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Unidentified Female:     At this time, I would like to introduce our speaker for today. We have Beatrice J. Kalisch. She is an RN, PhD, and FAAN. She is a Titus Distinguished Professor Emeritus of Nursing at the University Of Michigan School Of Nursing, located in Ann Arbor, Michigan. At this time, I am going to turn it over to Dr. Kalisch. Dr. Kalisch, please press the button that says Show My Screen. We are ready to go. Thank you. 

Beatrice J. Kalisch:     Thank you. I am pleased that you have invited me to present my research on missed nursing care. I look forward to the opportunity to work with some of you in studies. This is my presentation outline. I am going to start with what nursing care is missed. According to my studies over the last decade, and the reasons for missed nursing care, what the outcomes are for staff, what the outcomes are for patients, teamwork, which is a big contributor to missed nursing care, and strategies to reduce missed nursing care. 

First, let’s do a poll question. To what extent is missed nursing care a problem in your organization? Not a problem at all? A minor problem? A significant problem? An epidemic? I have no idea? Those are your options. 

Unidentified Female:     Thank you Dr. Kalisch. As our attendees can see, that poll question is up on your slide right now. You can simply click the circle next to the answer option that you choose. We already have about 50% of our audience who has voted. The answers are still streaming in. we will give people some more time. These are anonymous responses and you are not being graded. Feel free to take an educated guess at that. It looks like we have about an 80% response rate, and a pretty good trend of what people think. I am going to go ahead and close the poll now. I will share those results. It looks like we have about one-quarter of our audience thinking it is a minor problem. About half of our audience thinks it is a significant problem. 4% would refer to it as an epidemic. About one-quarter of our audience says they have no idea. We are back onto your slides now Beatrice. 

Beatrice J. Kalisch:     Okay. We will talk about the results as we present the slides. 

Missed nursing care I defined as any aspect of required standard patient care that is omitted or significantly delayed. These are errors of omission, as opposed to errors of commission. Errors of commission is giving the wrong medication. Errors of omission is not giving the medication at all. Those are just examples. The patient safety movement has largely focused on errors of commission, and the AHRQ has said that there are probably many more errors of omission than errors of commission. 

This slide shows that you have nurse staffing on one side and patient outcomes on the other. We have over 150 studies that show us that the level and type of nurse staffing impact patient outcomes. We do not know what goes on between the nurse staffing or what else is involved in patient outcomes. Ten years ago, we began to see all these studies on patient outcomes related to staffing, and I decided that I wanted to conduct these studies into the process of nursing care. I call this a black box of nursing care as well, what goes on there and how that results in those outcomes. If we do not know, it is very hard to develop interventions to improve the situation. 

The conceptual framework for my work is here. Missed nursing care is in the middle. This is going to be the structure process and outcomes. On the structure side, we have hospital characteristics. We have unit characteristics, _____ [00:05:00] index, staffing, outcomes, and so forth. I put teamwork down as a separate box because I have done a lot of studies of nursing teamwork. I feel like it is a big contributor, and my studies show that it is a big contributor to missed care and other quality issues. The outcomes are both staff and patients. The staff outcomes include satisfaction, turnover, and ____ [00:05:26]. Patient outcomes are falls, infections, readmissions, and so forth. 

How much nursing are is being missed? Some of you said you did not know. We have not known. It has been a hidden secret. The first thing I did is a qualitative study. The hallmark came out of being a consultant, talking with nursing staff members and watching the work over a period of time in depth. I conducted a qualitative study to verify those findings, or to see if they were not correct. This involved 30 focus groups that we spoke with. The areas that emerged in the qualitative piece were ambulation, turning delays, missed feedings, patient education, discharge planning, emotional support, hygiene, intake and output documentation, and surveillance. 

I thought that I would not get any attention to this if I did not quantify it. I developed a tool called the Missed Care Survey. I did all those psychometrics, susceptibility, validity, reliability, and so forth, so that we could use it to find out quantitatively what we were dealing with. 

The first study I did was with three hospitals. The research questions were what nursing care was missed and what the reasons were. I had a Part 1 and a Part 2. The Part 1 was what was missed and Part 2 was the reasons missed. There were 35 patients units in this study, and the response rate was 57%. What I found in a nutshell was a lot of missed nursing care, more than I thought, more than most people thought. 

The reasons clustered around three factors, labor or staffing, material resources including having the medications when they are needed to be given, and communication and teamwork. I thought all three of these hospitals were similar and I could not figure it out. Why were the nurses all missing the same things? I could give some ideas, but I thought this was really important. I thought these three hospitals were part of the same system, so maybe that was why. I did a big study then, with 11 hospitals. The questions were to what extent care was missed and if it varied by hospitals. What were the reasons for missing care? Did the reasons vary? Did missed nursing care vary by staff characteristics? 

The study sample was 124 adult patients units in 11 hospitals, over, 4,000 nursing staff that included RNs, LPNs, and nursing assistants. They all were administered the survey and 57% returned. The hospitals ranged in size from 60 beds to 113 beds. 55% of the respondents, nursing and nursing assistants, were over 35 years old. 90% were female. 29% had a baccalaureate degree or higher. 54% had more than five years of experience. 73% of the sample was registered nurses, while the other was nursing assistants and LPNs. We divided employment status by 30 hours a week being full-time and 82% had 30 hours per week or more. 58% worked the day shift or rotated. Here are the measures. 

