of all sizes,
we often encounter nurses’ frus-
tration with purposeful round-
ing. It’s not that they don’t be-
lieve in it; rather, they don’t
know how to get purposeful
rounding to “stick” because it
entails asking staff to reorgan-
ize and approach their work in
a completely new way to ac-
commodate the rounding sched-
ule. Some caregivers have been
organizing their shift the same
way for more than 30 years.
Rounding forces nurses to
change their habits—and as 
we all know, changing habits 
is hard. If we expect them to
make this change, we have to
present them with extremely
compelling evidence that round-
ing works.

Fortunately, the evidence is
compelling. A growing body of
research suggests effective pur-
poseful rounding can promote
patient safety, encourage team

communication, and improve
staff ability to provide efficient
patient care. 

Purpose and intent   
Purpose and intent—the forces
that make rounding effective—
go beyond quickly eyeballing
the patient and asking “How are
you doing?”, followed by a
hasty checkmark on a white-
board or rounding sheet. Pur-
poseful rounding with intent is a
work process that structures the
time staff spends with the patient
by using an actual or mental
checklist of procedures meant to
promote optimal outcomes in a
clean, comfortable, safe environ-
ment. (See Common elements of
purposeful rounding.) 

Making rounding a
common practice   
The systematic process of round-
ing is an intentional act conduct-
ed with clear purpose for the pa-
tient’s benefit. It has significant
value for the patient. In light of its
value, how can we make it com-
mon practice on nursing units?

One way is to organize round-
ing as a process-improvement ini-
tiative. It’s not enough to simply
write a new policy, create a new
documentation process, and run
it by staff at the next department
meeting. To succeed, purposeful
rounding must be implemented
through a formal change-man-
agement process, such as the
Plan-Do-Study-Adjust cycle.

Also, the change process must
involve staff, not just leaders. Re-
cently, a large tertiary-care hos-
pital asked our company to reim-
plement purposeful rounding 2
years after its initial attempt
failed. When we went on-site to
meet with the team responsible
for reimplementation, we saw it
consisted solely of leaders (as it
had 2 years earlier). But round-
ing requires a change in the
work of staff, not leaders. Our
advice to these leaders: “Do it
with staff, not to staff.”

As the process improvement
proceeds, the organization
should evaluate options related
to technology’s role. Emerging
technologies similar to call-light
systems can assist the new work-
flow by alerting caregivers when
rounding is due. They also can
simplify documentation, monitor-
ing, and reporting. Yet while such
technologies exist, we’ve also
seen successful implementation
that didn’t involve technology.

Approaches to purposeful
rounding   
The implementation team also
needs to grapple with how to
customize purposeful rounding
to each unit. For instance, they
need to consider how purposeful
rounding will meld with the or-
ganization’s nursing model. To
accomplish purposeful rounding, 
facilities can take one of three
approaches: primary, team, and
functional. (For a description of
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these approaches, see the online
version of this article.) The team
must determine which approach
would work best for each unit,
develop a checklist of tasks to
perform during purposeful
rounding, and determine round-
ing frequency. 

Implementing rounding    
Once planning is complete, imple-
mentation can take place. Howev-
er, we’ve often seen change ef-
forts stop at this step. In units that
need to tackle multiple improve-
ments or changes, the “Plan-Do”
steps for one project may be fol-
lowed quickly by the “Plan-Do”
steps for the next. For the best
chance of success in process im-
provement, each change must be
followed by “Study” and “Ad-
just” activities. The team must
make sure to study even the best-
planned changes to determine if
they’re accomplishing their aim
and if each change has taken
hold. In many cases, adjustments
are needed. 

Don’t skimp on the step of val-
idating that the change really is
happening. With purposeful
rounding, validation can be both
subjective and objective. Subjec-
tively, a leader can round on
some or all patients in the unit
daily; we call this validation
rounding. Say to the patient, “I
want to make sure that when you
need anything at all, your call
light is being answered promptly.
Is this happening for you?” It’s
music to the leader’s ears when
the patient says, “Actually, I nev-
er have to ring my call light. My
nurse is always right here when I
need her.” 

When following up on find-
ings from validation rounding,
leaders can seek out the care-

giver assigned to the patient to
recognize her or him for pur-
poseful rounding. Or, in some
cases, the leader may need to
ask, “What’s getting in your
way of purposeful rounding
with every patient every hour?”
Some of the best ideas for ad-
justments to rounding can come
from conversations between
leaders and caregivers.

For objective validation, use
data. Are call-light volumes go-
ing down? What’s happening to
patient satisfaction scores for
such items as pain and respon-
siveness of staff? What trends
do you see in your unit’s patient
falls and pressure ulcer rates? 

Call to action    
For our patients’ sake, we need
to get beyond our frustrations
with purposeful rounding efforts
and beyond the perception that

rounding is just another daily
task in a seemingly endless list.
Remember—purposeful round-
ing is purposeful work. Patients
aren’t interruptions in our work;
they are our work. Purposeful
rounding is a proactive strategy
that helps us manage our work. 

A formal process-improvement
initiative driven by frontline care-
givers is the vehicle that makes
purposeful rounding happen—
and makes it stick. If you’ve tried
it and it’s not working, try again.
If you’re about to make that first
attempt, just start. c

Selected references
Halm MA. Hourly rounds: what does the evidence
indicate? Am J Crit Care. 2009;18(6):581-4. 

Meade CM, Bursell AL, Ketelsen L. Effects of nurs-
ing rounds: on patients’ call light use, satisfaction,
and safety. Am J Nurs. 2006;106(9):58-70.

Jane McLeod and Sue Tetzlaff are cofounders of
Capstone Leadership Solutions, Inc., in Sault
Ste. Marie, Michigan.

Common elements of purposeful rounding  
As we speak to nurse leaders around the country about improving
patient care, several audience members invariably raise their
hands to ask, “How do I make purposeful rounding succeed in my
department? We’ve tried and failed several times.” To help make
rounding stick, we recommend nurses use the checklist below with
each patient.

 Open your rounding visits with key words and phrases. Exam-
ple: “Hello, Mrs. Jones. I’m back for my rounds. May I start with
your medications that are due now?” Or: “Good morning. I’m
back for my rounds as promised. Last time I was in, you told me
you wanted to wait to get in the chair today. May I help you get
up now?” 

 Complete scheduled tasks.

 Ask the patient about and assess pain level, position, and other
comfort needs.

 Assist the patient with toileting needs.

 Scan the environment, checking the patient’s access to personal
items, as well as cleanliness and safety.

 Close with key words and phrases. Example: “Is there anything
else I can do to make you comfortable before I go? I will be
back in 1 hour, but please ring your call light if you need me
before that.” 

 Explain when you or another caregiver will be back. Example:
“Is there anything else I can do for you? I have time.”



Falls result from an unsafe
environment or known risk
factors that haven’t been

addressed. Although most pa-
tient falls are preventable, falls
are the top-reported adverse
events in hospitals. A leading
cause of injury in adults aged
65 and older, falls are the num-
ber-one cause of unintentional
injury deaths in persons aged
85 and older. In 2010, 45% of
the U.S. inpatient hospital popu-
lation was aged 65 and older.
Among these patients, 19%
were ages 75 to 84, and 9%
were ages 85 and older.   

