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Introduction

When a child is ill, it can cause untold worry on parents.  When unable to care for a child at home, one place parents take their child is the emergency department.  According to the National Center for Disease Statistics, 45.6 percent of disposition of emergency visits ended with the patient being referred to another physician or clinic (Center for Diseases Control and Prevention [cdc], 2007).  One of the most frightening, and most common symptoms for children is fever.  If their primary healthcare provider isn’t available, which is normally the case after 5:00pm, the emergency department is often where parents choose to take their children.  4.4 percent of reported symptoms are fever.  This is the third most prevalent symptom stated (cdc, 2007).   In fact, in 2006, 28.2 percent of children under the age of 6 had one or more visits to the emergency department (ED), which is the second higest demographic of age groups utilizing the emergency room.  Children 6-17 made up 17.9 percent, and those aged 18-24 made up 24.9 percent.  The children 6 and under came in second only to those age 75 and over (28.9 percent). (cdc, 2007).  
In sum, the data demonstrates that a significant percentage of people are referred to other clinics and physicians from the emergency room (the prevalence of fever being one of the main presenting symptoms).  It also shows that a disproportionately high number of children under the age of 6 (as compared to other age groups) have visited the ED.  This data gives us reason to further investigate fever presentation and appropriateness of parental action regarding fevers in their young children.

Literature Review


To assess this potential problem further, we performed a literature review on the topic. We came across the term “fever phobia” repeatedly and found that a doctor had coined the term two decades ago. The term “fever phobia” represents a set of attitudes that parents have about febrile children who otherwise do not have any other illness threats (Schmitt, 1980).  Recent studies have shown that ‘fever phobia’ still persists and many parents still consider a fever to be harmful (Crocetti et al. 2001). 

On the contrary, a considerable body of evidence reveals that a fever that is mild or moderate can be beneficial.  A fever is a physiological response that stimulates the body’s inflammatory defenses to fight off infection. It is an adaptive response, because an elevated temperature slows down the growth and reproduction of microorganisms (Broom, 2007).  But even with such evidence, many parents still do not know what to do because they receive conflicting information from multiple sources, such as the internet, trial and error, peers, own mothers, and doctors (Walsh et al. 2008).  Fortunately most caregivers seek doctors and nurses to be their primary source for information about fever (Crocetti et al. 2001).  Thus, healthcare providers and health facilities are in a unique position to make an impact on parental understanding and correct management of fever. 

Despite the fact that many studies have shown that misconceptions about fevers still remain, few educational interventions have been implemented (Walsh et al. 2005). Parents who still remain confused about their child’s fever tend to use the healthcare system frequently, and often unnecessarily. This in return leads to less time for other patients. In order to prevent this from happening, it is apparent that interventions need to dispel misunderstandings about fever and encourage appropriate management. Accurate and consistent information/education should be available for consumers.  This has direct implications for cost-effectiveness and timely use of services as well. Consumers expect their information to be accurate and reliable, thus improving quality care. 

In the initial stage of our assessment, we decided to interview workers in the healthcare field as to what current medical problems should be addressed.  As perceived by staff members at Mary Bridge Children’s Hospital, there are too many children presenting to the emergency department with fevers of unknown origin (FUO) and other fevers that could be managed at home or by their PCP, rather than depleting ED resources.  It was suggested that there could be a knowledge deficit among parents regarding how to appropriately respond to and manage these fevers. 

The manner in which we first came upon this issue was through interaction with the nurses on the Medical Surgical unit at Mary Bridge Children’s Hospital.  LaLine, who is employed at Mary Bridge Children’s Hospital, was discussing potential ideas for our change project when two registered nurses and one licensed practical nurse indicated that there seems to be a lack of knowledge related to fever management among parents.  The staff mentioned that many parents present to the emergency room with their febrile children who otherwise could be managed at home.  LaLine was referred to Mary Bridge’s ED to confirm whether the staff in the ED felt that it was, in fact, an issue.  The charge nurse was interviewed, and she too agreed that this issue was pertinent.  However, she stated that an intervention would be most beneficial if it was implemented at a different location, such as the maternity unit.  Her rationale was that “the ED is the end point”; meaning that fever management needs to occur at home or in the primary care facility before using up resources and time in the ED.  She further explained that parents need to be educated on what constitutes an emergency fever versus a fever which can be managed at home or in the clinic.

The subjective observations from the Mary Bridge nurses on both the Medical/Surgical and Emergency Departments, as well as our literature review, gave us reason to pursue the issue further.  Although subjective observations (from the nurses mentioned previously) lend the problem to knowledge deficit among parents, we realize that this may not be the ultimate cause of presentations in the ED and that further assessment is needed to determine a causal relationship in this particular situation.  


After conferring with our instructor, it was determined that we would assess the discharge teaching of the mother baby units at both St. Joseph Medical Center and Tacoma General.  Charge nurses on these units were our target interviewees.  This is a convenience method of sampling in which we chose nurse leaders/managers from the units to inform us about fever resources and education on their units.  At St. Joseph’s, the two charge nurses were interviewed.  At Tacoma General two nurse managers, who operate as both as charge nurses and nurse managers, were interviewed.    


Ilia and Rose obtained written permission from the Clinical Manager at St. Joseph Medical Center to interview the two charge nurses on the Mother-Baby Unit (MBU) (Appendix A).   Ilia and Rose were able to interview Darlene Salazar, and Wendy interviewed Anne Orth.  


During the interview of Darlene, Rose and Ilia were provided with a discharge packet, which objectively states what the discharge education criteria are. This packet is given to all new families upon discharge from the hospital.  The packet includes two important forms; the ‘Discharge Instructions, Newborn’ form and the ‘Discharge Instructions, Post-partum’ form (Appendix B). The discharge instructions highlight everything that is to be taught during the discharge teaching process, with the parents being encouraged to “read everything on the paper, ask any questions or ask for clarification, and sign that they understand the material” (D. Salazar, personal communication, October 7, 2008).  The following is what is included in these forms regarding the infant’s temperature:
Temperature
- Hold thermometer under the arm directly against the skin. Normal range is 97.6º-99.9º

- Notify your Health Care Provider if temperature is above 100º or as instructed by that Provider. 

Symptoms to Report to Your Health Care Provider
- Temperature below 97.6º or above 100º (Appendix B)
The following topics are also included in the newborn discharge instruction form: dressing, breast-feeding, formula feeding, burping, temperature, bathing/cord care, car seat, safety, elimination, newborn jaundice, and symptoms to report to your health care provider. Amongst all these topics, temperature/fever is only mentioned briefly.  While showing us this discharge material, Darlene agreed that a more obvious pamphlet regarding fever management might be a helpful addition to the discharge packet.  


