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Improving Clinical Communication in the Nursing Home

Because of the growing acuity and complexity of NH residents, nurses (RNs and LPNs) must become able to identify and communicate complex clinical information to physicians and ARNPs responsible for the residents’ medical care. Preliminary discussions with LTC leadership indicate the need to improve the efficacy and efficiency of communication dealing with the changing medical status of NH residents with certain common medical conditions such as congestive heart failure (CHF) and diabetes mellitus (DM). Status changes in these conditions usually involve symptoms such as dyspnea, fatigue, and weakness and vital signs such as heart rate or rhythm, respiratory rate, fever, or blood sugar.  

It is common for nursing staff to be unaware of the basic information physicians, physician assistants, or ARNPs need to have when communicating a change in resident condition. To address the increasing pressures for more efficient and effective health communication among nurses, physicians, and other medical professionals, TNH will design and develop a beta version of a DVD-based curriculum, “Improving Clinical Communication in the Nursing Home,” and evaluate its usability (nurse and trainer satisfaction) and utility (improved abilities for communication of information to medical care-providers in simulated situations).  

Also included will be plans for packaging the curriculum for outreach and statewide training programs in the following year. The training materials will include a facilitator’s guide and educational handout for the learners (staff nurses), outlining the learning objectives and strategies for improving nurse communications related to changes in resident symptoms, signs, mood, and functional status and emphasizing complete, concise, and organized communication. A template will be developed for organizing and presenting the ”nuts and bolts” of the change in clinical status of residents with CHF and DM and specific lectures and case studies (didactic foundation) with interactive skills-building exercises on communication. The exercises will illustrate important problems (changes in symptoms and signs) associated with two common chronic medical conditions (CHF and DM) and how to apply the template to communications related to these changes. The TNH curriculum development will include multimedia modeling of communications (“good” and “bad”), role-playing exercises, and competency test materials.

The TNH will also provide a complete report on the design and development of the curriculum for improving clinical communication in the nursing home.
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RATIONALE

Faulty communication was the most frequently cited root cause of the nearly 3,000 sentinel events reported to the Joint Commission between 1995 and 2004. Furthermore, communication problems were the primary cause of approximately two-thirds of all reported sentinel events, including medication errors, delays in treatment, infant abductions, and wrong-site surgeries (Joint Commission: Root Causes of Sentinel Events [All categories; 1995–2004]). On June 2, 2006, the Joint Commission’s Board of Commissioners approved the 2007 National Patient Safety Goals (NPSGs).
 New safety goal 2 is focused on improving the effectiveness of communication among caregivers. 

Listed below are specific recommendations made by the Joint Commission to improve effective communication among caregivers.
   

Establish a culture that fosters open communication.
Provide staff with access to leadership.
Focus on systems and processes.
Create systems that support effective communication.

Promote effective communication among staff members.
Encourage team training.

Implement structured communication techniques.
Due to the growing acuity and complexity of nursing home residents, nurses (RNs and LPNs) have a major and growing need to communicate complex clinical information to physicians and ARNPs who are responsible for the medical care of nursing home residents. Timing and thoroughness of nurse–physician clinical communication is critical to improving care. “Effective communication and teamwork is essential for the delivery of high quality, safe patient care.”
  Here we report a novel training initiative to improve nurse-physician communication and teamwork in the context of complex nursing home care. 
We have focused the beta version of our DVD-based curriculum on how to recognize changes in medical status and then how to communicate key information in an organized, efficient framework (“nuts and bolts”). Because congestive heart failure (CHF) is one of the most common major problems and a frequent cause of hospitalization for NH residents, our initial communication curriculum focuses on status changes in residents with CHF. The curriculum also extrapolates this communication approach to other common medical conditions, notably diabetes mellitus (DM). The design and development of this initial communication-focused curriculum (“Clinical Communication in the Nursing Home: Improving Congestive Heart Failure [and Diabetes Mellitus] Management) incorporated many of the Joint Commission’s recommendations (see list on previous page) and drew heavily on our front-end analyses as well as suggestions from the literature and from local and national experts. (Note that the title of this curriculum was modified from “Improving Clinical Communication in the Nursing Home” to reflect more clearly the content and focus of the curriculum, namely: Improving …Management. 
The primary goal of this curriculum is to improve nurse competency in detecting and communicating a change in medical status in nursing home residents (clinical focus: CHF) to the primary health-care provider. Hospitalization and readmission rates for older patients with CHF are high and preventable.
,
 Factors contributing to readmission include medication noncompliance, failure to seek medical help, and inadequate follow-up.
 In long-term care facilities, nurses are in a position to reduce readmissions and hospitalizations by being on the lookout for disease exacerbation and alerting physicians when early signs of CHF are seen. Nurse–physician communication is critical to early intervention and prevention of hospitalization.

BACKGROUND AND APPROACH
In terms of nurse–physician communication, Cadogan et al. (1999) identified discrepancies between their perceptions of communications.
 Physicians perceived that nurses’ inadequate ability in assessing the resident and discriminating urgent from non-urgent problems was a potential barrier to communication. Nurses disagreed and maintained confidence in their ability to assess and communicate clinical information. These researchers also found that doctors’ expectations of what clinical information should be reported were different from the nurses’ reporting.
 While physicians expect to identify a clinical problem through specific signs and symptoms in a nursing home resident, nurses may focus more on a resident’s status and changes in status in terms of behavioral manifestations.
 Such differences in approach and focus provide insight into the type of training that might alleviate health-related communication difficulties. 

Nurses often perceive a lack of professional respect from physicians and view this as a major barrier to effective communication.
 Physicians’ frustration with unnecessary or disorganized phone calls might be misinterpreted by the nurse as lack of respect. Ouslander et al. observed that nurses believed that the physicians were more accessible and gained confidence that their calls were being responded to appropriately when a notification policy was in place.
 The policy they developed focuses on the distinction between urgent and non-urgent information that needs to be provided to the physician and successfully reduced unnecessary phone calls and improved nurse confidence. This research indicated a need for a quick, useable, organizational tool to assist nurses in communicating to physicians non-urgent changes in resident status. 
A number of different guidelines have been developed for physician notification of changes in nursing home resident status.
,
,
 By helping to organize resident information, such guidelines and derived clinical tools can increase nurse organization and confidence when speaking with a physician or nurse-practitioner about a non-urgent change in resident status. The AMDA protocols identify the clinical information that should be reported to the physician for a specific condition.
 Although this is a useful resource, the guideline does not provide the training or resources to help nurses recognize, collect, organize, and then report clinical data for specific resident problems, especially in the context of multiple major clinical problems. 
In order to utilize notification guidelines already provided by medical care providers, TNH conducted an analysis to ascertain the gaps in nurse knowledge, skills, or attitudes that could be addressed through our new curriculum. For example, according to the literature, weight is an important indicator in the management of CHF.
 AMDA guidelines recommend monitoring the weight of a CHF patient by measuring weight three times a week.
  Monitoring weight is a low- cost, feasible, early indicator of CHF decomposition that is underutilized in the nursing home according to discussions with experts, front-line clinicians, and the TNH Steering Committee. However, the barriers to obtaining frequent serial weight measurements include lack of adequate staffing, inaccessible scales, inaccurate calibration of equipment, lack of resident cooperation, and lack of knowledge about both the value of weight measurements and the procedure to obtain them. Based on this information, we have provided “Tips for Measuring Weight” in the Facilitator’s Guide. 
FRONT-END ANALYSIS OF NURSING HOME TRAINING NEEDS

To address increasing pressures for more efficient and effective health communication among nurses, physicians, and other medical professionals, TNH conducted a front-end analysis to create a basis for the design and developments of a DVD-based curriculum to improve interdisciplinary clinical communication in nursing homes. This analysis addressed the perceptions and needs of both nurses and physicians to guide the formulation of learning goals and the design and development of instructional activities that would balance the concerns of both nursing and medical staff. This analysis also addressed knowledge deficits and gaps in attitudes and experiences regarding communication of clinical information. During this analysis phase we used case studies to compare the opinions of physicians and nurses as to when a nurse should contact a physician about a change in resident status in a nursing home. These same case studies were then incorporated into the curriculum design 
The front-end analysis underwent a full review and received approval from the Institutional Review Board of the Miami Jewish Home and Hospital. Before the initial survey, all interviewers participated in Human Participant Protections Education for Research Teams (http://cme.gov/clinicaltrials/learning/humanparticipant-protections.asp). The interviewer provided information to potential study participants (nurses and physicians) about the study so he/she could make an informed decision to participate.

Nurses

Our front-end analysis with nurses (n = 36) was conducted in an urban, large nursing home (462-bed), an urban mid-size (120-bed) nursing home, and an urban, small nursing home (86-bed) serving residents from urban and suburban areas. Nurses (LPNs and RNs, but not ARNPs) were eligible to participate in the initial survey if they were working on the day of the survey. At the large nursing home 18 (94%) of the eligible nurses participated; we also received input from two nursing administrators. At the mid-size nursing home, 10 (78%) of the eligible nurses participated plus four nursing administrators. All of the available nurses (n = 8) at the small nursing home participated, including two nurses from the evening shift. The primary reason for nurses not participating was conflicting clinical demands and time constraints.  

The surveys and consent forms were provided in English. Two interviewers administered the survey of demographic and communication-related questions with 36 nurses (see Appendix 1).  The surveys were filled out individually by the participants in about 20 minutes. The nursing staff consisted mostly of women (94.4%; n = 34 of 36 total); the average age was 41.7 years (range = 22 – 71). The mean of nursing experience was 10.92 years (range = less than 1 year – 46 years). Twenty-nine LPNs and six RNs participated, with one nurse not responding to the question. Three of the RNs and two of the LPNs were administrators. On average the nurses had 9.82 years of geriatric clinical experience. 

Appendix 1 (Front-End Analysis (Nurses)) includes the detailed responses of all the nurses and their attitudes concerning nurse–physician communication in the nursing home setting. Most of the nurses believed they could effectively communicate clinical information to the physician concerning a resident’s heart failure status. Overall, the nurses were certain they were accurately collecting resident data and monitoring congestive heart failure in their elderly residents. However, when asked to identify signs or symptoms of congestive heart failure, only 61% of the nurses were able to correctly identify three signs or symptoms of CHF exacerbation. This value was even lower (55%) when nurses were asked to identify three signs or symptoms of diabetes mellitus exacerbation. Nurses reported being only rarely uncertain about their organization of clinical information concerning diabetes or CHF to present to the physician. By far, the major complaints of nurses were that doctors were not responding to calls in a timely manner and they were not showing respect to the nurse on the phone. Nurses mentioned that calls to the physician should be made only in the case of a real emergency or for an important question. Despite their apparent confidence about being able to identify signs and symptoms, nurses stressed the importance of more educational in-services on how to handle and report symptoms of chronic illnesses. Nurses also indicated that a method or standardized tool to help organize clinical information to be presented to the doctor would be helpful.  

Physicians

Physicians were surveyed from an urban, large nursing home (462-bed), a medium-size nursing home, and a small nursing home. Physicians were eligible to participate if they cared for residents in nursing homes. A convenient sample was used with a snowballing technique to recruit more physicians. A geriatrics-trained medical physician administered the surveys. The consent forms and the survey were administered in English. The structured surveys/interviews took about 20 minutes to complete (see Appendix 2). The physicians surveyed were two-thirds male (67%). All the physicians were board certified in internal medicine and two of them had subspecialty certification in geriatrics. The average age of the physicians was 39.8 years (range 31 – 62). They all cared for residents in the nursing home and one was the medical director of a large nursing home. On average, it had been 14.5 years since the doctors had completed medical school (range 6 – 36). Two of the physicians were from small nursing homes (< 100 beds), one was from a medium-size nursing home (100 – 160 beds), and three were from a large nursing home (>160 beds).
Appendix 2 (Front-End Analysis (Physicians)) provides a detailed description of the study participants and their experience with communication between nurses and physicians concerning congestive heart failure. An important finding was that all the physicians believed that hospitalizations for CHF could be reduced by earlier recognition of resident decompensation by nurses. Doctors also considered their current communication experience with nurses as highly flawed and placed much of the cause on their perception that the nurses called too often, with much too limited identifier and clinical information. The central issue from the physician point of view was that the nurses were not providing them with the necessary objective data that would allow the doctor to judge reliably that a change in status was likely; this shortcoming hindered their prompt consideration and prescription of appropriate treatment or care. Phone communications were deemed highly unsatisfactory, with physicians reporting that nurses did not prepare for the phone call and did not have critical physical findings or other data in mind or available to share with the doctor. To improve such clinical communication, doctors recommended more training with a bipronged approach addressing both the detection of early changes in signs and symptoms of heart failure and the communication approaches that could make conversations with the doctor more productive and concise.

Case Study

The same case study question was given to both the physicians and the nurses (question 24 on the nurse’s survey, Appendix 1, and question 10 on the physician’s survey, Appendix 2) to examine how both parties felt about communication concerning a resident’s specific symptom. Nurses consistently recorded a strong need to tell the physician or other personnel about a symptom. Physicians generally did not feel as strongly about reporting some symptoms. The responses to this case study (Appendix 3) were statistically significantly different when the doctors’ and nurses’ responses were compared for two symptoms: item e (Patient is complaining of recurrent headaches) and item f (Patient’s respiratory rate is 20). On the whole, there was a trend for nurses to want to report symptoms to physicians more than physicians wanted to be contacted. Nurses and physicians disagree about the course of action that should be taken when certain symptoms are first observed. Overall, there was no statistical difference between the doctors’ and the nurses’ perceptions on the importance of the presence of the symptom and who should be notified of the change in resident status. 
Findings

The primary finding of this front-end analysis is that there are many barriers to effective and efficient communication between nurses and physicians caring for nursing home residents. Both professional groups expressed dissatisfaction with the efficiency and effectiveness of the communication process. While doctors are frustrated by the inadequate and untimely provision of signs and symptoms of a change of status by nurses, nurses are frustrated by the lack of availability and patience of the physicians. Both physicians and nurses expressed a need for more education and training of nurses concerning identification of the signs and symptoms of chronic illness exacerbation. This widely perceived need was supported by the approximately 40% of nurses who could not accurately indicate a sign or symptom of CHF exacerbation on the survey. While the nurses expressed confidence in their organization of information presented to the physician, the physicians disagreed, stating that the calls were not organized and that necessary information was not always available or presented clearly. Physicians were particularly frustrated by the large number of calls from nurses that did not contain enough clinical information for the physician to decide his/her next step. Physicians desired clearly presented, prioritized clinical information presented by a nurse who had physically seen the resident before making the phone call. One key suggestion from a nurse to alleviate this problem was to have a standardized method or tool to help nurses organize the data before phoning the physician. Also, the front-end analysis indicated a need for more education of nurses, focusing on the recognition of important signs and symptoms of CHF exacerbation and the organization of such clinical information to facilitate its efficient and effective communication to the physician. 

