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Abstract 
	Having a critically ill child in the Neonatal Intensive Care Unit (NICU) can cause stress and impaired role adaptation for the parents. Transitions in the site of care, care plan, or care team further enhance distress, while negatively affecting family-centered care. The purpose of this evidence-based improvement project is to increase parent satisfaction during the process of NICU patient transitions in care. The design of the intervention included the development and implementation of an educational handout, presented to parents when care transitions are anticipated. The improvement project was guided by the Clinical Microsystems model for improvement and IHI Model for Improvement. Pre-implementation data analyzed parent satisfaction, necessitating the need for improvement in the areas of communication, consistency, and coordination of care. The educational intervention is expected to enhance parent satisfaction over time. Qualitative descriptive data gathered during implementation of the educational handout indicated parent readiness and comprehension of the intervention. Parents of NICU patients experience many changes as part of the care delivery system, with transitions in care negatively affecting satisfaction. An evidence-based microsystems improvement approach can enhance effectiveness of processes to improve family-centered care during these critical transitions. 
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Improving Parent Satisfaction with NICU Transitions
	The proposed evidence-based improvement project seeks to enhance family-centered care and reduce anxiety experienced by parents of Neonatal Intensive Care Unit (NICU) patients surrounding transitions in nursing care. A student Clinical Nurse Leader facilitated a systems approach to improve NICU transition processes. The initiative was guided by the Clinical Microsystems model for improvement (Nelson, Batalden, Godfrey, & Lazar, 2011), with implementation of an intervention aimed at providing informational support to parents.
Background
Patients and families experience many processes and changes as part of the health care delivery system. Critical transitions are changes to the site of care, care plan, or care team, which also include inter- and intra- facility transfers. These transitions are especially significant for the vulnerable Neonatal Intensive Care Unit (NICU) patients and families, who often encounter more transitions than any other patient population (Vermont Oxford Network [VON], 2018). Specific to the inpatient setting, inefficient processes and communication hinder effective care coordination (Smith, Saunders, Stuckhardt, & McGinnis, 2012). The lack of standardized, coordinated care throughout the NICU transition process has resulted in negative outcomes influencing the patient’s length of stay and parent satisfaction (VON, 2018). 
Health care professionals should promote strategies advocating for patient and family-centered care during these transition processes. As a result of improved family-centered care and parent engagement, studies have found improved patient outcomes, decline in adverse events, shorter length of stay, and decreased health care costs (Smith et al., 2012). An international survey by the Commonwealth Fund found that engaged patients experienced higher levels of quality of care, less medical errors and more positive outlook on the health system as a whole (Osborn & Squires, 2012).        
In response to concerns regarding patient safety, quality, and coordinated, cost-effective care, the American Association of Colleges of Nursing (AACN) developed the role of the Clinical Nurse Leader (CNL). The master’s prepared CNL has a unique opportunity to influence patient care and enhance outcomes at the microsystems level. Four distinct role functions of the CNL include nursing leadership, clinical outcomes manager, care environment manager, and educator. Introduction of CNLs into existing health care systems is one of the national strategies proposed to improve quality of care, reduce medical errors, and improve health outcomes (AACN, 2013). Integration of the CNL role into the NICU microsystem provides professional expertise, promotes improvement of patient outcomes, and deliverance of family-centered care.    
Significance
	Patient and family-centered care has been identified in a policy statement by the American Academy of Pediatrics (AAP) as a fundamental approach to health care delivery. Core principles related to transitions in care include information sharing, support, collaboration, and shared decision-making with the health care team. The benefits of family-centered care include improved experiences, satisfaction, and patient outcomes (AAP, 2012). The AAP is one of many organizations emphasizing the importance of patient-centered care for pediatric patients, including the Institute for Family-Centered Care, the Institute for Healthcare Improvement, the National Institute for Children’s Healthcare Quality, and the National Patient Safety Foundation (AAP, 2012). 
