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Dedicated Education Unit

A Dedicated Education Unit (DEU) is an 

innovative, instructional model where a 

nursing college and a healthcare delivery 

system collaborate to provide students with 

immersive clinical experiences. 

In 2016, Resurrection University opened a DEU 

within a Long Term Acute Care Hospital 

(LTACH) setting.  

Current: Fall 2018 – We have 6 DEU’s and 1 

Dedicated Education Partnership (Hospice)



▪ In 2016, 134 students navigated 
through the program with excellent 
results as demonstrated by the 
exceptional student experience, patient 
safety, and quality outcomes measured 
through evaluations and audits. 

▪ Students responded with higher 
satisfaction rates, higher confidence 
levels, and improved coursework. 



Traditional Model DEU Model

What is unique about DEU ?

➢ Focus on academic achievement 

➢ Limited real hands on 

experiences 

➢ Clinical faculty / 8-10 students 

➢ Patient safety is a concern 

➢ Lack of consistency 

➢ Lack of working experience with 

clinical staff 

➢ Integrate academic learning 

with practical experience

➢ Real life experience with a 

‘bedside expert’ RN

➢ Clinical Faculty /4-6 Clinical 

Instructors / 2 students each

➢ Improved Patient safety 

➢ Consistency of instruction



2016 Sample Staffing



THE CLINICAL/FACULTY TEAM 



• Medically Complex , Critically Ill Long Term  
patients    

Innovation in 
Learning experience  

• Increased  Patient Satisfaction, Improved Quality 
/Safety Metrics 

Patient Care 
Outcome 

• Grooming of Future Staff ,Team Building & 
Leadership Development of LTACH Staff 

Professional 
Development 

• Focused Learning Environment & collaboration with 
Multidisciplinary Care Team 

Enhanced 
Collaboration 

• Electronic Rounding Boards/ Precaution Board / 
Room communication  screens 

Innovation in 
Technology 

Why a DEU in an LTACH ?



Benefits to the Multidisciplinary 

Care Team 

➢Enhanced collaboration

➢Professional Development

➢Recognition 

➢Job Satisfaction 



Benefits to the Students

➢Advanced Clinical Skills

➢Mimic RN roles & responsibilities 

➢Peer support

➢Experience Progression of Care & Discharge 

Planning 

➢Sense of belonging 

➢Increased confidence 
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POSTER PRESENTATIONS 



Prevention of Clostridium difficile-Associated Diarrhea (CDAD)
Nursing Student

Presence Holy Family Dedicated Education Unit (DEU)
Resurrection University

Clinical Issue Literature Review of Topic Literature Review of 
Intervention

Solutions

In the United States in 2011,
the estimated incidence of 
community-acquired C. difficile 
infection was 51.9 cases per 100,000 
population, whereas the incidence of 
C. diff infection associated with 
health care was 95.3 cases per 
100,000 population

Between 2000 and 2002, the 
estimated hospital cost in the United 
States for C. diff infection alone was 
more than $3.2 billion per year. In 
the clinical setting, C. diff infection is 
the leading cause of healthcare-
associated infections

(Liubakka & Vaughn, 2016)

• C. difficile infection may have a 
significant effect on health services 
because of prolonged length of stay 
in hospital. Mortality at 30 days has 
been shown to be between 5.7% and 
6.9%.

• The incidence and severity of C. 
difficile infection has increased in 
health care settings over the past 
decade with increases in patient 
transfer to the intensive care unit, 
colectomy, and deaths.

• Patients also spends an extra one to 
three weeks in the hospital compared 
to non-infected patients, which 
contributes for an increased cost in 
the hospital.

Risk Factors for C. difficile infection
• Antibiotic exposure including: 

clindamycin, ampicillin, 
amoxicillin, and cephalosporin

• Older age >65 years old
• Severe underlying disease
• Nasogastric tube in place
• Longer hospital stays
• Patients taking proton pump 

inhibitor or histamine receptor 
antagonist

(Leal, Heitman, Conly, Henderson, & Manns, 2016)
(Mitchell, Russo, & Race, 2014)

(Liubakka & Vaughn, 2016)

• Continuation of precaution until 
discharge of patient

• Proper hand hygiene education
• Early instigation of special contact 

precaution and use of single rooms
• Educate patients and visitors about 

proper use of personal protective 
equipment and where to perform

• hand hygiene
• Monitoring the frequency and 

consistency of stools of patients with
• C. diff infection

(Mitchell et al., 2014)

Pertinent to the Unit

Statistics from the Infection Control 
Department shows an increase in 
incidence of C. difficile infections in 
the past months. 