Obviously, preventing falls is
a high patient-safety priority. As
a nurse, your knowledge, skills,

and expertise are vital to pro-
tecting patients from falls and
preventing or minimizing injuries
caused by falls. Changing our
practices and focusing on re-
versible risk factors can make a
big difference. 

However, while preventing a
fall avoids patient harm, not all
falls can be prevented. Protect-
ing patients from falls and result-
ing injuries requires a popula-
tion-based approach. That
means we can’t assume all pa-
tients have the same fall risk. As
you reexamine your approach to
core interventions for falls pre-
vention and surveillance, consid-
er the following do’s and don’ts.

Fall risk assessment   

DO design and implement an in-
dividualized plan of care for pre-
venting falls. Screen patients for
risk factors using a valid and re-
liable risk tool. Follow up with
comprehensive nursing and inter-
disciplinary assessment (such as
medical record review, fall and
injury history, and cognitive,
physical, and function evalua-
tion) and care planning based
on fall and injury risk factors. 

DO use a team approach.
Strong, sustained evidence sup-
ports falls prevention based on
an interdisciplinary, multifactor-
ial approach to assessment, in-
tervention, and evaluation.

DO evaluate the types of risk
factors found. Some individual
fall risk factors can be modi-
fied; with others, the patient
and family or home caregiver
must learn to compensate. De-
fined fall risk factors serve as
the patient’s “diagnosis list.”
For each fall risk factor, list
specific interventions linked di-
rectly to the risk. Then engage
the patient and family or home
caregiver in care planning. 

DO schedule time with the pa-
tient and family to review re-
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ailoring falls-prevention
interventions to each patient 
Instead of relying on universal fall precautions, customize care to
each patient’s unique fall risk.
By Patricia Quigley, PhD, MPH, ARNP, CRRN, FAAN, FAANP

T



sults of the nursing and inter-
disciplinary fall risk assess-
ment and defined fall risk fac-
tors. Besides engaging them,
this educates them about why
the patient is at risk for falls
and about interventions to miti-
gate, eliminate, or compen-
sate for each risk factor. 

DO provide time for patients
to discuss their concerns about
falling, identify fall risk factors
not on the list, confirm their
understanding of their risk fac-
tors and interventions, and ask
if they have concerns or ques-
tions. Make sure all communi-
cations with the patient, nurse
colleagues, and other team
members address actual fall
risk, not the level of fall risk or
a score. 

DON’T simply tell a patient
he or she is at risk for falls,
apply an armband, post a no-
falls sign, and report to the
next shift that a patient is a
high fall risk. These actions
alone are inadequate.

DON’T rely only on universal
fall precautions. Although
these standard strategies help
create a safe environment that
reduces accidental falls and
delineates core preventive
measures for all patients, each
patient has a unique fall risk
based on individual assess-
ment. No evidence supports
implementing universal fall
precautions alone as the key
best practice for reducing fall
risk. You must evaluate inter-
ventions listed in universal fall
precautions for each patient.
For instance, not all patients 

should be placed in a low
bed. (See When to use a low
bed.) 

Proper footwear   
Nonskid socks are meant to pre-
vent the feet from sliding.
They’re used in many clinical
settings, probably because go-
ing barefoot or wearing stan-
dard socks is linked to a much
higher fall risk. However, Chari
et al. compared slip resistance
during mobilization, incline, and
descent in patients with bare
feet to patients wearing nonskid
socks or compression stockings.
They found bare feet provide
better slip resistance than non-
skid socks during mobilization
and incline. 

DO have patients wear prop-
er footwear. Use nonskid
socks to prevent from the feet 
sliding upon standing. How -

ever, for ambulation, encour-
age patients to wear appro-
priate, well-fitting shoes—not
nonskid socks.

DO teach patients, families,
and home caregivers about
footwear recommendations,
because financial and comfort
aspects are likely to outweigh
safety considerations for older
patients’ footwear.

DON’T put nonskid socks on
a patient with a shuffling gait
or on a foot with foot drop
(impaired dorsiflexion). 

Fall surveillance methods   
Surveillance systems enable staff
to monitor patients before a fall
through direct or indirect obser-
vation or notification. 

DO observe. Rounding allows
direct visual observation; cam-
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When to use a low bed   
Low beds are designed to reduce the distance a patient falls after
rolling out of bed. Although these beds don’t prevent a fall, they
reduce the distance of a fall, helping to decrease trauma and in-
jury. (Haines et al. found low beds don’t reduce falls or injuries
from falls compared to matched controls. However, larger studies
are needed to determine the effect of these beds on fall-related
fractures.) 

Keep these do’s and don’ts in mind for patients with low beds.

DO place the bed in a low position when the patient is resting in
bed or if you’re concerned the patient might roll out of bed.

DO use a floor mat at the bedside to reduce impact from a fall.

DO raise the bed to the proper height for the patient to transfer or
stand up from the bed. 

DON’T leave the bed in a low position at all times. A patient who
is 6ꞌ tall with weak leg muscles who tries to sit on the bed from a
standing position is likely to fall onto the bed, because it’s too low
for him to lower himself safely. Similarly, if he tries to get up from
a low bed without assistance, he’s likely to fall back down onto the
bed or miss the bed and fall onto the floor.



eras provide remote observa-
tion. Alarm features on beds
and chairs also provide notifi-
cation. Many hospitals use
movement alarms, although
evidence on their effectiveness
is still emerging. 

DO measure the effectiveness
of fall surveillance by timeli-
ness of response to a patient’s
attempts to get up without as-
sistance—not by reduction of
overall fall rates.   

Bed alarms   
Bed alarms act as early-warning
systems to alert nursing staff that
a patient is starting to get up
from bed without assistance.
They’re designed to promote
timely rescue, not to prevent falls
from bed. Shorr et al. found no
statistical difference in fall reduc-
tion between units with bed
alarms and control units. Bed
alarms may even cause harm
stemming from false alarms,
alarm fatigue, and placing
alarms on the wrong patient, so
they must be used appropriately.
Also, we need more research on
bed alarms, in addition to well-
designed evaluation of their im-
plementation and effectiveness. 

DO consider using bed
alarms for patients who are
unable to use the call light to
call for help, fail teach-back
strategies, can’t participate in
fall-prevention care, or are
mobile enough to get up from
bed. However, evaluate
whether sound from the alarm
may cause more harm than
benefit. 

DO orient patients and family 

members to the alarm sound,
how it’s triggered, and alarm
alternatives that could agitate
or scare the patient. Alterna-
tives include alarms with
voice-over recordings by a
family member, integration in-
to a call light or smartphone
app to eliminate alarm
sounds, and real-time surveil-
lance camera technology that
is alarm free but features con-
tinuous observation. 

DON’T place bed alarms on
patients who are immobile,
unable to get out of bed, or
deemed at high fall risk based
on assessment or fall risk
score. 