Another tool available to new families includes an informative DVD that the family is required to watch before discharge from the hospital.  The DVD is called “Baby’s 1st Months: What do we do now?” and has a running time of 85 minutes, covering a wide range of topics regarding the care of the newborn.  Temperature and fever are covered briefly in this 85-minute DVD. The DVD provides a list of signs of illness. It states that a sign of illness is “a temperature taken under the arm that is greater than 99 degrees,” but this is listed as the fifteenth topic compared with other signs. There is also another section in the DVD called “taking temperature.” This section teaches how to take a newborn’s temperature in two methods, axillary and rectal. The DVD states that the normal axillary temperature is 97.6º but can range from 97.6º up to 100º. Overall, the DVD provides a vast amount of information in a short amount of time. In addition, Darlene stated that, although the viewing of this DVD is required for all new parents, it is not easily enforced.   


Darlene also pointed out that the discharge teaching provided was dependent on the nurse teaching, and his/her points of emphasis.  Because the discharge teaching didn’t have specific requirements, only an outline of information, discharge teaching wasn’t standardized.  Hence, “fever management could easily be glanced over or even skipped during that actual nurse-to-patient teaching in the hospital.”  Rose asked if it may be helpful to hold a nursing staff meeting in order to standardize discharge teaching.  Darlene thought that this was a good idea and is considering follow-up.  Darlene also confirmed for us that all babies discharged from the hospital were required to have a primary care provider who they could contact. This is a valuable resource for questions (D. Salazar: personal communication, October7, 2008).


The other charge nurse, Anne, was interviewed as well. She informed us that the teaching is very adequate, because the discharge instructions are patient-centered. They provide specific discharge instructions for both the mother and the newborn. She did mention that although the discharge teaching provided by the nurses is sufficient, often the receiving end (the parents) do not always absorb the information. 


Anne also agreed that additional fever information would be beneficial, however she further stated, “we cannot give medical advice, but we can tell parents what is normal” (A. Orth: personal communication, October 14, 2008). It was once again confirmed that it is a requirement that all newborns have a primary care provider. Interestingly, Anne pointed out that, although all mothers and newborns have a primary care provider, often most do not go to pediatricians. She believes it is more beneficial for newborns to have a pediatrician rather than a primary care provider.  She believes it is more beneficial for newborns to have a pediatrician rather than a primary care provider because it is more specialized care, and pediatricians can provide specific teaching for children of all ages. 


We found plenty of research supporting Anne’s suggestion about the quality of pediatrician follow-ups rather than PCPs. One particular article compared the practices between pediatric physicians (PPs) and emergency physicians (EPs) in managing febrile children between 3 months to 36 months of age (Seow et al. 2007). It demonstrated that PPs have a higher compliance with existing practice guidelines on treating febrile children than EPs, which results in better outcomes (Seow, V. K. et al. 2007).  The usefulness of this article illustrates that a pediatrician will have more accurate information for young children versus a general practice physician. In addition, follow-up with pediatricians is more beneficial to new parents and ensures that they will receive more accurate information.  

Anne also believed that additional fever information would be “beneficial for parents in caring for their newborn now and in the years to come” (A. Orth, personal communication, October 14, 2008). However at the same time she was hesitant on providing information on how to manage a fever in newborns because they are such a delicate age group. 
 
LaLine and Rency were able to interview two nurse managers/charge nurses of the Mother-Baby Unit at Tacoma General Hospital, part of the Multicare Health System. These two nurse managers operate as both charge nurses and nurse managers on the unit. They read over the front page of the PLU HPRB packet and verbally agreed to the terms; however one of them wished to remain anonymous.  During the interviews, both nurses provided very similar information regarding their discharge teaching to mother or parents regarding fever management of their new infant.  Vawn Parker, CNM RN, was adamant that fever education is “very important to the nurses on Mother/Baby” (V. Parker, personal communication, October 6, 2008).  She also corrected our misconception that high fever is the problem, when in fact she suggested a drop in body temperature was a bigger problem in the neonate.  Temperature information is elaborated with the infant having a low temperature since it is very easy for the new infant to lose heat.  

According to the interviewees, during discharge, all of the mothers and/or parents are given discharge teaching personally by the nurse and through reading materials given to them to take home (V. Parker, personal communication, October 6, 2008).  The nurse discharging the mother and baby personally goes over a discharge sheet that includes safety, care, signs/symptoms of illness, and an acceptable temperature range of the infant (Appendix C). 


This sheet does not contain information regarding what to do in case the infant acquires a low or high temperature, but the nurses are required to elaborate each of the elements on the sheet including if the infant were to have an abnormal temperature reading.  Parents are also given a thermometer and notebook that includes other handouts regarding safety and care for the infant.  In these handouts, fever management and temperature information are mentioned twice.  The handouts include information on how and where to take the infant’s temperature, the acceptable temperature range, infants regulating their body temperature, and tips on how parents can help regulate their temperature (Appendix C).  Parents are also required upon discharge to view a video that includes more safety and caring information of the new infant.  Upon viewing the video, we noted that fever information was addressed 17 minutes into the video after a variety of other topics. 

Upon discharge it is also a requirement for parents to have an appointment set up with their primary care provider.  It is up to the parents if they want to switch providers, but upon discharge, they are required to have an appointment scheduled.  Should families arrive without a primary care provider, they are given a list with option of ones to choose from.  They are supposed to be educated on when to call their PCP as well as being informed that every PCP has 24-hour on-call services.


Vawn Parker stated she would write a letter of permission as required by Dr. Schultz upon reading the paper and approving what we write up.  She stated that discharge teaching and fever management is a very important part of the workings of her unit.  She went on to tell us that TG goes out of its way to make sure their families leave with all the information necessary to have healthy and successful families.  It was clear that Vawn did not want us portraying TG in a negative light.  
Analysis and Synthesis of Data


Gaps



In analyzing our assessment data, we have discovered many gaps. Because fever is a symptom, and not necessarily a disease, it is not tracked by governmental agencies, making it difficult to gather data.  Also, there is no data in which we can review patient satisfaction or feeling of understanding regarding the discharge teaching done.  There is no way to know about whether or not the patients actually go to their mandatory follow-up appointments with their PCP.  We also lack numerical data regarding how many patients have a pediatrician versus a regular PCP (Anne stated that “most” have no pediatrician).  

Based on our collected data, it would have been beneficial to track where children are scheduled for their follow-up visit (including whether PCP pediatrician), and confirm that they actually went.  However, this would require allocating staffing and resources to track this information and follow-up.  The nurse managers, unit, clerk, or staff nurses would have to perform this task.  There would also have to be a database set up to track this information.  Funds would be taken from direct patient care requiring the salary budget to be re-dispersed incorporating these additional requirements.  Although this intervention would be excellent in determining follow-up and assuring proper education, it is unrealistic for us to do with in the scope of our project and considering the willingness of employees to implement this.  