	Supporting family-centered care on a national level are the National Patient Safety Goals designated by the Joint Commission on an annual basis. For over five consecutive years, one of the primary goals has been to improve staff communication (The Joint Commission, 2018). The National Quality Strategy, as part of the Agency for Healthcare Research and Quality (AHRQ), identifies three aims to improve health care quality: better care, healthy people, and care that is affordable. Some of the key priorities include patient and family engagement, effective communication, and coordination of care (AHRQ, 2017). At the International Level are the World Health Organization and the World Innovation Summit for Health. Edgman-Levitan and Brady (2013) on behalf of the Patient and Family Engagement Working Group, describe opportunities for improvement at the four levels of patient and family engagement (community health, direct care, organizational design, and public policy). They also specify barriers to engagement from healthcare professionals including poor communication, elements contributing to fragmentation of care, and lack of reciprocity in the provider-patient relationship (Edgman-Levitan & Brady, 2013).  
Clinical Problem Statement
	Clinical practice guidelines have been developed at the national level to improve family-centered care for critically ill patients. Evidence has shown a correlation between family-centered care and satisfaction, reinforcing the need for improvement at the microsystems level. In the NICU setting, the lack of family-centered care management and coordination has led to parental stress and anxiety. Failure Mode and Effects Analysis (FMEA) in the study setting also identified a need for improvements to patient safety regarding NICU transfers and transitions in care. Specifically, the highest risk to safety was indicated as communication with parents regarding transfer status. It was determined that a systems approach, facilitated by a student Clinical Nurse Leader, was needed to improve critical transitions in care as well as parent satisfaction. In response to this clinical problem, the evidence-based improvement project aims to address barriers relating to communication with parents, consistency of information, and coordination of care surrounding transfer. 
Purpose
	The purpose of this project is to assure best practices for transitional care are implemented into clinical practice within the NICU setting, utilizing an interprofessional team approach facilitated by a Clinical Nurse Leader. The anticipated outcome is improvement in the microsystems process for transition of NICU patients, with the goal of improving the parents’ experience with the transition process. Implementation of an educational intervention will be utilized to enhance satisfaction of parents, as evidenced by parent readiness and comprehension of the transfer education provided. 
Available Knowledge
	A review of the current literature was conducted to assess the knowledge available regarding transitional care for neonatal intensive care patients. PubMed was the primary search engine utilized to answer the search question of: Among NICU patients experiencing care transitions, how does a standardized written approach to preparation for transfer affect the parents’ reported level of satisfaction? Criteria for inclusion were based on chronological progression of related topics and description of an intervention for neonatal or pediatric patients transferring from intensive to acute care. The results of the literature review were organized thematically, exploring the ideas related to family-centered care, parent experience, transitions in care, transition anxiety, informational support, and anticipatory preparation.
Family-Centered Care 
	As defined by the AAP, “family-centered care is an innovative approach to the planning, delivery, and evaluation of health care that is grounded in a mutually beneficial partnership among patients, families, and providers” (AAP, 2012, p. 394). Coyne, Dip N, Holmström, & Söderbäck (2018) analyzed concepts relating to centeredness in health care. Four common themes identified were communication, collaboration, negotiation, and support. The emphasis is placed on developing and maintaining the partnership between the child, parents, and healthcare team to empower the family in their decision-making and coordination of care (Coyne, et al., 2018).  Hill, Knafl, & Santacroce (2018) focus on the concepts of respect and dignity, information sharing, and participation specifically in family-centered care of the critically ill pediatric patient. 