CURRICULUM DESIGN AND DEVELOPMENT

Description of the DVD- Based Curriculum Development Process

The findings of the front-end analysis and the literature review confirmed the initial sense of TNH steering committee members and industry leaders that physician–nurse communication frustrates both parties. We next proceeded to design a DVD-based curriculum (beta version) for nursing staff with the two main goals of increasing recognition of signs and symptoms of CHF exacerbation and improving the structure and organization of nurse–physician communication on changes in status of residents with CHF (as well as some attention to residents with hypoglycemia, a major complication of diabetes management in nursing home residents who skip meals or decrease their food intake). Our front-end analysis together with our nursing staff interviews and interactions led us to develop the following training goals and specific learning objectives for the curriculum:

· Learners will improve their knowledge of cardinal signs and symptoms of CHF exacerbation. 
· Nurses will list three key signs and symptoms of CHF status change (e.g., dyspnea, fatigue, orthopnea, cough)

· Nurses will identify key clinical examination indicators of CHF exacerbation (e.g., increased weight, peripheral edema)
· Learners will improve their ability to identify, organize, and present information to the physician for a non-emergent but significant change in clinical status. 
· Nurses will increase their confidence and ability for effective and efficient communication of CHF-related information to the resident’s medical provider (physician or ARNP).

Further, it was decided by the project team that the DVD portion of the curriculum would address:

· Various states and status changes in chronic illness

· Signs and symptoms of CHF exacerbation 

· Basic communication principles and their application to communication and reporting to medical providers (physician–nurse communication)
The primary script outline for the DVD focused on the necessary ingredients of physician–nurse communication and how these ingredients could be tied into various components of the tool kit.  A physician, a nurse-practitioner, and a multimedia production director reviewed the initial draft script for language and information accuracy. A second review was conducted to ensure integration and continuity of ideas and then finalized with a formal editorial process. 
Some of the actors had previously appeared in TNH DVDs; for major roles, actors auditioned by performing a read-through of the script. Filming of the DVD occurred over five full days in six different locations and involved a full-time camera man and assistant, six professional actors, a nurse consultant, and a physician consultant.
The supporting materials for the curriculum tool kit were conceptualized and developed in concert with the DVD multimedia to ensure that the learner would understand how the behaviors modeled in the multimedia presentations could and should be used in routine practice. The Educational Tool Kit is a compilation of reference and reinforcement materials for the learners. Its large print and graphical format places the emphasis on core knowledge addressing the signs and symptoms of CHF exacerbation, guidelines for acceptable respiratory rates, signs and symptoms of hypoglycemia, and the “nuts and bolts” of physician–nurse communication. See Appendix 7 for the tool kit resources listed below: 
· Nuts and Bolts for Clinical Communication (Congestive Heart Failure) 
· Respiratory Rate Check (Pocket Card) 
· Tips for Measuring Weight 
· CHF: Signs and Symptoms of Disease Exacerbation  
· Hypoglycemia: Signs and Symptoms of Disease Exacerbation 
· Nuts and Bolts of Clinical Communication (Diabetes Mellitus) 
· Glossary of Terms

Additionally we created a Facilitator’s Guide (Appendix 6) to help with the implementation of the DVD-based curriculum and tool kit. This Facilitator’s Guide provides implementation instructions, suggested tools and resources for implementing the curriculum in small-group or individual instructional formats, and resources for engaging the physician in the process. It also addresses certain policies, such as nursing assessment of lung sounds and recognition of abnormal breath sounds, a skill deficit indicated by several front-line clinicians. Additional support materials for the training sessions include:  

· Lung Assessment Resources: a list of textbooks and multiple teaching Web sites on how to perform a lung exam and listen for abnormal lung sounds.

· Physician’s letter: a sample letter to inform physicians of training plans and anticipated changes in communication practices and to introduce them to the nuts and bolts approach and tool.

· Interactive role-play exercises: Role-playing exercises for the nurses to practice communication with physicians based on the nuts and bolts approach and tool.

Design and Development of a Blended Curriculum 

The TNH approach blends/integrates audiovisual (DVD: Clinical Communication in the Nursing Home: Improving Congestive Heart Failure [and Diabetes Mellitus] Management) with written and graphical support tools (Educational Tool Kit) and facilitator-led group discussion (Facilitator’s Guide). We have previously demonstrated that such an approach enhances learner engagement, provides a variety of modalities for learners with different learning styles to achieve the desired learning objectives, and improves both learner and trainer satisfaction.

Adult learning principles that promote clinical provider behavior change were applied in formulating this curriculum. The curriculum utilizes an approach identified by Rogers (2002).
 The learner is provided with the opportunity to observe the advantage of clear, concise nurse–physician communication and that this approach is not complex and is compatible with routine practice. Additionally, the learner has the opportunity to practice (trialability) this new skill with role-play exercises.
For its multimedia components, the TNH curriculum design takes advantage of the documented availability of DVD players for instruction. DVDs are a cost-effective training medium that engages the long-term care nursing staff. The core of the TNH clinical communication curriculum is a multimedia DVD (included with this report is the current beta version) entitled Clinical Communication in the Nursing Home: Improving Congestive Heart Failure (and Diabetes Mellitus) Management. The recommended delivery mode is via a small group (up to10 learners), with role-play and facilitator-led discussion after the DVD is viewed.  

All nursing homes face challenges in adopting any new practice. In this case, the nurses and physicians must be willing to try a new approach for communication and the facility must support this change. Clearly, clinician accessibility and physician responsiveness are required for communication and high-quality clinical care. This curriculum includes a DVD, Facilitator’s Guide, educational handouts, a role-play exercise to help with adoption of this new behavior, and competency test materials. Preliminary testing of this educational curriculum (beta version) suggests that this instructional approach provides high usability (nurse and trainer satisfaction) and utility (improved abilities for communication of information to medical care-providers in simulated situations). Formal testing is planned in the upcoming year to document adoption of the training and improved clinical communication (see below). 
Structured communication has been identified by the Joint Commission and others as important for improving the quality of health communication and in preventing medical errors. TNH’s nuts and bolts approach was developed to help promote a systematic gathering, and organizing, of information to convey the clinical situation in a standardized format. This reporting approach was developed from literature and related research on the common problem of the physician asking for information that the nurse may not have available but does have responsibility for or access to.
 In order to increase the likelihood of adoption of this new approach to clinical communication, the theory of “diffusion of preventive innovations” (2002, see Table 1) was utilized in the curriculum development.
 For example, the DVD demonstrates dramatically the small amount of time needed by the nurse to organize clinical information for effective and efficient clinical communication. The DVD demonstrates (observability) the relative advantage of this approach to communication by nurses that is compatible with their overall practice and not complex. Moreover, learners have the opportunity to try out the new skill through the interactive skills-building exercise led by the facilitator. 
Table 1: Practice Change Adoption
Characteristics                            New Practice          
Instructional Approach
Relative advantage   
     
 yes          
DVD/ Skills-building exercise

Compatibility 

 
 yes

DVD/ Skills-building exercise
           Complexity                              
 no  

DVD/ Skills-building exercise            

Trial ability                             
 yes           
Skills-building exercise

Observability                           
 yes           
DVD             

     Rogers EM. Diffusion of preventive innovations. Addict Behav 27:989–993, 2002.
In the DVD (core component of the curriculum), a didactic foundation is provided about chronic disease states and their change, CHF pathophysiology, signs and symptoms commonly associated with CHF exacerbation, and a structured approach to clinical communication with examples for residents with CHF and DM. Additionally, the DVD includes modeling of communications between nurses and physicians (“good” and “bad”). The DVD introduces the nuts and bolts template for organizing and presenting the core components of a change in clinical status of a resident with CHF or DM. The facilitated discussion and role-playing reinforce the use of the nuts and bolts approach for optimizing the transfer of information to the physician or ARNP who will then be better able to decide on further evaluation and management. 

Table 2 summarizes the targeted learners, the learning objectives, the time allocations, and the discussions, strategies, and materials involved in delivery of this new curriculum. 
Table 2: Design Features of TNH’s Blended Curriculum on 
Physician–Nurse Communication

	Title:
	Clinical Communication in the Nursing Home: Improving Congestive Heart Failure (and Diabetes Mellitus) Management

	Targeted Learners:
	LPN/RN orientation or refresher course to update or provide knowledge on physician–nurse communication on CHF (and DM).

	Learning Objectives:
	· Learners (nurses) will gain knowledge of cardinal signs and symptoms of CHF exacerbation. 

· List 3 key signs and symptoms of CHF status change (e.g., dysnpea, fatigue, orthopnea, cough)

· Identify key clinical examination indicators of CHF exacerbation (e.g., increased weight, peripheral edema)

· Learners will improve ability to identify and present information to physician for a non-urgent change in condition 

· Expression or demonstration of more confidence for effective and efficient communication of CHF-related information to resident’s physician or ARNP

	Time Allotment:
	Total time: ~55 min (30 min to view DVD and 25 min to address learner and facility site-specific issues on physician–nurse communication with role-play at the session or later, depending on time)

	Discussions: 
	Barriers to physician–nurse communication; how to engage physicians in the process of improving communication

	Curriculum Delivery Strategies:
	Blended-learning involving DVD viewing, facilitator-led discussion, role-playing exercises, and Educational Tool Kit; delivered to small group (10 or fewer nurses)

	Operational Definition of Clinical Communication:
	Accurate, complete, organized, and understandable such that a physician or other medical provider will have necessary information for deciding on a course of action

	Take-Home Message:
	Stop. Observe: Look at the resident carefully. Recognize: Is there a change in the resident? Organize: Organize your findings using the nuts and bolts tool, then report those clinical findings

	Key Questions Addressed:
	What are the signs and symptoms of CHF (and DM) exacerbation?

What constitutes a resident health status change from baseline?

What related information should be presented to the physician?

What are the 3 states of chronic disease?

Why is it important to catch disease (CHF or DM) exacerbation early?

What are the proper steps for clinical communication?

	Curriculum Materials:
	DVD (Clinical Communication in the Nursing Home: Improving Congestive Heart Failure [and Diabetes Mellitus] Management), Facilitator’s Guide, Educational Tool Kit


IMPLEMENTATION AND EVALUATION

We conducted a pilot implementation of the beta version of our clinical communication curriculum (Clinical Communication in the Nursing Home: Improving Congestive Heart Failure [and Diabetes Mellitus] Management) to evaluate its utility (learning-objective-related gains tested and/or perceived) in knowledge, skills, or attitude and usability (satisfaction and outcome perceptions on the part of nurse and trainer). 

The beta version of our DVD-based blended curriculum was implemented separately at three nursing homes; the same format and materials were used at each site (Table 2): synchronous group viewing of the DVD and facilitated group instruction, including distribution of the Educational Tool Kit, discussion about clinical communication with physicians, and a question-and-answer session. 

A pretest–posttest approach was used to assess change in knowledge of CHF and understanding of clinical communication in nursing homes. We drew a voluntary sample of nursing staff employees (LPNs and RNs; see description of participants, below) from three nursing homes with widely differing bed capacities (bed number: 462, 120, 85). Our utility outcome measures related to measured and perceived gains in knowledge about CHF and clinical communication with physicians concerning a non-urgent change in resident status and the learner’s ability to detect a change in resident status; our usability measures were focused on satisfaction with the educational program (total and various components) after completion of training. 

Evaluation Process and Methods

The evaluation study underwent a full review and received approval from the Institutional Review Board of the Miami Jewish Home and Hospital. The pilot study followed a pre/post design using repeated measures with volunteer nurses. A mix of quantitative and qualitative methodology was utilized.  

Potential nurse participants were informed about the study at the three participating nursing homes and informed consent was obtained. Study participants (n = 15) completed a structured questionnaire assessing sociodemographic factors, attitudes, knowledge, and beliefs and confidence concerning clinical communication and CHF. The impact of the education intervention was evaluated by pre–post questionnaires (see Appendixes 4 and 5). Analyses were conducted with SPSS, version 14.0 (SPSS, Inc, Chicago, IL) statistical packages. Demographic and professional characteristics of the program participants were reported using descriptive statistics. The increase or decrease from pre- to post- for ordinal data was calculated using the Fisher Exact Test for nonparametric testing and paired t-tests for continuous data. 

The surveys were administered to attain a baseline measure of knowledge of CHF and confidence in communicating non-urgent changes in resident status with a physician (see Appendix 4). Three weeks later, researchers returned to each nursing home and performed 90-minute training with the same group of nurses. The 30-minute DVD was viewed, followed by an introduction of the accompanying training tools (Table 2). After discussion of the DVD and the tools, a 25-minute post-questionnaire was administered (see Appendix 5). The data from both questionnaires were analyzed using SPSS.     