I also had, in parallel, a real interest for years in teamwork. I had done some work. I developed another tool and did the psychometric testing for that. It is called the Nursing Teamwork Survey. I administered both to a certain group of patient care units. Once I got that done, I wondered if patients could tell us anything, and if it could be done accurately, validly, and reliably. That was my third instrument. I used it some of the studies. From a hospital administrative survey, I got turnover, HPPD or hours per patient day, ____ [00:10:18]. The unit level case mix index is a proxy for acuity. There was average daily census and fall rates as well.

To what extent is nursing care missed? This will show you that it is a lot. Ambulation three times a day was 76% missed. It was the highest one. Interdisciplinary rounds was 66%. Mouth care, medications on time, feeding patients while the food was still warm, patient teaching, response to call lights in five minutes, patient bathing, skin care, emotional support for patients and/or families were measured. There were many others, but these are the ones that were missed the most. These graphs show it in graph form. Ambulation is number one, and it seems to be number one everywhere, in every hospital. These studies have been done in seven other countries and ambulation is highest there too, although in the Asian countries it is lower to some extent because the family comes in and provides care while the patients are in the hospital. 

The least missed are the patient assessments at the beginning of every shift. They do not miss that. We could talk about why, but the point is that if you are going to assess, it seems really nonsensical if you do not also provide the other elements of care that are needed. Discharge planning came out as least missed, and the reason I finally figured out through follow-up focus groups and so on is because nurses view the discharge activities as handing the patient the sheet that tells them what they are supposed to take for medications, who they are supposed to call if there is a problem, and so forth. It is not comprehensive discharge planning and implementation for the patient. 

What can patients report? We knew right away that this was going to be a problem because the patients cannot tell what the nurse is doing or not. We did a qualitative study with interviews. We found three categories of elements of nursing care. Fully reportable, like they knew if they were bathed or had pain medication. There was partially reportable. Handwashing was partially reportable because they did not always see if the provider washed their hands. They could not always tell. I was a patient and I experienced this. There was patient education, they might be able to tell you if they were educated, but not if it was adequate. Not reportable was things they could not report on. I thought of looking at this again, because they can tell you quite a bit about IV care. 

This is how the patient data came out. The overall column is the first one. It was up around 2. The basic care, which included bathing, mouth care, and all of those kinds of things we have called traditionally basic care, was the most missed. I think that would probably fit with your view and the world’s as well. Communication and teamwork were up there, as well as time to response. That is how the factors came out. Here is what was missed. 

Mouth care was really important to them. It was missed by half. Mouth care just is not being done. There was ambulation, getting out of bed, and getting the information they need about what tests and procedures were going on, as well as bathing. Least missed was not listening. They felt they were listened. They felt like their call lights were answered. The nursing staff thought their call lights needed to be answered faster than the patients thought, I guess. There were not responding to beeping monitors and requests not fulfilled, and not being helped to the bathroom. 

This shows you that if you drop down to mouth care, you can see the big discrepancy. The red is what the patients say and the grey is what the staff say. There is a big discrepancy there that the patients report not getting mouth care more than the nursing staff do. That is true of bathing and feeding. That is true of repositioning. Ambulation was equally identified. There is more to be said about this, but we do not have time today. 

Does missed nursing care vary across hospitals? The summary answer really is no. this shows you ten of the hospitals, and you can see how close they are to one another in terms of the elements of nursing care. The red one is attended interdisciplinaries. That particular hospital was really emphasizing that. They recorded less missed care there. This is the least missed. All this is up here for is to show you how close these hospitals were in identifying what care was missed. 

What does that tell us? It tells us that it is not an individual problem, it is a system problem. There are reasons that we will go over as to why nurses miss care. It is not because they do not want to do a good job. They want to do a good job. 

What are the reasons for missed nursing care? It fell into these three buckets, nursing staffing, material resources including the medications, which is a major problem in some hospitals, having the medication when it needs to be given, and communication and teamwork. I did an analysis and found out that the reasons in my tool did not account for everything. I want to revise this tool, but here are some of the other reasons. 

Last year, I was in Washington, DC. I had a whole year to work on this. I tried to find every possible study that would give me clues about why nurses did not complete the care, as well as other factors. Fatigue is one of the reasons. Long work hours and mandated overtime still exist in some organizations. Rotating shifts leads to diurnal rhythm problems. I found it is a little better now, but nurses do not take breaks, or they take a break while they are charting, something like that. About 5% of nurses have more than one job, according to the ANA. There is moral distress, which comes from seeing that something needs to be done, but they do not have the capacity to do it. That creates, inside them, a moral distress. That causes them to be more fatigued. There is burnout and compassion fatigue. Their compassion seems to edge away after this goes on day in and day out. They cannot do the care that they want to do and they think the patient needs. 

Another reason is the interruptions and multitasking, as well as task switching. We did a study that showed nurses are interrupted at least five times an hour. If you think of yourself and you have to do X, Y, and Z, and you find that you are interrupted, you forget to go back and do A, B, or C. Cognitive biases are a big thing now in these studies. There is an omission bias that tells us it makes it more comfortable for nursing staff to not do something, rather than do something wrong. That is what is happening with immunizations. People would rather not have their child immunized than run the risk of them developing a problem because of it. That is omission bias. Nurses would rather not ambulate a patient than have the patient fall when they are ambulating. 

There is the bandwagon effect. Everyone is doing it, so why shouldn’t I? I should just do it that way. New nurses will say they went to the charge nurse and said they had someone to ambulate, and she said it was okay because we did not get to that around here. It is built into a culture. If it goes on, it is a habit in here. It is a complex thing. If it goes on day after day, it begins to harden into the practice environment. 