	Davidson et al. (2016) developed clinical practice guidelines for family-centered care in intensive care units, including NICU, pediatric and adult ICU. Areas addressed in the recommendations include family presence, support, communication, multidisciplinary team, and system operation. Family presence in the NICU includes interventions to increase satisfaction and engagement, while decreasing parental stress, anxiety, and depression. Specific elements of family support recommended by Davidson et al. (2016) include facilitating parent involvement in their caregiving role, incorporating family education into clinical care, and providing written information on what to expect in the ICU setting. For healthcare professionals, family-centered care can be enhanced by utilization of valid tools for decision-making and comprehension, effective communication and training opportunities, and peer support (Davidson et al., 2016).	 
Parent Experience
The experience of having a child in the Neonatal Intensive Care Unit can be especially challenging for parents. Enke, Hausmann, Miedaner, Roth, & Woopen (2017) identified factors that contributed to higher levels of parental stress in the NICU, which were consistent with previous studies. Younger parental age, multiple births, and more severe health conditions increase the risk of parental role alteration and increased communication stress (Enke et al., 2017). Having a critically ill child results in mental and physical exhaustion for the parents, affecting their readiness for the parenting role and impairing functioning. Parents have also noted the challenge of balancing home and work life with their critically ill child. Distress of family members in the intensive care setting negatively affects their satisfaction with care (Carlson, Spain, Muhtadie, McDade-Montez, & Macia, 2015).
In a systematic review of neonatal intensive care settings, Segers, Ockhuijsen, Baarendse, van Eerden, & van den Hoogen (2019) found that interventions promoting parent participation and collaboration resulted in higher parent satisfaction and decreased length of stay. Bastani, Ali Abadi, & Haghani (2015) previously found that enhancing elements of family-centered care in the NICU setting has led to increased satisfaction in mothers, as well as decreased readmission rates. Support from the health care team, as well as family and friends, further promoted parental coping (Berube, Fothergill-Bourbonnais, Thomas, & Moreau, 2014; Suleman, Evans, & Manning, 2016). Enke et al. (2017) found that parents that were involved from the beginning of their NICU stay were more likely to adapt to their new parental role. Supportive staff and consistent routines positively contribute to parental role adaption, including the use of skin-to-skin care and rooming in (Enke et al., 2017). 
Transitions in Care
	Critical transitions in care are changes to the site of care, care plan, or care team, which also include inter- and intra- facility transfers (VON, 2018). The National Transitions of Care Coalition (NTOCC) further defines transitions of care as “the movement of patients” which includes care within settings, between settings, across levels of care, and between providers (NTOCC, 2008). Transitions of care are a distinct concept aside from care coordination, which is defined as specific activities used to facilitate health care delivery (NTOCC, 2008). While identifying measures related to transition of care, NTOCC (2008) developed an operational framework related to transition of care to guide the structure, processes, and outcomes of transfers. Within the pediatric and neonatal populations, there is an even greater lack of quality measures relating to transition of care. Leyenaar et al. (2016) developed three new quality measures for use in children’s hospitals. One of the measures specifically analyzed ICU-to-floor transitions with a mean score of 64.9 (SD 47.1) and validation for future use in improving transition processes (Leyenaar et al., 2016).   
Transition Anxiety
While most parents positively translate transferring care with improvement in their child’s condition, many parents are conflicted with fears of the unknown before, during, and after the transfer takes place (Suleman et al., 2016). Transferring from a higher to lesser level of care can cause parents to feel “bewilderment at the changes of staff and surroundings and a sense of abandonment” (Colville et al., 2009, p. 75). The change in environment can cause varying emotions in parents. Parents often associated transferring from a higher level of care to a lower level with less nursing presence. Less intensive monitoring of their child provoked stress and uncertainty (Suleman et al., 2016). 
Higher levels of anxiety affect patients’ perception and satisfaction with the information provided, satisfaction with the hospital setting, and satisfaction with healthcare staff (Herrera-Espineira, Aguila, Castillo, Valdivia, & Sanchez, 2009). Transfers occurring at night have been found to be twice as stressful for patients, with lasting anxiety after completion of the transfer (McCairn & Jones, 2014). Results of a qualitative study by Helder, Verweij, & van Staa (2012) identified improvements to the microsystems process when transferring neonatal patients from higher acuity in NICU to the special care nursery. Themes emerging from parent experiences indicate additional improvement to gaining trust, care coordination, information sharing, and involvement of parents in the process (Helder et al., 2012). 