DON’T assume one type of
alarm technology works for all
patients. 

Nurses can lead
interdisciplinary efforts   
As nurses, we must advance
falls-prevention practices beyond
universal fall precautions based
on each patient’s score or a lev-
el of risk. Use your clinical judg-
ment and expertise when select-
ing core interventions to protect
patients from falling. 

As nurses, we’re called on to
lead nursing and interdiscipli-
nary approaches that individual-
ize plans of care based on actu-
al fall and injury risk factors.
Doing this requires nursing lead-
ership within an interdisciplinary
approach to care. c
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For nearly two centuries,
we’ve had evidence that
hand hygiene reduces

healthcare-associated infections.
Yet many healthcare organiza-
tions still struggle to improve
compliance with hand-hygiene
guidelines. Like many other facil-
ities, Dartmouth-Hitchcock Med-
ical Center (DHMC) in Lebanon,
New Hampshire has launched a
series of hand-hygiene cam-
paigns over the years. Although
each one yielded some improve-
ments, these weren’t sustained.    

The Centers for Disease Con-
trol and Prevention, World
Health Organization, and Asso-
ciation for Professionals in Infec-
tion Control and Epidemiology
recommend multimodal hand-
hygiene improvement programs,
because single strategies are un-
likely to sustain improvements.
Improvement strategies should fo-
cus on cultural change, leader-
ship support, education and
training, evaluation and feed-
back, multidisciplinary teams,
readily accessible hand-hygiene
products, workplace reminders,
and monitoring of healthcare-
associated infections. Although
much progress in hand-hygiene
compliance has been made over
the last few years, no off-the-
shelf, one-size-fits-all improve-
ment program exists. 

“Hand Hygiene, A Contact

Sport” is the slogan of our most
recent campaign at DHMC.
Called Team Care, it empha-
sizes the importance of perform-
ing hand hygiene before and af-
ter contact with every patient or
with the patient environment.
Team Care features the “Triple
E” approach:

• Education—ensuring staff
know why, how, and when
to perform hand hygiene

• Environment—ensuring
hand-hygiene products are
available at the point of
care

• Encouragement—creating 

a culture where everyone
feels enabled to give a
friendly reminder to a col-
league who’s about to miss
a hand-hygiene opportunity.
This aspect of the campaign
hinges on the concept that
sustained improvement
comes only by creating a
culture where everyone is
invested in patient safety.

How Team Care began   
At DHMC, each inpatient unit is
responsible for initiating hourly
purposeful rounding, interdisci-
plinary rounding, leadership
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Boosting the success of a
hand-hygiene campaign
Tailoring the campaign to each unit can be the best approach. 
By Megan Read, MPH, MLS, CIC, and Karen Chandler, MSN, RN



rounding, and nurse knowledge
exchange at the bedside. Units
receive a toolkit on minimal ex-
pectations for each initiative,
which they can tailor to their
own unit. Then they share suc-
cess stories with each other at
quarterly meetings. Even though
ideas may spread from unit to
unit, they’re customized to meet
each unit’s needs.     

In 2014, DHMC created the
Team Care concept at a safety
summit to address healthcare-
acquired conditions, such as
falls, catheter-associated urinary
tract infections, and central line–
associated bloodstream infec-
tions. We decided Team Care
was the perfect platform from
which to launch our hand-
hygiene campaign. 

Electronic hand-hygiene
monitoring  
Electronic monitoring systems,
which monitor hand-hygiene
events 24/7, have great poten-
tial. At DHMC, we’ve been trial-
ing an electronic hand-hygiene
monitoring system in two units
since February 2015. Although
the system provides invaluable
data, it entails significant work.
For instance, staff members must
wear a badge that tracks their
movements on the unit. They
must wear the badge on a visi-
ble location on their chest, be-
cause the system may record
compliance inaccurately if em-
ployees keep it in their pocket or
cover it with a lab coat. Also,
low batteries in the badges or
monitors can affect recording.

The manufacturer’s representa-
tive and facility staff can help
identify and troubleshoot prob-
lems to ensure the software works
properly. Although maintaining

and troubleshooting the system
can take time, it’s far faster than
performing direct observations.
Also, the data aren’t subject to
many of the other limitations in-
herent to direct observation, such
as a small, nonrepresentative
sample size, inter-observer varia-
tion, and the Hawthorne effect.

All components needed for a
successful hand-hygiene cam-
paign still apply when using an
electronic monitoring system—
leadership, culture change, edu-
cation and training, product ac-
cessibility, and workplace
reminders. Based on our experi-
ence at DHMC, change manage-
ment, unit culture, and local
leadership can significantly af-
fect campaign success. 

Unit variations  
During our trial, we quickly saw
a dramatic improvement in hand
hygiene on a unit we’ll call Unit
A. Based on manufacturer rec-
ommendations, unit leaders start-
ed posting their top 10 perform-
ers. Staff received this well, even
competing to see who could
achieve the best hand-hygiene
compliance. 

Unit B, the other unit that test-
ed the software, also posted its
top performers. But unlike Unit
A, a competitive strategy didn’t
motivate all staff members; in
fact, it upset some. After some
trial and error, the unit eventual-
ly achieved success. We believe
that success stemmed largely
from an automatic report e-
mailed to Unit B staff members
each morning that showed their
individual compliance rate for
the previous day. (Unit A chose
not to have compliance reports
automatically e-mailed each
morning.)

Successful trial  
Based on our goal of 100% hand-
hygiene compliance be fore and
after every patient encounter, we
consider our trial with electronic
monitoring a success. During the
baseline period, registered nurses’
in-and-out of the room compliance
averaged 50%. (Initially, we found
this low rate shocking because di-
rect observation from our infection
prevention team typically showed
average compliance for nurses
exceeding 90%.) As of Septem-
ber 2015, the average compli-
ance for nursing exceeded 80%.

We believe the electronic
monitoring system shows great
promise in helping us sustain
hand-hygiene improvements.
Past DHMC campaigns have lost
momentum as staff struggled to
continue collecting hand-hygiene
data through direct observation.
In contrast, the electronic system
collects enormous amounts of
data continually and distributes
them to leadership throughout
the hospital. With adoption of
this software, we believe we will
finally sustain improvements in
compliance.

We’ve found that locally
owned and driven changes are
more likely to succeed. We’ve
seen this both with hand-hygiene
priorities and process improve-
ment work. At times, we may
feel as though we’re reinventing
the wheel, but the additional ef-
fort pays off when we see sus-
tainable improvements.        c

Visit AmericanNurseToday.com/?p=
21649 for a list of selected references and 
a sidebar on frontline ownership.

The authors work in the Quality Assurance and
Safety department at Dartmouth-Hitchcock
Medical Center in Lebanon, New Hampshire.
Megan Read is an infection preventionist. Karen
Chandler is a senior clinical quality specialist.
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Nurses in various settings
and practices must navi-
gate the complex process

of preventing and treating pres-
sure ulcers. Support surfaces
play a pivotal role in this
process; clinicians use them to
redistribute pressure, reduce
shearing forces, and control
heat and humidity. But with the
variety of support surfaces
available, ranging from basic to
advanced pressure-management
systems, how can we determine
the best prevention or treatment
option for each patient? 

