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Nursing at the Crossroads-
VA Nursing Outcomes Database (VANOD) and Clinical Indicators
Bonny:  There’s a couple of seats scattered around, but we almost have a full house.  Welcome.  I’m Bonny Collins, and we’re here to talk about the VA nursing outcomes database.  So if you’re in the wrong room, it’s like they say on the flights, our destination is VANOD.  If you didn’t want to go there, you’re in the wrong room.  But we’re delighted to see each and every one of you here.  I would like to introduce part of the VANOD team that’s here, if they’re here.  They may not have come, see?  Diane Bedecarre, if you would stand up.  Diane is the nursing informaticist on the VANOD team.  Alicia Levine, is Alicia here?  Alicia is back here in the back, she’s our implementation coordinator.  Julie Presley is going out the door as our programmer, and this is her last official function with us, so make her feel guilty as you leave today.  We’ve been trying to do that the last couple of days, and succeeded I think.  Mimi Haberfelde is our educator and editor and all-around everything else, and you’re going to be hearing more about her today.  I am Bonny Collins, I am the program manager for the VA nursing outcomes database.  I am a physician assistant by clinical background, and had previously been working in the office of quality and performance designing and developing performance measures, those ugh things, and now stepped over to the office of nursing service to develop a nursing database.  And what fun and delight it has been to do that.  So we’re going to go ahead and get started here.  I normally pace up and down as I do this, and now I have to be confined to the microphone here.  We’re going to talk about the vision, the purpose, the goals that we have for the VA nursing outcomes database, we’re going to be talking about some of the data that we currently have available, we’re going to talk about our data collection plans, what we can get, what we can’t get yet, what we want to do, what we’re planning to do, and importantly, we’re also going to talk about the limitations of the data and about some of the vulnerabilities of the data that you as critical consumers of the data need to be made aware of.  Simply put, every time we do a presentation we kind of craft our vision a little bit differently.  The first time it was a big long paragraph and then it was a few sentences, and now we’re down to one simple sentence that says our vision for the VA nursing outcomes database is that stakeholders will depend upon VANOD data to make important decisions.  That’s it in a nutshell.  It will be recognized as so valuable and so critical, that you guys will need it and want it and know that it’s important and valuable to you to make important decisions from.  The purpose for those decisions, and the purpose of the data that you’ll be using that for is to manage nursing resources, is to understand those clinical processes that are sensitive to nursing practices and what nurses do, and to influence those patient outcomes.  Our goals are to provide local tools.  Now this is a little different than you hear in most kinds of things about national processes or national products.  We know that you need local tools to be able to manage your processes, understand your processes, and be able to make changes.  So our goals here are to be able to provide you local tools for one thing, to put in nationally standardized data into the system.  You can’t get data back out if it doesn’t go into the system.  And if it doesn’t go in and mean the same thing when it goes into a facility in Dublin versus a facility in Detroit, then you can’t pull it out and have it mean the same thing on the back end.  So we have to have nationally standardized data input on the front end, we need to provide you the tools so you can validate your data locally, so you can understand what your processes are and where your processes are breaking down, so that you can improve your processes.  We are using, the mantra that we have is with the tools available to us today what can we do, and you’re probably just as frustrated about some of those limitations as we are, but what are our other options?  We can’t stand to be paralyzed waiting for the future.  So we have to say with the tools available to us today what can we do, and the best tool we have available to us today for the data entry on the front end and putting data in the system is the clinical reminders dialog software, which is a little bit different than a clinical reminder.  The reminder is what it gives you back, but the software that uses the functionality to put data into the system and act upon data is kind of a different thing.  So no, we’re not saying we’re going to create all these reminders that are going to drive you crazy every time you open up a screen you get 73 reminders telling you what to do, but we are going to use that same software functionality to put data in the system to be able to spin off reports, and if you choose to have a reminder come back at you, you will have that option and capability.  And we also believe that you also need local tools to manage whole patient cohorts, so that if we provided you a tool that gave you a list of all of the patients that were currently in beds in your hospital that had pressure ulcers, that your wound care nurse could take and go act upon, or all of those patients that were currently in beds in your hospital that were high risk for skin breakdown, or any other kind of a current list like that that was cohort populations, that that would be meaningful and helpful for you to be able to manage processes and improve care.  Those are our goals, that’s our vision, part of what we’re doing with this.  Well, we also have goals about how we return that data back to you then.  If you look at this you can see there are several things here, I want to point you to the grid at the bottom of this that talks about the fiscal year at the VHA level, here in the bottom right hand corner.  That’s about as high as granularity as you could possibly get.  So if I said to you that 4% of our patients that were admitted to the hospital develop a hospital-acquired pressure ulcer in the VA healthcare system, that would be a piece of information, and if we could compare that to the non-VA world that would be kind of a piece of information.  