Informational Support
Enke et al. (2017) states that it is the “ethical responsibility” of staff to introduce and orient parents to the NICU setting, while thoroughly explaining the treatment plan and care management. This includes the use of informational support, whereas, “it is not the quantity of information provided but the degree of empathy in communication that reduces parental stress” (Enke et al., 2017, p. 716). Parents’ experiences in the pediatric intensive care can often be relatable to the NICU experience. Colville et al. (2009) found that families often perceived staff as open, patient, and approachable. However, there was room for improvement in the areas of staff introductions, consistency of information, and timing of communication. Information sharing was a “critical theme” in a qualitative study by Ågård et al. (2019). Carlson et al., (2015) also identified that family members generally have low satisfaction with communication, information needs being met, and support provided to them in the intensive care setting (Carlson et al., 2015). 
Barriers in accessing patient information hinder parental satisfaction in both the intensive care and general ward settings. Lack of information provided specifically regarding patient transfer from the pediatric intensive care led parents to draw their own conclusions on the child’s condition and reason for transfer (Suleman et al., 2016). Transfer process can be improved with a quality handoff report and effective communication between sending and receiving units (Rosenthal, Okumura, Hernandez, Li, & Rehm, 2016). Interventions aimed at providing information to families significantly (P = 0.01) reduced anxiety upon transfer from intensive care to acute care (Brooke, Hasan, Slark, & Sharma, 2012). Bailey, Sabbagh, Loisell, Boileau, & McVey (2010) found a statistically significant (P<0.001) correlation between informational support and satisfaction in family members of intensive care patients.
Anticipatory Preparation
Standardized anticipatory preparation is defined by Coleman (2013) as specific written information provided to patients and families prior to transfer out of intensive care to educate them on what to expect in the new environment of care. The purpose of the education is to address families’ uncertainty and anxiety regarding transfer, so that they may have a better experience and improved satisfaction overall (Coleman, 2013). Linton, Grant, & Pellegrini (2008) sought to develop an informational brochure to guide parent education prior to transfer from PICU to general pediatric unit. A questionnaire identified the informational needs that were the highest priority for parents, which included involvement in planning for transfer, communication prior to transfer, and location where the patient would be going. Level of monitoring and staff presence were also identified as important. A nurse liaison then created, implemented, and evaluated the use of the transfer brochure. Results from the informational intervention by Linton et al. (2008) indicated positive feedback from parents: the brochure was easy to read (95%), helpful in preparing families for transfer (95%), and answered parents’ questions regarding transfer of care (85%). 
Manente, McCluskey, and Shaw (2017) also developed and implemented a program for transition of care from pediatric intensive care to acute care. They utilized informational pamphlets containing the differences between units, patient monitoring, staffing, nurse call system, amenities, and available services such as child life. In addition to handing out the pamphlets, the receiving charge nurse ensured a visit with the family following transfer to address concerns, questions, and expectations for the stepdown unit. As a result of the transition program, the Press-Ganey satisfaction scores increased significantly by 3.3 points over the course of eight months following implementation (Manente et al., 2017). 
Summary of Evidence
Overall, analysis of the current literature provides thorough evidence and an increased need for improved family-centered care. The experience of having a child in the Neonatal Intensive Care Unit can cause parental stress and strain on role adaptation. Transitions in care can further enhance distress and anxiety. Providing informational support has proven to reduce anxiety and increase satisfactions. Interventions aimed at providing written information in a timely manner to parents have been shown to improve satisfaction outcomes. 
Theoretical Framework
	Meleis (2010) has developed a theoretical framework for transition based on the psychosocial concept of role. As defined, “role transition denotes a change in role relationships, expectations, or abilities” (Meleis, 2010, p. 15). In this case of this project, the concept of role relates to parents with critically ill neonates. At the forefront of transition are four change triggers. The triggers include the developmental transition for parents adapting to the new role, situational transition in response to the hospital admission, health-illness transition with having a critically ill child, and organizational transition related to systems of care. Each transition has several common properties, including time span, process, disconnectedness, awareness, and critical points. Personal, community, society, and global conditions each influence how parents experience transition in their lives (Meleis, 2015). 