Demographics and Professional Background of Research Participants

Table 3 provides the demographics and experience for the 15 nurses participating in the evaluation of the curriculum. The nurses (n = 15) were primarily women (93.3%; n = 14), with an average age of 32.6 years (SD = 9.48), and on average had 9.5 years of nursing home experience (SD = 11.71). Most participants were LPNs (n = 13; 86.6%); two were RNs.
Table 3: Demographics and Experience of Nursing Subjects

	Program Participants
	Facilities

	
	All
	Large
	Medium
	Small

	# of Beds in Each Facility
	
	462
	120
	85

	Number of Nursing Staff
	15
	6
	4
	5

	Age

	            Median
	130.50
	230.00
	332.50
	437.00

	            Mean
	32.62
	30.50
	32.50
	37.00

	            SD
	9.48
	5.20
	19.09
	11.31

	5Gender

	            Male
	1
	1
	0
	0

	            Female
	13
	5
	4
	4

	Race

	            Asian or Pacific Islander
	1
	0
	0
	1

	            Black/African American
	5
	3
	0
	2

	            White/Caucasian
	0
	0
	0
	0

	            Hispanic or Spanish
	0
	0
	0
	0

	            Caribbean and/or Haitian Descent
	9
	3
	4
	2

	            Native American
	0
	0
	0
	0

	            Other
	0
	0
	0
	0

	            Prefer Not to Answer
	0
	0
	0
	0

	Professional Level
	
	
	
	

	             LPN 
	13
	6
	3
	4

	             RN 
	2
	0
	1
	1

	Years of Nursing Home Experience
	
	
	
	

	             Median
	6.50
	6.0
	1.75
	9.0

	             Mean
	9.50
	5.50
	7.0
	15.60

	             SD
	11.71
	1.91
	11.35
	16.50



 Missing 7 data points; 2 Missing 2 data points; 3 Missing 2 data points; 4 Missing 3 data points; 5 Missing 1 data point. 
Utility outcome measures related to measured and perceived gains in knowledge about CHF and clinical communication with physicians concerning non-urgent change in resident status and the learner’s ability to detect a change in resident status.
Utility Outcome 1: Nurses participating in the program experienced increased self-confidence concerning their ability to collect and communicate CHF clinical information to the physician (Table 4). There was an observed increase in the nurses’ ability to accurately collect and effectively communicate clinical information to the physician after the training. Nurses reported that the training increased their capacity to identify CHF exacerbation and communicate that change to the physician (see Table 4a).
Table 4: Pre- vs. Post-Intervention Learner Report: 
Accuracy of Data Collection and Clinical Communication

Clinical Information
    

Pre
       
Post
    
Diff
      p
Related to CHF 





           
Mean (SD)    
Mean (SD)      Mean











      n = 15

*  Accurately collect (Q1)

6.6(2.5)       
8.9(1.3)        
2.2             .011+
*  Effectively communicate (Q2)
7.1(2.9)       
8.8(1.3)        
1.7             .063++
_______________________________________________________________________
*  10-point Likert scale (1 = very uncertain; 10 = very certain)
Paired t-test: +t value = 2.91; ++t value = 2.02

Note: Questions for the nurses included: 
Question 1 = How certain do you feel that you can accurately collect resident data and monitor congestive heart failure in elderly residents? 
Question 2 = How certain do you feel that you can effectively communicate clinical information to the treating physician regarding a resident’s congestive heart failure?
Table 4a: Reported Capacity Pre- Vs. Post-Curriculum Training for 
Identifying and Communicating CHF Information to the Physician
           

                     



 Pre
     Post
+               Diff               p*

Overall Capacity 


              %   
       %                    %











        n = 14__
Extremely capable                                    28.6 (n = 4)    92.9 (n =13)     59.6         0.001

Moderately capable or slightly capable#  71.4 (n = 10)    7.1 (n = 1)      59.6

Not capable                                                 0   (n = 0)             0 
   
_______________________________________________________________________
+  missing 1 respondent both pre and post 
* Fisher Exact Test was used

Utility Outcome 2: Nurses participating in the program did not experience an increased self-confidence concerning their ability to collect and communicate DM clinical information to the physician (see Table 5). The blended curriculum’s primary focus was not DM. However, there was a trend toward increased perceived clinical information collection and effective communication with the physician. This finding indicates a need for a DM-specific clinical information training. 
Table 5: Pre vs. Post Intervention Learner Report:
Accuracy of Data Collection and Clinical Communication

Clinical Information
    


Pre
       Post
    Diff
   
p
Related to DM

          mean (SD)    mean(SD)    mean

 










n = 15
* Accurately collect (Q1)                 
          7.7(2.9)       9.0(1.0)          1.3             .141+
* Effectively communicate (Q2)
          8.1(3.0)       9.0(.92)          .93             .316++
_______________________________________________________________________
* Likert scale 1 = very uncertain to 10 = very certain

Paired t-test: +t value = 1.56 ; ++t value = 1.04

Note: Questions for the nurses included: 
Question 1 = How certain do you feel that you can accurately collect resident data and monitor diabetes in elderly residents? 
Question 2 = How certain do you feel that you can effectively communicate clinical information to the treating physician regarding a resident’s diabetes status?
Utility Outcome 3: Nurses participating in the training experienced increased knowledge concerning the signs and symptoms of congestive heart failure (see Table 6). Using case studies to evaluate the nurses’ knowledge, we found a statistically significant increase in the nurses’ knowledge concerning orthopnea and in their identification of clinical information that should be communicated to the physician. Knowledge related to CHF, specifically to respiratory rate and signs and symptoms of CHF exacerbation, was good to very good before training and therefore the observed improvement did not reach statistical significance although there was a weak trend toward improvement.
Table 6: Pre- vs. Post-Intervention Knowledge Related to CHF
Pre
        Post
      Diff
   p




            % correct     % correct











n = 15

Respiratory rate (Q1)                 
 86.7               93.3            6.6              1.00
Orthopnea (Q2)
                         46.7               100            53.3             0.004 
Signs and symptoms (Q3)                   66.7               93.3           26.6             0.168

Information to communicate (Q4)
 72.0               83.3           11.3             0.059
______________________________________________________________________
* Fisher Exact Test was used.

Note: Questions for the nurses were based on case studies in the Facilitator’s Guide, see Appendix 5 for the questions, answer choices, and correct answers.
Question 1 = Mrs. Jones has been recently been discharged after hospitalization for CHF, and you have been asked by the resident’s physician to monitor her respiratory rate. The nursing assistant tells you the respiratory rate of Mrs. Jones is unchanged at 16. What is your next step? 
Question 2 = A common symptom observed in residents with an exacerbation of CHF is orthopnea. Which one of the following best describes this clinical finding? 
Question 3 = Next, you are explaining to a nursing assistant the importance of reporting any change in Mrs. Jones’s status. The nursing assistant asks you the most common signs or symptoms to observe for in a resident with CHF indicating a change in status. You tell her the following 3 signs/symptoms (please fill in the blanks). 
Question 4 = In general, which of these clinical signs do you think are important to provide to the physician and/or ARNP concerning a resident with CHF that has a change in medical status?

Utility Outcome 4: After participating in the training, nurses improved their ability to correctly identify which clinical information a physician should receive concerning a resident with CHF exacerbation (Table 7). Nurses were asked, “In general, which of these clinical signs do you think are important to provide to the physician and/or ARNP concerning a resident with CHF who has a change in medical status?”
There was a significant statistical improvement in the ability of nurses to identify weight and the number of pillows (or a change in the number of pillows) used at night as important clinical information that should be presented to the physician. Other clinical signs, such as vital signs, lung sounds, and pitting edema, had high pre-intervention scores, indicating that nurses saw these as important signs before exposure to the educational program. However, there was a trend toward recognizing the importance of these signs, with more nurses identifying them as important to provide to the physician. In terms of the extraneous clinical signs, there was a trend toward nurses correctly not identifying them as clinically important, with the exception of abdominal girth measurement and abdominal sounds.    

Table 7: Clinical Signs That Should Be Reported to the Physician
for a Resident with CHF 
	
	Clinical Relevance*
	Pre**

% Correct
	Post

% Correct
	Diff
	p+

n = 15

	Peripheral pulses
	Extraneous
	33.3
(n = 5)
	46.7
(n = 7)
	13.4
	0.71



	Weight

	Important
	66.7
(n = 10)
	100
(n =15)
	33.3
	0.04++

	Lung sounds
	Important
	93.3
(n = 14)
	100
(n =15)
	6.7
	1.0

	Bowel movements
	Extraneous
	86.7
(n = 13)
	100
(n = 15)
	13.3
	0.48

	Vital signs
	Important
	86.7
(n = 13)
	100
(n = 15)
	13.3
	0.48

	Oral intake
	Extraneous
	66.7
(n = 10)
	73.3
(n =11)
	6.6
	1.0

	Abdominal girth
	Extraneous
	46.7
(n = 7)
	33.3
(n = 5)
	13.4
	0.71

	Abdominal sounds
	Extraneous
	93.3
(n = 14)
	86.7
(n = 13)
	6.6
	1.0

	Pitting edema
	Important
	93.3
(n = 14)
	100
(n = 15)
	6.7
	1.0

	Change in # of pillows used at night
	Important
	53.3
(n = 8)
	93.3
(n = 14)
	40.0
	0.03++


*Question: In general, which of these clinical signs do you think are important to provide to the physician and/or ARNP concerning a resident with CHF who has a change in medical status?
**Correct answers were the clinical signs noted in the table as “important.”
+Fisher Exact Test used

++Significant value
Usability measures were focused on satisfaction with the educational program (total blended curriculum and individual curriculum components) as gauged immediately after completion of training.

Usability Outcome 1: Overall, the nurses enjoyed the DVD and considered it easy to understand, informative, appropriate, and entertaining. Additionally, they reported that the educational handouts were usable, informative, and applicable to their needs (see Table 8).
Table 8: Overall Curriculum Evaluation by Nurse Participants 
Characteristic              


           n = 15
DVD





Mean (SD)
Enjoyable  




1.3 (.46)
Entertaining




1.5 (.74)

Easy to understand   



1.3 (.46)

Length appropriate



1.3 (.49)

Informative




1.2 (.41)

Educational Handouts

Usable daily




1.5 (.83)

Understandable



1.4 (.83)

Informative




1.4 (.83)

Applicable to needs



1.6 (.83)

________________________________________________

4-point Likert scale 1 = excellent to 4 = poor

Usability Outcome 2: The nurses enjoyed the DVD’s comic relief and comic noises and the way the nurses portrayed situations. The step-by-step breakdown of CHF helped make information easy to assimilate and retain. The nurses’ responses to the open-ended questions are given below: 
What did you enjoy most about the DVD? The nurses enjoyed the interactions between the physicians and the nurses. The DVD content was precise, easy to understand, and informative. Furthermore, the message about observing change in resident status was helpful. 

What did you enjoy least about the DVD? Some nurses felt that the physician helping the nurse with knowledge and additional mentoring was unrealistic. One nurse disliked the questioning tone when some of the nurses answered symptom questions. One nurse felt that nurses were portrayed inaccurately as being carefree and always stressed for time. 

In what ways can the tool kit be improved? The nurses indicated that the nuts and bolts template was a positive tool to use to communicate with physicians. They believed that the resources were very good, with the main issue being usability. The majority felt that the tool kit should be smaller and easier to manipulate so it can be more available to the nurse on the floor. Suggestions were made to make it “pocket-size” or “digitalized onto a pocket PC.” They complained that there were too many papers posted on the floor already. One nurse suggested that a reference manual of the material be available for everyone to use. 

What else could be done to help improve physician–nurse communication concerning chronic disease? Nurses need to be more knowledgeable about signs and symptoms of CHF and alert to change in symptoms. Physicians need to be more helpful and courteous and tell the nurse what information they are looking for and why so the nurse knows for the next time he/she calls.

Nurse Trainer Evaluation: Usability 
A nurse trainer (i.e., educator) from a participating facility exposed to the complete training provided formal feedback about the usability of the curriculum. This nurse educator found the overall training to be excellent and the content of the Facilitator’s Guide to be appropriate for implementation at her facility. While the trainer found the curriculum excellent, she made several specific suggestions for improvement: 

· Curriculum: Examine the protocols and reporting and communication techniques already in use at the facility.

· Educational handouts: Have pocket reference materials on hand (a PDA was seen as an excellent option) so the nurses could have easy access to the information (“in-hand/just-in-time/on-demand) when they were with a resident or interacting with the physician. 

· Interactive skills-building exercise: More specific information needed on implementation. 
PLANS FOR PACKAGING THE CURRICULUM FOR OUTREACH:

STATEWIDE TRAINING PROGRAMS 2007 – 2008
In 2007–2008 the beta version of the DVD-based curriculum will be modified according to AHCA review and consideration. Outlined below are TNH’s current specific plans for packaging the curriculum for outreach. The curriculum will be: 
1. Refined and modified/finalized based on the evaluation conducted and feedback received from the TNH Steering Committee and AHCA.
2. Reviewed and evaluated for assignment of nursing contact hours (including CEU credits for the 55-minute training session) recognized by the state of Florida as per the feedback from the TNH Steering Committee.
3. Packaged for distribution at TNH’s statewide outreach sessions; packaging will use the TNH format for previous DVD-based curricula such as last year’s packaging of the Performance Improvement Curriculums (PICs).
4. Available online via www.ltc.GeriU.org in late 2007.
5. Described and distributed at half-day regional meetings offering CEUs and targeting clinical educators, DONs, and risk managers, as well as quality monitors and survey staff. 
6. Distributed through a local nurse “champion” approach. The overall goals during the upcoming project period 2007–2208 will be to (1) conduct an outreach to at least four nursing homes across Florida and (2) evaluate the immediate and long-term effects of the nurse champion–led initiative together with the DVD training and PDA-based reinforcement toolkit for the curriculum.
CONCLUSIONS
· A beta version of a brief (55-minute), focused, interactive skills-building training appears to improve learner confidence and the nurse’s ability to identify and communicate clinical information. Nurses enjoyed the training and reported improvement in identifying the key signs and symptoms of CHF post training.
· Providing a nuts and bolts  template for collecting, organizing, and reporting resident status changes is viewed as desirable by nurses and physicians and is likely to improve the effectiveness and efficiency of their communications in caring for nursing home residents. 