But I’m not sure it would help you very much to know how to make changes in your organization, or what your facility rate was, or what comes down to a lower level of granularity than that.  So if we start at a fiscal year and at the VA level and we move backwards, we want to be able to produce data on a quarterly basis, a monthly basis, a pay period basis, a day of the week basis, and down to even a shift level.  And then besides the VA national level we would like to be able to produce data back at the VISN level, back at the facility level, at the T&L level, at a specialty level, and actually to that point of care, that unit of care, if it’s an ICU or an ambulatory care clinic, or whatever that point of care is.  So our lowest level of granularity that we’re aiming at is the point of care at the shift.  We’re not seeing any other databases trying to get down to that fine level of granularity, and frankly we’re not there yet either.  But that’s our vision, that’s our goal, that’s where we want to go.  If we look at this chart you can see that we also across the top are trying to acquire administrative data, clinical data, safety information, both for patient safety and staff safety, and satisfaction data, again both patient satisfaction and staff satisfaction.  So if we could have administrative clinical safety and satisfaction level at all those levels of granularity right down to the point of care on the shift level, would that be neat?  That’s our vision, that’s our ultimate goal.  That’s where we’re at.  Will you still be in the system when we get there?  I don’t know.  But that’s our goal.  So let me just recap kind of the big picture here.  We are looking at the patient care and administrative processes that are documented at that point of origin.  One of our business rules is no stand-alone documenting, no manual documentation, no nurse, would you please write down every time you do this so we can catch these checkmarks at the end of the day, none of that.  That the care that’s provided for patients need to be done very well, the way it’s supposed to be done, and the documentation of that good care needs to happen in a way that’s very user-friendly for that frontline staff person, and then oh by the way, it’s that documentation that VANOD gets the data from.  So it’s not a to process, it’s transparent to good patient documentation, that’s one of our business rules.  As I said, then the data for VANOD is a byproduct of that original documentation, these are our other business rules and our goals, is that those data then are extracted from the facility, transparent to the facility, they’re just pulled out of the facility and rolled up nationally.  Nobody has to sit down and run a report and put it in Excel spreadsheet and please send it to us.  You get a notification that this report went out of your facility and here’s what your data were, but it happens in an automatic way.  Then that all comes into the VA nursing outcomes database, and then the payoff for that, or the return on investment for that, is that you then have reports, you at the facility level, we at the national level, about nursing processes that impact patient care, about those patient outcomes that are impacted, about patient and staff satisfaction, about administrative information, about patient and staff safety, and patient acuity and staffing effectiveness.  Now that’s a whole big thing in and all of itself.  We’re going to touch on that, but we could spend a day just talking about patient acuity and staffing effectiveness.  But if you look at all of the information that we have at the end of this, and our goal of that matrix down to the point of care and the shift level, administrative clinical safety and satisfaction level, do you think you would have information back to gauge staffing effectiveness?  So that’s part of wrapping it up into the big tool.  Well, there’s a couple of concepts that we have created within the VA nursing outcomes database that’s kind of unique to us, our language, and I want to point one of those out to you.  It’s the nursing role.  When I stepped into this and we looked at the work that had been done, and being the non-nurse on the team, I’m thinking man, how do I get my arms around this?  Because you’ve got nurses in all kinds of roles and all kinds of credentials, and you’ve got LPN’s and RNs and nurse practitioners and CNS’s, and they work inpatient and outpatient, they’re just all over the place, and how do you put them in some kind of a way that you could make sense out of?  From those discussions came the discussion that says let’s talk about roles, and when we want to talk about the roles the first thing we come back to, we try to discipline ourselves each time, is to come back and talk about the patient.  Let’s start with the patient.  And so the first role of looking at nurses around the patient directly are those that have direct patient care.  Direct hands-on.  And I’m going to tell you right now, this model is targeted toward the inpatient side, so I know one of the questions is going to be what about Ambulatory Care?  Set it aside for a second.  Let’s talk about the inpatient side.  So we’re talking about a patient inpatient, those direct care staff, the charge nurse, the staff nurse, the LPN’s, the unlicensed assistant personnel, and those people that are putting hands on those patients, direct charge for those patients that day, our direct care staff.  Remember that term, because we’re going to be coming back to them over and over.  As a matter of fact, when we start talking about one of those main metrics that we want to be able to measure is those hours of direct care nursing staff per patient day, it’s this direct care cohort of staff that we’re talking about.  So direct care staff.  We also know that we have other nurses out there that really are providing support all across the hospital.  Infection control nurse, wound care nurse, case managers, all across.  So we put them in a category called “hospital support staff”.  We also know then that you have advanced practice nurses, the nurse practitioners, the clinical nurse specialists, they’re kind of a different set off over here by themselves.  