Objective and Subjective Data
During the interviews we gathered both objective and subjective data regarding information provided for parents upon discharge from the MBU at St. Joseph.  Objective data included contents in the discharge packet (and the lack of an obvious pamphlet), the DVD, and the policy that a PCP is required upon discharge.  Additionally, the cdc data referenced previously is objective data.  The actual discharge teaching done by each nurse is subjective.  The viewing of the DVD by family is also a subjective issue, considering that the viewing requirement is not enforced.  Finally, any opinions and observations offered to us from the two charge nurses is subjective information.

Driving and Resisting Forces

A major resisting force of our assessment was the lack of support from Tacoma General.  They were defensive from the beginning of our assessment.  We were able to garner interviews and to learn about their discharge system and teaching.  However, the nurses emphasized that information was adequate, and there was no need for improvement.  During the interviews, they discouraged us strongly from attempting to add any extra information. They came from a defensive standpoint, stating that everything was adequate.  This presented a potential source for bias in our interview, because they were concerned with their reputation and wanted to avoid any assumptions and/or accusations implying that their protocol was less than adequate.  They were avoiding anything that seemed like it may be threats to their repuation.These nurses were extremely unsupportive and in no way wanted to portray Tacoma General MBU as anything less than stellar.  This made the data from our survey of TG suspect due to the bias of the nurses and the lack of trust between us and the staff.  It was also difficult to receive any information regarding standardized teaching of the staff, thus making it difficult to accurately assess.  

These resisting forces outweighed any driving forces. Under these circumstances, we determined that from this point we would focus our project and assessment on St. Joseph’s medical center, which was more open in looking for ways to improve patient teaching.  


In analyzing St. Joseph’s data, we have found that, while there is education regarding temperature in newborns, there is limited objective data to determine if the teaching was effective.  An understanding of the infant’s fever is promoted through several driving forces.  These include the concise information in the discharge packet about how to take the infant’s temperature and instruction to notify the PCP if temperature is above 100°F or below 97.6°F.  

As far as discharge teaching goes, the charge nurses feel that staff nurses are good about presenting discharge materials within the packet.  Therefore, an addition regarding fever information will likely be presented and utilized.  If all goes as planned, individual nurses should also be verbalizing this information to patients upon discharge.  The informational DVD that parents are required to view before leaving hospital is also a useful tool.

Among the nurses we interviewed, there was a difference in willingness to consider areas of improvement regarding temperature education/information.  For example, Anne was more apt to say that the discharge teaching was adequate, while Darlene expressed a more open interest in improving patient care.  As compared to TG, the nurse managers at SJMC were more willing to admit that improvement is always possible and necessary in order to continuously improve patient care.


 Resisting forces are also present, which push against the driving forces for improvement.  As stated earlier, the information in the discharge packet it brief and found among a variety of other topics.  As Darlene pointed out, nurses doing discharge teaching have different styles and different emphasis in their teaching.  It would be easy for fever education to be overlooked.  Upon viewing the video, it also offers very brief information slipped in among various other topics.  Because the requirement to watch this DVD before discharge is not easily enforced, there is no guarantee that the caregivers even view it at all.

According to Rose and Ilia, Darlene stated that she felt patient teaching was adequate, but that there is always room for improvement.  There is always the potential for individual resistance to change among the nurse managers.  Nurses may be selective in their information processing because they feel that their job begins and ends on their floor.  There is also a need for reputation security; understandably, they are careful not to appear that the job they are doing as inadequate.    

In light of all of this data, while we noticed there is a potential for confusion in temperature management of infants, it is difficult to determine the degree to which the perceived problem in the Mary Bridge ED originates from fever education on mother-baby units.  Fever education starts somewhere, and the baby steps we take on these units could be the first steps to solving a larger issue.  On the other hand, the solution is progressive and multidisciplinary.  As the ED nurse said in our initial assessment, the ED is simply the ending point, and that we must intervene at an earlier point.  More assessment is needed to determine exactly where  (meaning in which disciplines) changes would be most effective, but our objective and subjective information indicate that interventions on mother baby units will likely contribute to fever understanding as a whole, and ultimately contribute to the overall goal of decreasing unnecessary presentations in the ED. 

We examined systems theory in relation to our process. The input involves our data collection and interaction during our assessment.  Specifically, our data was collected primarily by key informant interviews as well as observations made (DVD and discharge packet information) and through our literature review and statistical research done.  Our throughput involves our analysis of the data collected and the interpretations that we made using both the subjective and objective data.  Our analysis of all of our available data brought us to the diagnoses listed below.  These represent the problems discovered through our assessment and analysis process.  They are the output element in our systems analysis. This system (St. Joseph’s MBU) is semi-permeable.  It has been willing to allow input from other sources, such as ourselves, and the system can be influence be outside factors.  It does filter materials that it feels are unnecessary or do not apply. 

Deming’s Goals 

Edward Deming, unlike many other leadership theorists, does not provide specific tools for managers to use. Instead his principles, not instructions, empower leaders to find creative solutions or improvements when trying to reach their goals. This is exactly what we found when we used three of his points to explore and analyze our problem. 

Institute training is Deming’s sixth principle (Stanhope et al 2008). This relates to the simple idea that if employees are trained properly than they will perform tasks well. Taking Deming’s approach into consideration, we analyzed how and if training was adequate. From our assessment we discovered that the discharge teaching by nurses isn’t always consistent because much of how the information is presented and what is emphasized depends on the nurse even when all information is in print. 

After considering the discharge teaching process in relation to training we did not find a specific flaw in the nurses themselves, but rather we noted a need for discharge material to be augmented in some way to strategically emphasize on important topics to improve the quality of discharge teaching.   

The standardization of the teaching is not necessarily at its best, because the nurses do not teach the same way and do not cover the same topics. This means that nurses on the unit can be empowered with quality, consistent, and valuable information.  If the nurses are equipped with the highest quality of information than the hospital will satisfy more clients and will have a greater chance of emerging in a competitive healthcare system. At the same time, if discharge teaching is altered to be improved than there will be an opportunity for new skills to be developed and/or refined. 
Deming’s 13th point says to institute a vigorous program of education and self-improvement (Stanhope et al 2008). A program of education and an attitude of continuous improvement among the staff is every bit as important as good people in the right positions.  You can have the best employees, but knowledge is power, and the more knowledgeable your staff is, the more advanced your program will be.