Empowering bedside staff
with readily accessible tools re-
duces care delays and increases
patient, nurse, and physician sat-
isfaction. Although many wound,
ostomy and continence (WOC)
nurses leverage their knowledge
and experience to select an ap-
propriate support surface, until
recently no tool existed to vali-
date their decisions or to guide
nonspecialty nurses in their selec-
tion. Without national guidelines
for choosing support surfaces, re-
imbursement policies, local fac-
tors, or tradition have guided cli-
nicians’ decisions. 

Recognizing the need for
standard guidelines, the Wound,
Ostomy and Continence Nurses
Society™ (WOCN®) set out to

develop a system that enables
nurses and other clinicians to
easily determine the right sur-
face for the right patient at the
right time. Society leaders dis-
cussed several options to ad-
dress the issue, ultimately opting
to create an evidence- and con-

sensus-based algorithm. Once
the algorithm was developed, an
online version was created for
personal computers, tablets, and
smartphones, so clinicians can
assess patients quickly and easi-
ly on both personal and profes-
sional devices.
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Choosing a support surface to
prevent pressure ulcers 
An evidence-based algorithm aids selection.

By Laurie McNichol, MSN, RN, GNP, CWOCN, CWON-AP; Carolyn Watts, MSN, RN, CWON, CBPN-IC; 
Dianne Mackey, MSN, RN, CWOCN; Mikel Gray, PhD, RN, PNP, FNP, CUNP, CCCN, FAANP, FAAN; and
Christopher Carchidi, BA



Algorithm development
Creating an algorithm of this
type is an intense process. To
begin, the WOCN Society iden-
tified three experts to serve on
a task force devoted solely to
algorithm development. Given
the vast amount of published
academic literature on support

surfaces (MEDLINE and CINAHL
searches returned more than
1,300 references), the task
force chose to recruit two
methodologic experts to help
synthesize existing evidence
and link it to decisional steps
essential to the algorithm. After
a comprehensive review of the
evidence, the task force devel-
oped a draft version of the al-
gorithm and organized a con-
sensus panel of 20 experts from
across multiple practices and
geographic locations.   

The panel met for a 2-day
conference that began with a
presentation of task-force activi-
ties and a state-of-the-science
presentation on support-surface
selection. The task force then
presented evidence-based state-
ments and the draft algorithm;
panel members made recom-
mendations and suggested modi-
fications for clarity. After the

conference ended, the algorithm
underwent a thorough content
validation process. 

Algorithm publication and
online version
The task force published its find-
ings and the final version of 
the algorithm in the Journal of
Wound, Ostomy and Continence
Nursing. However, the printed
algorithm version has limited val-
ue to bedside nurses unless they
carry a hard copy with them
during their shift. 

So while awaiting algorithm
publication, the task force enlist-
ed WOCN Society staff to trans-
late the algorithm into an easy-
to-use, readily accessible tool for
clinicians. Staff developed an
online version accessible on per-
sonal computers, tablets, and
smartphones. You can view the
algorithm at algorithm.wocn.org;
see the box below for a sample.

Launch and reception
The task force presented the al-
gorithm at the WOCN Society’s
47th Annual Conference, and

through various simulations 
gave conference attendees guid-
ance on how to incorporate it 
directly into several practice set-
tings. The WOC community al-
ready has embraced the online
algorithm and incorporated it in-
to their practices. Several thou-
sand nurses have accessed it
since its release in March 2015.
The WOCN Society and the al-
gorithm development task force
hope the nursing community will
benefit from the algorithm and
use it to provide optimal patient
care. c

Laurie McNichol is a clinical nurse specialist
and WOC nurse at Cone Health/Wesley Long
Hospital in Greensboro, North Carolina. Car-
olyn Watts is a senior associate in surgery, a
clinical nurse specialist, and a WOC nurse at
Vanderbilt University Medical Center in
Nashville, Tennessee. Dianne Mackey is a staff
educator and chair of the National Wound
Management Sourcing and Standards Team at
Kaiser Permanente in California. Mikel Gray is
a professor and nurse practitioner in the
department of urology and school of nursing
at the University of Virginia Health Sciences
Center in Charlottesville. Christopher Carchidi
is a marketing and public relations director at
the WOCN Society. 
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Empowering bedside

staff with readily

accessible tools reduces

care delays and increases

patient, nurse, and

physician satisfaction.

Try it now! 
Use the support surface selection algorithm
(algorithm.wocn.org) to identify the most
appropriate support surface for this patient.

Mrs. M, age 82, is admitted to a medical unit in a large 
urban hospital with a fractured left hip, caused by a fall in
her home.

Previous medical history: heart failure, hypertension, urinary
incontinence. She is 5'2" and weighs 145 lb.

Admission lab values: white blood cell count 14,400/mcL,
hemoglobin 11 g/dL, hematocrit 23%

Nursing admission notes: Skin intact. Braden score 13 with 
a mobility subscale score of 2 and a moisture subscale score
of 2. 

Which support surface would you recommend?

Answer:Reactive/constant low pressure with low-air-loss feature



More than 5 million pa-
tients are admitted to in-
tensive care units (ICUs)

every year, with survival rates
approaching 80%. But when they
leave the ICU, many patients ex-
perience muscle weakness from
bed rest and immobility. Some al-
so suffer immobility complica-
tions, such as pneumonia and
deep vein thrombosis. Early mo-
bility is essential to preventing
complications and enhancing
quality of life after discharge. 

Unfortunately, evidence-based
protocols for early mobility are
still being developed and aren’t
easy to find. In 2013, a literature
review was followed by a meet-
ing of ICU experts to seek a con-
sensus on safe mobilization of
mechanically ventilated ICU pa-
tients. It marked the first time a
consensus was reached on safety
parameters for mobilizing ICU
patients. The authors summarized
four safety categories to consider
when determining if a patient
should be mobilized—respiratory,
cardiovascular, neurologic, and
other (presence of central and ar-
terial lines and surgical or med-
ical conditions). They determined
that endotracheal intubation isn’t
a valid reason for keeping a pa-
tient on bed rest; also, early mo-
bilization (getting in and out of
bed) is safe for patients with a
fraction of inspired oxygen below

0.6, oxygen saturation above
90%, and respiratory rate less
than 30 breaths/minute. How ev-
er, consensus wasn’t reached on
safe mobilization of patients re-
ceiving vasoactive agents.

Of course, mobilizing ICU pa-
tients isn’t easy, and something
can always go wrong. But mobi-
lization is crucial for avoiding
discharge of patients with severe
weakness, self-care limitations,
and poor quality of life. 

So why aren’t we mobilizing
patients sooner? In some cases,
nurse staffing concerns play a
role. Many nurses worry that mo-
bilizing patients will increase
their workload. Compliance with
patient mobilization, reposition-
ing, transferring to a bedside
chair, or walking may hinge on
staffing, patient acuity, resources,
and patient assignments. Also,
many ICUs lack protocols, activi-
ty orders, and guidelines for pa-
tient activity. 