How do reasons vary? I said they do not vary. How are staff characteristics associated with missed nursing care? There was no difference by gender or education. Those under 35 reported less missed care than those over 36. Those with less than six months experience reported the least missed care. They also reported the highest teamwork. For work schedules, the night shift reports less. That is everywhere I go. The night shift seems to have a culture in most places that they work together to get the job done. Fewer than 12 hour shifts had less missed care. On the longer shifts, you get tired and things do not get done. Absenteeism and staff who missed more shifts missed more care. You do not know which came first on that one, whether they were tired and missed care or whatever. 
I compared the RNs with the nursing assistants and found that RNs report more missed care than nursing assistants. I have done several studies and this is consistent. Then I broke down what elements of care are being identified as missed more or less. RNs reported more missed care on elements of care completed typically by the nursing assistants. That is part of this lack of trust among the team members, which contributes both to missed care and satisfaction, and so forth. 

Magnet hospitals have significantly less missed care. They also identified in the reasons section fewer staffing and communication problems. I ran the data to see if staffing was different between the Magnet units and the non-Magnet units. I found that there was no difference. I expected there to be a difference, but there was no difference in staffing between Magnet and non-Magnet. That tells you that it is an issue of culture and other things contributing to whether they missed care or not. 

Does it impact staff outcomes? Job satisfaction and occupation satisfaction were both more dissatisfied with their current position and with their occupation, the more missed nursing care they reported. However, there was no relationship to turnover. We selected the actual turnover and there was none. The trouble is that there were a lot of economic problems at the beginning of this. No nurse was leaving her job. Retirements were being delayed and so forth. I do not know what it would be today. 

There is something called the relational job theory that explains why nurses are more dissatisfied than others when they cannot do a good job. People are more motivated to do their job if they see the impact on the beneficiaries, in this case, nurses. Nurses know it. They cannot get away from it. They know what happens when patients do not specific elements of nursing care. They describe their work as protecting the welfare of patients and families, as do other benevolent employees. They are motivated to give more than they get back. Having those values, that service orientation, when they cannot do it or do the care they say is acceptable, they are more dissatisfied with their jobs than would be true with employees who do not have that value system and do not have those circumstances. 

Yes, it impact patient outcomes, but we need more studies. This study we did showed that the relationship between staffing and falls has been established. The better the staffing, the fewer the falls. We did a study that showed that missed nursing care was the mediating factor between staffing and patient outcomes. 

We did the study I told you about with the patients. We built into the tool whether any of these adverse events happened to you in this hospitalization. You can see that _____ [00:24:58], infections, medications, and so forth. They did. The higher the amount of missed care they reported, the higher the adverse events. I am not going into this in detail. I am going to show you this. I did a book on this and I reviewed as many studies as I possibly could, to demonstrate what makes the difference when nursing care is not provided. These are some examples, failure to ambulate, new onset delirium, pneumonia, delayed wound healing, and so forth. Mouth care and administering medications switch differs by what medication it is. There is not turning and failure to teach. 

We need more of these studies. I would think that nurse researchers would want to do more of these studies to see what a difference it makes when specific elements of nursing care are provided or not. There is obviously the failure to wash hands. That is the whole infection thing. There is the failure to answer call lights, which can result in death and adverse events. There is failure to eat. A lot of studies show that the patient leaves the hospital malnourished in comparison to where they were when they came in. There is emotional support. Patients do not feel safe in a hospital if they do not see staff and they do not feel that surveillance. There is failure to do interdisciplinary rounds. There have been some studies lately that show the impact of not doing or doing interdisciplinary rounds. That set of data is becoming more known. 

______ [00:26:48] is at Yale. He wrote an article in the New England Journal of Medicine called Post-Hospital Syndrome. You know all of this, but during hospitalization, patients commonly described sleep disruption of normal circadian rhythms. They are nursed poorly and have pain and discomfort. There is a baffling array of mentally challenging situations. We see medications that can alter cognition. They become deconditioned. Each of these _____ [00:27:17] can adversely affect and may contribute to substantial impairment during the early recovery period. 

_____ [00:27:25] at these and they have susceptibility to mental errors. We have a high readmission, among other things. Sometimes they get to the point that they are disabled and cannot live independently. 20% of our patients are readmitted, which costs us $26 million annually. 

We did this qualitative study and took the five units in my missed care data set. I compared the five units with the least missed care. I went out to those hospitals. I did focus groups and watched them work. The primary difference that came out was teamwork. I did 34 focus groups. _____ [00:28:14] is a big guru on teamwork. I wanted to see if his framework would apply to nursing teams. These are his eight behaviors. I will go through each one of them. 

Team orientation is when the team takes precedence over the individual. It is part of everyone’s job on the team that everybody gets their work done. That is not necessarily what we see on our nursing teams. These are some examples comments _____ [00:28:52]. The nurses count the number of patients assigned to them at the beginning of the shift and say, “You have four and I have five. Why is that?” The RN could put the patient on the bedpan in a minute. This is a real problem for nursing assistants. Instead, they spend ten minutes looking all over the unit for them to do it. It is the not my job syndrome. 