Another important element of the framework is patterns of response. The first response is levels of engagement, which can be identified as parents are asking for information and clarification, as well as seeking involvement in their child’s care. The second response is called location and being situated, which is how parents view the transition situation and interactions with others. The next response is seeking and receiving support from the health care professionals providing care in the environment. Lastly, the parents can acquire confidence by prioritizing their needs and future actions. These processes can result in various outcomes, including mastery, fluid and integrative identity, resourcefulness, healthy interaction, and perceived well-being (Meleis, 2015). 
Health care professionals can utilize the framework to identify preventative steps, such as the proposed educational handout, to minimize the negative effects caused by change triggers. There is also opportunity for therapeutic interactions aimed at improvement interventions. The nurse first identifies and observes the roles of family members and their meanings (Meleis, 2015). Next, milestones are identified, such as when the patient is approaching readiness to transfer to the stepdown unit, and critical points for teaching are utilized. The next step in the intervention is mobilizing support for the educational intervention and role modeling the improved process. The theoretical framework by Meleis (2015) should be utilized to support educational interventions in the NICU setting to improve the transition process and enhance parent satisfaction. 
Methods
The evidence-based improvement project design methodology was guided by the Clinical Microsystems model (Nelson et al., 2011) and the Model for Improvement recommended by the Institute for Healthcare Improvement (Langley, Nolan, Nolan, Norman, & Provost, 2009). The Clinical Microsystems model was utilized by conducting a microsystems assessment, key stakeholder analysis, and systems analysis. In addition, the evidence for best practice in care transitions was evaluated and applied to the context of the NICU setting. Information from the assessment and review of the evidence guided a plan for specific changes to the microsystems process when transitioning neonatal patients from a higher level of care to lower acuity unit (Nelson et al., 2011). The Model for Improvement guided the improvement project, justifying the use of Plan-Do-Study-Act approach and an Ishikawa diagram (Appendix A). The aim of the project was to enhance parent satisfaction, measured by qualitative and quantitative methods, with changes to the microsystems process through an educational intervention for parents (Langley, 2009).  
The setting for the quality improvement project was the University of Iowa Hospitals and Clinics, which is a large academic medical center located in Iowa City, Iowa. The microsystem of the Neonatal Intensive Care Unit is found within the UI Stead Family Children’s Hospital, with 88 available beds varying in the level of acuity. The NICU typically cares for 800 sick or premature babies each year, with thirty-six of these beds located in NIC2. NIC2 is a step-down area for stable babies preparing for discharge, similar to the level of care provided in a Special Care Nursery or Level II NICU. The vulnerable population includes babies who were prematurely born or had complications following delivery which required additional monitoring and intervention (J. Klein, personal communication).
The population sampled prior to the intervention was parents of neonates previously discharged from the Neonatal Intensive Care Unit. The sampling procedure to obtain pre-implementation data includes the use of an existing NICU survey developed by Press Ganey, which is mailed to parents for completion following discharge. Press Ganey surveys have been tested and proven to have reliability, predictive validity, and construct validity (Press Ganey Associates, Inc., 2018). The selected outcome measures assessed parent satisfaction in the areas of communication, consistency of information, and care coordination in a three-month timeframe prior to implementation of the educational intervention. The operational definitions of parent satisfaction outcomes and their formulas are discussed in Table 1. The student CNL collaborated with the nursing leadership team to receive the collected data from Press Ganey and interpret the results. Several members of the NICU staff assisted with data support, specifically including the quality improvement committee and nursing practice leader. 
Table 1
Operational Definitions of Parent Satisfaction Outcomes
	Outcome
	Definition
	Formula