Changing the culture
The five strategies described be-
low can help foster an ICU cul-
ture that promotes early mobility.

Lay the groundwork.
Depending on the facility, work on
guideline and protocol develop-
ment, an interdisciplinary project
team, electronic health record doc-
umentation, statistical reports, and

pilot programs may be prerequi-
sites for initiating an early-mobili-
ty program. Also, mobilization
equipment must be pur- chased. 

Find mobility champions.
Staff members interested in pro-
moting patient mobility can be
identified as mobility champions,
who can teach staff how to inte-
grate the mobility protocol into
daily nursing care. Goals for mo-
bility champions include: 
• modeling how to implement

the protocol
• reinforcing the importance of

patient mobilization
• assisting other staff to ensure

maximal adherence to a 
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Implementing a mobility
program for ICU patients 

The author describes five strategies to promote early mobility.

By Darla Topley, DNP, RN, APRN, CCNS



mobility protocol.
The charge nurse or shift man-

ager can serve as an additional
asset by gathering equipment
and personnel for patient mobi-
lization and offering the primary
nurse additional help for proto-
col activities.  

Provide education.
Committed education time for
multidisciplinary staff, patients,
and families can help everyone
understand mobilization risks
and benefits. Educate unit staff
(including nurses, nursing assis-
tants, nurse practitioners, resi-
dents, attending physicians,
physical therapists, and respira-
tory therapists) about the decon-
ditioning effects of an ICU stay
and the benefits of patient mobi-
lization. (See Benefits of mobiliz-
ing ICU patients.) Education can
be provided during staff meet-
ings and physician grand
rounds, as well as through
newsletters, journal clubs, and
one-to-one meetings. 

Physical and occupational
therapists are important team
members who can educate staff
on how to:
• assess the patient’s mobility

level and readiness to
progress through the mobility
protocol, guidelines, or levels

• provide passive range-of-mo-
tion (ROM) exercises

• identify mobilization con-
traindications. 
Also, patient education materi-

als need to be developed and
given to each patient or family
member on admission to the ICU
or acute-care clinic before sched-
uled surgery. Family members
need to understand the impor-
tance of patient mobility in the
ICU environment.

Use staff appropriately.
To increase night staff compli-
ance with patient mobilization,
ROM exercises can be accom-
plished on night shift when baths
are given, so staff can incorpo-
rate exercises into their nightly
nursing routines. During the day,
nursing or physical therapy staff
can perform mobility activities
with the patient. In addition, staff
should be educated on how to
incorporate ROM exercises dur-
ing usual nursing care, as well
as on ways to enlist family help
with those exercises.

Offer tools for success.
A mobility whiteboard can be de-
veloped to hang on the wall of
each patient room. Staff can use
this board to identify the patient’s
mobility progress throughout the
week and document the number
and types of mobility activities
accomplished during a shift.  

Other tools to promote suc-

cess include theme celebrations
(such as “Let’s Move it”) and
marking the hospital floor or
baseboard floor every 10ꞌ so the
patient, family, and staff can
quantify the patient’s mobility
progress. To encourage imple-
mentation, leaders can develop
incentives, such as paper “mobil-
ity bucks” to be handed out to
staff in appreciation for following
the protocol. Mobility bucks
could be used as money in the
hospital cafeteria. 

Sustaining the effort
With a major project such as
early mobilization, sustainment is
an important component of cul-
ture change. The TeamSTEPPS®

program, which consists of six
steps needed to sustain a mobili-
ty program, can help guide an
early-mobility sustainment pro-
gram. The steps include:
1. providing practice opportunities
2. ensuring that leaders empha-

size new skills
3. providing regular feedback
4. celebrating wins
5. measuring success
6. updating current plans. 

Audits provide a way to gath-
er statistics on mobility protocol
compliance. Statistics can be
compiled and posted on a unit’s
quality indicator or communica-
tion board and communicated via
email or staff meetings. When
mobility protocol compliance in-
creases, the unit can celebrate its
success. c

Visit AmericanNurseToday.com/?p=
21651 for a list of selected references, a 
mobility protocol, and a sidebar on the 
dangers of mobility.

Darla Topley is a thoracic/cardiac/vascular ICU
clinical nurse specialist at the University of Vir-
ginia Health System in Charlottesville.
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Benefits of mobilizing ICU patients  
A recent systematic review identified exercise and physical therapy
as the only interventions that improve long-term physical function
in critically ill patients. Yet one study found only 27% of ICU pa-
tients receive physical therapy, with treatments occurring on only
6% of ICU days.

Current literature shows patients can be mobilized safely even
while on mechanical ventilation. According to some studies, initiat-
ing physical therapy early during an ICU stay can decrease the ICU
and hospital stay, lower medical costs, reduce depression, increase
exercise capacity, and decrease protein loss.

3



Did you know:

• patients diagnosed with mal-
nutrition stay in the hospital
three times long er than other
patients?

• surgical patients with malnu-
trition are four times more
likely to develop pressure 
ulcers?

• nurses are the healthcare pro-
 fessionals who typically con-
duct nutrition screening as part
of admission assessment?

Today, we know that disease-
related malnutrition is prevalent
and linked to poor patient out-
comes, higher readmission
rates, and increased costs.
Nurses can and should partici-
pate in identifying, preventing,
and treating malnutrition. (See
Nurse’s role in nutrition care.)
This entails a partnership be-
tween registered dietitians (RDs)
and registered nurses (RNs),
with clear interdisciplinary com-
munication throughout the pa-
tient’s care trajectory. 

To provide optimal nutrition
care and ensure each patient is
assessed for malnutrition, the multi-
disciplinary care team (including
the RD) should take a logical step-
wise approach. The six steps in the
American Society for Parenteral
and Enteral Nutrition’s (A.S.P.E.N.)

Adult Nutrition Care Pathway, de-
scribed below, require documenta-
tion in an electronic health record
that’s robust enough to allow effi-
cient assessment, intervention, and
communication across the entire
healthcare team. (See nutrition-
care.org/malnutrition.)

Step 1: Nutrition screening 
The Joint Commission requires nu-
trition screening for all hospital
patients within 24 hours of admis-
sion to identify those who may be
malnourished or at risk for malnu-
trition. Assessment findings deter-
mine if the patient requires a de-
tailed nutrition assessment. In
most cases, nurses perform this
screening as part of the general
admission assessment. 

Step 2: At-risk
determination  
Adults with any of the following
may be considered to be at risk
for malnutrition:

• involuntary loss of 10% or
more of usual body weight
within 6 months, or involun-
tary loss of 5% or more of
usual body weight in 1
month 

• involuntary loss or gain of
10 lb within 6 months

• body mass index below 18.5
kg/m2 or above 25 kg/m2

• chronic disease
• increased metabolic require-

 ments
• altered diet or diet schedule
• inadequate nutritional in-
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Six steps to optimal nutrition care
From initial screening to transition of care planning, nurses play 
a crucial role in nutrition care.