Leadership is very important. Everyone should act as a leader at some point in time. The structure we have on acute care patients units with charge nurses sometimes does not help it. They rotate and do not receive any management or leadership training. We all take turns being in charge, so when I am in charge I do not want to upset my fellow nurses. They will take it out on me the next time. I will end up with all the heaviest patients. Nursing assistants say they tell the RN the patient in pain, but she does not do anything. Next time they do not even try to get her to help the patient.

Initial performance monitoring is where you are always watching out for all the other members on the team, keeping track of what they have yet to do and if they are in trouble. This is an example comment. “I do not think the NA takes accurate vital signs, but I do not have time to recheck her work. I have too much to do with my work. I take what she gives me. It turned out to be a disaster last week. A patient had a blood pressure of 200/165.” 

Backup is when team members help each other. This is an example. I will see another nurse forget to wash her hands, but I will not say anything. The culture needs to be that the nurse who did not say anything or the nursing staff is just as culpable as the nurse who did not wash her hands. We need to help each other. That needs to be part of the culture. 

Adaptability is how well they adjust. We have staff on both eight and 12-hour shifts. Instead of reassigning patients so the nurse coming on does not have patients on all three wings, we let her run. When an NA calls in, we divide the patients between the two NAs left, no matter how many patients there are. No one thinks to look at the total load of the RNs and NAs. That is not my job, so we will just split them that way. 

Quality communication is when you say something, the other person understands what you said in the same way. When not present, you send an order to pharmacy and ____ [00:31:32]. It does not matter that I did not get the meds. I get blamed because the patient did not get their meds. 

Shared mental models is what people do to organize information about their environment, what they are supposed to do, and who will do what, whom they can depend on. When not present, a nurse goes onto a unit and does things the way they do it on her floor. She thought the other staff members would give her patients their meds when she took a break. She found out several hours later that this was not the case.

There is mutual trust. That is confidence in one another, that they will do the job that is needed. It is not white glove, find them doing the wrong thing, approaches. It is working together and being able to count on the other team members. Not present, if I work with certain people, I am afraid things are not being done. I would like to believe the NA when she tells me she ambulated the patient, but I am not sure. If you do not have trust, you really cannot have teamwork. 

Does teamwork predict missed nursing care? Yes. Teamwork alone accounts for 11% of missed nursing care in the study that I did. I controlled for occupation and staff characteristics. How does nursing teamwork vary by hospital patient units and staff? The most missed care was on Med/Surg, Intermediate, Rehab, and ED. The highest or least missed care was by Perioperative. Full-time shifts showed less teamwork than part-time. Nights showed more teamwork than days and evenings. 

How does it vary with the size of the unit? We studied 53 units in four hospitals. The larger the unit, the less the nursing teamwork. This is a shift report that shows the red are RNs and the blue are nursing assistants. You can see that the NAs are just talking to each other. If there is a shift report for the NAs, a lot of times they do not get a report at all. How can you have teamwork if you do not come together and huddle in the beginning of the shift, to decide who is going to do what, and so forth. The one on the left was before they changed to everybody working 12s. It reduced the number of interactions. There is still a huge interactions that nurses have, because the staff is so large. 

Does nursing teamwork predict job satisfaction and occupation satisfaction? Yes. The more satisfied, the higher the teamwork score. The more satisfied with being a nurse or an attendant, the higher the teamwork score. The more likely to leave, the lower the teamwork score. 

What are we going to do about all of this? I have solutions identified in these categories, staffing, culture and leadership, teamwork, patient engagement, technology systems, measurement, and unit design. 

Staffing levels did predict nursing teamwork, but we had three measures of teamwork, how many patients did you take care of on the last shift, what is your perception of the adequacy of nurse staffing, and the actual hours per patient day _____ [00:35:17]. All of them said that teamwork is higher when staffing is better. In this one, controlling for CMI and bedside, the higher the HPPD, the higher the teamwork. The higher the skill mix, the higher the teamwork. An overall model accounted for 33% of the variation in teamwork. 

Then there is culture and leadership. Culture is everything, that work focuses on prevention, not punishment, building a culture of safety, and getting away from the culture of blame. Rarely do nurses discuss the fact that they were not able to get X, Y, and Z done in a given shift. That needs to be acknowledged and not punished. This is the same as the overall safety movement. There should be a focus on team culture and open dialogue about these issues. There should be structured protocols in doing some of that. Do not interrupt during medication administration. These are just examples. You can standardize communication processes, such as shift reports. 

We need a cultural norm, and I like this, no innocent bystander culture. If you walk by a room, another staff member is in trouble, and you do not stop, you are just as culpable. Everybody on the team is responsible for what everybody does. That mindset is not always there. People say they did their patients and that is the end of it. That is not the end of it. A survey from the Administration of Safe Medication Practices found that 40% of clinicians have kept quiet or remained passive during patient care events, rather than question a known intimidator. Almost every unit that I have worked with as one or two intimidators. Nurses have trouble dealing with that. 

There should be strategic planning to get a safe culture. That is the goal, a safe and quality culture. You should use transformational leadership versus transactional, involving the staff in decisions about care. 

Which team made the most mistakes? The team that did not work together, but was rested. It is the team that worked together but was exhausted that made the least overall number of mistakes as a team. Individually, they made more mistakes. The team members caught those mistakes. In this Swiss cheese model that we all know, mistakes are made because other team members did not catch the mistakes. In a systematic review of 28 studies on the impact of team practice on clinical performance, we found that every study reported at least one significant relationship between team processes and performance. 