They’re kind of direct care, in some roles in some facilities, but in other facilities they may be providing services across several wards on in an inpatient side, can’t make a universal decision across the system so we put them into a category by themselves, and then we also know that around all of this we have administration.  The nurse executive, the supervisory staff around all of this.  So when we’re talking about the conceptual model of the nursing roles, we have administration, hospital support, direct care, and in some of these data you’ll see the APN’s lumped in with the hospital support staff.  But that’s a framework of thinking.  Could be good, could be bad, but that’s the framework you’re going to see on the data here.  So if I could go back up and look at this model again, and we look at this structure, and you were to look at your facility, or your VISN, or the VA as a whole, what percent of the on-duty hours of nursing staff would you think are directed toward direct care, hospital support, or administration?  How many hours are parsed into each one of those groups?  Here’s 6.7% to administration, 6.7 to hospital support and advanced practice nurses, 86 to direct care, I don’t know if that’s what you would have guessed, but now we can look at the data this way.  This is out of the database.  So this is one way to look at the data.  There are a variety of things we can talk about in this whole slide right here, but we’re going to cover a bunch of stuff, and I’m going to fly pretty fast through this.  Some of you were at the presentation yesterday, some of you are going to be at the hands-on presentation tomorrow where you can actually get your hands on the data and look at your facility data for this, so I’m just going to use some of these as teasers for you to talk about some of these features.  One of the features of the data that’s in the VANOD database is now you can drill down to the VISN, you can drill down to your facility, you can drill down to the T&L level.  So our lowest level of granularity for administrative data is the T&L unit and the pay period.  Where can you find these data?  You can see them on the VSSC website, or you can get to them through the VANOD website, but the data are housed in the VSSC, and the VSSC, because I apologize for the acronyms, I know we have some non-VA people in the audience, is the VHA support service center.  You go to the VSSC website, you can see this is their home page, in the bottom left-hand corner we have the distinction of being able to say we’re in the bottom left-hand corner.  You can see the VANOD ProClarity reports down here, if you click on that, this is the home page for the VANOD website.  On here you can see a list of our products that we have, a briefing book, we have the cube, and we have the dashboard.  We’re going to briefly talk about the briefing books and the dashboard in this presentation today.  If you come to the hands-on session tomorrow you’ll actually get to put your hands on and see what your data are in here.  I also want to point out to you the little icon over here that has a data definition document in here that talks about the actual definitions and how we use the codes to compute this, how you can do data validation, and a lot of things behind that.  If we click on this, again here’s the workbooks, the workbooks are already pre-packaged reports that have been put together.  You can go through your desktop if you’re behind the VA firewall, you can go to the VSSC, you can click on these workbooks, you can look at your data, you can drill down, you can do anything.  Don’t have to have any special software on your desktop.  On this list here, if you hover over these names you’ve got a drop-down on here that will show you what’s in those reports, and we’re going to click on the administrative cubes right now and we’re just going to jump over and see some of the things, what would happen if you click there.  As you can tell we’re not live, so don’t ask me to go someplace these slides don’t take us.  We’re going to follow the slides.  But you can see opportunities here to create your own report, to look at all the measures that are in here, look at the demographics that are available, look at financial information available, look at comparative reports, and look at validation helps.  We’re going to follow through on the demographics; you can see there’s a list of eleven options that are already prepackaged here for looking at demographic information.  We’re going to look at number 8 and we’re going to talk about what percent of the nurses are currently eligible today in the VA.  Ever thought about that?  What percent of your nurses are currently available for retirement today, could walk out the door today?  Well, if you look right here, you can see on this report here it’s broken down by VISN, if you look at this you can see it broken down also by RNs, by practical nurses, and by nursing assistants.  So you can see your number for those different skill mixes, and this is the most current pay period.  The VISN’s are here, if you want to see your facility here you simply go to the little arrow over your VISN and click on it, and if you want to go down even farther and say well I want to see in those RNs there’s tons of different varieties of them, right, and we already said that.  So you can drill down to the assignment codes of those nurses.  So if you were to click on that number 3 that we just talked about on the VISN arrow, and you were to click on that skill mix arrow, and if you came over here and clicked on this little icon that says “prepare to print”, this is what you would see.  You would find all of the individual facilities in a VISN with the specific assignment codes in here.  So you can see at this particular facility that 54% of the head nurses, for example, are eligible for retirement.  That 31% of the staff nurses are available for retirement.  So there’s a way to get to this information to look at this.  If we go back to the demographic briefing book again, one of the other reports in here, number 10 is to say remember all that direct care staff we talked about?  Those are the staff RNs, all the LPN’s, LVN’s, and the nurse’s aides and unlicensed assistant personnel.  There’s literature out there that says in certain types of units that if you have a higher ratio of RNs of direct care staff, you have better outcomes.  