· These findings provide support for the intuitive finding that communication skills training focused on CHF improves nursing competency in recognizing and reporting changes in nursing home residents with complex medical conditions. However, further study of utility is required to determine if this skills training together with template reminders and support tools will improve “real-world” practice.
· This pilot study on a beta version was conducted with a single nurse educator and several nurse learners and in sites with policies and procedures that support clinical behavior changes. Statewide dissemination of the TNH training will require outreach, some marketing in industry and agency conferences, and perhaps the development of a local “nurse champion” approach to assure the training can be implemented without problems related to possible conflict with individual nursing home policies and procedures. We propose to test this “nurse champion” approach in our outreach activities during the upcoming contract year. 

· Future studies related to the training should document the effects of nuts and bolts templates and related reinforcement tools for CHF and diabetes created in PDA and/or pocket card formats.  
· While we addressed diabetes-related communication to a lesser extent than CHF-related communication, our studies indicate a need for nurses to be trained on recognizing and reporting status changes in residents with diabetes. 
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APPENDIX 1:
Front-End Analysis (Nurses)

	Nursing Practices and Attitudes 

	
	
	Agency ID __ __ __ __

Participant ID __ __ __ __



	The purpose of this questionnaire is to help your nursing home learn more about nurse-physician communication and how chronic disease is managed. In combination with the information gathered from other staff members, your answers will help identify ways in which the organization can improve the quality of care provided for nursing home patients with common medical illnesses. 

Your participation in this project is completely voluntary. If you choose to complete the questionnaire, all your responses will be kept strictly confidential. Only the researchers will see the individual questionnaires. The information will be shared with the nursing home or in research reports only in summary form; no information will be made available that can identify the responses of either an individual or small group of individuals. Thank you.

	Please complete the following questions regarding your professional background, opinions, and practices of caring for patients in your nursing home. We are interested in your response to all questions even if you are unsure of the best answer.

	
	
	

	
	
	

	1. 
	Gender
	‪ Female                   (Please circle your answer)                                                           n = 34
‪  Male                                                                                                                             n = 2

	
	
	

	2.
	Age
	____ ____                                                                                  mean = 41.7 range = 22-71                                                                                                                                          

	
	
	

	3.
	Race
	White                      (Please circle your answer)                                                          (n = 3, 9%)
Hispanic or Spanish                                                                                                     (n = 2, 6%)
Asian                                                                                                                            (n = 0, 0%)
Pacific Islander                                                                                                            (n = 0, 0%)
Black/African American                                                                                              (n = 2, 73%)
Native American                                                                                                          (n = 0, 0%)      

Other please write in ___________Haitian______________                                     (n = 4, 12%)                                                           

Refused                                                                                                                        (n = 3)                 

	
	

	4.
	What is/are your professional title(s) in this nursing home (e.g., nursing supervisor, floor nurse)? 



	
	a) floor nurse (n = 23) 

charge nurse/nurse manager (n = 5)

restorative nurse (n = 1)
	b) MDS coordinator (n = 3)

director of nursing (n = 1) 

nurse staff development (n = 1)

	
	

	5.
	Do you have a professional license?   
	‪ Yes                                                                                   n = 36
‪ No                                                                                     n = 0

	
	

	
	a) If YES, please indicate the type of license (e.g., RN, LPN):     RN (n = 6, 17.4 %) LPN (n = 29, 83.8%)  

          

	
	


	
	b) Please list any nursing certification(s): MDS (n = 3); IV (n = 5); telemetry critical care (n = 1); 
                                                                  wound care (n = 1); ventilation (n = 1) 

	
	

	6.
	Highest level of education obtained: (Please circle your answer)

	
	
	‪ High school diploma: n = 11

	
	
	‪ Baccalaureate in nursing: n = 4

	
	
	‪ Baccalaureate 
	in Information Technology (n = 1), no response (n = 1)

	
	
	‪ Master’s
	n = 0

	
	
	‪ Doctorate
	n = 0

	
	
	‪ Other
	n = 17 associate of arts in accounting (n = 1); associate of science (n = 1);
medical assistant (n = 1); vocational LPN (n = 8); associate of nursing (n = 2); no response (n = 4)  

	
	
	

	7.
	When did you complete your professional training?
	 (year)     mean = 1995 (11 yrs since professional training); range: 1960–2006

	
	
	

	8. 
	Number of years of clinical experience: 
	___ ___ (years)   mean = 10.92, SD = 11.12

	
	
	

	9.
	Number of years practicing as nursing home clinical staff: 
	___ ___ (years)   mean = 8.38, SD = 8.71

	
	
	

	10.
	Number of years of geriatric clinical experience: 
	___ ___ (years)   mean = 9.82, SD = 9.30

	
	
	

	10a 
	What shift do you primarily currently work? (please circle)
	Day                      n = 32, 88.9%
Evening               n = 4, 11.1%
Night                   n = 0


	11.
	In the past 3 years, approximately how many hours of continuing education (e.g., CEUs, in-services, etc.) did you attend which specifically concerned:

	
	
	

	
	
	a) Care of geriatric patients
	__ (hours)  mean = 22.21, SD = 32.22

	
	                b) Care of patients with depression
	__ (hours)  mean = 16.70, SD = 31.18

	
	
	c) Care of patient with congestive heart failure
	__ (hours)  mean = 22.14, SD = 35.65

	
	                d) Care of patient with diabetes                                   __ (hours)  mean = 19.71, SD = 28.98

	
	

	12.
	a) 
	BASED ON YOUR EXPERIENCE

What percentage of elderly (> 65 years of age) nursing home patients have depression?
	___ ___ ___ %

mean = 73.20 range = 25–99

	
	
	

	
	b)
	What percentage of elderly (> 65 years of age) nursing home patients have congestive heart failure?
	___ ___ ___ %

mean = 51.00 range = 5–90

	
	
	

	
	
	
	

	
	
	
	


	13.
	How certain do you feel that you can:
	Very Uncertain

= 1
	Uncertain

= 2
	Certain

= 3 
	Very Certain

= 4 

	
	a)
	accurately collect patient data and monitor depression in elderly patients with dementia?


	‪ 1 (0)
	‪ 2 (4)
	‪ 3 (26)
	‪ 4 (6)


	
	b)
c)
	accurately collect patient data and monitor congestive heart failure in elderly patients?
accurately collect patient data and monitor diabetes in elderly patients?


	‪ 1 (0)
	‪ 2 (2)
	‪ 3 (27)
	‪ 4 (7)


	
	
	
	‪ 1 (0)
	‪ 2 (1)
	‪ 3 (16)
	‪ 4 (19)

	
	

	14.
	How certain do you feel that you can:

	
	
	
	Very Uncertain

= 1
	Uncertain

= 2
	Certain

= 3 
	Very Certain

= 4 

	
	a)
	effectively communicate clinical information to the treating physician regarding a patient’s depression?
	‪ 1(0)
	‪ 2 (0)
	‪  3 (20)
	‪ 4 (16)


	
	b)

c)
	effectively communicate clinical information to the treating physician regarding a patient’s heart failure status?

effectively communicate clinical information to the treating physician regarding a patient’s diabetes status?
	‪ 1 (0)

	‪ 2 (2)

	‪  3 (23)

	‪ 4 (11)


	
	
	
	‪ 1(0)
	‪ 2 (0)
	‪3 (18)
	‪ 4 (18)

	
	
	


	15.
	Have you received educational training (e.g., nursing school, CEUs, independent studies) in identifying symptoms for diabetes management?
	‪ Yes   n = 33

	
	
	‪  No    n = 3

	
	

	
	a)
	IF YES, how would you rate the educational training you received?
	‪Very poor  n = 0

	
	
	‪Poor          n = 0

	
	
	‪Good         n = 24

	
	
	Very good n = 9

	
	

	16.
	Have you received educational training (e.g., nursing school, CEUs, independent studies) in identifying symptoms for congestive heart failure management?
	‪ Yes       n = 29
  No       n = 7

	
	
	

	
	a)
	IF YES, how would you rate the educational training you received?
	Very poor  n = 0

	
	
	‪Poor           n = 0

	
	
	‪Good          n = 25

	
	
	‪Very good  n = 4

	
	
	

	17.
	How many times have you contacted a physician to notify them of a non-urgent change in patient status?

In the past six months?         ___ ___ ___ n = 19, mean = 23.68, SD = 26.93
In the past month?                ___ ___ ___ n = 18, mean = 14.67, SD = 24.38

	

	18.
	How many times have you contacted the nursing supervisor to notify her/himof a non- urgent change in patient status?

In the past six months?         ___ ___ ___ n = 21, mean = 32.14, SD = 65.67
In the past month?                ___ ___ ___ n = 17, mean = 10.76, SD = 14.91

	

	
	
	

	19.
	Have you received educational training (e.g., nursing school, CEUs, independent studies) in the treatment of congestive heart failure?
	‪ Yes  n = 28

	
	
	‪ No   n = 6

	
	
	

	
	a)
	IF YES, how would you rate the educational training you received?
	Very poor  n = 0

	
	
	
	‪Poor           n = 3

	
	
	
	‪Good          n = 20

	
	
	
	‪Very good  n = 5

	
	
	
	

	20.
	Based on your experience and knowledge of congestive heart failure, please list 3 signs or symptoms that may indicate an exacerbation of this disease state.

	
	
	If recorded 3/3 symptoms correct, got a 3

If recorded 2/3 symptoms correct, partial credit got a 2

If recorded less than 2 correct symptoms, received no credit, reported as 1

If nothing recorded, received 0 
Correct symptoms (identified from nursing textbook, Harrison’s Principles of Internal Medicine): fatigue, dyspnea-sob, orthopnea, peripheral edema, rales, ascites-accumulation of fluid in peritoneal cavity, cough, weakness, confusion, excessive sweating, abnormal weight gain, increased (rapid) pulse (tachycardia), low oxygen saturation, fatigue, difficulty breathing, wheezing
	Correct        3

Partially correct         2 

Incorrect      1             
No response 0  
	(n = 22, 61 %)

(n = 10, 28%)

(n = 2, 5.6%)
(n = 2, 5.6%)

	21.
	Based on your experience and knowledge of diabetes mellitus, please list 3 signs or symptoms that may indicate an exacerbation of this disease state.

	
	
	If recorded 3/3 symptoms correct, got a 3

If recorded 2/3 symptoms correct, partial credit got a 2

If recorded less than 2 correct symptoms, received no credit reported as 1

If nothing recorded, received 0

Correct symptoms (identified from nursing textbook, Harrison’s Principles of Internal Medicine): polyuria – frequent urination, polydipsia – excessive thirst, weakness, weight loss, hyperosmolar nonketotic coma – diabetic coma (unconscious), polyphasia – excessive hunger, increased fatigue, irritability, blurry vision, wounds that take longer to heal, sweating, nervousness, confusion, fruity breath
	Correct        3

Partially Correct        2 

Incorrect      1  

No response 0  
	(n = 20, 55.5 %)

(n = 10, 27.8%)

(n = 4, 11.1%)

(n = 2, 5.6%)


	22.
	In general, how often do the following factors impact your ability to communicate diabetes-related clinical information to a patient’s treating physician?

	
	
	Never

= 1

	Rarely

= 2

	Sometimes

       = 3 
	Often

        = 4

	
	a)
	Lack of confidence regarding collecting data regarding diabetes complications


	‪ 1 (11)
	‪ 2 (12)
	‪ 3 (10)
	‪ 4 (2)


	
	b)
	Anticipation of getting a negative reaction from the physician


	‪ 1 (17)
	‪ 2 (8)
	‪ 3 (8)
	‪ 4 (3)


	
	c)
	Uncertainty regarding my organization of clinical information for presentation to the physician


	‪ 1 (13)
	‪ 2 (12)
	‪ 3 (7)
	‪ 4 (3)


	
	d)
	The physician does not respect my clinical opinion


	‪ 1 (13)
	‪ 2 (13)
	‪ 3 (5)
	‪ 4 (4)


	
	e)
	Physician unreachable by telephone


	‪ 1 (10)
	‪ 2 (9)
	‪ 3 (15)
	‪ 4 (2)


	
	f)
	Unsure of when symptoms of diabetes are severe enough to tell the physician


	‪ 1 (20)
	‪ 2 (10)
	‪ 3 (4)
	‪ 4 (1)


	
	g)
	The physician does not consider diabetes-related information important


	‪ 1 (29)
	‪ 2 (3)
	‪ 3 (3)
	‪ 4 (0)


	
	
	
	
	
	

	23.
	In general, how often do the following factors impact your ability to communicate clinical information regarding a patient’s heart failure status to the treating physician?

	
	
	Never

= 1

	Rarely

= 2

	Sometimes

       = 3 
	Often

        = 4

	
	a)
	Lack of confidence regarding collecting data regarding heart failure status


	‪ 1 (12)
	‪ 2 (13)
	‪ 3 (8)
	‪ 4 (4)


	
	b)
	Anticipation of getting a negative reaction from the physician


	‪ 1 (15)
	‪ 2 (16)
	‪ 3 (3)
	‪ 4 (1)


	
	c)
	Uncertainty regarding my organization of clinical information for presentation to the physician


	‪ 1 (14)
	‪ 2 (11)
	‪ 3 (9)
	‪ 4 (1)


	
	d)
	The physician does not respect my clinical opinion


	‪ 1 (16)
	‪ 2 (11)
	‪ 3 (5)
	‪ 4 (2)


	
	e)
	Physician unreachable by telephone


	‪ 1 (12)
	‪ 2 (4)
	‪ 3 (17)
	‪ 4 (1)


	
	f)
	Unsure of when symptoms of congestive heart failure are severe enough to tell the physician


	‪ 1 (18)
	‪ 2 (14)
	‪ 3 (3)
	‪ 4 (0)


	
	g)
	The physician does not consider congestive heart failure–related information important


	‪ 1 (30)
	‪ 2 (3)
	‪ 3 (2)
	‪ 4 (0)


	24.