This study we did a while back showed that increased teamwork caused decreased patient falls, decreased vacancy, and turnover. The problem with that is that it was a very time intensive intervention. We developed teamwork tactics more recently, which are designed to increase teamwork and decrease missed care. We trained the trainers and we developed scenarios that are typical to teamwork in the hospital. The closer you get it to what the people being educated are familiar with, the more impact it has. That is one of the reasons this is working better than _____ [00:39:31], because this is about issues on the patient care unit and it is shorter in time. 

These are the results of the study that we did, testing this. You can see that teamwork went up and missed care went down. The critical success factors of that are the trainers staying on the unit. They become part of the resource for the unit. We did it this way. The trainers did their training in four short sessions of one hour each. We have added a follow-up lately. As I said, we used real life scenarios that we developed. They role played them out and debriefed. It makes for transfer of training more likely to occur. Role playing gets them engaged. Training took place in small groups. That was the only way we could manage getting them off the unit for the training of one hour each. 

Team training is essential, but it is not enough. That team training will not yield the desired outcomes alone, unless the organization is aligned to support teamwork. Teamwork accounts for 20% of team performance variance. The other 80% are organizational systems. 

This is one example of patient and family engagement, liberal visitation and interdisciplinary rounds at the bedside. These are strategies including families in the rounds and permitting patients to read and write their own healthcare record. There is trading shift report at the patient’s bedside and putting a patient care advocate on the healthcare team. There are patient counsels and committee members. 

The design has to be smaller. It does not have to be, but it is almost impossible to get teamwork with the size of the teams that we are dealing with. A lot of our new hospitals have enormous space, particularly in maternal/child. There is enormous space, but the problem with that for nursing staff is that they do not see each other. They do not run into each other. They cannot get help from one another. 

There are system solutions. Humans are viewed as valuable and errors can occur, even in good organizations. The only thing to do is ask why it happened, not who is to blame. If you blame people, just like the patient safety movement, they will go underground. There is the human factor principle of not relying on memory. Simplify and _____ [00:42:21]. Put checklists and protocols into place. I had a doctoral student who studied the impact of a to-do list or activity list on missed nursing care. He found that when they used those, they missed less care. 

Technology is really coming along. There are electronic reminders, mobile technology, and wearable technology. There is co-browsing and desktop sharing. There is white-boarding, decision support, video conference, and tracking devices. Those are just some examples. 

You need to measure, because you cannot use information you do not have. That measurement needs to be in the process. I just finished this book. It was the result of my Institute of Medicine year in DC. I reviewed as much as I could, studies that show what nurses do and what the impact is, as well as what the reasons for them missing care might be. To blame the nurses is the wrong thing, obviously. Nurses want to do a good job, as I said earlier. They are more satisfied when the do complete care. That is because of all the things we talked about, compassion, fatigue, and all of those things. The challenge is to work with them to have better teamwork and use the technology and other aids we can use, to set up a system so that it is harder to miss care than to do it. 

I did a study recently. I call my intervention teamwork tactics. I showed you what we did with that. I think it was pretty successful. I hope to be repeating it soon. 

What questions do you have? 

Unidentified Female:     Thank you Dr. Kalisch. That was great. Can you go back to the question slide please? 

Beatrice J. Kalisch:     I think I can. 

Unidentified Female:     There we go. We will just leave that up during the Q&A. I would like to thank you so much. That was a great presentation. I noticed a lot of our audience joined us after the top of the hour. I want to let you know that to submit a question or a comment, please use the Question section of the GoToWebinar dashboard. That is located on the right hand side of your screen. Just click the plus sign next to the word Questions, submit your comment or question. We will get to it in the order that it is received. I do see a few people leaving the call now. If you are doing so, please wait just a moment while the feedback survey pops up on your screen. We do look very closely at your responses. It helps us to improve presentations we have already given, as well as new ideas for other sessions to support. Beatrice, you can go ahead and dismiss those reminders if   you would like to. 

We have a lot of people writing in, saying thank you so much. This was an excellent presentation and they cannot wait to share it with their colleagues. This is the first comment that came in. this was toward the beginning, an observation or comment related to most missed care items and the least missed care items. I feel items may play to the _____ [00:45:58], or HCHAPS items. Thank you for that comment. 

Beatrice J. Kalisch:     Do you want me to respond? 

Unidentified Female:     Sure, if you have a comment. Go ahead. 

Beatrice J. Kalisch:     That is true, just like I think the fact that the nursing assessment at the beginning of the shift is not missed as much, because it is so apparent when it is not missed. We all are going to prioritize those things which are being evaluated or seen by others. I think that is a normal human reaction. Sometimes the way we handle _____ [00:46:39], and other patient satisfaction data, is to beat up the people on the unit of the month that do not do well. That is not an effective strategy either. I am aware of that, and I think we need to consider not approaching it that way, but approaching it as how we can work together to improve the situation. 

Unidentified Female:     Thank you for that reply. I see a number of people writing in asking if they can get a copy of this great presentation. You already have access to a copy. You received a reminder email four hours ago from HSRND Cyberseminar, the same email you used to enter today’s session. If you look, there is a link to download today’s handout. Go ahead and refer back to that. This is the first question we have. Why would failure in mouth care result in a pressure ulcer? 

Beatrice J. Kalisch:     As people do not eat, they get malnourished. 

Unidentified Female:     Thank you. Go ahead 

Beatrice J. Kalisch:     I was surprised at some of the findings. This is based on research that has been done. 