After our assessment it is clear a program of information continuity should be implemented among the nursing staff related to discharge teaching.  This would not only empower the nurses to deliver the best possible and most relevant discharge teaching, it would also create standardization in for the patients.  The information would not be disseminated based on the perspective of each individual nurse, but on hospital policy and continuing education.

Most hospitals, specifically the two that we assessed, have continuing education programs for the staff. Discharge teaching on the Mother/Baby units is a subject requiring continuing education.  As new studies emerge with updated information it is important for the discharge teaching to evolve as well.  In order for this to be implemented it is necessary to empower nurses to seek self improvement opportunities and to be committed to the success of whatever program is put in place.

Darlene’s interview at St. Joe’s relates well to Deming’s fifth point, “Improve constantly and forever the system of production and service” (Stanhope et al 2008). As mentioned previously, Darlene stated she felt the patient teaching during discharge was adequate, but there is always room for improvement.   She also stated St. Joe’s discharge packet did not include any obvious pamphlet regarding fever education, and it would be a helpful addition to the material. Even while the discharge teaching in the mother/baby unit may be adequate to the healthcare staff, a simple pamphlet regarding fever education could be beneficial.  In relation to Deming’s fifth point this may help increase the understanding of fever with the mother/parents, thus decreasing costs, less workload on staff, and unnecessary visits involving fever in the emergency department.   


Another assessment finding we found with St. Joe’s that relates to Deming’s fifth point was the lack of standardized teaching among nurses in the unit.  As mentioned before, each nurse’s teaching is subjective and depends on what they emphasize on in the discharge teaching.  If a standardized presentation of the discharge material were implemented, this would ensure all information was discussed in detail to the mother/parents.  This would make every discharge on the mother/baby unit standardized and thus decrease any missed information during discharge teaching.  

Nursing diagnoses relevant to the problem assessed include:

· Risk for knowledge deficit among clients related to lack of anticipatory guidance and inconsistent transfer of information regarding fevers from nurses to parents on the Mother-Baby unit as evidenced by discharge material provided by the MBUs. 

· Lack of ability to thoroughly assess Tacoma General related to lack of trust as evidenced by TG’s continuous referral of us to other departments and offering of alternative ideas for our project, directing us away from them.
· Lack of specific, quality discharge teaching regarding newborn/infant temperature related to extremely condensed educational material used, as evidenced by the amount of other topics briefed curing discharge teaching and the fact that there are only two lines regarding anything pertaining to temperature
· Lack of assessment data related to fever admit statistics and patient satisfaction ED as evidenced by lack of governmental tracking of data and no follow up after discharge.

Plan


Our first nursing diagnosis, as listed above, is risk for knowledge deficit among clients related to lack of anticipatory guidance and inconsistent transfer of information regarding fevers from nurses to parents on the Mother-Baby unit. 

Our goal related to this diagnosis is to provide consistent and sufficient anticipatory guidance regarding fevers to all parents on the MBU at SJMC by nurses.
· Objective: By December 7, 2008 we will meet with Darlene Salazar to follow up on the possibility of having a staff meeting regarding standardization of discharge teaching among nurses.  


In the journal Nursing Management, Buthane et al. (2005) established 101 ways for retaining staff which is important in providing quality patient care. It was identified that by communicating ‘all the information with all the employees, all the time’ employees are empowered. Thus by providing everyone with the same information, all the nurses will be equally empowered to execute appropriate discharge teaching. At the same time this will facilitate collective skills which ultimately contribute to consistent and improved patient care. 

· Objective: During the week of December 10-12, charge nurses will provide in-service teaching about newborn temperatures/fevers and appropriate sources for fever anticipatory guidance (e.g. pediatricians) for patients. 


In order to improve discharge practice, the discharge process needs to be regularly analyzed and this enables nurse education to be regularly implemented and strengthened. Lee & Emmerson (2006) explain that much of the discharge process is complex and often is learned ‘on the job’. They developed a training needs analysis tool to identify nurses’ discharge training needs. Once training needs are identified they can be addressed so as to improve the quality of patient discharge. This research proves that that discharge training for nurses is ongoing and by continuously developing discharge skills it enables nurse to be up to date with current procedures. 

· Objective: By December 17, 2008 charge nurse will have nurses provide feedback on the utilization and satisfaction of new information during discharge teaching.      


This intervention is supported by the theory of Servant Leadership developed by Robert Greenleaf (1977,1991). His major argument is that a leader should serve those he or she leads in order to reach goals and quality management. A ‘servant leader’ is devoted to serving the needs of the organization’s members, not the organization alone. Taking Greenleaf’s theory one can understand/see that if leaders carefully look after their followers’ needs than the followers are enabled to reach their full potential and hence perform at their best. We would be taking this approach for this management diagnosis because the focus is on the nurse aspect, rather than the patients themselves. This intervention allows a different type of leadership to be implemented instead of other self-serving, domineering leadership styles. By directly asking the nurses (followers) the charge nurse (manager/leader) is serving them. This objective goes beyond what needs to be done and addresses any further needs of the nurses so that the intervention can be implemented at its best. 

Our second Nursing Diagnosis is lack of ability to thoroughly assess Tacoma General related to a continuous referral to other departments and offering of alternative ideas for our project, which would exclude Tacoma General.

Our initial objective was that the Emergency Department at Mary Bridge would be receptive to have brochures on hand to supplement any fever education strategies they already utilize. According to Anne Walsh et al., “most nurses believed fever was the most common reason parents brought their child to the doctor and parents were phobic about fever.”  (Walsh et al, 2005) This shows there is a great need in more fever education and we thought it was a good idea to supplement any discharge teaching the emergency department had.  Since they referred us to the Mother Baby Unit, our objective was to implement a more rigorous fever education model prior to discharge. These objectives could have been achieved in many different ways. At this time neither unit expressed interest in hearing our ideas.

For the Emergency Department our objective was to provide a brochure in English and Spanish regarding fever education, to be given to each patient prior to being discharged or admitted.  We have been in touch with the Nurse Educator for the ED in an effort to obtain statistics on fever presentation.  At this time our request is being processed and according to the nurse educator “it could take awhile.” 

We had several ideas surrounding the standardization of information delivery by nursing staff in the Mother Baby Unit.  This could be done utilizing assessment as a core function. We would plan to sit in on the discharge teaching of several different nurses to get a diversified cross section of where they focus education.  As we found by speaking with the nurse managers, it is very “nurse specific.”  Once we finished with the assessment portion of our intervention we had planned to host an in-service to standardize the information delivery process.  In order to do this we would need the support of the clinical leaders on the unit.  According to Crocetti et al. (2001), healthcare providers have the opportunity to make an impact on parental understanding of fever and its role in illness.  Educating parents begins with healthcare providers, and it is important for the delivery process to be detailed and consistent.  