	Parent satisfaction - Communication
	How well nurses communicated with you in a straightforward manner
	Press Ganey score of ‘very good’ on a Likert-type scale

	Parent satisfaction - Consistency
	Consistency of information given by NICU staff
	Press Ganey score of ‘very good’ on a Likert-type scale

	Parent satisfaction - Coordination
	How well staff worked together to care for you and your baby
	Press Ganey score of ‘very good’ on a Likert-type scale 



The intervention included the development and implementation of an educational handout for parents (Appendix B). The student CNL collaborated with the NICU family-centered care committee to develop educational content specific to the transfer process between NIC1 and NIC2. A small pilot test included 5 parents that had recently transferred to NIC2 prior to the intervention. Feedback was largely positive with minor suggestions for improvement regarding formatting and editing the content related to parking, sibling visitation policy, and parent participation in care. In addition, staff members were given the opportunity to review the sample handout when presented at the charge nurse unit council meeting. The handout was revised with assistance from the health literacy committee to ensure appropriate wording and readability. Finally, the student CNL sought necessary approval from patient education specialists in the children’s hospital to begin implementation into the NICU setting. 
Following implementation of the educational intervention, qualitative and descriptive data were collected to assess the handout provided to parents and the improvement process. The targeted population included parents preparing for their infant to transfer from a higher acuity patient room (NIC1) to a step-down patient room (NIC2) in preparation for discharge. The charge nurse discussed transition of care to the parents, with utilization of the handout as the educational intervention. The charge nurse was surveyed on the method of parent education, perception of parent readiness, and comprehension of the education provided. The survey was provided in a format similar to existing documentation of NICU parent education in the electronic medical record. Verbal feedback was also provided by parents and charge nurses.  
	With regards to ethical considerations, the risk to human subjects was minimal. Existing protocols for clinical care will be followed in the transfer of care in NICU patients. Patient-specific information did not need to be accessed, so confidentiality was maintained. Parents will be informed of the improvement initiative and concerns will be addressed as the handout is implemented. The study was reviewed by the University of Iowa Hospitals and Clinics and Creighton University Institutional Review Boards. It was determined that the improvement project was not an indication for Human Subjects Review.
Results
Pre-Implementation Data 
Quantitative data were gathered prior to implementation, which included the voluntary response of parents in completion of the NICU post-discharge survey. The sampling size included 28 respondents in a three-month period prior to the intervention. Parent satisfaction with communication from nurses resulted in a mean score of 88.5 out of 100 over the past year, with a mean score of 86.6 in the past quarter (Figure 1). When compared to the mean score for all facilities sampled (n=209), the sample population was ranked 24th. 
In the past quarter, parent satisfaction with consistency of information provided by NICU staff has had the greatest decline. The mean score for the past year was 81.6, with the past quarter at only 72.3. However, this ranks 21st among all facilities where the mean score sits at 85.3. The highest mean scores are related to parent satisfaction in terms of care coordination. Over the past year, the mean score was 90.5, with a recent decline to 89.3. This compares to a mean score of 92.5 for all facilities sampled and a ranking of 30th. There are no obvious contextual elements contributing to the decline in each of the three satisfaction measures over the past quarter. There were no unintended consequences related to collection of pre-implementation data. The results signify the need for an evidenced-based improvement intervention to further enhance parent satisfaction. 