Unidentified Female:     Thank you for that reply. Let me read through this quickly. This is a fantastic webinar, and I need to use many of these for supports of initiatives we currently have underway. I would like a copy of the slides. Once again, for all of you looking for a copy of the slides, the link is in the reminder email you received. Thank you. 

Beatrice J. Kalisch:     You can also contact me for copies of all three tools. I just ask that you share the data with me, so I can continue to do the psychometric analysis of the tools, to see that they are performing appropriately. There is no charge. I am delighted to have you use the tools. 

Unidentified Female:     Thank you. You will receive a follow-up email with the recording link. If you go to that link, there will also be a copy of today’s slides. We have it accessible in many ways. 

Beatrice J. Kalisch:     Do they have my email? 

Unidentified Female:     Not on this slide in particular. I have access to it right now. I will put it up on my screen. Give me just one moment please, ladies and gentlemen. We want to make sure you have a way to contact Dr. Kalisch. Sorry about this. 

Beatrice J. Kalisch:    It is lowercase, no space, B and my last name, K-A-L-I-S-C-H, do not forget the C, at _____ [00:49:54], which is short for _____ [00:49:55] Michigan, .edu. 

Unidentified Female:     Thank you. I will be putting that up on the screen while you answer the next question. I am not sure if I missed this. Was there any look at effect on documentation? 

Beatrice J. Kalisch:     Documentation is gobbling up more and more time. I think it is a real problem. I have documentation missed as one of the elements of care. It does not come up, as you can see, as the most or least missed. I need better technology to capture what nursing staff does, so that we do not have to document everything. We have been working on that for 30 years. I am not sure where we are going to wind up with that. It is a problem. They do document. Interestingly, when I compared the managing staff to the nursing staff, the managers identified more missed documentation than the staff. I hope that answers your question a little bit. 

Unidentified Female:     This is the next comment. This is an excellent presentation. I would appreciate a reference list of the studies presented if one is available. If you want to create that, I will be happy to add it to the handout archive that people can get. Would you rather people contact you offline? That is an option as well. 

Beatrice J. Kalisch:     Either way. I am sure I have one. My book has a lot of this, all the references. It just came out, so it is pretty up-to-date. 

Unidentified Female:     I think that is a great way to go about it. Let’s send people to your book. 

Beatrice J. Kalisch:     It is being published by the American Nursing Association. 

Unidentified Female:     Do you see a relationship between falls with injury and staff levels? 

Beatrice J. Kalisch:     I did. I found that the mediating factor was missed nursing care. That means that what is actually happening in the relationship between levels of staffing and patient falls has to do with nurses not doing certain elements of care. 

Unidentified Female:     Thank you for that reply. This is the next question. There was a shift from an apprenticeship model of education to an academic model. Do you think the inability to comfortably do the job of a nurse has anything to do with the missed care? 
Beatrice J. Kalisch:     Do I think one of the reasons might be that the nurse does not know how to do it? I am not sure I understand the question. 

Unidentified Female:     That seems to be the question, yes. 

Beatrice J. Kalisch:     Their education did not prepare them to give baths and all of that? Is that what you mean? 

Unidentified Female:     I do believe so. I believe they mean the switch from the apprenticeship model to the academic model. 

Beatrice J. Kalisch:     The apprenticeship model has advantages. It also has a lot of disadvantages. In the long run, the nurse who has an academic preparation and a scientific background can go further with their work. I do not think that is a major factor. 

Unidentified Female:     Thank you. This is the next comment. I think there is a tremendous value in doing bedside report, so that the patient also hears communication between the nurses. 

Beatrice J. Kalisch:     Absolutely. There are studies that have validated that, I believe. I put all of that in my book. Interdisciplinary rounds have resulted in better care as well, like removing the Foley in a timely manner, all of those things too. There are beginning studies, but we need more studies. If any of you are researchers or can participate in research, there are a lot of studies that need to be done. _____ [00:54:39] chief financial office. We just need more staff. They do not get reactions because they have not given data to substantiate. If they can say they need more staff because they are not getting these things done, and these things not being done result in this for the patients. I really think that if we had more up front nursing, if you will, while the patient was with us in acute care, we would have fewer readmissions and fewer complications. Overall, the savings would account for the increased staff it would take to get all this done. 

Unidentified Female:     Thank you. This is the next question. Do you think, in the near future, that there will be a way to integrate nursing care to reimbursement? What is a good incentive to prevent omissions of nursing care? 

Beatrice J. Kalisch:     We have tried for years to cost out nursing in the acute setting. I do not personally think that is going to happen, because we are talking about nursing and the other people in the interdisciplinary team who are on the team. I think the team is the way to go. They just released a study at ILM that showed that teamwork is not high enough to avoid misdiagnosis. I was in Washington for this committee. First, they said nurses could not help with diagnosis. I said they could, and the studies are going to show that when there is teamwork involved in just deciding what is wrong with the patient, you will get higher quality care. I think the answer is to engage the team together. 

Unidentified Female:     Thank you. This is the next question. Did you find any helpful tools that were used to increase mouth care provided to patients during your study? 

Beatrice J. Kalisch:     No, I have not run into any specific tools. I do know that nurses do value it, and patients value it. Nurses would say to me, “When I have a code, and this and that, I am not going to do mouth care.” I understand that. I think that the value of mouth care has been lost by nurses. The patients really value it. In all the interviews with patients, they said they hand you a toothbrush and toothpaste when you come, and they do not check to see if they did it or if they have problems with it, if I need equipment or whatever. I think we could do better. I know we could do better with that. It might be a patient satisfaction intervention. 