So the question is what percent of RNs are in your direct care staff?  What percent of your direct care staff are RNs?  Well, here’s a report that helps you look at that.  I’m going to orient you to the far right, fiscal year 07.  If you look at all of the direct care up in the upper right hand corner here, this is telling you this is direct care, this is telling you this is VHA national, it’s all facilities combined, and it’s all the nurses.  What you can see here is that 57.7% in FY07 first three quarters, year to date, have RN degrees of your direct care staff.  You can also see over the last four fiscal years it really has held relatively stable.  Four years ago it was 55.2%.  So you can look at that.  You can say well that’s fine for the nation, but where am I?  Where’s my facility, where’s my VISN?  Again, you have the ability to click right up here where is the drop down menu for VISN’s and facilities, and take you right down to your facility so you can see your facility.  But I want to point out some other features on the VANOD ProClarity pages.  I want to just call to your attention some of these tabs up here across the top, you’ll see and hear more about these in the hands-on tomorrow, so I’m not going to cover these but I just want to call these to your attention.  I want to also call to your attention over here there’s other variables off to the left hand side and one of these variables is hospital complexity.  So if we want to ask the question well what percent of our direct care staff are RNs seen over the hospital complexity, did the higher hospital complexities have a higher ratio than the lower complexity hospitals?  You would kind of think intuitively that they would, wouldn’t you?  It stands to reason.  But this is a way you can look at that data and see.  So if you click on this hospital complexity right here, you can see in this next slide then, now we have the same slide but we also have a new row here that says “hospital complexity”.  If you click on that down arrow, now it gives you hospital complexity over the next four years and shows you the same distribution.  So you can see that in fact in FY07 the highest hospital complexity had 62% RNs, and the lowest hospital complexity has 47% RNs.  And you can see this trend over time.  So that’s kind of interesting information, but the point is you have access to these data now, and you can get to it, you can look at your facility, you can look at it compared to a lot of variation.  Those are just a couple of examples in the workbook.  Again, you can get to those, you can do those without any software on your system, you can go in and look at those off the VSSC.  If you install the ProClarity on your desktop, there’s a dashboard in here that you can get to, and you can drill down to your facility and see a dashboard.  So I’m going to briefly just run you through the dashboard and show you some of the things that are in the dashboard.  Number one is to call your attention to the tabs at the bottom.  You can see there’s financial indicators in here, and some of the data that we’re going to talk about in here have to do with those financial data.  You can see that you have FTEE for the most recent pay period, as you open up this dashboard it automatically takes you to the most recent pay period.  So you can see the FTE here, and you can also see down the side over here that it’s broken down by the registered nurse, the nurse anesthetist, nurse practitioners, LPN’s, LVN’s, you can see those groups here.  You can see for those same staff now for the registered nurses what are the overtime hours, you can see trend report of that same information over the last several pay periods, so you can see that by trend.  If you scroll down on this same page now you can see a graphic for that overtime data.  This is nationally by the way, so I don’t know if it’s any interest to you that we spend almost between 5 and 6 million dollars in overtime pay for nurses every two weeks.  I thought that was pretty striking.  This is the pay period here, now you can also see how the other hours are allocated and how they’re spent.  So you can see administrative hours, leave without pay, paid time off, all those kinds of things again broken down by pay period.  You can see the type of leave hours, sick leave, annual leave, all those kinds of things.  If we switch over to the demographic page now, we’re going to talk about our nursing staff by employee count.  As you know FTE are a computation of full-time equivalence on the financial page, but now we’re going to stop over to the demographic page and talk about individual people in here.  And what you’ll see is now by age, you can have a distribution by age, by years of service, by retirement eligibility, by gender, what percent of your staff are males, by education level, what percent of your staff have bachelors degrees.  Well, those are just a brief run-through of some of the administrative information that we have in here, but being good critical consumers of the data, you should be saying to yourself yeah, but.  Yeah, but how good’s the data?  Can we trust it?  How do we know?  Is it reliable?  Is it valid?  And how do we know?  Well, let’s talk about data validation.  First of all, all data in the VA system is local.  It’s yours.  You put it in, you use it, if it’s wrong you need to correct it.  It’s not that we can’t correct it from central office, we can’t even know if it’s right from central office.  So all data is local.  It’s only as good as that local data.  But we do have national data that’s rolled up from your local data, and this is what we’re using for most of the administrative information in here, and so we come back and ask ourselves the question can we trust these data?  And I would pose to you that probably the most trustworthy data we have in the VA system as a whole is payroll data.  It’s monitored by thousands of people every two weeks.  You watch payroll data, so you know it’s good and it’s right and we’ve got the highest level of accountability and blah, blah, blah, blah.  So most of the data that we’ve been talking about are all coming out of the paid files.  So we have a high level of confidence and trust in that.  