25.


	
	The following case is about Mr. Smith. Mr. Smith is an 85-year-old nursing home resident with CHF, HTN, DM, arthritis, cataract, and severe deafness in the left ear. (See Appendix 3 for comparison of physician (Appendix 2) and nurse (this appendix) ideas about when MD should be paged, etc.)
In the situation described, rate the statements based on the scale below:

1 = this is not baseline but there is nothing to worry about

2 = a little worrisome but there is no need to do anything at this point

3 = not normal, the nurse should report (change of shift) and document this but it is not an emergency

4 = not normal, the nurse should report this to the charge nurse 

5 = not normal, MD should be paged


 a.  Mr. Smith has not been able to sleep.

 b.  Mr. Smith does not want to participate in nursing home activities anymore because he says                                                        he gets tired too easily.

 c.  Mr. Smith is eating more than usual.

 d.  Mr. Smith has gained 7 lbs since you last weighed him one month ago.

 e.  Mr. Smith is complaining of recurrent headaches.

 f.  Mr. Smith’s respiratory rate is 20.

 g.  Mr. Smith’s respiratory rate is 9.

 h.  Mr. Smith has lost 7 lbs since you last weighed him one month ago.

 i.   Mr. Smith is more lethargic than usual.

 j.   Mr. Smith is asking for and drinking more water than usual. He says he is thirsty. 


 k.  Mr. Smith started coughing. His cough is especially pronounced at night.


 l.   Mr. Smith has refused to take his medications. 

Please provide recommendations that you have to improve clinical communication between nurses and physicians.
Availability

· Physicians need to respond to calls/pages in a more timely manner.
Affability

· Physicians need to be more patient with nurses on the phone.
· Physicians need to be more respectful and considerate of nurses.
Clinical Communication

· Doctors should probe nurses with more questions since they spend a lot of time with the patient.
· Nurses should call doctors only when it is a real emergency or an important question.
· Physicians should make sure the nurse understands the information given.
· Nurses should not contact the physician for problems or issues that another nurse or personnel could handle.
Access to Physical Services

· More in-services should be provided to educate nurses on how to handle and report symptoms of chronic illnesses.
· There should be more education for nurses who are not familiar with these health conditions.
· A method to help organize information to present to doctor would be helpful.
Nurses need the opportunity to meet with the physician. 


APPENDIX 2: Front-End Analysis (Physicians)
           
Physician Perspective: Change in Resident/Patient Status

The purpose of this brief 11-item physician interview is to obtain the input of physicians in developing a decision support module for when there is a change in resident/patient status for a patient with CHF in the nursing home. There is general agreement that hospitalization should not be necessary very often for management of CHF and that heart failure comprises easily recognized signs and symptoms. 

It is a concern, but still unknown, whether nurses are adequately prepared to recognize and prevent CHF exacerbation/complications and communicate clinical information to the treating physician indicating a CHF exacerbation. Additionally, we would like to discover from nursing home physicians what specific information they require from nurses to decide on a plan of action when a change in status is noted for a resident with CHF.

Respondent

1. Gender:
M n = 4

F n = 2
2. Age: ________ mean = 39.8, range = 31 – 62
3. Race: White n = 1 (1/6, 16.7%) Hispanic or Spanish n = 2 (2/6, 33.3%) ‪ Asian n = 2 (2/6, 33.3%)  Pacific Islander n = 0 ‪ Black/African American n = 0 ‪ Native American n = 0 
Other please write in n = 1 (Indian, 1/6, 16.7%)
Refused n = 0 

4. Years since graduation from medical school mean = 14.5; range = 6 – 36
5. What are your board certifications in? n = 6 Geriatrics Subspecialties: n = 2 Geriatrics, n = 1 Oncology
6.  Do you currently provide medical care to nursing home residents?



Yes n = 6     No n = 0 (if no, not eligible)

    6a. If yes, is the nursing home:

1. Small (< 100 beds) n = 2
2. Medium (100 – 160 beds) n = 1
3. Large (> than 160 beds) n = 3
    6b. Select One: Private n = 6 or Academic n = 0 
1. Do you believe that hospitalizations for CHF could be reduced by earlier    

recognition of decomposition by nursing staff?

Yes 6

No 0

Unsure 0

Refuse 0
2. You are called by a NH nurse for a change in status in a NH resident. Do you 

       prefer that the nurse give you a complete presentation or a quick    

       summary letting you ask for relevant information? (circle answer provided)

Complete Presentation 2
Quick Summary 4
Unsure
0
Refuse 0
3. In general, what information (provider name, setting, demographics, medical history, etc.) do you prefer to receive when a nurse contacts you about a change in patient status? (Circle all that apply and write in if needed.)

 
[image: image1]
a. Facility (n = 3, 50%)
b. Nurse’s Name (n = 3, 50%)
c. Resident name (n = 6, 100%)                                                              
d. Age (n = 5, 83.3%)
e. Gender (n = 4, 67.7%)             
f. Diagnoses (n = 6, 100%) Specifically in chart (n = 1); give everything (n = 1); 
heart conditions (n = 2); pulmonary conditions (n = 1); recent MI (n = 1); dialysis patient (n = 1); 
ability to urinate (n = 1)
g. Current medication (n = 5, 83.3%); all or relevant (see table above)

h. Medication doses (n = 3, 50%); Specifically: last dose given (n = 1)
i. Allergies (n = 5, 83.3%)
j. Vital signs (n = 6, 100%) (temp, pulse, resp, BP) (circle all that apply and write in if needed)
4a. You are called due to a change in status in a nursing home patient with CHF. Please provide an ideal quick summary (example, “increasing fatigue over the past 3 days”)

The major theme that evolved through this question was an ideal quick summary for patients with chronic heart failure (CHF). There were at least 4 major sub themes: (1) weight change; (2) vital signs; (3) medication changes, compliance; and (4) symptoms.  
(1) Weight change: Physician participants look for significant weight change in the resident, which can be a sign that a patient with CHF has significant change in status and must be investigated further.  

(2) Physicians conveyed that vital signs must be checked to look for abnormalities and note any specific changes. 

(3) Medication was taken into consideration when identifying change in status in a CHF patient. Physician participants included that they wanted “changes in medications, compliance with medications, and notes about previous habits in chart.”  

(4) Symptoms and signs, including “shortness of breath, increased swelling in lower extremities, inability to lie down, and lung crackles.”  
4b. What specific clinical information do you want the nurse to have available (i.e., does not initially present but provides upon physician request) when she calls about a patient with CHF who has a change in status?  

Major themes: symptoms, vital signs and physical examination (lung sounds, weight change, fluid intake and urine output, arrhythmias, history of heart attacks (DNR status), medication update and changes,  edema, orthopnea, mental status
The following 3 questions are about Mr. Smith. Mr. Smith is an 85-year-old nursing home resident with CHF, hypertension (HTN), and diabetes (DM).
5a. The night shift nurse notices Mr. Smith is sleeping with more pillows. He is in no acute distress and appears comfortable. Should you be contacted for this change in Mr. Smith’s status? If so, when?




Yes 4

No 2

Unsure
0

Refuse 0
When? next day (n = 3); within 2 wks (n = 1)
If you are called, what else do you want to know to decide on your next step (subjective and objective findings)?
vital signs, weight change, respiratory rate, peripheral edema, previous bouts of heart failure, shortness of breath, cough, wheezing, compliance with medication, change in weight, oxygen saturation, orthopnea
5b. Mr. Smith is refusing to participate in nursing home activities (last 3-4 days) because he says he gets “tired quickly.” Should you be contacted for this change in Mr. Smith’s status? If so, when?




Yes 6

No 0

Unsure 0

Refuse 0
When? next day (n = 2), immediately (n = 1), within 1-2 wks (n = 1), next MD visit (n = 2) 
If you are called, what else do you want to know to decide on your next step (subjective and objective findings)?
vital signs, weight changes, respiratory rate, peripheral edema, previous bouts of heart failure, shortness of breath, cough, wheezing, compliance with medication, oxygen saturation, orthopnea, fatigue, recent laboratory data, fever, diarrhea, pain, physical findings, any sick contacts, mental status, chest pain, relieving symptoms, current treatment regimen 
5c. Mr. Smith appears SOB after his morning walk, Should you be contacted for this change in Mr. Smith’s status? If so, when?




Yes 6

No 0

Unsure 0

Refuse 0
When? immediately (n = 4), within next few days (n = 1), next MD visit (n = 1)
If you are called, what else do you want to know to decide on your next step (subjective and objective findings)?
vital signs, weight change, respiratory rate, peripheral edema, previous bouts of heart failure, shortness of breath, cough, wheezing, compliance with medication, change in weight, oxygen saturation at rest and with exercise, orthopnea, chest pain, laboratory data, chest X ray, mental status 
6. What could be improved in the typical phone call received from a nursing home nurse regarding a change in patient status communication? (Circle all identified; please explain.)

a. Timeliness (n = 4) 

· Clinical situation should dictate appropriate timing of call 

b. Accuracy (n = 5) 

· Nurses need to be thorough with physical exams and provide physician with more complete  physical findings

· For abnormal findings, the measure should be repeated 

· Nurses should take the time to gather the information to provide the doctor with a complete picture of the patient’s condition

c. Usefulness (n = 5) 

· Nurses need to have information ready to present to physician

· Nurses should prioritize information and share symptoms or observations that are relevant

· Doctors complain of receiving lots of phone calls with unusable information

· Nurses should be trained in recognition of signs and symptoms of conditions 

d. Quantity (information overload or not enough, n = 5) 

· Nurses are not prepared to present information and generally present irrelevant information
· Not enough information presented to the physician to allow him/her to make a decision concerning care  

7.  In general, does the nurse (calling from the nursing home) provide the information you need to decide if there is really a change in patient status? 


Yes 2

No 3

Unsure 1

Refuse 0
If no or unsure please explain:

· Nurses miss the nuances and in many cases do not provide the doctor with the whole picture

· Nurses sometimes do not provide the needed information until questioned by the doctor

· Nurses call concerning patients they have not personally seen 

8.  In general, does the nurse (calling from the nursing home) provide the information you need to decide if there is a need for immediate action?



Yes 4

No 1

Unsure 1

Refuse 0
If no or unsure please explain:

· Nurses are not providing enough information to allow doctor to decide if there is a need for immediate action

· Nurses are not monitoring chronic conditions closely and when condition worsens it becomes unmanageable for the physician to handle over the phone

· Important information is sometimes neglected and has to be looked for

9. In general, do you believe you are contacted by nursing home nurses
a. too rarely (n = 0)
b. just the right amount of time (n = 1)
c. too often (n = 5)
10. The following case is about Mr. Smith. Mr. Smith is an 85-year-old nursing home resident with CHF, HTN, DM, arthritis, cataract, and severe deafness in the left ear. See Appendix 3 for a comparison of nurse and physician scoring on this case study. 

In the situation described, rate the statements based on the scale below:

1 = this is not baseline but there is nothing to worry about

2 = a little worrisome but there is no need to do anything at this point

3 = not normal, nurse should report (shift change) and document but not emergency

4 = not normal, the nurse should report this to the charge nurse 

5 = not normal, MD should be paged


 a. Mr. Smith has not been able to sleep

______ b. Mr. Smith does not want to participate in nursing home activities anymore because he says he gets tired too easily


 c. Mr. Smith is eating more than usual


 d. Mr. Smith has gained 7 lbs since you last weighed him one month ago


 e. Mr. Smith is complaining of recurrent headaches


 f. Mr. Smith’s respiratory rate is 20


 g. Mr. Smith’s respiratory rate is 9


 h. Mr. Smith has lost 7 lbs since you last weighed him one month ago


 i. Mr. Smith is more lethargic than usual


 j. Mr. Smith is asking for and drinking more water than usual. He says he is thirsty. 


 k. Mr. Smith started coughing. His cough is especially pronounced at night.


 l. Mr. Smith has refused to take his medications. 

11. What recommendations do you have (if any) to improve clinical communication between nursing home nurses and physicians?

· Train and educate nurses to focus on important aspects of patient/resident care especially change in condition, vital signs, what nurses should look for, and what conditions necessitate a call to the physician

· More nurse education on disease and patient symptoms and conducting a physical exam

· More organization when nurses prepare to call a doctor

· Nurses should gather clinical information and necessary data before calling the physician

· Nurses need to identify relevant information and report accordingly

· Charge nurses should be used more as a resource

· Charge nurses should be consulted more often before nurses call the physician

APPENDIX 3: Case-Study Analysis (Physicians and Nurses)
The following case is about Mr. Smith. Mr. Smith is an 85-year-old nursing home resident with CHF, HTN, DM, arthritis, cataract, and severe deafness in the left ear. 

In the situation described, rate the statements based on the scale below:

1 = this is not baseline but there is nothing to worry about

2 = a little worrisome but there is no need to do anything at this point

3 = not normal, I need to tell somebody but this is not an emergency

4 = not normal, I need to tell somebody before the end of my shift

5 = not normal, I need to page the MD now

Mr. Smith has not been able to sleep.
Nurses


1

2

3       X           4

5
mean = 3.42
Physicians

1

2

X

4

5 


mean = 3.00
Mr. Smith does not want to participate in nursing home activities anymore

because he says he gets tired too easily.
Nurses


1

2

3      X

4

5
mean = 3.36
Physicians

1

2
     X   3

4

5 


mean = 2.83
Mr. Smith is eating more than usual.
Nurses


1

2

3 X

4

5

mean = 3.06 

Physicians

1

2   X

3

4

5 

mean = 2.17


Mr. Smith has gained 7 lbs since you last weighed him one month ago.
Nurses


1

2

3
     X
4

5
mean = 3.84
Physicians

1

2

3
     X
4

5 


mean = 3.83
Mr. Smith is complaining of recurrent headaches.
Nurses


1

2

3

4
       X  
5
mean = 4.85**
Physicians

1

2

3
     X
4

5
mean = 3.83**
**statistically significant difference to α level of 0.05
Mr. Smith’s respiratory rate is 20.
Nurses


1   X

2

3

4

5
mean = 1.18**
Physicians

1

2

3       X

4

5
mean = 3.33**
**statistically significant difference to α level of 0.05
Mr. Smith’s respiratory rate is 9.
Nurses


1

2

3

4
        X
5
mean = 4.88
Physicians

1

2

3

4
    X
5 

mean = 4.67
Mr. Smith has lost 7 lbs since you last weighed him one month ago.
Nurses


1

2

3

X

5
mean = 4.00
Physicians

1

2

3

X

5 


mean = 4.00
Mr. Smith is more lethargic than usual.
Nurses


1

2

3

4
         X 5
mean = 4.91
Physicians

1

2

3

4
       X
5 


mean = 4.83
Mr. Smith is asking for and drinking more water than usual. He says he is thirsty. 