Unidentified Female:     Thank you for that reply. This is the next question. You spoke about checklists. Do you mean that every task should be on a list? 

Beatrice J. Kalisch:     I do not necessarily like checklists. I have studied this in the operating room. After a while, it is all nice and people are not really thinking. They are just checking off the boxes. I do not know that this is the answer, although it can be helpful in certain ways. As you say, you put everything on there and you have to check everything off. I think everything we do that causes the nursing staff to have to do more documentation, needs to be really scrutinized.

Unidentified Female:     Thank you so much. This is the next question. Do you have data related to missed care and aggressive patients? We are doing a workplace violence study and hear multiple comments from staff that they “avoid” patients that are aggressive.  

Beatrice J. Kalisch:     That is interesting. I have not run into that finding. That is interesting. That is becoming more and more of an issue. I can see the trend line with that just in reading. I do not have anything about that, but that could be a reason. If they are afraid of the patient, that would be a reason that should be considered. I do not know how big of a reason that would be. 

Unidentified Female:     Thank you. This is the next comment. I am intrigued about the relationship of missed nursing care and moral distress. Would you have any research regarding personal inventory values of the nurse correlating to professional accountability? 

Beatrice J. Kalisch:     I have not done that great study. I did not find anything like that in the literature, so do the study. 

Unidentified Female:     Thank you. This is the next one. Have you considered using the Nursing Cultural Assessment tool in your studies?

Beatrice J. Kalisch:     I considered it briefly, but I have not done it. It is just like everything else in life. When you are doing research, you have to prioritize because the longer the data collection, the lower the response rates. 

Unidentified Female:     Thank you. What were some of the leadership strategies to promote a culture of teamwork? 

Beatrice J. Kalisch:     They need to be trained on what they should see, what it looks like. We need a study that shows what teamwork looks like. I do not think that all managers and other leaders know what to assess. They mostly look at it and think it is people helping each other. That is not the whole thing. They do help each other, but it is like the handwashing example. Nurses do not feel responsible for their team members washing their hands or not. That is a good example. 

They do not feel responsible for other things that the other nurses are doing. They just go in the hall and say the nurse is awful, and never tell them. They never meet with them and talk to them about it. That is part of the responsivity of every nurse, to help the other people do a good job. We all need help. Nursing is not a solo occupation. Because of primary care, I am afraid we have really emphasized the patient as belonging to one nurse as the best thing. Actually, no one nurse can care for a patient solo. I think the whole primary care movement has replaced something called team nursing back in the 1980s or 1990s. We did an article on this in HAN. It takes the mindset that no one nurse or nursing aide can do everything that the patient needs, or can know everything. That is not in the culture. It needs to be. 

Unidentified Female:     Thank you for that reply. I know we are at the top of the hour. I would like to capture the rest of the Q&A on the recording. Are you able to stay on Dr. Kalisch, and answer the remaining questions? 

Beatrice J. Kalisch:     Yes. 

Unidentified Female:     Thank you. If any attendees need to drop off, the feedback survey will automatically populate on your screen if you wait one second when you leave the meeting. Please do look closely at the questions we ask and answer those few questions. We do take your opinions into account. Thank you. This is the next question. Thank you for the most insightful webinar. Could you expand more on changing the culture? What do we, as nurses, need to do? 

Beatrice J. Kalisch:     The first thing is to decide what your culture should be. What is your vision of what this unit should be like? I would be happy in two years if this unit did X, Y, and Z. You have to clarify in your mind what it is that you are going after. Then you break up the objectives. In breaking down the objectives of missed care, what are the contributory factors on this unit to missing care? What can we do about these? It is a culture of everything. It is elusive. It is difficult to measure. You know when you work in a place what the culture is. You know what is acceptable. You know the way they do things around here. It does not take more than a week or two to pick that up. It is not an easy process, but it is everybody deciding what will be, and systematically deciding what the goals and objectives are to get there. It is a strategic plan, in other words. 

Unidentified Female:     Thank you. How much has nursing administration and management find your study beneficial for their organizations? 

Beatrice J. Kalisch:     There is a lot of interest in this. I have presented it to lots of big audiences. AONE, the American Organization of Nurse Executives for example. They are really interested and perplexed as to what to do in some cases. They are working on it. Things have changed because in my 14 hospitals, they have done things to remedy the problem, like ambulation in one hospital. They have increased it. They have all kinds of strategies to increase the ambulation. I think that nurse executives are interested and try to use this information. Not everyone _____ [01:06:01]. 

Unidentified Female:    Thank you. We just have about half a dozen questions remaining. We have three hospitals in our city that would like to conduct collaborative interventional research, either replicating or modifying one or more of your studies. Is writing to you the best way to receive permission to use your instruments? We certainly would credit you and would be willing to share the aggregate results. 

Beatrice J. Kalisch:     Yes, you can just write to me and I will send them off to you. I will be delighted. I want to keep track of what you are doing. That is great. I am doing that in certain cities, in Evanston, Illinois and others. People have conducted me and I have helped them set up studies, and to measure the results. I am happy to help. 

Unidentified Female:     Thank you. Do you have any data regarding missed nursing care in teaching hospitals versus non-teaching hospitals? In other words, is there an association between physician involvement as a team member and missed nursing care? 

Beatrice J. Kalisch:     I compared the teaching hospitals with the non-teaching hospitals in my data set. I found no significant difference. Physician involvement has not been measured either. That would be a good study, to see the extent of physician involvement and impact on missed nursing care, but I have not done it. I do not know anybody who has. 