So when we talk about whether they’re RNs, LPN’s, nurse practitioners, we’re using the budget object codes that you can see here for RNs, nurse practitioners, LVN’s, you can see those codes here.  High level of confidence in those.  They’re typically not paying an RN for an LPN’s budget object code.  Those are pretty trustworthy.  The occupation codes, the same thing, those are trustworthy.  Now the difference between the budget object codes and the occupation codes, if you look at the occupation codes you can see here they just have an RN as an RN as an RN.  So that includes the whole broad scope of an RN.  But if you move up to the budget object code you can see that they break them out by an RN, but they also break out the nurse practitioners, they also break out the CRNA’s, and those are broken down a little finer level of granularity.  So in our data system you’re going to see most of our data talk is broken down by the budget object code, the BOC.  Although the occupation codes are there as well.  You can have it either way, you just need to understand what the difference between those are.  The cost centers are in here as well, so if you want to see who’s in the nursing cost center versus who’s not in the nursing cost center, if they’re a nurse in the VA, even if they’re not in the nursing cost center, they’re in the VANOD database.  If they’re in the nursing cost center, even if they’re not a nurse, if you’ve got ward clerks, they’re in the VANOD database.  So we took everybody who’s in the nursing cost center, whoever they are, and we took all nurses, no matter what cost center they’re in.  So they’re in here.  Most of our reports we tease those down, so that you see only the budget object code for RN, but you need to realize that those RNs then may include your facility quality manager, or your MCCF person.  So you need to be aware again, what are the limitations to the data or what are the things you need to know about the data, you can slice those out and say I want to know about only the RNs that are in the nursing cost center.  But you need to know that those are questions you need to ask.  So those are in there, we have a high level of trust in those.  We’ll stake our Coke money and candy bar money on that.  What we’re using those data for are the things we talked about, the skill mix, the hours, the dollars, demographics, retirement eligibility, all those we’ll stand beside, we’ll stake our money on those.  Well, we also have some data that’s not quite so trustworthy that we know we’re a little suspicious about, and that need validation, especially the assignment codes.  When I showed you that chart before that said your staff nurses 31% were eligible for retirement, and your infection control nurse, and your head nurses, those are done by assignment codes, and we know that there’s bunches of assignment codes in there that are kind of obsolete, that you have new roles for nurses that don’t have assignment codes at all, and some nurses that came into the system 15 years ago got an assignment of something that hasn’t been changed since then.  So assignment codes need a look and cleaned up for validation.  We also have a nurse location in the old nursing package that is kind of obscure, that we’ve been working with facilities for the last many months saying please update those, especially for your direct care staff.  There’s nowhere in the VistA system where the nurse is connected to that point of care, where the patient is taken care of.  The nurse is connected to the T&L unit, and if your T&L unit happens to coincide with your unit, or your point of care, then boy you’re leaps ahead.  You can know that at a facility level.  We can’t know that nationally.  But we don’t have a good way to connect the nurse to that point of care, so to get to that point of care for that grid we wanted to show you, that level of granularity, we’ve got to have a way to connect the nurse to the location where they work, and this nurse location file, the nurse staff file, is our way of doing that.  Education again, many of those are correct when the people came in the front door 15 years ago, but they haven’t been updated.  And it’s the education in the paid system in the HR files, not in the nurse package.  So that’s the other place that needs to be updated and taken care of.  Where do we use those data?  We’re using them for that nursing role.  So to determine that they’re direct care, or they’re hospital support, or they’re administrative, we’re dependent upon those assignment codes, so we need those to be clean and update.  And as I described, the nurse location will be an important link when we compute that hours per patient day of care.  So that’s really an important point, to be able to get that they’re direct care and the location where they’re working.  And the education of staff is the other part of this.  Well how can you validate your data locally?  We’ve got a couple of options or a couple of suggestions for you.  One, we’ve created a data definitions document, and I pointed that back out on the front page, where you had that eye there, go to that icon, it actually has all of the assignment codes, the budget object codes, the occupation codes, everything in there and how we’re using them to make these role definitions in there.  So go to that data definitions document, look at that, and look at your data.  Again, as we said at the beginning of this, you need local tools to be able to do this.  With the tools available to us today, we’ve created some class III software that if installed at your facility will print out reports for you that will give you a list of your current staff, that will tell you what’s currently in your system for their occupation code, their T&L unit, this nurse location, this is that nurse location that we’re talking about, their assignment codes, their cost center, and their budget object code.  So this will print out for all your current staff, you can look at this and say well, that’s not right, I know just looking at this, or you can give this to your nurse managers and they can go through and do the validation.  So a local tool.  Class III software, you got to take cookies to your IRM people and get them to install this so that you can run it.  My suggestion if they absolutely will not install this and won’t run it, take a copy of this report to your fiscal people or your HR people and say I need you to run this report for me.  