






on a national scale.” 

Stonich referenced a worn pamphlet, 

Problem Solving for Nurses, published in 

the 1950s by the American Journal of 

Nursing as part of its Trading Post series. 

The handy resource allowed nurses to 

share tips and solutions for meeting practi-

cal needs, such as creating a temporary 

crutch from a broom. The series was even-

tually discontinued. 

“Part of this study is figuring out why 

we stopped that information sharing,” 

Stonich says. “I’m not sure if it coincided 

with a want for nursing to appear more 

professional or if it was an industry push 

to buy products from established vendors 

rather than making them yourself.”

MakerNurse co-founder José Gómez-

Márquez says the program aims to not only 

encourage more innovation but to also pro-

mote the communication of ideas on a 

grander scale. “Some of the most brilliant 

innovations that come out of hospitals are 

from nurses, but unfortunately no one 

really knows about them,” he says. “We 

want to give health care professionals the 

push they need so their scope of working 

can expand into creating.” 

The cart at St. Mary’s was equipped by 

Young and Gómez-Márquez and paid for 

through the grant funding. Contents are 

tailored to each hospital, with much of the 

higher ticket items, including electronics 

and the 3-D printer, provided to St. Mary’s. 

The nurses bought supplemental items 

locally.

The St. Mary’s team spent several 

months collecting data to feed into the 

larger study. They examined the act of 

making modifications to existing equipment 

to better meet patient needs. One idea was 

the creation of a specialized urinal for male 

patients with retracted genitalia by placing 

an open-bottomed paper cup in the opening 

of the urinal. Another nurse began work 

on devising an alarm for a patient to signal 

if he or she needs assistance in the restroom 

— this way, the nurse can give the patient 

privacy while remaining on hand to help. 

The team also discussed how to deter-

mine when a device is safe and effective 

enough to use on patients, as well as how 

to prototype an idea once it’s accepted. 

Additionally, the team explored options for 

setting up permanent maker spaces, includ-

ing identifying what items a nurse would 

need to carry out an idea. 

“A larger goal is to create spaces that are 

accessible to any hospital staff,” Stonich says. 

“We are looking into how to create a sup-

portive space where, if nurses have a good 

idea, they can bring it out of the woodwork 

and talk about it. We want to know what 

people are making.” 

The MakerNurse founders expect to 

publish findings sometime this year, with 

the goal of building a national network for 

sharing maker space innovations to improve 

health care. 

“I come into work every day to try and 

make the world better for our nurses so 

they can make the world better for our 

patients,” Stonich says. “I believe if we  

help to educate them appropriately and 

help create the policies and procedures to 

allow them to do their best work, they will 

make sure their patients get the best care 

available.” —Kyra GemberlingC
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 “Some of the 
moSt brilliant  

innovationS 
that come out 

of hoSpitalS are 
from nurSeS, 
but unfortu-
nately no one 
really knowS 
about them.”

—José Gómez-Márquez

Mary Beth Stonich
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ecoming America’s safest 

health system” … Virginia 

Commonwealth University 

Health System’s mission state-

ment certainly sets a high bar. 

One might wonder how an organization 

even begins to define the steps to achieve 

such a goal. However, if actions speak loud-

est, VCU Health System is on the path to 

success. And the new Langston Center for 

Quality, Safety and Innovation exemplifies 

its commitment. 

The Langston Center, which opened in 

October, is in the School of Nursing. It’s 

named for Nancy Langston, who served 22 

years as dean of the nursing school. The 

program seeks to bring the larger VCU 

health community together to improve 

patient experience. 

“We want to be a leader in quality and 

safety and to inspire empowerment on the 

front line,” says Marianne Baernholdt, the 

program director. “We want everyone to 

feel like they can say ‘Stop. What are we 

doing? This isn’t safe.’ ” 

With the help of an advisory board and 

executive committee from across VCU, 

Baernholdt set three goals: Supporting inno-

vation related to quality and safety; creating 

educational opportunities for health care 

workers at VCU and throughout Richmond; 

and serving as a national and international 

hub for knowledge generation, education 

and research.

Fostering connections is the main service 

the center provides the larger community.

“One of the biggest problems in health 

care is you’ve got people who are experts 

doing their individual things, but they aren’t 

sharing them,” says Alan Dow, a member of 

the Langston Center executive committee 

and an assistant vice president of health sci-

ences for inter-professional education and 

collaborative care for VCU Health. “The 

center brings everyone together and is devel-

oping front-line leaders in a way that bridges 

silos. We need to take the expertise that we 

have in education and in practice and bring 

them closer together. That’s the really inno-

vative thing that Marianne is doing.” 

Working with the nursing school, the 

center has created a Doctor of Nursing 

Practice degree program that’s focused on 

translating research into evidence-based 

practice. It is designed for working nurses, 

to add to their skill sets and help them 

become leaders in innovation.

In April, the center begins the Langston 

Quality Scholars Program, an eight-month 

experiential learning programthat combines 

education with immediate implementation 

for working professionals. “We wanted to 

create something that was close to the 

people who actually care for patients,” 

Baernholdt says.