Figure 1. Mean score of parent satisfaction assessed prior to implementation of the educational intervention in relation to communication, consistency, and coordination.

Post-Implementation Data  
 Post-implementation data were gathered following the educational intervention by charge nurses implementing the handout, with a sampling size of 15 respondents. During implementation, eleven parents received the handout, three received only verbal education, and one parent was notified via phone about potential transfer (Figure 2). The charge nurses who completed the survey indicated the method of education regarding potential transfer, perceived parent readiness, and response to education. 
Results of the survey indicated parent readiness with 6.7% eager for education, 53% acceptance of the intervention, 26.7% asking questions for clarification, and 13.3% requesting information prior to the education (Figure 3). None of the parents refused the education. Following the educational intervention, the charge nurse also assessed parent response, with 100% of participants verbalizing understanding of the handout and preparation for transfer (Figure 4). None of the participants utilized teach back as evidence of learning, however it was not indicated that there was a need for further reinforcement or teaching. 
 
Figure 2. Method of education provided to parents in preparation for transfer. 
 
Figure 3. Assessment of parent readiness at the time of transfer education. 

Figure 4. Assessment of parent response to the educational intervention. 
In addition to the survey assessing method of education, parent readiness, and response to the educational intervention, parents were encouraged to provide comments and suggestions for improvement. When analyzing the qualitative date from parents, several common themes emerged during the implementation period. The first theme confirmed the ease of use, practicality, and readability of the handout. The second theme was that parents prefer to receive education in a variety of methods, including both written and verbal education. Lastly, positive feedback indicated that the handout was a beneficial component to the existing processes and preparation for transfer. 
Discussion
	The results of pre-implementation data have indicated areas for improvement related to parent satisfaction in the areas of communication, consistency, and coordination of care. In an ongoing effort for quality improvement, it is recommended that the above satisfaction measures continue to be evaluated on a quarterly basis by the NICU leadership team. While it would be challenging and infeasible to measure the direct effect of the educational intervention on the overall outcomes, the data provide a baseline understanding of parent satisfaction regarding our current NICU practices. 
	Feedback from staff members also highlighted the need to expand the educational interventional to guide improvement of existing NICU transitional care procedures and protocols. The next step for quality improvement is for the student CNL to collaborate with the nursing practice leader of the microsystem to update the protocol to reflect changes in practice to the transition process, which includes the implementation of the educational parent handout. Further discussion should also take place to address appropriate timing of the intervention, as prior studies have indicated that anticipatory preparation lessens anxiety of transfer. In addition, the delegation of specific personnel to provide consistent transfer education to parents should also be reviewed. 
	With regards to the post-implementation data, feedback was largely positive from parents. An identified strength of the evidence-based improvement project includes recognition of the varied educational needs of parents when experiencing a critically ill child in the Neonatal Intensive Care Unit. Previous studies identified the importance of family communication and satisfaction outcomes during transitions in care for the pediatric population, but there have been a very limited number of studies in the neonatal population. The study is also unique in that it utilized the Clinical Nurse Leader to facilitate and lead the evidence-based improvement project. There is potential for the Clinical Nurse Leader role be involved in future quality improvement initiatives within the NICU, as well as other microsystems, to effectively improve patient advocacy, care coordination, and outcomes of care.
Limitations of the improvement initiative include a varied response rate for both pre- and post- implementation data collection, as well as a small sample size of parents receiving the educational intervention prior to evaluation of the improvement process. The study is also limited to a single study setting over a short time period. Internal validity may also have been impacted by imprecision in the design methodology and measurement of qualitative data. Due to the unique design and set-up of the sample setting with higher acuity patients in a separate location from the step-down patient rooms, generalizability of the project to other NICU settings may not be warranted. It is recommended that future studies continue to examine parent satisfaction within the NICU study setting to evaluate the transition process.  
Conclusion
	Evidence supports the use of an educational intervention in providing written information to parents as an addition to the microsystems process for patient transitions. Development and implementation of a parent education handout is a sustainable intervention with limited costs that should be provided to supplement existing parent education tools.  The Clinical Nurse Leader should be involved in future quality improvement initiatives within the NICU microsystem to effectively improve patient advocacy, care coordination, and outcomes of care. It is recommended that future studies continue to examine parent satisfaction within the NICU setting and transition process. Providing parents with anticipatory preparation is a crucial element of family-centered care, as neonates are experiences critical transitions to the site of care, care plan, or care team. 
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Patient & 
Family
Nursing
Provider


Timing of transfer not ideal for patient workflow
Inadequate communication with family on impending transfer
Varying stability of the patient dictates timing of transfer


Miscommunication between sending and receiving nurse
Impaired decision making regarding an outlist of patients ready to transfer 
Parent involvement (or lack thereof) in the plan of care 


Primary care nurses unable to transfer with patient due to difference in staffing between units
Handoff report given from LIP to NP at transfer 
Ability to communicate in parent’s absence (working phone, etc.) 

Impaired Parent Satisfaction with Transfer

Outdated policy regarding transition of care 


Missed orientation to new unit upon arrival 

 Lack of resources during middle of night transfers
Lack of awareness regarding policy



Rushed transfers are more prone to missed belongings and handoff errors 
Non-standardized approach to providing a unit tour to parents




Environment
Policies & 
Procedures



An Ishikawa diagram identifies potential causes associated with the clinical problem. With regards to impaired parent satisfaction with transfer of care from NIC1 to NIC2, there are many contributing factors. These include the patient & family, provider, nursing staff, policies & procedures, and environment. 
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Verbalized Understanding	Repeated Back	Needs Reinforcement	No Evidence of Learning	15	0	0	0	