The second report that’s in here that also then expands the same concept before it gives you the name, the social security, the T&L, the occupation series, the budget object code, and now we’ve added the education to this, so now you can see what their current education is listed in the data system.  So you can look at this pretty quickly and determine whether it needs to be updated or corrected or not.  These are local tools.  So in summary, data validation, there are local efforts that need to be taken.  You need to look at your data as it is, do a one-time clean-up, but then you also have to set a process for ongoing changes.  When nurses do change assignments, or education, what’s your system in place to keep those updated.  Build liaisons with your HR people.  Nationally we know that the assignment codes are outdated, we’re working to get those cleaned up.  Now we work with several of the facilities to do that, that work is in progress.  That was a quick run through.  Take a deep breath now, it’s getting warm and stuff in here, shake it off.  Now Mimi is going to talk to us about our clinical piece of the pie that we’re trying to collect.
Mimi:  Hi everybody.  Thank you, Bonny.  As Bonny said, I’m Mimi Haberfelde, I’m the education coordinator for VANOD and jack-of-all-trades, and as part of my jack-of-all-trade hats I’m also the lead for our very first clinical indicator, which is skin risk.  So I’m going to be talking to you about this very first clinical indicator.  I’m also going to talk a little bit about RN satisfaction before we leave some time for questions, and I’m going to try to run through this at a more global level and not get too detailed, because I’m aware that I’m the second speaker of the last topic of the day and I’m the only thing between you and the cocktail hour, so let’s go.  Administrative data without clinical data is like half a rocket, as this slide shows.  What’s really important for us, to look at administrative data isn’t so useful without knowing what’s the result of that administrative data.  What impact does nursing have on patient care, and what nursing processes lead to what patient care outcomes?  So that’s really the kind of data we want to collect.  Now we’re starting with pressure ulcers, and there are lots of reasons to start with pressure ulcers.  The most important one to me is that it’s a strong problem in terms of patient morbidity and mortality.  About 2 ½ million patients annually are treated with pressure ulcers in acute care hospitals across the U.S., there are 60,000 deaths annually attributed to complications due to pressure ulcers, which shocked me.  These are IHI statistics, by the way, I didn’t make them up.  Another important piece of the issue is that there is significant organizational costs.  It’s estimated to cost about $70,000 to treat one stage 3 pressure ulcer, and it costs $11 billion annually for the American healthcare system for treatment of pressure ulcers.  And I don’t want to minimize the policy drivers of course, because there are always policy drivers, certainly Joint Commission, National Quality Forum cite pressure ulcers as a significant problem, and the Institute for Healthcare Improvement talk about pressure ulcers as a patient safety issue.  For VA it kind of came to the fore last year when the Office of the Inspector General issued a report citing variation across VA in terms of assessment and prevention practices, and not really having a handle on what’s going on across the system.  So that led to the development of the VHA handbook and directive that was released last year, and we’ve been working on a skin risk template ever since.  Now as Bonny said, consistent with our business rules, which is no manual data collection burden and with the tools available to us today we are using clinical reminders dialog software to capture this very first indicator.  And the features of this software are that it allows the nurse working in the CPRS environment point and click format to document some consistent patient assessment data, and to provide prompts for documenting on those pieces that are important, using a nationally standardized tool.  That’s the benefit.  For those of you familiar with clinical reminders, it uses a branching logic, the nurse simply opens and documents on those things that are relevant to the patient.  It captures data through health factors, so for example, it would capture the score on a Braden scale.  A nice benefit of the clinical reminders template is that it auto populates the nursing progress note, which obviates the need for the nurse to do further documentation about skin risk.  It provides the nurse with information about prior results, and I’ll show you that feature in a moment, so that you can see what the patient’s prior Braden score was, for example.  And it will also provide facilities with a tool for local patient population care management, so you can really see what’s going on across your own facility.  So how do we develop this template?  Well we started out using the VHA handbook and Joint Commission to look at what were the really important pieces of pressure ulcer assessment and documentation.  I worked with a group of 8 to 10 wound care nurses from across the country in different kinds of facilities to develop the content for the template.  Between January and August of this year, we have been extensively testing the template using ten pilot sites from around the country, we’ve had a national clinical applications coordinator subcommittee helping us with this project, who’ve been absolutely wonderful, as have the pilot sites.  The CAC completed surveys talking about ease of implementation of this template, and the nurses using the template provided us with really important feedback, and I can’t tell you how many reiterations we’ve had of this, so this is about as good as it’s going to get at this point.  What’s happening currently?  The template has gone to the national unions so that they’re apprised that this is going to be coming out, it’s anticipated a fall release.  Oh, I see somebody from OI at the back at the room.  Thank you, thank you.  