The program’s first group will have teams 

comprising one nurse and one physician. 

Each team will work together on an issue 

they have experienced on the job and to 

come up with and implement a solution. 

One of the teams includes Amy Dean, 

a nurse, who will work with Kristin Miller, 

a physician and associate medical director 

of VCU’s Medical Respiratory Intensive Care 

Unit. Their goal is to tackle an improvement 

project in the ICU. “I am looking forward to 

this opportunity, as well as the resources 

that I will gain from the teaching, mentor-

ing and coaching provided by the Langston 

Center,” says Miller. 

Another focus is to help researchers find 

grants, contact field experts and leverage 

VCU resources. “People come to us to get 

expert consultations,” Baernholdt says. “Right 

now, there isn’t a process for ‘I have this idea, 

what do I need and how do I make this a 

reality?’ ”

The Langston Center also is creating a 

VCU Health System database that includes 

anyone with expertise related to quality, and 
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ach year, approximately one-

third of births in the United 

States are by cesarean section. 

A C-section differs from a 

vaginal birth in that the pro-

cedure must take place in a sterile operating 

room, where a surgical drape, which acts 

as a curtain, is placed over the mother while 

the surgery is performed. Unfortunately, 

the drape obstructs the mother’s view of 

the birth and delays the first skin-to-skin 

contact between mother and child.

The baby has to be cleaned and put into 

a warmer (operating rooms are kept cool), 

and the uterus and C-section incision must 

be stitched and closed, which means a 

mother must wait for up to 30 minutes to 

cradle her infant. Understandably, a mom 

often feels like an onlooker instead of a par-

ticipant in the birth.

Enter three longtime Richmond regis-

tered nurses —  Kimberly Jarrelle, Deborah 

Burbic, and Jess Niccoli. They had worked 

together on labor-and-delivery units in 

local hospitals and noticed how the absence 

of immediate skin-to-skin bonding between 

mother and child was a concern. Why 

couldn’t a C-section birth offer mothers the 

same skin-on-skin experience as a vaginal 

birth, they wondered.

They brainstormed over coffee after 

work in search of a solution. They were 

confident they could find a better way — 

after all, collectively they had 50 years of 

obstetric nursing experience. Jarrelle is a 

director of women’s health at Johnston-

Willis Hospital; Burbic is a director of labor-

and-delivery for Henrico Doctors’ Hospital; 

and Niccoli, an employee health nurse and 

case management review nurse at Henrico 

Doctors’ Hospital, has 36 years of general 

and labor-and delivery service.

“We worked hard for several years,” 

says Jarrelle. She turned her dining room 

table into a workspace, and set to the task 

with a sewing machine, duct tape, and a 

supply of disposable, expired surgery 

drapes donated by a friend of Niccoli’s.

What they came up with was a drape 

with a portal to pass the baby through to 

the mother in a C-section birth.

 Jarrelle, Burbic and Niccoli estimate 

they put their invention through at least 

50 prototypes, sending mockups to the 

company they had selected as their con-

tractor. According to Jarrelle, the drape 

was taken through intensive scrutiny and 

examination. Changes were made, ideas 

tested, and adjustments perfected. Soon, 

the product had a name: Skin to Skin 

C-Section Drape.

The drape features a sealable flap that 

acts like a window, so a baby can be passed 

through the drape after the C-section, into 

its mother’s arms and onto her chest. The 

flap is then resealed to maintain the steril-

ity of the environment.

Getting their product to health care 

professionals and receiving feedback from 

obstetric and gynecological nurses is now 

the team’s focus. The product was intro-

duced last year at the national conference 

of the Association of Women’s Health, 

Obstetric and Neonatal Nurses, and several 

hospitals agreed to test the drape. Along 

the way, a lawyer came onboard to 

research patents, and the nurses decided 

on a company name, Clever Medical.

Breaking into a saturated market of 

medical wonders has been challenging. 

But as with many startup businesses, 

word-of-mouth, media attention and pro-

fessional networking have given a boost 

to the fledgling company. Jarrelle, Burbic 

and Niccoli say that their drape is being 

used in several hospitals around the coun-

try. “Trying to change the hearts and minds 

of medical professionals [who] have long 

been doing C-section procedures one way 

takes time,” Jarrelle says.  “We want to have 

a C-section culture that has more of a 

mother and baby focus,” Niccoli adds.

The drape is sold through Clever 

Medical to hospitals and through some 

medical distributors. Doctors are offering 

the drape to their patients, and some  

physicians are now requesting it for  

all their C-section cases. Mothers don’t 

always know they will have to have a 

C-section birth, so as a precaution, some 

are requesting a drape be made available 

at the hospital.

“Mom should always be the first to hold 

her newborn baby and the operating room 

should not be the exception,” Burbic says. 

For more information, please visit  

clevermedicalob.com. —Lynda Firth Raines
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Skin in the Game
Veteran nurses invent a practical way for moms to 
have a chance to hold their infants after a C-section

“MoM should always be the 
first to hold her newborn 

baby and the operating rooM 
should not be the exception.” 

—Deborah Burbic
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