Unidentified Female:     Please emphasize that prior to or at the initiation of antibiotic therapy, the nurse should remind physicians to order probiotics to avoid diarrhea, thus avoiding a host of skin care problems, as well as electrolyte imbalance. 

Beatrice J. Kalisch:     What is the question?

Unidentified Female:     I think that was them emphasizing it themselves. 

Beatrice J. Kalisch:     Right. That is a very good point. This is our responsibility, doing that. Physicians are responsible for knowing, but we are all a team. The best care is going to come out of a team together. 

Unidentified Female:     Thank you. Is there a study regarding missed care in the ambulatory care setting? 

Beatrice J. Kalisch:     Not that I know of, but I am working with someone who _____ [01:08:48]. I have not heard about that lately. That was in Illinois or something, to revise it for the ambulatory setting. They would change the tasks and do that. I think that would be really important. 

Unidentified Female:     Thank you. If anyone still needs a copy of the slides because you did not have the link in your reminder email, you can type in your email address to this question section. I will send you a copy after the presentation. This is the next question. I learned at the NACNS conference that SON no longer teach how to perform ADLS, thus new grads do not see it, feeding patients, bathing, ambulation, as “their job.” 

Beatrice J. Kalisch:     Right. It is a problem. I just did work with a children’s hospital in Kansas City. They have this back to basics program because they were finding that these things were not valued or completed. That was part of my motivation in doing this. You will see the studies that have been done. They say it really is important. You can see the gap of studies that need to be done, for example, on the impact of bathing or not. Is that really necessary? A lot of people would say that is just fluff. In fact, it might result in better sleep. It might result in fewer infections. We do not know the answers to this. We need to do the studies. I think that for new students coming out, if that is their attitude, it is part of engulfing them in the culture and saying, “This is how we do it here.” It is just as important. 

Unidentified Female:     Thank you. 
Beatrice J. Kalisch:     This back to basics thing keeps coming up. Nurse administrators want to do something to _____ [01:10:58] care providers. 

Unidentified Female:     Thank you. The last people are wondering if this will be accessible after the session. Yes, this session has been recorded. You will receive a follow-up email with a link leading directly to this recording, as well an archived version of the presentation slides. Please keep your eyes peeled for that. Thank you. A lot of people have wanted to say thank you so much and that this was a wonderful presentation. They cannot wait to share this with their colleagues. Thank you very much. For everyone who has written in their email address, have no fear. I have collected it and you will receive a copy of the slides after the presentation. At this time, I am going to close out the meeting. We have one more question that came in. Dr. Kalisch, do you think that nurses should have remedial back to basics training? 

Beatrice J. Kalisch:     I do not know the extent. It is hard for me to voice. I do not know how. I do not think the value it. I do not know what is going on there. _____ [01:12:24] going to do these things, like the ambulation thing in this one hospital. They just turned it around by emphasizing that this needs to be done, and these are the outcomes if they did not. You might not see them while the patient is still here, but the patient will experience them after discharge. This will elevate the cost of healthcare in our country, and so forth. 

I do not know the answer to that. It may be something like that, a campaign. I just think we devalue those things. It is just nursing. Other people do. I spent half my career studying the image of the nurse. Nursing itself and people outside of nursing do not value the impact of nursing care. That is what I said in my book. It does make a difference, a huge difference. 

Unidentified Female:     Thank you for that reply. We have one comment. We are currently conducting a missed nursing care study on oral care. If anyone is interested in collaborating or seeing the results, you can email me. My name is Diane Baker. You can email me at DIBaker@CSUS.edu. Thank you for making yourself available. This is the final question. Kindly expand about white-boarding please. 

Beatrice J. Kalisch:    That is a board. A lot of hospitals have them. It is on the wall in the patient room. They can be in the nursing area. One of my hospitals did this thing to enhance teamwork. They had red, orange, and green tags. They had their names up on the white boards. They put the color up with stickers. I do not know if that was a white board or some other kind of board. When it was red, everybody on the team could see that the person was really in need of help, without having to communicate it in other ways. 

The white board in the room should have the patient’s name and who is taking care of the patient, so the patient knows who their providers are. In terms of engaging the patient in care, it could have a list of the things that need to happen that shift. The patient will remind the providers. A lot of things could go on there. It should be kept up-to-date, obviously. In most places that have this, they fill it in at the first of the shift and update it frequently. They erase it and change it. 

Unidentified Female:     Thank you so much Dr. Kalisch. This has been a fantastic presentation. We are very grateful for you taking the time to address _____ [01:15:29]. Everyone can see your book. That is up on the screen, available at NursesBooks.org. Please check that out for further information. Dr. Kalisch, do you have any concluding comments you would like to make? 
Beatrice J. Kalisch:     I really enjoyed it. I hope to meet up with you in person on some of these things. I am speaking at the Magnet Conference. If any of you are there, maybe I can talk to you. 

Unidentified Female:     I also want to thank our attendees for joining us. That was a great presentation and a wonderful Q&A. I am going to close out the meeting in just a moment. Please wait just a minute while the feedback survey pops up on your screen. Take just a moment to fill out those few questions. Again, we look very closely at it and hope this will improve presentations we have already given, as well as ideas for new sessions to support. Thank you everyone. This does conclude today’s HSRND cybersminar. Have a wonderful day. Thank you again Dr. Kalisch. 
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