Nurses


1

2

3

4 X

5
mean = 4.06
Physicians

1

2

3
        X 4

5 


mean = 3.83
Mr. Smith started coughing. His cough is especially pronounced at night.

Nurses


1

2

3

4
X
5
mean = 4.59
Physicians

1

2

3

X

5 


mean = 4.00
Mr. Smith has refused to take his medications.
Nurses


1

2

3

4     X

5
mean = 4.27
Physicians

1

2

3

4
  X 
5 


mean = 4.60
APPENDIX 4: Evaluation: Pre-Training Questionnaire & Results

	Nursing Practices and Attitudes

	
	
	Agency ID __ __ __ __

Participant ID __ __ __ __



	The purpose of this questionnaire is to help your nursing home learn more about nurse–physician communication and how chronic disease is managed. In combination with the information gathered from other staff members, your answers will help identify ways to improve the quality of care provided for nursing homes residents with common medical illnesses. 

Your participation in this project is completely voluntary. 

All your responses will be kept strictly confidential. Only the researchers will see the individual questionnaires. The information will be shared with the nursing home or in research reports only in summary form; no information will be made available that can identify the responses of either an individual or small group of individuals. Thank you.

	Please complete the following questions regarding your professional background, opinions, and practices of caring for residents in your nursing home. We are interested in your response to all questions even if you are unsure of the best answer.

	
	
	

	
	
	

	1. 
	Gender
	‪ Female                   (Please circle your answer)                                        n = 13
‪ Male                                                                                                          n = 1 no response n = 1

	
	
	

	2.
	Age
	____ ____             (Optional)                    mean = 23.73 SD= 17.18  no response n = 4 

	3.
	Race
	White                      (Please circle your answer)                                                    (n = 0, 0%) 
Hispanic or Spanish                                                                                               (n = 0, 0%)
Asian                                                                                                                      (n = 1, 6.67 %)
Pacific Islander                                                                                                      (n = 0, 0%)
Black/African American                                                                                        (n = 5, 33.33%)
Caribbean and/or Haitian descent                                                                          (n = 9, 60.0%)
Native American                                                                                                    (n = 0, 0%)
Other please write in __________________________                                         (n = 0, 0%)
Prefer not to answer                                                                                               (n = 0, 0%)

	4.
	What is/are your professional title(s) in this nursing home? (Please circle or fill in your answer) 



	
	a) Director of Nursing (n = 0)
b) Floor Nurse (n = 10) 
	c) Charge Nurse (n = 2)
d) Other (n = 3)


	5.
	Do you have a professional license?  
(Please circle your answer) 
	‪ Yes    (n = 15)
‪ No     (n = 0)

	
	

	5a.
	If YES, please indicate the type of license (e.g., RN, LPN): (Please circle or fill in your answer)

a) RN (n = 2)                                           b) LPN (n = 13)                          c) Other (n = 0)

	
	

	6.
	When did you complete your professional training?
	___ ___ ___ ___ (year) mean = 1996.60 

                                      SD = 12.99

	
	
	

	7 
	Number of years of clinical experience? 
	___ ___ (years)             mean = 10.93
                                      SD = 12.94

	
	
	

	8.
	Number of years practicing as nursing home clinical staff? 
	___ ___ (years)             mean = 9.50
                                      SD = 11.71

	
	
	

	9.
	Number of years of working at this nursing home? 
	___ ___ (years)             mean = 8.81

                                      SD = 11.96

	
	
	

	10. 
	What shift do you primarily currently work? (please circle)
	Day  (n = 15)
Evening (n = 0)
Night (n = 0)

	11.
	How certain do you feel that you can accurately collect resident data and monitor congestive heart failure in elderly residents? (Please circle your answer.)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6           X   7               8               9               10
 mean = 6.96 SD = 2.40

	
	

	12.
	How certain do you feel that you can effectively communicate clinical information to the treating physician regarding a resident’s congestive heart failure? (Please circle your answer)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6         X      7              8               9               10

mean = 6.60 SD = 2.53

	
	

	13.


	How certain do you feel that you can accurately collect resident data and monitor diabetes in elderly residents? (Please circle your answer)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6              7 X             8               9               10

 mean = 7.13 SD = 2.87

	
	

	14.
	How certain do you feel that you can effectively communicate clinical information to the treating physician regarding a resident’s diabetes status? (Please circle your answer.)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6               7         X    8               9               10

 mean = 7.67 SD = 2.91

	
	

	
	

	15.
	Mrs. Jones has been recently been discharged from the hospitalized for CHF, and you have been asked by the resident’s physician to monitor Mrs. Jones’s respiratory rate. The nursing assistant tells you the respiratory rate of the resident is unchanged at 16. What is your next step? (Please circle your answer.)

	
	C is the correct answer.
a. This is abnormal, recheck the respiratory rate yourself                                       (n = 2, 13.33%)
b. This is abnormal, contact the nurse manager                                                      (n = 0)
c. This is normal, continue monitoring                                                                    (n = 13, 86.67%)
d. This is abnormal, call the physician                                                                    (n = 0)

	
	Questions 16–21 were discarded due to confusion with wording of question.

	16.
	In general, how often does your confidence regarding collecting data regarding congestive heart failure impact your ability to communicate heart failure status related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3               4   X          5               6               7               8               9               10

mean = 4.20 SD = 3.12

	
	

	17.
	In general, how often does your knowledge of when symptoms of congestive heart failure are severe enough to tell the physician impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3       X        4              5               6               7               8               9               10
mean = 3.53 SD = 2.87

	
	

	18.*
	In general, how often does your confidence regarding your organization of clinical information for presentation to the physician impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

______________________________________________________________________________

       1               2               3       X        4              5               6               7               8               9               10

mean = 3.53 SD = 2.87

	
	

	
	

	19.
	In general, how often does your anticipation of getting a negative reaction from the physician impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2     X          3              4               5               6               7               8               9               10

mean = 2.36 SD = 2.24

	
	

	20.
	In general, how often does your confidence in performing physical exam (i.e., lung sounds, peripheral edema) impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3          X   4               5               6               7               8               9               10

mean = 3.71 SD = 2.81

	
	

	21.
	In general, when speaking with a physician on the phone, how often do you have (at hand) the information the physician requests for determining congestive heart failure status? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3               4               5               6             7  X             8               9               10

mean = 7.13 SD = 2.97


	22.
	A common symptom observed in residents with an exacerbation of CHF is Orthopnea. Which one of the following best describes this clinical finding? (Please circle your answer.)

	
	a. Shortness of breath when standing up   (n = 4, 26.7%)
b. Shortness of breath upon exertion         (n = 2, 13.3%)
c. Coughing                                                (n = 0, 0%)
d.    Shortness of breath when not upright   (n = 7, 46.7%)
                                                                      missing (n = 2)
Correct Answer: D 


	23.
	Next, you are explaining to a nursing assistant the importance of reporting any change in Mrs. Jones’s status. The nursing assistant asks you the most common signs or symptoms to observe for in a resident with CHF indicating a change in status. 

You  tell her the following the following 3  signs/symptoms (please fill in the blanks).

	
	1.________________________________________________________________________

2 ________________________________________________________________________

3.________________________________________________________________________

3/3 correct: full credit n = 10
1 or 2 symptoms correct no credit n = 5
Correct symptoms (identified from nursing textbook, Harrison’s Principles of Internal Medicine):
fatigue, dyspnea-sob, orthopnea, peripheral edema, rales, ascites-accumulation of fluid in peritoneal cavity, cough, weakness, confusion, excessive sweating, abnormal weight gain, increased (rapid) pulse(tachycardia), low oxygen saturation, fatigue, difficulty breathing, wheezing


Questions 24–29 were discarded due to confusion with wording of question.
	24.
	In general, how often does your confidence regarding collecting data regarding diabetes status impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               X             4               5               6               7               8               9               10

mean = 3.00 SD = 2.25

	
	

	25.
	In general, how often does your knowledge of when symptoms of diabetes are severe enough to tell the physician impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2        X       3              4               5               6               7               8               9               10

mean = 2.57 SD = 2.21

	
	

	26.
	In general, how often does your confidence regarding your organization of clinical information for presentation to the physician impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2           X    3              4               5               6               7               8               9               10

mean = 2.86 SD = 2.14

	
	

	
	

	27.
	In general, how often does your anticipation of getting a negative reaction from the physician impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2 X             3               4               5               6               7               8               9               10

mean = 2.08 SD = 1.50

	
	

	28.
	In general, how often does your confidence in performing physical exam (i.e., lung sounds, peripheral edema) impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2              X 3              4               5               6               7               8               9               10

mean = 2.93 SD = 2.37

	
	

	29.
	In general, when speaking with a physician on the phone, how often do you have (at hand) the information the physician requests for determining diabetes status? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3               4               5               6              7  X             8               9               10

mean = 7.21 SD = 2.96


	30. 
	In general, which of these clinical signs do you think are important to provide to the physician and/or ARNP concerning a resident with CHF who has a change in medical status?

	
	                                        Please circle all that should be provided

	Peripheral pulses
Extraneous (n = 10, 66.7%)
	Vital signs
 Important (n = 13, 86.7%)

	Weight
Important (n = 10, 66.7%)
	Oral intake
Extraneous (n = 5, 33.3%)

	Lung sounds
Important (n = 14, 93.3%)
	Abdominal girth measurement
Extraneous (n = 8, 53.3%)

	Bowel movements
Extraneous (n = 2, 13.30%)
	Abdominal sounds
Extraneous (n = 1, 6.70%)

	Number or change in # pillows used at night
Important (n = 8, 53.3%)
	Pitting edema
Important (n = 14, 93.3%)


APPENDIX 5: Evaluation: Post-Training Questionnaire & Results

	Nursing Practices and Attitudes

	
	
	Agency ID __ __ __ __

Participant ID __ __ __ __



	The purpose of this questionnaire is to help your nursing home learn more about nurse–physician communication and how chronic disease is managed. In combination with the information gathered from other staff members, your answers will help identify ways to improve the quality of care provided for nursing homes residents with common medical illnesses. 

Your participation in this project is completely voluntary. 

All your responses will be kept strictly confidential. Only the researchers will see the individual questionnaires. The information will be shared with the nursing home or in research reports only in summary form; no information will be made available that can identify the responses of either an individual or small group of individuals. We are interested in your response to all questions even if you are unsure of the best answer. Thank you.

	
	
	

	1.
	How certain do you feel that you can accurately collect resident data and monitor congestive heart failure in elderly residents? (Please circle your answer.)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6               7               8            X  9               10
mean = 8.86 SD = 1.30

	
	

	2.
	How certain do you feel that you can effectively communicate clinical information to the treating physician regarding a resident’s congestive heart failure? (Please circle your answer.)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6               7               8             X  9               10

mean = 8.80 SD = 1.32

	
	

	3.


	How certain do you feel that you can accurately collect resident data and monitor diabetes in elderly residents? (Please circle your answer.)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6               7               8               X               10
mean = 9.00 SD = 1.00

	
	

	4.
	How certain do you feel that you can effectively communicate clinical information to the treating physician regarding a resident’s diabetes status? (Please circle your answer.)
CERTAINTY

     NOT                                                                                                                                             VERY

       ______________________________________________________________________________

       1               2               3               4               5               6               7               8               X               10
mean = 9.00 SD = 0.92

	5.
	Mrs. Jones has recently been discharged after hospitalization for CHF, and you have been asked by the resident’s physician to monitor her respiratory rate. The nursing assistant tells you the respiratory rate of the resident is unchanged at 16. What is your next step? (Please circle your answer.)

	
	C is the correct answer
a. This is abnormal, recheck the respiratory rate yourself                                     (n = 1, 6.7%)
b. This is abnormal, contact the nurse manager                                                     (n = 0)
c. This is normal, continue monitoring                                                                  (n = 14, 93.3%)
d. This is abnormal, call the physician                                                                   (n = 0)

	
	Questions 6–11 were discarded due to confusion with wording of question.