The template is now in the hands of the national developers at OI, and they are completing final pilot testing, it should be ending I’m hoping at the end of this month, and unless there’s a need for further modification based on technical aspects, it should be coming out in fall of 2007.  So hopefully soon.  What VANOD wants to do is provide as much support as possible to facilities, because we recognize this is no small thing.  For facilities who already use a clinical reminders dialog format it can be a plug & play, for facilities using TIU or other kinds of templates it’s going to be a stand-alone template, which we know is much more difficult.  But our plan is to provide some implementation conference calls, so we’ll provide some initial training calls showing you the template functionality, we will have posted on the VANOD website frequently asked questions documents, a Power Point that you can download and customize for your facility for training your staff nurses.  But the real work of the process is going to be done at the facility level.  I love this quote, Mark Twain once said, “It’s not the progress I mind, it’s the change I don’t like.”  And I think that probably resonates with a lot of people, you get hit with a lot of changes in healthcare these days, but attending a lot of these sessions so far today, one of the things that’s inspiring is the possibilities that come forth with the use of technology.  So looking at this really from the standpoint of the first nationally standardized nursing documentation tool it’s pretty exciting, and it’s a first I think for nursing, because nursing has always been the invisible member of the healthcare team, and we’re the largest group.  So let’s talk a little bit about what the features of the skin risk template are, and I’m not going to go down in the weeds on this template because you’ll get a lot of that information for those of you who’ll be working with it in the future.  But I just want to give you some of the main features.  There are actually two templates.  There’s an initial assessment and a reassessment template.  On the initial assessment template there is printed right in the template the minimum requirements for monitoring, and those may be different.  They may be more stringent at your facility, and that’s something you can change, you can have a more stringent policy at your facility, you just can’t do less than the minimum.  There’s a hyper link to the full Braden scale within this assessment tool, so for nurses who aren’t very familiar with the Braden, it gives a lot of detail about the tool.  The nurse simply selects from the drop-down boxes to select a score.  At the moment the nurse will need to add up the subscales of the Braden to get a total score, and we’re hoping that when the next national patch comes out for the mental health assessment, that will cause the Braden to auto populate the total score.  But that isn’t available yet, so we’re moving ahead.  There’s a section called skin problems, and the nurse is prompted does this patient have a wound, bruising, rash, pressure ulcer, burn?  And the answer to all of those if selected is the appearance of a text box and the nurse can document her assessment of whatever that particular skin condition is.  Now I say with the exception of pressure ulcer, and that’s because if the nurse selects pressure ulcer, this is kind of overwhelming looking, but up pops, and the wound care nurses felt very strongly about this by the way, up pops the stage that she can select as well as a very thorough description of what that stage is.  Say she selects a stage 1, she’s also then presented with options for location, and once she clicks the button for location it auto populates the text box.  She also has the possibility to document an assessment of that wound, but that’s a free text session.  We’re aware that many facilities have implemented their own wound care templates and nurses could document “see wound care template” so that they’re not doing double duty documentation.  There’s also a hyper link to the full national pressure ulcer advisory committee panel descriptions, which came out in 2007 this year, so they’re the most current nationally.  In the intervention section, if the patient is found to be at risk or in the nurse’s judgment they need to have interventions put into place, the nurse is presented with a selection of six categories of intervention that include education, pressure relieving measures, basic categories, and then there’s a selection of interventions that the nurse can take.  You can always add interventions that are specific to your patient care population, and you can always select “other” and put in something that’s unique to that patient, so it allows for flexibility in that way.  And at the end of the template is a facility option which allows the nurse to send an alert for consult to one of the multi-disciplinary team members, your wound care nurse, physical therapist, nutritionist, to let them know.  And there’s some caveats about what are the instances when you might want to send an alert like this.  And there’s even a link to the full VHA handbook on pressure ulcer care.  And last but not least, as I mentioned before, once the nurse completes the note, it will auto populate not only those radio buttons that she’s selected, but her free text options that are in there, so she doesn’t have to document further on skin risk.  So that is the initial assessment template.  This will be mandated for use in acute care settings, and also for use in nursing home care units.  Now I’m going to move on to the reassessment template, which has similar features to the initial assessment, but the difference is in some of the functionality of this reassessment.  This is very hard to see, but when a new nurse comes on duty she’s got Mr. X, who was already assessed when he was admitted, and when she pulls up the tool it shows her his prior Braden score and the date on which it was done, which can let her know whether or not the patient is now due for a Braden or not.  If it’s not due, she doesn’t need to complete the Braden scale at this time.  When she gets to the section under skin problems, if she assesses and notes that the patient has a pressure ulcer and selects “pressure ulcer”, it will show her if a prior pressure ulcer has been noted, it’s location, and the date it was found, which tells her if this is a new pressure ulcer or if this is a new one for that patient.  