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DISCLAIMER

• “The opinions expressed in this presentation and on the following slides are solely those of 
the presenter and not necessarily those of DNV. DNV does not  guarantee the accuracy or 

reliability of the information provided herein.”



INTRODUCTION

• Melinda Culp, MSN, RN, CRHCP, OCN
• Executive Director/Administrator 

• Amber Lee, BSN, RN
• Clinical Manager
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Presenter
Presentation Notes
Melinda: I have been a nurse with Saint Francis Health System since 2001 as a new nurse graduate from Rogers State University with an Associate Science in Nursing. I have worked as a medical, palliative/hospice, and respiratory care nurse until becoming an Administrative Supervisor. At that time she covered the 800 bed hospital and was a part of the trauma and code team for 8 years. I  managed inpatient and outpatient oncology and stem cell transplant unit for 10 years. I have been at the Vinita campus since December 2018 as the Director of Nursing and now the Executive Director/Administrator. I obtained her Bachelor of Science in Nursing from the University of Oklahoma in 2003, and her Masters of Science in Nursing Healthcare Administration in 2022. I am married and have two very active teenage boys, a freshman and senior in high school. Amber: I am the clinical manager at Saint Francis Hospital Vinita, I have in this position since 2018. I managing the inpatient medical unit and outpatient cardiac & pulmonary rehab departments. I has over 22 years of nursing experience, obtaining my LPN degree from North East E Area Vo-Tech in 1999, Associates Science in Nursing form NEO A&M College in 2013  and  Bachelor of Science in Nursing 2018 from Western Governors University. I have worked in various areas of nursing including clinical neurology, psychiatry, hospice, non-invasive cardiology, out-patient cardiac & pulmonary rehab, medical surgical nursing, and emergency nursing. I am active in our community, and have established a yearly hospital wide food drive and school hygiene program that supports the local school systems and am a TSET member. My values are respect and dignity; treating every patient every time with the respect and dignity with out regard to status, culture, or financial ability. I am a mom of four and enjoys my free time with them. 



SAINT FRANCIS HOSPITAL VINITA
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Presenter
Presentation Notes
Amber:Saint Francis Hospital Vinita was purchased by the Saint Francis Health System in December 2016 from Craig County after they had filed bankruptcy.  The hospital is licensed for 55 beds.  It includes a 12 bed emergency room department, 15 bed medical unit, 20 bed geri-psych unit, outpatient infusion, outpatient cardiac rehab, outpatient pulmonary rehab, radiology, lab, physical therapy, and 2 rural health clinics.  The Vinita hospital is the only facility in the health system that is accredited by DNV. After the purchase in 2016 the health system quickly began to update and improve the hospital. From 2017-2020 the hospital under went a complete make over, updating the physical environment from patient rooms to new exterior, and unit work stations, to all new equipment. This included telemetry upgrades and computer work stations in each patient room. To meet the needs of the community, SFH Vinita started new service lines, the first was outpatient infusion in 2020, followed by outpatient cardiac rehab in May 2021. Also in 2021 the hospital opened a new MRI suite within the hospital with a MRI scanner. The previous unit was in a trailer outside of the hospital. COVID did slow the implementation of some of our expansion but as restrictions started to lift we were back to work opening  pulmonary rehab within out cardiac rehab department in August of 2022. We also developed a CHF clinic that rolled out in September 0f 2022 that bridges the CHF patient from the hospital to the outpatient setting by identifying heart failure patient in the hospital and having a NP follow up with them after discharge in addition to the regular follow up with primary care. The end of this year and 2023 holds exciting expansions for us as we prepare to introduce telehealth within our hospital and consults with in our clinics. We look forward to having nephrology, infectious disease, diabetic management and a few other tele heath services. 2023 will also give way to a new CT scanner and suite also. 



SAINT FRANCIS HEALTH SYSTEM
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Presenter
Presentation Notes
Melinda: The Saint Francis Health System is central located out of Tulsa, Oklahoma and consist of 4 full service hospitals, a children's hospital, and a psych hospital throughout northeast Oklahoma.   95 locations for Warren Clinic provider offices and multiple Urgent Care clinics throughout northeastern Oklahoma. Psych facility.  The other hospitals in the health system are not accredited by DNV, but had DNV specialty accreditation such as Stroke.  The Vinita campus is the only rural hospital in the health system, and also has 2 rural health clinics and a primary care provider office in Vinita.  Being a part of a larger healthcare system has been greatly beneficial to the campus. They help provide supplies and resources that were not available to a stand alone county hospital. 