	6.
	In general, how often does your confidence regarding collecting data regarding congestive heart failure impact your ability to communicate heart failure status related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2              X 3               4               5               6               7               8               9               10

mean = 2.93 SD = 1.83

	
	

	7.
	In general, how often does your knowledge of when symptoms of congestive heart failure are severe enough to tell the physician impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2         X       3               4               5               6               7               8               9               10

mean = 2.60 SD = 2.16

	
	

	8.
	In general, how often does your confidence regarding your organization of clinical information for presentation to the physician impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

           NEVER                                                                                                                                      OFTEN

            _______________________________________________________________________________
       1               2        X       3               4               5               6               7               8               9               10

mean = 2.53 SD = 1.96

	
	

	9.
	In general, how often does your anticipation of getting a negative reaction from the physician impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       _________________________________________________________________________________
       1               2          X     3               4               5               6               7               8               9               10

mean = 2.67 SD = 1.99

	
	

	10.
	In general, how often does your confidence in performing physical exam (i.e., lung sounds, peripheral edema) impact your ability to communicate congestive heart failure related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3X              4               5               6               7               8               9               10

mean = 3.07 SD = 1.91

	
	

	11.
	In general, when speaking with a physician on the phone, how often do you have (at hand) the information the physician requests for determining congestive heart failure status? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3               4               5               6              X7               8               9               10

mean = 6.93 SD = 3.01


	12.
	A common symptom observed in residents with an exacerbation of CHF is orthopnea. Which one of the following best describes this clinical finding? (Please circle your answer.)

	
	a. Shortness of breath when standing up   (n = 0, 0%)
b. Shortness of breath upon exertion         (n = 0, 0%)
c. Coughing                                                (n = 0, 0%)
d.    Shortness of breath when not upright   (n = 15, 100%)
Correct Answer: D

	13.
	Next, you are explaining to a nursing assistant the importance of reporting any change in Mrs. Jones’s status. The nursing assistant asks you the most common signs or symptoms to observe for in a resident with CHF indicating a change in status. 

You  tell her the following the following 3 signs/symptoms (please fill in the blanks).
1. ___________________________________________________________________

2. ___________________________________________________________________

3. ___________________________________________________________________

3/3 Correct: full credit n = 14

1 or 2 symptoms correct no credit n = 1
Correct symptoms (identified from nursing textbook, Harrison’s Principles of Internal Medicine):
fatigue, dyspnea-SOB, orthopnea, peripheral edema, rales, ascites-accumulation of fluid in peritoneal cavity, cough, weakness, confusion, excessive sweating, abnormal weight gain, increased (rapid) pulse (tachycardia), low oxygen saturation, fatigue, difficulty breathing, wheezing

	Questions 14–19 were discarded due to confusion with wording of question.

	14.
	In general, how often does your confidence regarding collecting data regarding diabetes status impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2      X        3               4               5               6               7               8               9               10

mean = 2.40 SD = 1.88

	
	

	15.
	In general, how often does your knowledge of when symptoms of diabetes are severe enough to tell the physician impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2   X            3               4               5               6               7               8               9               10

mean = 2.27 SD = 1.67

	
	

	16.
	In general, how often does your confidence regarding your organization of clinical information for presentation to the physician impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2     X         3               4               5               6               7               8               9               10

mean = 2.27 SD = 1.87

	
	

	17.
	In general, how often does your anticipation of getting a negative reaction from the physician impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2           X    3               4               5               6               7               8               9               10

mean = 2.80 SD = 2.30

	
	

	18.
	In general, how often does your confidence in performing physical exam (i.e., lung sounds, peripheral edema) impact your ability to communicate diabetes related clinical information to a resident’s treating physician? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3       X        4               5               6               7               8               9               10

mean = 3.58 SD = 2.81

	
	

	19.
	In general, when speaking with a physician on the phone, how often do you have (at hand) the information the physician requests for determining diabetes status? (Please circle your answer.)
HOW OFTEN

     NEVER                                                                                                                                           OFTEN

       ______________________________________________________________________________

       1               2               3               4               5               6               7           X  8               9               10

mean = 7.75 SD = 2.49

	
	

	20. 
	In general, which of these clinical signs do you think are important to provide to the physician and/or ARNP concerning a resident with CHF who has a change in medical status?

	
	Please circle all that should be provided

	Peripheral pulses
Extraneous (n = 8, 53.3%)
	Vital signs
Important (n = 12, 80.0%)

	Weight
Important (n = 12, 80.0%)
	Oral intake
Extraneous (n = 3, 20.0%)

	Lung sounds
Important (n = 12, 80.0%)
	Abdominal girth measurement 
Extraneous (n = 9, 60.0%)

	Bowel movements
Extraneous (n = 12, 80.0%)
	Abdominal sounds
Extraneous (n = 2, 13.3%)

	Number or change in # pillows used at night Important (n = 11, 73.3%)
	Pitting edema
Important (n = 12, 80.0%)


	21.
	Please rate the DVD you viewed. Was it…? (Please circle your answer.)

	
	
	Excellent 
	Good
	Fair
	Poor

	
	a)
	Enjoyable
	‪1 (11)
	‪ 2 (4)
	3 (0)
	‪4 (0)

	
	b)
	Entertaining
	‪1 (10)
	‪ 2 (3)
	3 (2)
	‪4 (0)

	
	c)
	Easy to understand


	‪1 (11)
	‪ 2 (4)
	3 (0)
	‪4 (0)

	
	d)
	Length appropriate
	‪1 (10)
	‪ 2 (5)
	3 (0)
	‪4 (0)

	
	e)
	Informative
	‪1 (12)
	‪ 2 (3)
	3 (0)
	‪4 (0)

	22.
	Please rate the DVD you viewed. Did it contain…? (Please circle your answer.)

	
	
	
	Never


	Rarely
	Sometimes
	Often

	
	a)
	Appropriate content


	1 (2)
	2 (3)
	3 (0)
	4 (12)

	
	b) 
	Realistic scenarios


	1 (2)
	2 (0)
	3 (8)
	4 (4)

	
	c)
	Realistic actors


	1 (1)
	2 (2)
	3 (6)
	4 (5)

	
	

	23.
	Please rate the tool kit. (Please circle your answer.)

	
	
	Excellent
	Good
	Fair
	Poor

	
	a)
	Provided resources I could use everyday on the floor
	‪1 (10)
	‪ 2 (4)
	3 (0)
	‪4 (1)

	
	b)
	Understandable


	‪1 (11)
	‪ 2 (3)
	3 (0)
	‪4 (1)

	
	c)
	Informative


	‪1 (11)
	‪ 2 (3)
	3 (0)
	‪4 (1)

	
	d) 
	Applicable to needs


	1 (8)
	2 (6)
	3 (0)
	4 (1)


	24.
	How would you rate your overall experience with this training program? (Please circle your answer.)

	
	Excellent 
(n = 11, 73.3%)
	Good
(n = 4, 26.7%)
	Fair
(n = 0, 0%)
	Inadequate
(n = 0, 0%)
	Bad
(n = 0, 0%)

	
	
	
	
	
	
	

	25.
	How capable do you feel you were before completing this program at identifying and communicating congestive heart failure related information to the physician? 

(Please circle your answer.)

	
	Extremely Capable 
(n = 5, 33.3%)
	Moderately Capable
 (n = 7, 46.7%)
	Slightly Capable
(n = 3, 20.0%)
	Not Capable 
(n = 0, 0%)

	26.
	How capable do you feel you now, having completed this program, at identifying and communicating congestive heart failure related information to the physician? 

(Please circle your answer.)

	
	Extremely Capable 
(n = 13, 86.7%)
	Moderately Capable.

(n = 1, 6.70%)
	Slightly Capable 
(n = 0, 0%)
	Not Capable 
(n = 0, 0%)

	
	

	27.
	What did you like best about the DVD?

	· Like all the content
· Precise, short, informative

· Communications with the doctors 
· Enjoyed lesson about CHF and how to communicate with the doctor
· How to communicate with the physician well

· Communication between the physician and the nurse and to accumulate all the information before you call the doctor 
· DVD explained step-by-step what to look for when a patient has CHF. Not only the most obvious things but a change in activity. DVD informative and I learned things I did not know. Interesting, funny, did not feel sleepy, kept wanting to see and hear more

· Like the communication between nurse and physician. Nurse has to accumulate all of the information before calling the physician

· Like that the video was simple and easy to understand with the terminology, situations like the interactions with the nurse and the doctor. Comedy was nice

· Ways in which to collect patient information and communicate with physician. Liked how signs and symptoms of CHF were presented
· Audio when Jackie was thinking of something right that she reflected on, Mr. Fisher saying hello 
· Enjoyed comic relief, information presented easy to assimilate and retain
· Enjoyable
· Nurse able to detect changes in resident
· Simple and easy to understand, informative
· Entertaining way the actors got the point across 

· DVD excellent

	28.
	What did you like least about the DVD?

	· Sharing experience
· Fact that the doctor offered to help the nurse with identifying the signs and symptoms of CHF: (I think you) might find such a doctor once in a blue moon

· The way the physician communicated with the CNA when he was too helpful was unrealistic

· Reasoning behind why Dr. Smith was helping Jackie in the first place for a colleague. Jackie was introduced as a nursing assistant that called doctor. When staff asked about symptoms they seemed unsure about it, questioning tone

· Did not depict the true interaction between nurse/physician, nurses not really carefree and not pressed for time all the time

· Doctor interaction not realistic, ARNP mouth movement not in-sync with audio

· Doctor does not seem real


29. Do you plan on using the following the educational handouts/tools? 

A) Nuts and Bolts of Communication for CHF
          Yes (13)       No (0)     Unsure (0)
B) Nuts and Bolts of Clinical Communication for DM   Yes (12)       No (0)     Unsure (1)
C) Hypoglycemia Signs and Symptoms Pocket Card      Yes (11)       No (1)    Unsure (0)
D) CHF Signs and Symptoms Pocket Card
         Yes (11)       No (0)     Unsure (0)
E) Respiratory Rate Check


                      Yes (13)       No (0)     Unsure (0) 
F) Tips for Measuring Weight


         Yes (12)      No (1)      Unsure (2) 
G) Glossary


 


          Yes (11)      No (0)      Unsure (1)
	30.
	In what ways can the tool kit be improved? 

	· Tool kit was very good; does not need improvements

· They can be smaller so that the nurse can put it in her pocket to travel with while on the unit for easy access

· Needs to be easily accessible, there are already too many papers to try and keep track of on the unit in books 
· Making it pocket sized and laminated; adding other diagnosis to the cards
· Few trusty Web sites could be provided; also an information manual for the floor that the whole unit could utilize

· Very good

	31.
	What else could be done to help improve physician–nurse communication concerning chronic disease?

	· Learn more about the signs and symptoms of the disease
· Physicians need to be more helpful to nurses. If you find a nurse is not giving correct information stop for a moment and explain to the nurse what exactly you are looking for and why it is important. That would help us to remember when calling the next time

· Nurse being more alert to signs and symptoms
· If physicians could remember that they as well are our teachers and should help guide us in ways in which we should provide them with information, instead of being rude and obnoxious

· It is up to the nurse and physician. You can have in-services but depends on nurse-physician personalities and styles 

· Nurses have a lot of residents and it can be difficult to track everyone’s status 

· Educate physicians and nurses
· Nurses need to be more informed regarding doctors, doctors need to be more courteous

· More education for nurses, improved organization skills


APPENDIX 6: Facilitator’s Guide
Facilitator’s Guide
DVD-Based Educational Program

The goals of this educational program are to increase staff awareness about the various chronic disease states, signs and symptoms of chronic disease exacerbation (specifically congestive heart failure), and clinical communication to improve communication between nurses and physicians concerning non-urgent changes in resident status.

Educational Objectives

· Learners will have increased knowledge of cardinal signs and symptoms of CHF exacerbation. 
· Nurses able to list 3 key signs and symptoms of CHF status change (e.g., dysnpea, fatigue, orthopnea, cough)

· Identify key clinical examination indicators of CHF exacerbation (e.g., increased weight, peripheral edema)
· Learners will improve ability to identify and present information to physician for a non-urgent change in condition 
· Increase nurses’ confidence in ability to communicate effectively and efficiently CHF-related information to the resident’s physician or ARNP
Educational Approach and Target Audience

This DVD-based curriculum was developed by a group consisting of geriatricians, nurse educators, nurses, e-learning experts, and risk managers. Professional actors and specialized graphic artists were employed for the DVD production; all of the participants are actors. All of the DVD scenes have been created to illuminate chronic disease state exacerbation and clinical communication between physicians and nurses. The curriculum was designed to serve as an introduction to clinical communication between nurses and physicians for LPNs and RNs. This curriculum can orient new staff and update existing staff.  

Why is clinical communication between physicians and nurses concerning chronic disease important? 

Hospitalizations due to exacerbation of chronic diseases could be reduced by organized, concise communication between physicians and nurses in long-term care facilities. The need for “clinical communication” training was established through a formal needs assessment process, discussions with experts, and testing of this material. This curriculum is the result of the collaboration of the Teaching Nursing Home (TNH) program, AHCA, and a broad array of public and private industry and academic partners throughout Florida.

TIPS FOR TRAINERS

Preparation

1. Before implementing the training, instructors should watch the DVD to identify content that requires more explanation or modification for their learners.

2. Before implementing this training, the instructor (i.e., clinical educator, supervisor, risk manager) should review the facility’s internal policies and procedures for clinical calls to physicians.

3. To utilize this material in your facility, it is important to inform physicians of the change in communication. 
a. The Lung Assessment Resources sheet provides Web sites and books that can be used to refresh nurses on proper physical examination techniques. (See Abttachment A.) 

b. The sample letter to the physician or ARNP can be used to inform physicians and ARNPs about the nuts and bolts structured clinical communication that your nurses will be trained in. (See Attachment B.)
c. The role-playing exercises can be done with the nurses to practice the nuts and bolts technique. (See Attachment C.)  

4. Along with the DVD, the Educational Tool Kit [Appendix 7 of this Deliverable contains Attachments D – J, listed below] provides resources for your staff to use on their own. 
a. “Nuts and Bolts of CHF” builds on the DVD to provide the organization for structured clinical communication. (See Attachment D.)
b. The Respiratory Rate Check can be made into a pocket card or a handout to remind nurses what respiratory rate requires attention. (See Attachment E.)
c. The weight tips provide tips on obtaining accurate resident weight, which can be a very helpful tool in catching CHF exacerbation. (See Attachment F.)
d. The signs and symptoms of CHF review the signs and symptoms that might indicate a change in resident status. (See Attachment G.)
e. Signs and Symptoms of Diabetes Mellitus reviews the observed changes that mould indicate a change in resident status. (See Attachment H.)
f. “Nuts and Bolts of Diabetes Mellitus” provides the structure for a clinical communication with a physician pertaining to a resident with diabetes. (See Attachment I.)
g. Glossary: Provides a review of terminology used throughout the training. (See Attachment J.)
5. Be prepared during the training session to discuss barriers to proper clinical communication and methods to improve communication.

