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     A literature review for a theoretical framework was 

completed. The National Council of State Board of Nursing had 

implemented a framework that was utilizing a whole systems 

approach to evaluate practice breakdowns ”Taxonomy of Error, 

Root Cause Analysis, and Practice Responsibility” (TERCAP) ®. 

NPR determined that this framework could provide the 

foundation to accomplish the purpose of the committee: “to 

create the infrastructure to review the practice environment, 

organizational culture and systems that may contribute to patient 

safety, while also addressing individual areas of growth which 

may have led to a practice breakdown.” It was determined that 

NPR would be comprised of nursing leaders and clinical experts 

who could evaluate practice with a consistent framework 

focusing on patient safety. The process is as follows:  

• Cases are referred for review 

• APRNs are responsible for initial case review to identify 
concerns 

• A meeting is scheduled with the APRN, the involved staff and 
the Nurse Manager  

• Practice Breakdowns are determined through the interview 
process 

• An action plan is formulated as needed 

• A primary and secondary practice breakdown are assigned by 
the APRN and then validated for interrator reliability in NPR 

INTRODUCTION EVALUATION 

     Nursing Process Review (NPR) was created mirroring physician 

peer review. NPR was to focus on significant events. A case 

review was completed by leadership which included reviewing 

the electronic health record and identifying gaps in the nursing 

process that may have contributed to the event.  The team 

recognized the need for a whole systems approach that could 

organize data and improve analysis, and prevent future practice 

breakdown. Historically, the answer had been to take a quality 

management approach, and provide broad education and 

training.  Conversely, a whole systems approach assesses the 

entire practice environment, and evaluates all the factors that 

may have contributed to a breakdown. This provided the team 

with specific information which could be utilized to improve the 

individual nurse’s practice as well as the practice environment.  

 

 

STRATEGY AND IMPLEMENTATION 

RESULTS 

CONCLUSION 

     The whole systems approach has shifted the focus from quality 

management to the development of system wide changes. Targeted 

action plans have been developed to improve individual nursing 

practice. The ability to analyze and organize data in a meaningful way 

has lead to the development of meaningful education and system wide 

changes. The combination of these have improved patient safety 

throughout the institution.  
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     The modified TERCAP® provided specific, systematic 

information regarding the nursing staff prone to practice 

breakdowns: 80% had less than 1 year experience in the current 

unit and the most frequent practice breakdowns were clinical 

reasoning (lack of recognition of signs/symptoms/response to 

interventions) and intervention (lack of timely or skillful 

intervention). Additionally, the systemized approach added 

information about the practice environment that was previously 

lost in the review since only the electronic health record was 

evaluated for the nursing process. Furthermore, the new process 

illustrated that leadership and the staff had different perceptions 

of what contributed to the practice breakdown.  (p value = 

0.052). Other correlational statistical inferences between 

demographics, practice breakdown type and patient harm have 

not been shown to have statistical significance. However, it is 

hypothesized the population sample size is still too small.  
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IMPLICATIONS FOR PRACTICE 

     Action plans can be tailored for the individual nurse. 

Simulation scenarios have been developed based on actual 

events and nurses who had an identified area of growth have 

completed this training. A simulation “Boot Camp” has been 

initiated for all new hires as well as nurses who have worked less 

than one year on their unit.   

     System trends can be identified that require further action 

and processes implemented that improve patient safety. One 

such example has been to improve hand-off communication, 

bedside report involving the patient and their family has been 

instituted. 

    The environment becomes safer as nurses are supported in 

their role to prevent practice breakdowns or intervene before 

one occurs. One case illustrated a gap in the process of capturing 

patient documentation when in isolation. The patient record 

appeared incomplete and the assumption was the nursing 

process was lacking. In discovery through the interview process it 

was determined the nursing care was appropriate. However, the 

nurse was lacking adequate documentation resources in the 

room. The staff nurse was then empowered to come up with a 

solution to improve patient safety.  
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