OBJECTIVE

• Provider ventilator education for orders and equipment management
• Building respiratory documentation for nurses in the EMR
• Respiratory training for immediate change
• Policy review and revision when part of a larger health system
• Long term education and continuing education
• Sustainability and goals
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Presenter
Presentation Notes
Amber:The Objectives to cross train the providers and nurses are:Provider ventilator education for orders and equipment managementBuilding respiratory documentation for nurses in the EMRRespiratory training for immediate changePolicy review and revision when part of a larger health systemLong term education and continuing educationSustainability and goals



NON-CONFORMITY IDENTIFICATION

• Respiratory Care NC-1-1
• Providers not ordering ventilators or documenting the equipment settings
• Nurses not documenting respiratory treatments
• Nurses not titrating patient’s oxygen
• Health system policies and procedures did not match the resources at Vinita
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Presenter
Presentation Notes
MelindaOn December 1, 2021  the hospital was without  any employed  respiratory therapist. The plan was for nurses to complete the treatments during the weekday shifts, they were already completing the treatments and had been for years. The number of respiratory treatments ordered increased significantly during each Covid-19 surge on the inpatient unit. The hospital also saw an increase in readmissions of patients with a diagnosis of COPD or pneumonia (this also correlated with Covid admissions and spikes) during the second quarter of fiscal year 2022, the same quarter we lost the RT. During the January 2022 DNV survey, it was found that the ED providers were placing patients on a ventilator and not placing the order in the EMR and documenting the settings, this practice was started by the providers due to patients being shipped out of the facility quickly.  Nurses were expecting the provider that was managing the ventilator to document the settings and were only documenting that the patient was on a ventilator, on 100% oxygen and the SPO2 level.  It was also identified that in the EMR the respiratory treatment flowsheets were under the sign in for respiratory therapist and not nursing. Nurses were documenting medications given in the MAR, but did not have a location to document the respiratory treatments that were ordered, this also included treatments that did not require medications such as an acapella. The nurses were not documenting titrating the oxygen flow on a patient to maintain the patient’s SPO2 in accordance to the providers orders to maintain SPO2 between 90-95%. When SFHS purchased the facility, the health system and nursing policies and procedures were approved for the Vinita campus. It was identified during the survey that policies and procedures that were used throughout the health system were not all appropriate for every facility due to different resources at every facility. Policies and procedures that separated out specific respiratory therapy and nursing orders were identified. The EMR had previously been built for task to be on the disciplines described in the policies/procedures. 



VENTILATORS

• Litmos: Procedures Airway: Intubation: Post Intubation Management

• Tipsheets for ordering mechanical ventilation 

• Quick Start Guide for ventilator placed on each one
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Presenter
Presentation Notes
MelindaWe started our change process in the emergency room, focusing on the ventilator orders being completed and the documentation in the EMR. The emergency room physicians all completed education modules through Litmos and signed off on an attestation that they had completed all education requirements.The physicians were not completing ventilation orders in the EMR, so education and tip sheets were given to the providers by the RT leadership. It was discovered that the same providers were completing the orders in documentation while they were working at the other facilities, but were not completing them in Vinita because they were shipping out any patient on a ventilator due to Vinita does not have a critical care unit.  The providers and nurses were not comfortable in managing the ventilators and adjusting settings, hands on education was provided and a quick set up was developed by the respiratory therapist educator and leadership to have posted on the equipment. For transparency and buy in all findings were reviewed with the providers at MEC to obtain feedback and engagement. The ongoing audits are given to the providers for feedback and review. 



VENTILATOR EDUCATION OUTCOMES
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Presenter
Presentation Notes
MelindaVentilator orders and documentation compliance continue to be audited. Prior to the physician and nurse education, audits did not show ventilator orders or setting documentation by the provider or nurse. Prior to education for the providers and nurses, the documentation and orders was at 0%. After education and feedback of audits, the providers continue to have 100% compliance and the nurses have been at 100% compliance for the last 4 months.  Audits are continuing to review the order and documentation of ventilators and feedback is provided monthly. 