This proved to be more difficult than we originally thought due to resisting forces in the clinical leaders on this unit. Ultimately we intended to use the core function of assurance to assure adequate fever education and resource in both the emergency level and upon discharge from the Mother Baby Unit.  However, due to TG and MB showing resistance towards us, it was determined they are a closed system and any interventions were forced to be abandoned. It is unfortunate the clinical leaders at TG and MB were resistant in our ideas.  According to Val Long in his article Worth the Investment, it is important for clinical leaders to challenge their current practice in their area and open their mind to new ideas which can improve patient care in an efficient manner.  Val Long stated, “I believe that, by giving clinical leaders the time to think, listen and challenge what normally occurs in their workplaces, savings can be made. Some will be easy to quantify in cash terms, others less so, but all will have a direct impact on patient care and staff morale.” (Long, 2005)

Our third nursing diagnoses is: Lack of specific discharge teaching regarding newborn/infant temperature related to extremely condensed educational material used, as evidenced by the amount of other topics briefed during discharge teaching and the fact that there are only two lines regarding anything pertaining to temperature.  

Our goal is to improve and reinforce temperature education upon discharge.

· Objective: by December 5, 2008 we will develop a brochure containing fever/temperature information.

· Objective:  By December 8, 2008, we will meet with the charge nurse/s to present our brochure.

· Objective:  Upon discharge, mothers/caregivers will verbalize that the material and teaching they receive postpartum at the hospital helps them to better understand/feel comfortable with dealing with the event of their baby's fever.


We went to the literature in order to see if similar problems had been identified before, and we came up with some comparative findings.  We came across a study entitled “Teaching on a mother-baby unit: parents' ratings of its value,” in which Parents were asked to indicate which information was not discussed during hospitalization.  The goal of this study was to determine the unmet educational needs of mothers and fathers during the early postpartum weeks following inpatient teaching on a unit providing Mother-Baby Couple Care.  According to the results:

Educational items regarding mothers' health that were not previously discussed were breast care (28%), physical health of the mother (25%), nutrition (24%) and warning signs of the mothers' health (21%). The items regarding the infant that 
had not been discussed were newborn development (29%), bottle feeding (28%), 
breastfeeding (28%), and signs of illness (21%). Parents rated the value of the 
information they did receive on both mother and infant items as very high (DeNatale et al., 1998).

This article reflects that there are indeed numerous topics in postpartum teaching, and that many mothers feel that certain topics are not discussed (or at least they don't recall them being discussed).  Among these topics, 21% of mothers think that "signs of illness" in the infant were not discussed.  Fever would fall in this category. Additionally, some of the comments/requests made by mothers on their surveys related directly to fever education:      
"More information on what to do if the baby gets sick, especially with a fever."
"More information on the mother's and infant's health and signs of illness, the temperature taking was the only thing discussed."

The article concludes that the educational gaps parents may have during the early weeks postpartum need to be systematically addressed. The research also suggests that parents need reinforcement to learn parenting skills (DeNatale et al., 1998).

Our addition to the discharge planning guide would not only be useful to parents, but it would be a useful tool for nurses to use during patient teaching.  In the end, this brochure should reinforce and enhance parents’ understanding of a baby’s fever while also standing out among the slough of other topics.  It will systematically address the issue of fever as an illness indicator and offer resources and steps to take when action is necessary.  With this tool, we want mothers to leave the hospital feeling comfortable with their ability act appropriately (It will be up to the nurses on the unit to evaluate whether or not this addition is helpful in preparing these new families).

Our fourth diagnosis is lack of assessment data related to fever admit statistics and age groups at Mary Bridge ED as evidenced by lack of governmental tracking of data..


Our goal is to obtain data to further assess the number of admits among infants regarding temperature.

· Objective: By December 5, 2008 receive statistics from Mary Bridge on the amount of children admitted to Mary Bridge in a month, their main complaint, and the number of patients with complaints of fever of unknown origin.

· Objective: By December 8, 2008 Analyze data and present findings to St. Joseph’s MBU. 
· Objective: By December 8, 2008 we will present information regarding HCAHPS to the charge nurses and collaborate to implement on the unit.

Patient satisfaction surveys were another option, but we have learned that hospitals are going to begin implementing patient follow-up surveys through a more standardized system thus making a project of this scope redundant.  Also, this is a more involved process, and the charge nurse resistance becomes a factor in actually implementing surveys to their patient population.


We discovered through lecture and online about HCAHPS, a Medicare mandated survey to determine satisfaction of hospital care that will be tied to Medicare/Medicaid reimbursement.  “The intent of the HCAHPS initiative is to provide a standardized survey instrument and data collection methodology for measuring patients' perspectives on hospital care. …there is no national standard for collecting or publicly reporting this information that would enable valid comparisons to be made across all hospitals. In order to make "apples to apples" comparisons to support consumer choice, it is necessary to introduce a standard measurement approach. HCAHPS can be viewed as a core set of questions…


“Since July 2007, with the enactment of the Deficit Reduction Act of 2005, there has been an additional incentive for acute care hospitals to participate in HCAHPS. As part of CMS’ Reporting Hospital Quality Data Annual Payment Update (RHQDAPU) program, hospitals subject to IPPS payment provisions ("subsection (d) hospitals") must collect and submit HCAHPS data in order to receive their full Inpatient Prospective Payment System (IPPS) annual payment update (APU). IPPS hospitals that fail to report the required quality measures, which include the HCAHPS survey, may receive an annual payment update that is reduced by 2.0 percentage points” (hcahpsonline.org).

Another component of patient outcomes and satisfaction would be the sharing of data from Mary Bridge.  As that is the main pediatric hospital in the South Sound, it is important that St. Joseph’s is aware of the percentage of newborns presenting to the ED.  With this information, the rationale is that the staff of the MBU would have further understanding of the importance of their discharge teaching, and will be more conscientious in their education.
We considered further assessment on different pediatric units and in clinics.  Although this problem is community-wide, change must begin somewhere, and we have determined a relative need in the MBU, and it still seems a logical place to begin. It must also be considered that it is appropriate to manage hospital cost within this hospital, meaning that implementation of change in clinics would be more appropriate in the long run.  For example: Franciscan should not be depending on outside clinics to decrease usage and improve outcomes of their patient population.  

Continuing education for standardization of discharge teaching among staff nurses has also been considered.  This is realistic in the sense that the nurse managers are receptive to this concept, and have demonstrated an interest in providing this.  We have also discovered through our assessment that there is already information on this subject in the discharge material, and both nurse managers had stated that for “normal” patients that they felt that the information presented was accurate.  New material would not need to be generated, but instead nurse managers would improve the quality of the presentation of the current material through managing the teaching of the staff nurses.  Time would have to be allocated for all staff to attend, and staff may have to be paid, however, this is reasonable considering that the nurse managers are will to implement this (readiness of community).  