By Peggi Guenter, PhD, RN, FAAN; Ainsley Malone, MS, RD, LD, CNSC, FAND, FASPEN; and
Rose Ann DiMaria-Ghalili, PhD, RN, CNSC, FASPEN

• one in three hospital-
ized patients is mal-

nourished?
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take, including not receiv-
ing food or nutrition prod-
ucts for more than 7 days.

Once you identify an at-risk
patient, be sure to communicate
this finding to the RD.

Step 3: Nutrition
assessment 
A comprehensive approach to
diagnosing nutrition problems,
nutrition assessment relies on a
combination of medical, nutri-
tion, and medication histories;
physical examination findings;
anthropometric measurements;
and laboratory data. When con-
ducting a nutrition assessment,
check the patient for: 

• trouble chewing 
• swallowing disorders
• weight history
• height and weight measure-

ment
• skin integrity
• edema
• electrolyte abnormalities
• hand-grip strength (have the

patient squeeze your hand).

Generally, an RD or a member

of the nutrition support service
performs a more in-depth nutri-
tion assessment. This assessment
delineates the malnutrition diag-
nosis and serves as the basis for
the nutrition plan of care.  

Step 4: Malnutrition
diagnosis 
In 2012, the A.S.P.E.N./Acade-
my of Nutrition and Dietetics Mal-
nutrition workgroup identified six
malnutrition characteristics to as-
sess. Two or more of the following
findings warrants a malnutrition
diagnosis, with severity defined
further through specific thresholds
or parameters: 

• weight loss
• inadequate energy intake
• muscle mass loss
• subcutaneous fat loss
• fluid accumulation
• reduced hand-grip strength.

Step 5: Nutrition care plan 
The nutrition care plan is a for-
mal statement of nutritional
goals and interventions pre-
scribed for the patient, based
on nutrition assessment data.
The plan includes statements of

nutritional goals and monitoring
and evaluation parameters, the
most appropriate administration
route for nutrition therapy, nutri-
tion access method, anticipated
duration of therapy, and train-
ing and counseling goals and
methods. 

Nutrition interventions may in-
clude optimizing the patient’s
oral intake, providing oral nutri-
tion supplements, and adminis-
tering enteral and parenteral nu-
trition. Nurses play a key role in
implementing these interventions.

Step 6: Monitoring and
transition-of-care planning
The patient’s nutritional status,
nutrition goals, and safety and
efficacy of interventions need to
be monitored on a continual ba-
sis, particularly with transition-
of-care planning. Be sure to
communicate the patient’s nutri-
tion care plan during care tran-
sitions. Too often, nutrition inter-
ventions stop when a patient is
discharged from the hospital; 
in many cases, the patient
needs to be readmitted with
worsening malnutrition. Using 
a transition-of-care plan by nurs-
es (such the A.S.P.E.N. Nutrition
Care Pathway) can help pre -
vent readmission of vulnerable
patients. c

For a list of selected references and a sidebar
on three forms of malnutrition, visit American
NurseToday.com/?p=21647. 

Peggi Guenter is senior director of Clinical Prac-
tice, Quality, and Advocacy at the American Socie-
ty for Parenteral and Enteral Nutrition (A.S.P.E.N.)
in Silver Spring, Maryland. Ainsley Malone is a
clinical practice specialist at A.S.P.E.N. and a
member of the nutrition support team at Mt.
Carmel West Hospital in Columbus, Ohio. Rose
Ann DiMaria-Ghalili is an associate professor of
nutrition in the doctor of nursing practice de-
partment at Drexel University in Philadelphia,
Pennsylvania.

Nurse’s role in nutrition care   
If you think dietitians alone are responsible for patients’ nutrition
care, think again. In the early part of nursing’s modern era, nurses
were responsible for preparing patients’ meals and assessing and
monitoring the impact of nutrient intake (or lack thereof) on their
recovery and well-being.   

Today, nurses still play a key role in nutritional care. Although
we’re no longer responsible for overseeing food preparation and
delivery, nutrition continues to be an essential domain of nursing
practice. 

All nurses who provide patient care are responsible for address-
ing patients’ nutritional needs. This can take the form of:
• conducting nutrition screening
• performing assessment and intervention
• providing mealtime assistance and nutrition support therapy
• monitoring, managing, or evaluating the impact of nutrient and

dietary therapies. 
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The difficult transition from
student nurse to new nurse
can lead to nursing errors,

including missed care and unto-
ward patient consequences. De-
fined as an error of omission,
missed care may go by other
names—nursing care left un-
done, unfinished care, task in-
completion, unmet nursing care
needs, and implicit rationing of
nursing care. Whatever it’s
called, it can jeopardize patient
outcomes, especially when it’s
cumulative over time.  

According to Kalisch (2012),
certain nursing care elements
are missed at a higher frequen-
cy rate, including ambulation,
turning, oral care, glucose moni-
toring, and vital sign checks. 
Research supports the positive
impact of these basic nursing in-
terventions on quality of care
and patient outcomes. Other re-
portedly missed or delayed nurs-
ing care activities include pur-
poseful rounding and catheter
care. 

Role of technology in
preventing missed care
With greater patient acuity
comes the need to implement
practices that support standards

of care. Healthcare technolo-
gies offer proactive decision
support and alerts to help pre-
vent missed-care episodes.
Without technology to automate
reminders and report actionable
data electronically, missed care
will continue to pose a problem
that’s difficult to measure and
manage. In many organiza-
tions, nurses report missed-care
episodes manually, sometimes
with questionable reporting 
accuracy. 

Some nursing education pro-

grams use healthcare technolo-
gies resembling those used in
hospital settings, such as the elec-
tronic health record and barcode
scanning. Simulations give stu-
dents the chance to practice the
skills they need to help prevent
falls and infections, maintain pa-
tients’ skin integrity, and commu-
nicate effectively with other inter-
disciplinary team members. 

In education programs that
use simulation technologies with
electronic reminders, faculty can
review students’ missed-care

Promoting early student
engagement and proactive
prevention of missed nursing care 
Simulation technologies can raise awareness of missed care before
students provide actual patient care.

By Pamela Wells, DNP, RN, MSHA, and Amanda Pierce-Anaya, DNP, RN, MSN
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episodes to raise awareness of
the problem before students pro-
vide actual patient care. Stu-
dents with more simulation expe-
rience and education on the
consequences of missed care
are less likely to omit care. 

Simulation technologies that
include electronic reminders can
improve accuracy of missed-care
reporting and replace manual
methods. Proactive electronic
alerts promote prevention of
missed care and help students
gain confidence in their ability
to provide safe, effective care.
Similarly, novice nurses can ben-
efit from electronic reminders to
prevent missed care. For the
broader healthcare team, proac-
tive electronic alerts promote
care coordination. (See Role of
nurse leaders.) 

Bridging the gap
As the population ages and
many experienced nurses retire,
the demand for nurses will con-
tinue to rise. To promote good
patient outcomes, we need to
find ways to bridge the gap be-
tween student and practicing
nurse. Use of simulation tech-
nologies by nursing students can
help us bridge this gap and re-
duce the incidence of missed
care. 