RESPIRATORY DOCUMENTATION
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Presenter
Presentation Notes
Amber :The electronic medical record has flowsheets for nurses to document assessments and treatments; however, the detailed respiratory treatments were considered part of the RT discipline and  only in the respiratory therapist flowsheet. In reviewing the process and having discussions with multiple departments/facilities it was found that nurses all through the health system were completing more respiratory treatments. This was due to the high demand and respiratory therapist shortages that was occurring all through the health system and RT personnel being pulled to critical care departments to care for these patients.  Nurses were completing treatments, and documenting the medication administered through treatments, but did not have a location to document the treatments and assessments performed for the patients outside of their flowsheets. This led to appearance in chart reviews that the treatments and respiratory assessments were not completed. A RN respiratory treatment flowsheet was developed for all nurses in the health system to have access to document.  Nurses rely heavily on working from a worklist, how ever, we found not all treatments fall on the nursing worklist, because they are on the respiratory therapist worklist.  An additional need that was discovered during Covid; several patients were on 2 oxygen delivery devices and the staff did not have a location to document a second source. We again were able to create access to these disciplines for the nurses to have access to.  Audits were created to review documentation compliance and to provide feedback to the nurses. 



RESPIRATORY DOCUMENTATION
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Presenter
Presentation Notes
Amber:Audits were implemented in February  and the nurses were trained and educated regarding the documentation of respiratory treatments. This included education on nebulizing treatments and HFA’s with spacers also respiratory devices such as incentive spirometers and acapellas. We went back to the basics on the training, reintroducing all devices and giving hands on training on all with the RT educator.  We saw an initial increase in compliance but in June of 22 we started trending into non-compliance for documentation of these devices. We increased our conversations in daily huddles. We determined that nurses were documenting incentive spirometers on the Epic work list and that’s why nurses were capturing that documentation but the Acapella was not on the RN worklist. We worked with the clin-doc team and were able to address this by changing the discipline access in the worklist.  We also realized we had fall out with nebulizer treatments as they are only on the MAR and need to have the RT tab wrenched in. As we found these road blocks we were able to address and develop plans. The safety huddle form was updated in August to include questions such as: Did any patient have a breathing treatment? Was the RT Intervention tab documentation completed? Did any patient have a IS, Acapella? Did any patient have any out of range V/S’s during the shift? This was added as a last reminder before the nurse let the shift to get documentation completed and as you see the data from September compliance was 100%. The hope is this reminder will roll into becoming concurrent documentation. And as a last resort to continued fallout’s the manager is meeting 1:1 with the nurses to provide corrective feedback. What we learned is that this process is continually changing and evolving as we find what works or what doesn’t for us. 



RESPIRATORY TRAINING

• In-person training by respiratory therapist educator
• Hands on training

• Education packets
• Nursing respiratory skills checklist
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Presenter
Presentation Notes
MelindaTo meet the educational needs identified for the nurses, the respiratory therapy educator and supervisor from the main campus in the health system came to the hospital to complete a two hour education class on respiratory care, treatments, assessment, documentation, and equipment training. Four classes were held on site for the staff, the hospital covered the respiratory departments travel expense and education for staff. Thirty nine nurses attended the two hour educational class. Education packets were made for all the nurses to have resources available to them and they had to demonstrate competency of the skills. The initial training was completed on March 16, 2022, with 100% of the nurses having been checked off on the skills checklist and either attending class or watching video. Respiratory therapist from Tulsa came to the annual outcomes college (skills fair) to check the nurses off if they had not completed their skills checklist. The nurses were also given the contact number to the Respiratory Therapy leads at our other facilities for additional resources and a contact if needed. The skills checklist was created to ensure that all nurses received the full respiratory education. 



POLICY AND PROTOCOL REVIEW

• OSA Protocol
• Inpatient Treatment Protocol For Obstructive Sleep Apnea (OSA) or Physician Identified 

OSA Risk Patients
• BIPAP/CPAP Administration Policy
• BIPAP Protocol
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Presenter
Presentation Notes
Amber: The health system has several policies and protocols that are utilized for all facilities; it was identified that there are policy revisions that needed to occur to meet the needs and/or resources available for individual facilities. The OSA policy was written and developed in the EMR for a respiratory therapist to complete assessments and place the patient on the appropriate piece of equipment. The protocol and policy were both redesigned by respiratory and nursing leadership to allow the respiratory therapist to still complete assessments and maintain equipment, but it also was updated to give instruction for nursing to place a patient on a CPAP. Instructions were given on how to handle if the patient had a home CPAP and if the patient was unstable or in distress how to place them on a bipap. This was a new practice for the staff, due to a lack of respiratory education previously. The OSA protocol was modified to give nursing instructions if there was not a respiratory therapist on site. The BIPAP/CPAP policy was updated to guide nurses on placing patients on a bipap and the steps to take if the patient had not been on a bipap or cpap prior. Again this training was and continues to be hands on with the RT educator. 



