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THE JOURNEY OF ADOPTING THE ACUITY ADAPTABLE UNIT MODEL OF CARE

AND IMPACT ON OUTCOMES

Lessons Learned

• Partner with unit leadership to support the 

adoption of the new model of care (Managers, 

Assistant Managers, Unit Educators, Case 

Management, Unit Clinical Nurse Specialists, unit 

based Medical Directors)

• Communicate to the staff through multiple 

methods about the model of care, education plan 

and support.

• Change in the care model led to ~ 3-5% attrition 

due to multiple factors.

• Allocate resources dedicated to education and 

implementation

Future AAU Education Plans

• Additional Skills: ETCO2 monitoring, moderate 

sedation, long-term ventilator management 

• Maintenance of existing skills taught: ECG analysis 

and intervention, early recognition of clinical 

deterioration
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Create a comprehensive, standardized, evidence-

based, program to prepare nurses on medical-surgical 

(M/S) units to care for patients at an intermediate 

intensive care (IIC) level in preparation for adoption of 

the acuity adaptable unit (AAU) model of care.  AAU is  

a unit that provides both M/S and IIC care.  

Stanford Health Care (SHC) is a not-for-profit academic 

medical center with 603 licensed beds, 103 ambulatory 

care/outpatient clinics, 25,000 admissions/year, and 58,000 

emergency room visits/year in Palo Alto, California

Literature shows the adoption of the AAU model of care 

shows improved outcomes in operational, staff and patient 

metrics (Bonuel & Cesario, 2013):

• Decrease in patient transfers (Brown, 2007)

• Decrease in patient length of stay (Hennon et al., 2011)

• Improved patient outcomes (Chindhy et al., 2014)

• Stronger nurse-patient relations (Brown and Gallant, 

2006)

• Increase in RN job satisfaction (Clark et al., 2004)

• Increase RN’s competency (Ramson et al., 2013)

• Decrease in RN turnover (Hendrich et al., 2004)
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Operational AAU Education Plan

• Sequential roll-out (~18 months to complete)

• Units were divided into 3 groups

• Individualized staff education. (~12 weeks) Online 

learning modules assigned based on basic knowledge 

assessment  test (BKAT)

• Layered learning: didactic, clinical orientation, and on-

line learning modules

Competencies

• IIC level of care competencies

• Recognize early deterioration to prevent failure to 

rescue

• Communication techniques include Situation-

Background Assessment-Recommendation.

• Deliver compassionate care to patients and families

P. Benner’s Stages of Clinical Competence

Operational Outcomes:

Patient Outcomes

Staff Outcomes

Jellison’s J Curve of Change 
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