• Careful prescribing of antibiotics to 

patients, avoiding unnecessary 

antibiotics, and using appropriate 

duration of therapy

• Close monitoring for patients using 

antibiotics

• Discontinuing antidiarrheal and 

antibiotics causing the bacteria 

and initiate proper regimen

• Metronidazole or vancomycin 

therapy (orally)

• Fidaxomicin (orally)

• Probiotics use in addition to 

antibiotic therapy

• Besides standard precaution, 

institute special contact precaution

• Use of gown and gloves during 

direct contact with patient care

• Proper hand hygiene after patient 

care

• Single rooming or cohorting with 

other patients with C. diff infection

• Implement environmental cleaning 

and disinfection strategy

• Fecal Microbiota Transplant (for 

recurrent C. diff infection)

(Liubakka & Vaughn, 2016)

(Mitchell et al., 2014)

Future Implications

Keep patient on 
special contact 
precaution until KPC 
screen  resulted 
Provide sani-cloth 
disinfectant in rooms 
occupied by patients 
with C. diff infection
In-service for 
environmental staff 
regarding proper 
cleaning of rooms
Increasehand hygiene 
compliance





▪ The University and Clinical 
Partner:

Dedicated to best patient, family, 
student, staff and community 

outcomes. 



DEU Patient Care Outcomes
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Sample Budget 
$20,000 

• STAFFING RATIO ADJUSTMENTS

• SALARY ADJUSTMENTS (RN-I to 
RN-II)

$301,031.00

• REDUCE TURNOVER BY 50%

• HIRING GRADUATES OF DEU -8 

FTE  ($115,000 as 
orientation cost )

Financial Impact To Hospital Unit

START UP COST Holy Family 2016: 

ACTUAL COST SAVINGS



Resurrection University Dedicated Education 
Units - Quality Data Report - March/ April 2018

Holy Family – March 2018 

▪ Targets exceeded:

▪ Experience - Press Ganey Overall Satisfaction –
Target 55% - Actual 99%

▪ Safety and Quality – Health Outcomes Index –
Target 100 – Actual 130

2018 Outcome Slice



Resurrection Medical Center 4 NW – March 
2018

▪ Above benchmark (nursing):

▪ Communication with Nurses - 90%

▪ Responsiveness of Hospital Staff  - 81.2%

▪ Discharge Information – 88.2%

Resurrection Medical Center 4 South – April 
2018

▪ Received hospital award for most improved Press 
Ganey Scores



St. Mary’s Hospital 7th and 8th floor 

▪ Metrics staying high in all areas. 

▪ Remarkable to note the overall nurse statistics:

▪ 80% BSN, 13% MSN and 7% ADN

▪ Resu Alumni on nursing staff = 110



Student demand for a DEU experience is consistently 
reported: 

“All nursing students should have the opportunity to be 
assigned to a DEU!”

Student Clinical Evaluation Statement Analysis

A random student clinical evaluation was chosen for the DEU and a traditional clinical 
course.

▪ Likert Type Scale: 1 = Strongly Agree, 2 = Agree, 3 = Neutral, 4 = Disagree, 5 
Strongly Disagree

Clinical staff are supportive of ResU students.

• Traditional clinical mean(n = 7) = 2.14 DEU mean( n = 23) = 1.39

This clinical site fosters an environment of personal and professional growth.

▪ Traditional clinical mean = 2.43 DEU mean = 1.48

This clinical experience has enriched my professional knowledge and skills.

▪ Traditional clinical mean = 1.86 DEU mean = 1.43



Student Classroom Performance

▪ Term C 2017

▪ Level 1 Foundations in Nursing

▪ Overall Course Average: (4 sections) 92.81%

▪ DEU Student Course Average (4 sections) 92.82%

▪ Level 3 Adult Health II

▪ Overall Course Average: (4 sections) 80.88%

▪ DEU Student Course Average: (4 sections) 81.5%

▪ NOTE: Of the 4 sections Evening/Weekend DEU students 
scored higher than the course average.

▪ (FON 93.1% vs 90.8% & AHII 82.7% vs. 81%)



➢ LTACH to strategize position control to maximize hiring of 

DEU graduates

➢ Consideration coverage of Clinical Instructors (staff RN’s) 

during vacations/unplanned absences 

➢ Provide Clinical Instructors scheduling based on patient 

volume and to meet student assignments

➢ Identified physician/provider champions in initial stage

➢ Role clarity: Clinical Instructor vs Preceptor

➢ Engage Multidisciplinary Team earlier 

Lessons Learned



BRIDGING THE GAPS
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