Number of Participants

6. Although designed with a synchronous small-group (5–10 learners) approach in mind, this curriculum can be administered asynchronously to one or more learners with follow-up discussion and assessment in individual or group format

Providing the Training

7. This training should take about 60 minutes. Be sure all of the participants can see and hear the DVD clearly.
8. Continuous viewing of the DVD takes about 30 minutes, but it is strongly suggested that extra time be allocated to discuss local issues regarding clinical communication and to practice with the role-play exercise.

9. Each learner should be provided a copy of the Educational Tool Kit (available as a PDF file on the DVD). 

Implementation at Your Facility

10. Consider implementing this curriculum in conjunction with education, nursing home staff, and physicians in order to clarify any confusion concerning clinical communication or chronic disease exacerbation.
11. The important message to convey to staff is that identifying signs and symptoms of chronic disease exacerbation will reduce future hospitalizations. Furthermore, organized, concise clinical communication will improve nurse–physician relations and improve resident care.

12.  In many facilities, this educational program may actually decrease the number of hospitalizations for congestive heart failure. 
Feedback from You

Your feedback is essential! Our goal was to provide an educational product that helps to simplify staff education. We need to hear from you to learn if we are accomplishing our goal and how we can improve the product and the process. We greatly appreciate any and all suggestions. 

Attachment A: 
Lung Assessment Resources
The purpose of this appendix is to provide nurse educators/facilitators with resources to both educate and evaluate competency of nursing staff’s ability to perform a lung exam. The resources demonstrate the techniques for a proper physical lung examination and also provide audio of normal and abnormal lung sounds.

Online Tutorial of Pulmonary Examination
http://www.lumen.luc.edu/lumen/MedEd/medicine/pulmonar/apd/pd3.htm
Accessed: 23 March 2007

Arcot J. Chandresekhar, MD
Includes: anatomy, step-by-step description of exam, normal and abnormal lung sounds

Features: pictures and audio of various breath sounds

Online Virtual Stethoscope: Lesson on Pulmonary Auscultation

http://sprojects.mmi.mcgill.ca/mvs/
On left, click on arrow next to physical examination to scroll down to Online Stethoscope

Accessed: 23 March 2007 

Discusses how to perform physical exam and sample audio of normal and abnormal lung sounds. 

Features: diagrams, audio of lung sounds

Online Tutorial of Physical Examination
http://medicine.ucsd.edu/clinicalmed/lung.htm
Accessed 23 March 2007

Contains pictures of exam and walks through the basic steps. 

Features: photographs and diagrams, audio of lung sounds

Book 

Bickley LS, Szilagyi PG (Eds). Bates’ A Guide to Physical Examination and History Taking, 6thEd, Philadelphia: Lippincott Williams and Williams, 1995
Features: diagrams and photographs of physical exam

Attachment B:

Physician/Advanced Registered Nurse Practitioner Letter
This letter communicates to the physician/ARNP how he/she can expect clinical communication over the telephone to change in the future and the resources that the nurses will now be using. 

Suggest Use Own Letterhead
Insert Date
Dear Dr. ​______________________,

The recent Joint Commission identified clinical communication as a problem in providing resident care. Safety goal number 2 for 2006 was to improve the effectiveness of communication among caregivers. (http://www.jointcommission.org/patientsafety/nationalpatientsafetygoals/06_npsg_ome.htm)

Specifically in nursing homes, physician–nurse communication is at times difficult. 

Our facility (fill in name) adopted a new way of communication concerning congestive heart failure based on work done by the Florida Teaching Nursing Home program. Please see the attached nursing guideline for providing you with clinical information about your residents. We look forward to any feedback or comments. We hope this strengthens our relationship and improves the quality of our residents’ care. 

Sincerely,
Attached:

Nuts and Bolts for Clinical Communication: Change in Clinical Status of Residents with Congestive Heart Failure 

Attachment C:  

Role-Playing Exercises to Gain Familiarity with “Nuts And Bolts”
These practice exercises can be used to build confidence using the “Nuts and Bolts” tool. Two types of role-playing exercises are provided: one for congestive heart failure and one for diabetes mellitus. 
Instructions for Role-Playing Exercises
1. Pair off nurses  

2. Assign one nurse to have the physician role and the other to have the nurse role
3. Read each role’s directions to each group

4. Have the nurse role take a few minutes to organize information with the nuts and bolts tool
5. Instructor arranges the chairs back-to-back to simulate a phone call situation that lacks nonverbal cues
6. Have “Nurse” start mock phone call to update the physician

7. Time the phone call 
8. When the minute is over, debrief:
a. How did it feel?

b. Is this how you usually provide information?

c. Does this way of communicating make sense?
d. Were you able to get all the information you needed to convey in the short time span? 

9. Switch roles and repeat
Interactive Skills Building Exercise (ISBE) 1

TOPIC: Communicating CHF Assessment Information

Time for communicating: 1 minute (after the presentation of the case by the nurse)
Materials: a pen, Nuts and Bolts handout, blank sheet of paper

NURSE ROLE:
You have been providing care to Mrs. Smith for the past 8 weeks. You believe her CHF requires further evaluation. Your task is to telephone the resident’s physician to tell the MD about the resident’s CHF. Review the information you have gathered below and prepare to call the resident’s physician.  

The role-play begins when you telephone the MD and begin the conversation: 

Hi, my name is (insert name), and I am a nurse calling from (insert name of facility). I am calling you about Mr./Ms. ​​​​​​​​​(insert name of resident), who is complaining of (reason for call).

Mrs. Anne Smith has been hospitalized a number of times in the past year for CHF and shortness of breath and has recently returned to your facility. She is 88 years old, African American. When asked about symptoms, Mrs. Smith describes “feeling tired and weak.” She used to walk around the halls a couple of times a day, but in the last few days has not because she says it becomes “hard to breathe.” She reports she does not have the energy to participate in the usual facility activities. She has gained 4 pounds in the past 2 days. A physical exam revealed crackles in the lungs.

Principal Medical Diagnosis: 
CHF

Other Pertinent Diagnoses:         Hypertension (HTN), osteoarthritis (OA)
Medications:


Zestril 20 mgs a day, taken in a single dose

Zoloft 50mg po q am





Tylenol extra strength 2 tabs q 4-6 hrs prn  pa
Lipitor 10mg po 1 tab q AM





Lasix 40 mg qd (AM)




KCL 20 mEq po q AM

Digoxin 0.25 mg po q am





Aspirin 81mg po q AM 

Vital Signs:


Temp = 98.6, pulse 90 regular, respiratory rate 20, BP = 160/90, weight 124 
PHYSICIAN ROLE:
You are an older physician who has known this resident a long time. You feel that you are frequently called by a nurse who does not provide all the information you require to make a clinical decision. You will, with some minimal persuasion, agree that there may be a problem and come in to see the resident.
Please follow the role above! But if the nurse provides the information you need to come to a decision for further action, thank her and inform her of your decision. If the clinical information provided is unclear, interrupt and ask for more.

The role-play begins when you answer the telephone. The nurse will begin the conversation with, 

Hi, my name is (insert name) and I am a nurse calling from (insert name of facility). I am calling you about Mr./Ms. ​​​​​​​​​(insert name of resident), who is complaining of (reason for call).
After the nurse has presented the clinical information (time permitting), conclude the call with a summary of what you have heard, thank the nurse, and provide her with the plan of care. 

Interactive Skills Building Exercise (ISBE) 2
TOPIC: Communicating Diabetes Assessment Information

Time for communicating: 1 minute (after the presentation of the case by the nurse)
Materials: a pen, Nuts and Bolts handout, blank piece of paper
NURSE ROLE: You have been providing care to Mr. Davis for the past 8 weeks. You believe his diabetes requires further evaluation. Your task is to telephone the resident’s physician to tell the MD about the resident’s diabetes. Review the information you have gathered below and prepare to call the resident’s physician.  

The role-play begins when you telephone the MD and begin the conversation: 

Hi, my name is (insert name), and I am a nurse calling from (insert name of facility). I am calling you about Mr./Ms. ​​​​​​​​​(insert name of resident), who is complaining of (reason for call).

Mr. Davis is an 84-year-old white man diagnosed with diabetes and hypertension. His blood sugar was 60 fasting this AM and 70-80 after every meal for the past couple of days. In the past 3 days, he reports fatigue, sweating, having to re-read newspaper articles several times to comprehend, and intermittent lightheadedness. His wife has lunch with him every day and tells you that she has noticed that his appetite is not as good as it used to be. These symptoms are a change from his baseline status. 4 weeks ago his Hb A1c was 6.7.

Principal Medical Diagnosis:
    
Diabetes

Other Pertinent Diagnosis:              
Hypertension

Medications:



Lantus 44 units sc q pm






Metformin 250 mg 2 tablets AM and PM






Zestril 20 mgs a day, taken in a single dose






Tylenol extra strength 2 tabs q 4-6 hrs prn pain

Vital Signs:



Temp = 99.0, pulse 90 regular, respiratory rate 18, BP = 140/90


PHYSICIAN ROLE:
You are an MD with a long history of working with the nursing home. You are not always available, but do listen, and want things done your own way. You can be brusque on the phone! You want to hear the case quickly with all the needed detail, make a decision, and get off the phone.

Please follow the role above! But if the nurse provides the information you need to come to a decision for further action, thank her and inform her of your decision. If the clinical information provided is unclear, interrupt and ask for more.

The role-play begins when you answer the telephone. The nurse will begin the conversation with, 

Hi, my name is (insert name), and I am a nurse calling from (insert name of facility). I am calling you about Mr./Ms. ​​​​​​​​​(insert name of resident), who is complaining of (reason for call).

After the nurse has presented the clinical information (time permitting), conclude the call with a summary of what you have heard, thank the nurse, and provide her with the plan of care.
[Appendix 7 of this Deliverable begins on the next page and contains Attachments D – J.]
APPENDIX 7: Educational Tool Kit

Nuts and Bolts for Clinical Communication
Change in Clinical Status of Residents with 

Congestive Heart Failure 

Hi, my name is (insert name), and I am a nurse calling from (insert name of facility). I am calling you about Mr./Ms. ​​​​​​​​​(insert first and last name of resident), who is complaining of (reason for call).
⁭  Age, race, gender

⁭  Current symptoms (duration, severity); compared to baseline, this symptom has changed (mention change in severity of symptom)

⁭  Major medical problems and medications 
⁭  Vital signs (temperature, blood pressure, respiratory rate, pulse), weight (any change in weight in past days or week)
⁭  Before the conversation ends, consider asking if the physician needs any additional information.

Respiratory Rate Check can be made into a pocket card or a handout to remind nurses what respiratory rate requires attention.
Respiratory Rate Check: 




(                                                           (
    

       <13

ALL CLEAR                   > 20 

ABNORMAL RESPIRATORY RATE                                    ABNORMAL RESPIRATORY RATE

For an abnormal respiratory rate, contact a physician or follow your facility’s protocol.

The weight tips can help you obtain accurate resident weight, a very helpful tool in catching CHF exacerbation. 
Tips for Measuring Weight:

Consistency Is Key!

Weigh the same time of day

Wear similar clothing

Use the same scale every time you weigh

Calibrate the scale before use

For a weight gain of more than 3 pounds, alert the physician!**
** “Protocols for Physician Notification,” AMDA, Columbia, MD, 2000

This diagram presents the signs and symptoms of CHF, for review of the indications that might indicate a change in resident status.
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This diagram presents the signs and symptoms of diabetes, for review of the indications that might indicate a change in resident status.
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Nuts and Bolts for Clinical Communication
Change in Clinical Status of Residents with

Diabetes Mellitus

Hi, my name is (insert name), and I am a nurse calling from (insert name of facility). I am calling you about Mr./Ms. ​​​​​​​​​(insert first and last name of resident), who is complaining of (reason for call).
⁭  Age, race, gender

⁭  Current symptoms (duration, severity); compared to baseline, this symptom has changed (mention change in severity of symptom)

⁭  Major medical problems and medications (include diabetic medication doses)

⁭  Vital signs (temperature, blood pressure, respiratory rate, pulse), recent blood glucose (fasting and non-fasting), last glycohemoglobin (HbA1c)

⁭  Before the conversation ends, consider asking if the physician needs any additional information.

Glossary of Terms

Ascites: accumulation of fluid in peritoneal cavity

Crackles: discrete, non-continuous sound resembling fine crackling, radio static, or hairs being rubbed together as heard through a stethoscope; generally produced by air bubbling through an exudate

Dyspnea: difficult or labored respiration; shortness of breath 
Heart rate: number of beats per minute

Tachycardia: rapid heart rate (more than 100 beats per minute)
Bradycardia: slow heart rate (less than 50 beats per minute) 

Hypoglycemia: low blood-sugar level

Orthopnea: dyspnea that begins or increases when the resident lies down
Peripheral edema: build-up of fluid in the body
Pulmonary edema: fluid in the lung interstitial

Rales in the lungs: wet, crackly lung noises caused by fluid in the air sacs of the lungs 

Respiratory rate: number of breaths per minute

Tachypnea: adult respiratory rate of more than 20 breaths per minute

Bradypnea: adult respiratory rate of less than 10 breaths per minute 

Wheeze: form of rhonchus characterized by a high-pitched musical quality. Caused by a high-velocity flow of air through a narrowed airway, it is heard during both inspiration and expiration
Nurses are trained to be narrative and descriptive…they describe things with broad strokes. Physicians want the headline. With chronic illnesses, early recognition of a change in status could prevent hospitalization and reduce the need for expensive treatments for the patient.


--- Dr. Michael Leonard


Groff H, Augello T. From theory to practice: an interview with Dr. Michael Leonard. Forum, July 2003
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