Mean: Past Year	Communication	Consistency	Coordination	88.5	81.599999999999994	90.5	Mean: Past Quarter	Communication	Consistency	Coordination	86.6	72.3	89.3	Mean: All Facilities	Communication	Consistency	Coordination	90.9	85.3	92.5	



Handout 	In Person	Phone Call	Other	11	3	1	0	


Eager	Acceptance	Refuses	Asks Questions	Requests Info	1	8	0	4	2	


image1.jpg
University of lowa
Stead Family

Children’s Hospital

Moving from Neonatal Intensive Care Unit Bays 1 to 3 (NIC1) to
Neonatal Intensive Care Unit Bay 4 or Level 6 (NIC2)

This guide will help you to feel ready for the next step in your baby’s recovery. Soon, your baby may
move from NICI to NIC2. In the new unit, just like in NICI, you are a member of your baby’s care
team. Please ask questions and share any concerns.

NIC2 Units

Your baby will either move to Bay 4 or Level 6:
e Bay 4 is near the Mother Baby Unit - Elevator I to the 6" floor.
o Level 6 is on the 6™ floor of University of lowa Stead Family Children’s Hospital.

Treatment and care

Your baby is moving to NIC2 because they are getting better. It is a good step forward in your baby’s
recovery. The focus may shift to your baby’s goals for discharge. Do not be alarmed by this. Rounds with
the care team are done at your baby’s bedside every day so you can take part in the plan of care.

«  Getting ready to move: Your baby’s doctor or nurse will talk with you before you move. When
your baby is ready, staff will make all the arrangements. Your NICI nurse and nurse on the new
care unit will help make your move as smooth as possible.

«  Exceptions: Babies with certain medical conditions may not be able to move. Your baby does not
have to move through each bay before going home. Some babies may go home from NIC1.

«  Transfer back to NICL: If your baby gets sick or needs surgery, they may need to move back to
NICL. If your baby’s needs change, we will talk about this with you.

+ Emotional needs: Many parents have mixed feelings when their baby leaves NIC1. This is normal.
You have gotten to know the staff and have become comfortable with the care your baby has
been getting. Please let us know how we can best support you during this time.

« Nurses: You may recognize some of the nurses in NIC2, but also may see some new faces. Nurses
in both units are trained to provide the best care for your baby. Please talk to your nurse about
primary care nursing teams.

« Your baby’s new room: NIC2 has all single patient rooms. Parents are welcome to spend the
night. Your nurse will give you a unit tour. Need help? Please push the call light anytime.

« Parking: The parking ramp closest to NIC2 is Ramp 2, which is underground. Take the elevators
up to ground level and you will be at the Children’s Hospital entrance. The public elevators and
information desk are just inside the entrance. Ask the NIC2 unit clerk for your daily parking pass.

« Siblings: The same visitation policy applies to siblings in NIC2. Siblings are welcome to visit, but
cannot stay overnight, with the exception of twin siblings. On Level 6, there is
and volunteers are often available to provide play activities.

sibling playroom

Changing Medicine. Changing Kids’ Lives.”
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Getting ready to go home

Before your baby goes home, the nurses will help you feel comfortable by:

« Telling you what kind of care your baby will need at home

« Teaching you how to give that care

Please ask questions. We want you to feel confident about caring for your baby at home. And, because the
best way to learn something is to practice, please take part in your baby’s care each day. Need help? Just
ask the nurse. When we all work together as a team, your baby gets the best care!

Neonatal Intensive Care Units
What is the same? What is different?

Bays 1 to 3 (NIC1)

Bay 4 and Level 6 (NIC2)

Each nurse usually cares for 2 to 3 babies.

Each nurse may care for 3 or 4 babies.

Often, your baby’s nurse is right outside
the room.

Your baby’s nurse may also be caring for a baby
in a nearby room. Nurses are able to see your
baby’s monitors from outside the room. They also
get alarm notifications on their Voalte phone.

Vital signs and as
baby more often.

ssments are done on your

Because your baby’s health is better, vital signs and
assessments are done less often.

You may hear more noises, such as alarms
and breathing machines.

It is quieter with single rooms and more stable
babies. Nurses may seem farther away because the
unit and rooms are large. Need help? Please push the
call light anytime.
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