Students exposed to state-of-
the-art nursing unit technologies
in simulation laboratories have
the advantage of early engage-
ment and heightened awareness
of missed care through the use of

proactive electronic reminders.
Younger nurses and nursing stu-
dents are more acclimated to
technology in both simulation
and actual patient care. Many
were introduced to technology in
their formative years and thus are
more accepting of new processes
that use it. Nurses who perceive
a positive impact of healthcare
technology on their practice and
who use care reminders have
fewer reports of missed care.

While advanced clinical
knowledge undoubtedly en-
hances patient care, we must
never overlook basic nursing
care. Each nurse should ask her-
self, “What’s the purpose of this
basic intervention to help my pa-
tient? If I omit this nursing care
activity, what could be the conse-
quence to my patient?” Student
simulations and engaging student
nurses in the essence of nursing
care can help prevent missed
care. c

Selected references
Agency for Healthcare Research and Quality
(AHRQ). New Patient Safety Primer on Missed
Nursing Care. June 2015. Rockville, MD:
AHRQ. ahrq.gov/news/psprimer.html

American Association of Colleges of Nursing
(AACN). The Essentials of Baccalaureate Educa-
tion for Professional Nursing Practice. AACN:
Washington, DC; 2008. 

Eaton-Spiva L, Buitrago P, Trotter L, Macy A, Lar-
iscy M, Johnson D. Assessing and redesigning
the nursing practice environment. J Nurs Adm.
2010;40(1):36-42.

Howard JN. The missing link: dedicated patient
safety education within top-ranked US nursing
school curricula. J Patient Saf. 2010;6(3):165-71.

Institute of Medicine. The Future of Nursing: Fo-
cus on Education. Washington, DC: National
Academies Press; 2011. iom.nationalacade-
mies.org/~/media/Files/Report%20Files/2010
/The-Future-of-Nursing/Nursing%20Education%
202010%20Brief.pdf

Institute of Medicine. The Future of Nursing:
Leading Change, Advancing Health. Washing-
ton, DC: National Academies Press; 2011. 

Jones TL, Hamilton P, Murry N. Unfinished nurs-
ing care, missed care, and implicitly rationed
care: State of the science review. Int J Nurs
Stud. 2015;52(6):1121-37.

Kalisch B. Caring about a better outcome. Nurs
Stand. 2012;26(44):62-3. 

Kalisch B. Errors of Omission: How Missed
Nursing Care Imperils Patients. American Nurs-
es Association; 2015. nursesbooks.org/Main-
Menu/Quality/Errors-of-Omission.aspx

Klopper HC, Hill M. Global Advisory Panel on
the Future of Nursing (GAPFON) and Global
Health. J Nurs Scholarsh. 2015;47(1):3-4.

Meyer G, Lavin MA. Vigilance: the essence of
nursing. Online J Issues Nurs. 2005;10(3):8. 

Piscotty RJ, Kalisch B, Gracey-Thomas A, Yarandi
H. Electronic nursing care reminders: implica-
tions for nursing leaders. J Nurs Adm. 2015;
45(5):239-42.

Piscotty R, Kalisch B. Lost opportunities…the
challenges of “missed nursing care.” Nurs Man-
ag. 2014;45(10):40-4. 

Piscotty RJ, Kalisch B. The relationship between e lec-
 tronic nursing care reminders and missed nursing
care. Comput Inform Nurs. 2014;32(10):475-81. 

Saintsing D, Gibson LM, Pennington AW. The
novice nurse and clinical decision-making: how to
avoid errors. J Nurs Manag. 2011;19(3):354-9.

Pamela Wells is clinical director of clinical
workflow solutions at Hill-Rom in Cary, NC.
Amanda Pierce-Anaya is an assistant professor
and director of nursing and simulation
education at Texas Tech University in El Paso. 

Role of nurse leaders  
Nurse leaders can play an important role in preventing missed
care by advocating for electronic nursing reminder technologies
and their inclusion within nursing standards and job descriptions.
To ensure a nurse-friendly design of these technologies, healthcare
organizations should collaborate with vendors and information
technologists or clinical informaticists. 

Simulation
technologies that
include electronic

reminders can
improve accuracy of

missed-care
reporting and replace

manual methods.
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Promoting health and eas-
ing suffering—these goals
lie at the heart of the

essence of nursing. Given the
many demands of nursing—call
lights, phone calls, alarms,
questions, and more—we can
easily lose sight of that essence.
To help remind us of the heart-
warming, touching, and humor-
ous aspects of being a nurse,
we asked readers to send us
their stories. (For ways to infuse
the essence of nursing into 
your patients’ experiences, see
Tips to improve the patient ex-
perience.) 

Being a patient 
Here are readers’ insights into
being a patient.

The value of listening 
Throughout my childhood, I spent
a lot of time in and out of hospi-
tals. During one stay, I met a
nurse I’ll never forget. She came
into my room and introduced

herself. Although she was pleas-
ant, I was a teenager and in a
“mood.” I just wanted her to
check my vitals, give me my
medication, and leave me alone.
She must have understood how I
was feeling because after her in-
troduction, she gave me medica-
tion and left the room. 

Later that evening, she came
back in. “How are you feeling?”
she asked. “Fine,” I replied. She
checked my vitals again and
then sat down on the bed. “So,
what are you working on?” she
asked. This simple question
sparked a long conversation
about college and my dreams
and ambitions, which seemed to
last forever.

What made this moment so
memorable? She listened. She
asked questions that weren’t
health related. She asked about
me as a person and my home-
work. She cared about me as a
person outside the hospital, be-
yond the “patient me.” She truly
cared and was interested in me.
It was enlightening, thoughtful
and encouraging.

Carolyn Weese

Insights from the other side 
of the bed 
Having practiced nursing for
nearly 40 years, I know how to
approach many healthcare situa-
tions. However, I found I wasn’t
prepared to be a receiver of
care. A few years ago, a diag-

The essence of nursing, in our
readers’ words
Readers share their “essence of nursing” experiences.

Tips to improve the
patient experience    
Simple things can do a lot to en-
hance the experiences of patients
and their families. Consider
these tips:  

1 Look directly at patients when
talking with them (unless it’s
not culturally appropriate). 

2 Take a deep breath to center
yourself before you enter a pa-
tient’s room. You don’t want 
patients to pick up on your
own stress. 

3 Make sure your name tag is 
visible.

4 Practice patience with patients
and their families. Being in the
hospital (or having a loved
one in the hospital) is a huge
source of stress and not every-
one handles it well. 

5 Keep patients and families in-
formed, even if it’s just to tell
them you’re still trying to
reach the physician to increase
the pain medication dosage.

6 Make regular rounds on pa-
tients. Consider using such
tools as the four P’s from the
Studer Group: potty, position,
pain, and possessions. (Some
organizations use “placement”
instead of “possessions” to
emphasize the need to ensure
that needed items are placed
within the patient’s reach). 