POLICY AND PROTOCOL REVIEW 

• OSA Protocol Compliance Rounding Results:
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Presenter
Presentation Notes
Amber:Here we see data from OSA audits were started in March 2022. This was also implemented with the education piece by the RT educator. Initially the nurses were auditing themselves as they were collecting the data from the patient during the admission assessment. This process was changed in April to having a nursing peer do the OSA chart audit.  The goals is 90% compliance and you see we have great results with all audit questions over 90%  since updating the OSA policy and implementing the new audit form. 



CONTINUING EDUCATION

• New hire education process
• Ongoing education for staff
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Presenter
Presentation Notes
Amber:To ensure new hires received the same level of education, the resource packets were created. Links to videos of the equipment, treatments, and care are provided for the staff to complete their on-boarding process. The supervisors/managers of the departments were trained and identified as super users for additional assistance. We also house equipment such as the ventilator on the unit at the nurses station so the nurses see it everyday to help decrease the anxiety of the “vent”. Respiratory care for nurses is now a part of the annual outcomes college to address any new equipment or treatments the nurses might encounter. This also provides an opportunity for the nurses to have hands on experience with equipment that they might not utilize often. 



SUSTAINABILITY AND GOALS

• Staffing Matrix Review
• Chart Audits
• Hired Respiratory Therapist
• Non-Invasive Cardiology nurses completing patient diagnosis and treatment education
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Presenter
Presentation Notes
Amber:During this process, many other items were identified and addressed to over come any barriers that were identified.Staffing Matrix Review: 	The staff on the medical unit all participated in a matrix review to determine what ideas they had to improve the staffing matrix. The staff came back with matrix that matched the current operating matrix, the unit had not been meeting the matrix due to staffing shortages.  It was also identified that the nurses were completing multi-disciplinary task and the creation of 2 fulltime secretaries to assist on the nursing unit was created with an additional 1.9 FTE. Non-Invasive Cardiology nurses also were educated and they help provide bedside education on disease specific and treatment education. These nurses can also help identify those patient that would benefit from cardio/pulmo rehab or the CHF clinic. The hope for this angle is to decrease readmissions and getting qualified patient in these programs to help keep a closer eye on the more vulnerable patient. This will help us identify patient issues quicker and it keeps the patient involved in their care. Respiratory care chart audits are completed and tracked as seen on the previous slides. The goal is to provide adequate education and bridge the identified gaps, but we also have to identify when to give corrective feedback, including disciplinary action based on findings.Most importantly in March of 2022 the hospital hired a full time respiratory therapist and expanded the role to make improvements to the quality of care provided:�	*participates in safety huddles	*Completes the skills checklist with the new nurses	*completes patient education daily	*collaborates with nursing to provide respiratory care	*assist with education and in pulmonary rehab.
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COPD/PNEUMONIA READMISSIONS AND MORTALITY

Readmissions Fiscal Year 2022
Chronic Obstructive Pulmonary Disease 
(COPD)

FY 2019
Jul-Jun

FY 2020
Jul-Jun

FY 2021
Jul-Jun July Aug Sept Oct. Nov Dec Jan Feb Mar April May Jun Total FY 22

Total Outcome Cases 79 58 28 4 4 4 4 5 5 3 2 4 4 4 5 48
Total Readmissions 12 1 2 0 1 0 0 2 0 0 0 0 0 0 0 3

Observed 15.19% 1.72% 7.14% 0.00% 25.00% 0.00% 0.00% 40.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 6.25%
Expected 14.29% 13.72% 18.84% 12.87% 22.33% 14.79% 15.10% 16.20% 18.59% 20.89% 17.19% 16.04% 12.71% 17.19% 14.79% 16.44%

O/E 1.06 0.13 0.38 0.00 1.12 0.00 0.00 2.47 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.38
Pneumonia (PN)

Total Outcome Cases 110 123 108 4 8 13 15 17 21 18 13 9 10 9 17 154
Total Readmissions 9 10 10 1 1 3 1 3 3 2 1 3 3 2 1 24