Another alternative is to improve the quality of educational material that the patients receive. After careful consideration about our population and the staff, we determined that our most effective option was to add a flier to the discharge planning packet with the intent that it would stand out to patients.  It would include concise information regarding temperature norms in an infant, and it would stress the importance of when to call their PCP/pediatrician.  It would stand out from the rest of the information that they are inundated with.  This intervention is low-cost and easy to implement since we can just add this to their already-constructed packet.  Finally, the nurses seem receptive to additional information because in no way does it imply the teaching is deficient, but that materials can be made to stand out.


When conducting the cost analysis of our handout, we wanted to find out how much ink and paper would cost through the Franciscan Health System budget.  When contacting the print shop we were referred to Phillip Moreau who is the head of accounting for the Franciscan Business Office.  We asked Phillip if he would conduct an analysis of how much our brochure would cost.  We described the brochure would be a simple trifold with font on the front and back.  He stated for a simple trifold brochure with regular paper it would cost $25 for 500 brochures.  If we wanted a trifold brochure that was laminated with thicker paper it would cost $1,000 for 500 brochures.  

As our project has progressed, we can no longer evaluate our results based solely upon ED presentation of fever, because the problem is complex and multifactorial.  At this point it is difficult to determine a causal relation between the presentation of fevers in the ED and the fever discharge teaching/information at SJMC MBU.  However, there is a correlation between the two factors: Lack of understanding on the parents’ part would increase a parents fear if the temperature is altered which would in turn increase the likelihood of a parent rushing their child to the ED unnecessarily.  Due to the scope of our project and the time we had, we decided to focus on the following goals and objectives taken from above.

Goals


Our overarching goal is to expand upon the discharge teaching done and the information distributed on the MBU at SJMC.

· Objective 1: by December 5, 2008 we will develop a brochure containing fever/temperature information.

· Objective 2:  By December 8, 2008, we will meet with the charge nurse/s to present our brochure.

· Objective 3: collaborate with nurse managers to coordinate an in-service to introduce the new discharge instructions by December 8, 2008
· Objective 4: By December 8, 2008 Analyze data and present findings to St. Joseph’s MBU. 

· Objective 5: By December 8, 2008 we will present information regarding HCAHPS to the charge nurses and collaborate to implement on the unit.
Division of Labor

We determined that the best course would be to work on each person’s strengths, as well as separate the activities based on time alloted.  Wendy was nominated to be group leader for the first half of the semester, while Ilia would be leader for the second half.  Rency would be the person to compile meeting minutes for the semester, while LaLine was in charge of holding the final copy of the paper, and keeping track of all changes approved.  Wendy wrote the majority of the proposal, with Rency and LaLine as support.  As a group we collaborated on the surveys that we would use to interview the nurse managers of Tacoma General.  Because Rency and LaLine had connections at TG, it was determined they would interview there while Ilia, Rose and Wendy interviewed the nurses at St. Joseph.  Once the interviews were completed, we all assessed the data, and came to a determination of what intervention we would like to do, which was a flyer to supplement the discharge teaching.  At this point, Ilia and Rose became the main authors and editors of the paper.  Rose organized everyone to assure all components of the paper were met.  Wendy and Rency developed the material to be written on the brochure as well as designed it with LaLine.  LaLine has been the main contact for obtaining data from Mary Bridge.  It is Ilia’s responsibility to contact the nurse manager at St. Joseph’s to arrange a meeting to share our findings and present our tool.  Ilia also researched the information regarding HCAHPS.  In addition, Ilia and Rose will be the final authors of the parts that can be written together, with the remainder of the group adding their perspectives as well.

Below is the timeline to complete our objectives.  For group timelines regarding the paper, please see Appendix D for meeting minutes.  

Timeline

· Objective 1: 

Research material for brochure completed by November 25, 2008.  

Rough Draft of brochure completed by December 2, 2008.
Final Draft completed by December 10, 2008.

· Objective 2:

Contact charge nurse at SJMBU by December 5, 2008 to arrange meeting.

Prepare presentation for meeting by December 7, 2008.
· Objective 3:
Prepare information on Walsh article to present to SJMBU by 12/07/2008

· Objective 4: 

Contact Nurse Manager of MB ED.  

Obtain statistics by December 2, 2008

Analyze data and make graphs on December 7, 2008.  

· Objective 5:

Research HCAPS by November 24, 2008.

Add to presentation on December 7, 2008.
Implementation

Obviously, change is a big concept in this project, hence, we call it the “change project.”  Change is unavoidable, especially in health care delivery systems.  As an end result, we want change to be a unified movement towards the adoption of something new or different, in our case, modification of discharge teaching and information (Yoder-Wise, 2007).  



Uncertainty is almost inevitable in change.  Ideally, change should be led, rather that merely reacting.  This will promote overall organizational effectiveness (Yoder-Wise, 2007).  Our change project began with a perceived problem in a different department than we actually ended up working with (ED versus MBU).  To appropriately lead change, we found that we had to start smaller (rather than jumping right to advertising within the ED).  By initiating change very early with parents in the MBU, we hope that our interventions will allow a positive reaction and minimal uncertainty among the people that we are working with.


Spencer Johnson’s popular leadership book on change, “Who Moved My Cheese,” addresses the concept in a very simple but direct format.  He includes many basic concepts of change: First of all, “change happens.” It is a natural social process and happens whether we want it to or not.  He also says to “anticipate” and “monitor” change (don’t let it surprise you).  “Adapt to change quickly,” meaning let go of the past and adapt to the new.  “Enjoy” change and embrace the differences.  Finally, “Be ready to change quickly and enjoy it again and again (Johnson, 1998).

Another resource we utilized was 7 Habits of Highly Effective People.  The paradigm is that there are seven habits, and in order to become an effective leader, one must become independent and then work to become interdependent.  The main thrust of this theory is that in order to be an effective leader, one must operate from a principles centered approach to solving personal and professional problems.  Initially, we began our group considering our circle of influence, the first habit in Covey’s paradigm.  We know that we can only influence ourselves, and that there has to be a want for change in the institution.  We personally strove to become accountable for our actions and to maintain our integrity by meeting deadlines.  Our next goal was to determine what we wanted in our project, which is Covey’s second habit, “Begin with the End in Mind.”  We decided we wanted the brochure finished and presented to the nurse manager.  As our group, our end goal was to complete this project as early as possible.  In our group, I adhered to the principle of being interdependent and investing in our “emotional bank accounts”.  Covey describes this metaphor as, “the amount of trust that’s built up in a relationship,” (Covey 188).  Deposits are considered actions such as, “courtesy, kindness, honesty, and keeping commitments, (188).  This builds up a reserve, and if there is something done against that trust level, it can be more easily forgiven by the other person.  This gives more flexibility in our business relationships.  We attempted to maintain courtesy and professionalism in all our dealings with Tacoma General and St. Joseph’s, and made a effort to keep our commitments and honor our word.  We determined our implementation of our project would be to present our material to the manager and persuade them that this would be a good addition to their discharge teaching.  