7 Listen to the patient. 
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nosis of breast cancer took me
by surprise, throwing me into a
whirlwind of information gather-
ing and decision making. Al-
though all aspects of my treat-
ment (surgery, radiation, and
chemo) were delivered in outpa-
tient settings, I related the experi-
ences to inpatient care. Here are
some of the lessons I learned:  
• As a patient, I had to be my

own advocate. Don’t get me
wrong: I had excellent health-
care providers. But none of
them were mind readers. I

was the only one who knew
what I was experiencing, and
I had to be very clear about
what I needed to get through
the process.

• For a healthcare provider to
deliver appropriate care, he
or she must demonstrate com-
petence and compassion in
equal measure. Doing the
right things in the correct way
with kindness and understand-
ing is what the patient needs
and deserves.

• Hope and encouragement,

as well as doses of laughter,
are important parts of every
patient’s plan of care.

Carol Hatler, PhD, RN
Director, Nursing Research

St. Joseph’s Hospital & Medical
Center, Phoenix, AZ  

The little things 
After several experiences of be-
ing on the other side of nursing
care, I realized I prefer to be on
the caring side. Nurses can be in
control of the caring. A patient is
at the mercy of caregivers.

I always wondered how pa-
tients can be so accepting of our
care. When you’re sick, you
don’t have the physical or emo-
tional energy to even have a
voice. Yet you search for the hu-
man side in your nurses. When
you feel better, you want to
show your appreciation. You re-
member even the little things,
such as a housekeeper making
sure you had water.

Loraine Strombeck, BS, RN

Easing the fear 
As an RN going in to have a
carotid endarterectomy, I knew
too much for my own good.
God must have put this certified
registered nurse anesthetist on
my case. He knew how terrified
I was, and once he had his pa-
perwork done and was waiting
on me to go back, he pulled a
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chair up and talked to me. He
showed me that I meant some-
thing to him, even though he’d
never met me before, because I
was human.

Nancy Creech, RN, MSN
Nurse Recruiter

Being a patient’s family
member  
These anecdotes recount what it
was like for nurses whose loved
ones were in the hospital. 

Germs on the cell phone 
Please wash your hands and al-
ways change your gloves! My
husband, a microbiologist with
more than 25 years’ experience,
recently was admitted to his hos-
pital of employment—an acute-
care teaching hospital—for a
sudden, life-threatening respirato-
ry illness. As an experienced
nurse (30+ years as an RN, 16
years as an APRN), I felt I need-
ed to be with him 24/7. 

Because of his “unknown in-
fection,” he was prescribed a
cocktail of highly vein-toxic an-
tibiotics. The RN assigned to his
care came in to establish a new
I.V. site. During the procedure,
she received a phone call on her
hospital-assigned cell phone. She
promptly answered the phone,
responded to the call, and then
returned to the procedure. My
husband quickly stopped the pro-

cedure and stated, “Please
change your gloves! Do you
know how many germs are on
your cell phone? Cellphones car-
ry ten times more bacteria than
most toilet seats.” 

Antoinette Towle, EdD, APRN

Unforgettable nurses 
I am an RN, but I was his wife,
the mother of his child, and the
one left with a hole in my heart
that I thought would never
close. He was my world and he
was dying. I was helpless, but
not hopeless. I’ll never forget
his nurses—whether I saw them
face-to-face or just knew they’d
provided care for my husband.
And I’ll never forget the support
they gave to both him and me.

Nancy Creech, RN, MSN
Nurse Recruiter

In good hands 
My grandson was only 10
months old when he had open-
heart surgery for a major de-
fect. While he was there, I dis-
covered the true meaning of a 
Magnet®-recognized hospital. 
In the pediatric open-heart ICU,
all the nurses were pediatric
CCRNs. Thank God! I knew he
was in good hands. Now, at
age 3½, he’s just fine.

Nancy Creech, RN, MSN
Nurse Recruiter

WTVAHCS

Humorous moments 
These stories reflect the lighter
side of nursing.

Blind date 
For many years, I worked on an
electrophysiology unit (cardiolo-
gy stepdown), where many of
the patients had life-threatening
arrhythmias and required a
calm, nonthreatening environ-
ment. I encouraged one of my
frequently admitted patients to
talk about his concerns and
fears. This led to a discussion of
what it was like to stay in the
hospital for extended periods
and be exposed to many differ-
ent nurses and personalities. He
told me, “It’s like having three
blind dates a day. How stressful
would that be?”

Peggy Newman RN, 
MSN, PCCN

The art of pickling dentures
The transition unit was short
staffed on the 3 PM-11 PM shift,
so I volunteered to work. As I as-
sisted a patient with his nighttime
routine—cleaning his dentures—
he placed his dentures in a small
jelly jar with a denture cleanser
tablet and water. He shook the
jar and watched the tablet fizz,
explaining, “I’m pickling my den-
tures!” We both laughed.

Julie Thibeau, 
MSN, RN, CNOR

For more readers’ experiences, visit American
NurseToday.com/?p=21653.
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T he Essence of Nursing
Use these key points to help you provide the essence of good care.

Be proactive 

Build a caring culture.

Maintain a healthy work environment.

Round on patients. Check the four Ps:
• Potty
• Position
• Pain
• Possessions

Prevent patient harm

Wash your hand s 

Falls are the leading adverse events in
hospitals.
• Evaluate types of fall risk factors found.
• Have patients wear proper footwear.
• Teach patients and families about fall

risks.
• Choose the proper support surface to

prevent pressure ulcers.

Remember, the CDC says hand hygiene is one of
the most important ways to prevent infection spread.

Use CDC education and reminder tools available at
cdc.gov/handhygiene/index.html.

Consider an electronic monitoring system.

Make sure everyone knows the “5 moments for
handwashing” from the World Health Organization:
• before touching a patient
• before a clean or aseptic procedure
• after body fluid exposure risk
• after touching a patient
• after touching patient surroundings. 

Above all...



Engage patients 

• Listen, listen, listen.
• Repeat important information.
• Keep patients and families

informed.
• Practice patience. 
• Teach patients about their

condition and treatments.

Keep patients 
moving 

Some ventilated ICU patients can lose up to 25%
of peripheral muscle strength within 4 days.

Incorporate range-of-motion exercises into care.

Provide mobility education for patients and families.

Use such tools as whiteboards to track progress.

Apply 6 steps from TeamSTEPPS® program for
sustaining early-mobility program:
• Provide practice opportunities.
• Ensure that leaders emphasize new skills.
• Provide regular feedback.
• Celebrate wins.
• Measure success.
• Update current plans. 

Promote sound 
nutrition 

1in3 Number of hospitalized patients who
are malnourished

Assess nutritional status, checking for risk factors and:
• trouble chewing 
• swallowing disorders
• weight history
• height and weight measurement
• skin integrity
• presence of edema
• electrolyte abnormalities
• hand-grip strength.

Partner with dietitians.

Monitor nutrition status.

be a patient advocate. 
Remember—the nurse is the only
healthcare professional who’s with
the patient and family 24/7/365.
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