Observed 8.18% 8.13% 9.26% 25.00% 12.50% 23.08% 6.67% 17.65% 14.29% 11.11% 7.69% 33.33% 30.00% 22.22% 5.88% 15.58%
Expected 10.75% 11.42% 11.94% 12.08% 14.07% 16.18% 11.63% 10.37% 10.92% 11.53% 12.13% 13.28% 15.51% 15.16% 14.80% 12.85%

O/E 0.76 0.71 0.78 2.07 0.89 1.43 0.57 1.70 1.31 0.96 0.63 2.51 1.93 1.47 0.40 1.21

Presenter
Presentation Notes
MelindaCOPD readmissions have been 0 since December 2021. We had seen an increased in COPD readmissions prior to COVID, the volume of patients coming into the hospital declined significantly when Covid started which led to a decrease in COPD admissions. The pneumonia readmissions continue to occur and did rise for the FY 22.  The goal is to keep the COPD readmissions down below the pre-Covid readmission rates and to decrease pneumonia readmissions. Pneumonia / Covid admissions increased and correlate with the spikes in Covid patients. COPD: 	Observed readmission rate: 6.25%	Expected readmission rate: 16.44%Achieved!Pneumonia:	Observed readmission rate: 15.58%	Expected readmission rate: 12.85%Did not meet: identified that readmissions are coming back from the nursing home in the community. 



COPD/PNEUMONIA READMISSIONS AND MORTALITY
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Mortalities Fiscal Year 2022
Chronic Obstructive 
Pulmonary Disease (COPD)

FY 2019
Jul-Jun

FY 2020
Jul-Jun

FY 2021
Jul-Jun July August Sept Oct Nov Dec Jan Feb March April May June FY22 

Total Outcome Cases 79 58 28 6 4 4 4 5 5 3 2 4 4 4 5 50
Total Mortalities 0 0 0 2 0 0 0 0 0 0 0 0 0 0 0 2

Observed 0.00% 0.00% 0.00% 33.33% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 4.00%
Expected 0.81% 0.53% 1.63% 6.38% 0.64% 0.25% 0.83% 2.52% 0.61% 1.10% 0.22% 0.18% 0.16% 2.39% 1.03% 1.61%

O/E 0.00 0.00 0.00 5.23 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 2.48
Survival Rate 100.00% 100.00% 100.00% 66.67% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 96.00%

Pneumonia (PN)
Total Outcome Cases 113 123 109 4 10 14 15 17 21 20 13 10 10 9 17 160

Total Mortalities 3 0 1 0 2 1 0 0 0 2 0 1 0 0 0 6
Observed 2.65% 0.00% 0.92% 0.00% 20.00% 7.14% 0.00% 0.00% 0.00% 10.00% 0.00% 10.00% 0.00% 0.00% 0.00% 3.75%
Expected 1.91% 1.52% 2.83% 2.48% 7.74% 4.05% 2.64% 1.86% 1.70% 4.64% 4.27% 2.44% 2.77% 2.30% 1.68% 3.13%

O/E 1.39 0.00 0.32 0.00 2.58 1.77 0.00 0.00 0.00 2.15 0.00 4.10 0.00 0.00 0.00 1.20
Survival Rate 97.35% 100.00% 99.08% 100.00% 80.00% 92.86% 100.00% 100.00% 100.00% 90.00% 100.00% 90.00% 100.00% 100.00% 100.00% 96.25%

Presenter
Presentation Notes
MelindaThe COPD/ pneumonia mortalities correlate with the COVID mortalities. Originally all Covid patients were transferred to Tulsa or Joplin, MO for higher level of care. During the second surge due to a lack of beds, the hospital started to keep higher acuity patients which led to an increased mortality at the hospital.  The overall hospital mortality rates have increased 74% since FY 21. Mortality rates for the hospital have increased significantly, along with the volume of patients. The overall mortality rate for the hospital since FY19  and FY 20 (same mortality rates) has increased 89%, with the majority of the deaths coming in to the hospital in cardiac arrest:COPD: 	Observed mortalities: 4.00%	Expected: 1.61%Did not meetPneumonia: 	Observed Mortalities: 3.75%	Expected 3.13: 



CONTACT INFORMATION

• Melinda Culp
• mlculp@saintfrancis.com
• 918-256-0203

• Amber Lee
• amlee2@saintfrancis.com
• 918-256-0221
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