In approaching the best way to implement our project, we had to be careful not to infer that the current discharge teaching was in some way deficient.  We relied on Lewin’s Theory to recall resisting forces to change.  We began with the surveys, in which we asked the charge nurses what they felt could supplement their teaching, and were very considerate to avoid judgmental statements that could strengthen the manager’s resolve against potential change.  We attempted to minimize resisting factors such as job security, assuring that we weren’t attempting to discover anything negative about their teaching but to understand the process.  We also determined it would be appropriate to respect the chain of authority, and rather than go over the heads of the charge nurses with whom we have been in contact, decided to present our project to her so that she may be the one to determine its efficacy and present it to her boss, the nurse manager.  One aspect that has taken us longer than anticipated was the retrieval of statistics from Mary Bridge.  With that information in hand, we feel our presentation would have been stronger at St. Joseph’s, thus has delayed our deadline in order to be thorough. 
Evaluation
· Objective 1: by December 5, 2008 we will develop a brochure containing fever/temperature information.  Objective met.  Brochure was developed on time and presented to the group for approval.
· Objective 2:  By December 8, 2008, we will meet with the charge nurse/s to present our brochure.  Objective partially met.  We delayed meeting with SJMBU pending statistics from Mary Bridge ED.  There has been contact to arrange a meeting with the charge nurse, but there was a delay in speaking to them in person due to scheduling conflicts.  Additionally, it was difficult to coordinate a time where all members and the staff could meet on the same day, so have scheduled a meeting for December 22, 2008.  We are also contemplating conversing via email.
· Objective 3: collaborate with nurse managers to coordinate an in-service to introduce the new discharge instructions by December 10, 2008.  Objective partially met.  Darlene Salazar had already expressed interest in an in-service for her staff at SJMBU, and at meeting on December 22, 2008 will revisit this topic, however it is up to the charge nurses to implement.
· Objective 4: By December 8, 2008 Analyze data and present findings from Mary Bridge ED to St. Joseph’s MBU. Objective not met.  There have been numerous contacts with Denise Parra regarding ED statistics.  We have met her requirements for us, and have waited patiently.  When asking for status updates, we have been assured that they are coming and to wait.  From our last email contact, we have decided not to continue this objective due to the curt answer and apparent stonewalling.   
· Objective 5: By December 8, 2008 we will present information regarding HCAHPS to the charge nurses and collaborate to implement on the unit.  Objective partially met.  The data has been collected and is pending presentation to the staff nurses.

We have progressed appropriately in our implementation.  We have developed a brochure that we feel addresses the needs of our client, and will aid in the education of patients in the mother baby unit.  We have been polite yet persistant with Mary Bridge, but thus far have been unable to garner much support.  We have initiated contact to meet with the charge nurse and nurse manager at St. Joseph’s and are currently compiling our findings to prepare into a report for SJMBU to meet our objectives.  At this point we are planning on presenting all materials to the charge nurses, and will relinquish responsibility of implementation to them.  Through our study we have determined that we cannot make the institution change, but feel we have worked with the needs of the client and feel that the institution will implement our project.  
Effectiveness of leadership style

Ilia: As a group leader, I feel my leadership style was effective.  Everyone participated, and I feel I was able to keep the group oriented to our goals for our project.  There seeemed to be a great amount of productivity, and I feel I was able to assure that all group members felt that there was an equitable contribution to our effort.  I maintained a working relationship with all members and assured that we completed our tasks.  I made an effort to make every member of our group feel valued and a contributable member to our goal.  I utilized Covey’s ideal that I operated from a principle centered base, working just as diligently as others.  I delegated a lot of work, which also kept in mind of Covey’s principle that leaders should be the visionaries of their group, and to embody the ideal that the group wanted to maintain.  With that in mind, I attempted to keep my focus on our magnetic north, and inspire my group toward successful completion of our project.  
As a group, I feel we were more effective at St. Joseph’s because they were willing to participate in our project.  We were more organized, were professional in our interviews, and have maintained professional contact.  
Wendy: I believe that the style of the first leader was for the most part a combination of servant leadership with the leadership principles of participative style. However I often found myself switching instinctively between different styles according to the situation and/or members I was interacting with. Sometimes I found myself implementing a supportive role while at other times I found myself allowing members to perform independently. For example, when a member felt uncomfortable performing a task I offered to help them, but when members seemed comfortable in taking upon themselves a task than I decided to focus on another part of the project. 

With servant leadership we were able to create change by meeting the needs of our team members. For example, if one group member felt the need to meet with an instructor, we all were wiling to do so in order to balance their needs. This type of leadership style ensured that everyone was involved and made sure that everyone’s doubts, questions, and concerns were addressed before continuing. 

I also believe that I used participative leadership hand-in-hand with servant leadership because I consistently invited members to contribute to the decision-making process. I continually tried to have all members involved in the entire process and it allowed team members to feel in control of the project. The only draw back of having used this type of leadership is that things happened at a slow pace because quality group process was more important than the product we truly had to produce. 

I believe that my leadership style was not at its best because as a leader I did not instill great enthusiasms or was very energetic in driving others forward toward the end. This occurred the last two weeks of my being the leader. Everyone was busy with midterms but I should of at least managed time more effectively to have e-mailed everyone to see how everyone was doing with their tasks. 
Overall, the leadership style was effective because we were able to accomplish tasks in a timely manner and we resolved conflict appropriately when it occurred. What you learned from the experience.

What we learned from this experience 


As far as the group, the biggest learning experience we had was practicing patience and being flexible with one another.  We were forced to adapt to one another’s habits, attitudes, and ways of functioning.  We had to get to know each other and learn how to work with one another even with conflict.  


We also learned avoiding conflict is hard work, but can be eased if everyone is honest and open.  For example, when stress occurred we all took a short break to clear our heads, restate, and analyze our situation.  We realized apologizing to each other is not necessarily a bad practice.  It can be an appropriate communication technique because it enabled us to overcome tensions and validated members’ feelings, allowing our group to continue working on our goal together.   


As far as what we have learned about implementing change, change is difficult.  The assessment you conduct may or may not lead to the conclusions you expect.  In our case, we were referred to different departments, which altered how we needed to assess altogether such as interviewing different people and different questions to ask.  Sometimes even with a thorough assessment, there may be obstacles you did not think would stand in the way.  This would then change the group’s plan which they initially had in mind.  We have learned that the best approach is to begin an assessment of a problem, such as fever, and make the project an assessment.  With an open mind and no bias, it is much easier to discover what needs to be done.  
 
It is also difficult to implement change because it may not be accepted by people or staff.  People may be resistant because they are comfortable with how things are currently and may think the particular change is not going to make any beneficial change.  There also may be the thought change should happen somewhere else; for example TG was not open and accepting to our idea which led them to direct us from the ED to the mother/baby unit.  People accepting change and admitting change is needed is one of the biggest obstacles to face.  With cooperation and a positive attitude from the change agent and institution, change would be easier to implement.    


We also learned it takes time and perseverance to enact change.  There are many scheduling concerns, and student projects are dependent on the good will of the institution.  In order to maintain deadlines, we must be diligent and flexible in order to achieve our goals within the project.  Overall, change is a long process and depending on the change project, it may not be necessarily feasible to implement within an allotted timeframe.  


The effects of change may not be immediately apparent.  You may have to pass the torch before the change actually begins to take place.  In our case, a lot more needs to be done before you would actually see a reduction in fever presentations in the ED.  Early on in our project, we learned we needed to take a more focused approach, and we accepted any change that we may see would not be in the ER.  We saw first-hand how it is necessary in many cases for many disciplines to be involved in the change process.  We learned to see the big picture and the larger goal and understand the need for systemic change.


We have learned throughout this project implementing a change in an organization of which you are not a part of is very challenging.  This requires starting from scratch in regards to rapport and trust. We were fortunate SJMC was as willing as they were to work with us, but we have also experienced a lot of resistance from both TG and Mary Bridge.

    
On the other hand, if we had attempted to implement a change at PLU, we would have been recognized as part of the community at PLU, and would have likely been more easily trusted and listened to.  There is some authority that comes with being in the School of Nursing to other facets of the school, and other places that aren’t in healthcare.  With that respect it is more likely that ideas and changes will be taken into consideration.  In the healthcare setting we are novices and our presentation doesn’t have the same impact as the same presentation from a professional group.
     We have truly experienced how important it is to have a community that knows and trusts you in order to implement a change.  We feel we more fully understand the statement, "Do it with them, not to them."

What we would do differently next time  


As far as our group, we should have performed an icebreaker from the beginning or find things we had in common to facilitate cohesiveness. We used group-building tools after our project was well underway. If we would have sat down and gone through a team building tool/activity sooner it would have allowed our project to start easier and everyone would have been on the same page earlier in the process.  


With more time, further (and much more elaborate) assessments could be done.  Our focus changed, and became directed at the MBU as an important element of the larger problem as a whole.  With more time and resources, we could assess a variety of other disciplines such as pediatric medical/surgical units, pediatric clinics, or daycares regarding fever education and resources.  This would have given us much more in the way of assessment information, and it would have shown us how the different environments compared to one another.  We may have discovered a unit that was more in need of the intervention.  Unfortunately, this would have made our project more extensive than the scope of our project, and we would have never gotten beyond assessing.  However, in a situation where the time and resources are available (people available to do the work are an important resource), we would definitely broaden the scope of our project.  

We would also interview/survey a broader scope of people. We should have interviewed other nurses on the several different like ED, mother/baby, and clinics who do the discharge teaching besides only charge nurses.  We would also want to interview patients who actually went through the discharge teaching in these different units.  This may give us a better picture of how effective the discharge teaching was on fever education.  Of course to accomplish this, we would need more time and the foresight to know exactly how extensive this project would be.


If time had allowed, we would have done a community-wide assessment, surveying parents through daycare centers, pediatrician’s offices as well as studying the educational material regarding what they give to their patients.  We feel we were ambitious in our project and wanted to do something grand administrators with much more experience than us grapple with.  We would have also attempted to discover different statistics, such as the percentage of parents who are on Basic Health/Medicaid, private insurance, and no insurance who go to the hospital.  

What skills we still need to acquire to allow how to function as a change agent and a plan for acquiring these skills

Challenge the status quo effectively when appropriate.  


We feel we used this skill throughout our project, but are not convinced we did it as effectively as possible.  Our project was directed towards questioning the concept of how discharge teaching was performed and the materials available.  At TG, we came up against a dead end in which they would not let the status quo be challenged.  At SJMC, we were able to assess and alter their existing state of affairs (status quo), but we will not have the future assessment data to determine whether or not our change was truly effective (this is something that will get passed off to the nurses on the unit).

This skill can be improved by very carefully wording any suggestions or ideas. This will help to ensure no one feels the need to reply in a defensive or closed-off manner.  Practice is also an important element; we will fine-tune this skill by frequently addressing the need for change, and choosing our battles appropriately.       
Involve others, inspire and excite participants, engender support and commitment.  


In other words, do it with them and not to them.  We had the support of the charge nurses from SJMC, but they were particularly committed or inspired.  Perhaps we would have been more persuasive, or even more confident in our propositions and communication.  Also, as mentioned earlier, interviewing all of the nurses on the unit would have been beneficial because they are elements involved in the change process as well, and they need to feel like they are included in the process and decision-making.

Once again, to acquire this skill, it takes practice, both in communication skills as well as confidence in the cause.  Address causes that are truly important in your eyes, and then inspire others though your own energy and passion.  If your target population still is not inspired, learn how to custom fit the change to their values, needs, and desires.  Once again, these skills will be improved by utilizing them.      
Collaborate, network, develop alliances and coalitions, build teams


This definitely relates to our obstacle with TG not accepting or open to our ideas and also to the nurses on the mother/baby unit at St. Joseph’s Hospital.  If we would have met with at least with the nurses prior to our interviews with them and proposed an idea of wanting to change fever education with their collaboration, we may have had more cooperation than we had.  We may have been accepted if we approached TG with the goal to collaborate with them instead of just interviewing them on their current procedure and stating we are doing this to make change in their discharge teaching.  In implementing change with any group, it is important to collaborate with the team and have them involved with the change process.  This will lead them to accept the idea and welcome any changes that are to be made.  


To acquire this skill it is important to involve everyone who would participate in the change making process.  It would be important to assess who would be part of the change and approach them in a collaborative manner.  It should appear we are there to make change with them and not do change to them.

We hope to further develop these and other leadership skills as our time continues in school and throughout our professional development.  It is imperative for the professional nurse to stay abreast of the current research regarding leadership and change, to remain current in the fluid field of healthcare, and to remain a competitive person in the workforce.  Through researching current leadership theories, practicing leadership skills, and applying new constructs and paradigms we hope to bring respect and professionalism to the career of nursing.    
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