She has the option of selecting “assessment of current ulcer” and she can document what’s gone on with it, if it’s changed in appearance from the last time, or she can select “new pressure ulcer”.  If she selects “new pressure ulcer” it’s a very similar scenario to the last time, she’s presented with the stage, the locations, and any other documentation at that time.  Same feature, when she selects “interventions”, if interventions are needed she’ll see the interventions that were selected the last time, the date on which they were selected, and then she has the option of saying “no change in current interventions” or “change”, and there’s one caveat here, and that will be an education issue with nurses at your facility.  If she wants to select some new interventions but wants the old interventions to continue, she has to reselect everything.  We know that’s a nuisance, but it was the only way to pull all that information, to continue to pull it forward for the next nurse.  So it’s kind of a nuisance, but it’s a nice feature.  And again, those health summary objects are pulled into the progress note again so the nurse doesn’t have to do further documentation.  I mentioned earlier that there is an advantage to the facility in that you can run facility reminder reports, and there will be information that’s released along with the template, our wonderful CAC subcommittee will be on the implementation call, so that if you’re having problems figuring out how to develop or run your facility level reports, that help is available.  Some examples of reports would be a list of patients by name who haven’t had their Braden completed within a day of their admission.  A list of all patients with stage 2 pressure ulcers, their names and their locations in the facility.  List of all patients with hospital-acquired pressure ulcers.  So this provides a tool for your wound care nurse, your charge nurse, whoever you designate within your facility to run reports.  We’re also going to have retrospective reports available, and these are under development.  This would be available in the format that Bonny was showing you, in ProClarity reports, so you’ll be able to see it at a facility level, at a VISN level, and throughout VHA are patients getting assessed in a timely manner, are we getting a lot of hospital-acquired pressure ulcers, were they all in patients who were high risk or were they all in patients who were low risk.  So it’s going to give us information about skin care across the system.  I’ve kind of covered the benefits in terms of what this template will do for you.  And in terms of next steps, we’ll watch for that national release.  The folks at OI, and Patrick Redington is standing at the back from OI, have been wonderful to work with and they’ve said they’ll let us know when they’re ready to release it so we can send out an e-mail to all of the facility site coordinators for VANOD, letting them know it’s coming.  What you can do already is to start forming your implementation teams.  You might want your wound care nurse, your nursing education department, your ERMS liaison, whoever is normally involved in new documentation tools, to let them know that this is coming.  It’s important to recognize this is a good opportunity for a brand new capability within nursing.  And also recognize that we’ll be using this tool again until we have something better, and we already have a falls field group that’s convened to start working on patient falls as our next indicator.  So I’m going to move on quickly to RN satisfaction, and we’re doing very well.  RN satisfaction is a VANOD indicator and we know it’s important because RN satisfaction relates to patient care satisfaction, and there’s even some evidence that RN satisfaction relates to patient safety.  Our goals, last year was the first time we did an all VHA RN satisfaction survey, and our goal was to have a measure of satisfaction of registered nurses by obtaining annual feedback to identify opportunities for improvement locally for recruitment and retention, and in future the support the magnet journey when we’re able to get closer to unit level data.  The administration process was done in October of last year, it was available for a full month, all VHA RNs were eligible, with the exception of the chief nurse.  Notice I mentioned RNs, because in the past there’s been some confusion about that.  It is an RN satisfaction survey.  It’s a web-based VA intranet access only, so it needs to be done generally at work, and it is anonymous, confidential, and voluntary.  But obviously the more nurses you can encourage to participate, the more valuable your results will be.  There are 43 items on the RN satisfaction survey and they start out with six demographic information items so we have a way of knowing what kind of nurses, what kind of RNs, are taking the survey.  There are 31 standard questions for the survey, and it’s the practice environment scale of the nursing work index, so it’s endorsed by the national quality forum and recognized as a valid and reliable survey.  There are five additional questions, anybody who was at the Hot Items in Nursing lecture knows that VA was involved in testing some questions for information technology use by nurses.  And there’s one overall job satisfaction question that was taken directly from the all employees survey, and that’s an important point because some people have said well you know we’re only looking at our RNs, what about our other types of nurses?  Because that’s a standard question on the all employee survey you could actually do a comparison between responses to that all employee survey for that one question and responses of your RNs to see if it kind of jives.  Demographic questions, I’m going to skip this one because I kind of talk about this in a moment.  The satisfaction survey items are separated into six scales, and the underlined words are what the scales are called.  Who has actually been in and had a look at their RN satisfaction data?  A few people.  Anybody has access to it within VA, so you can go in and have a look at how your facility did.  But the scales are nurse participation and hospital affairs, nursing foundations for quality of care, nurse manager ability leadership and support of nurses, staffing and resource adequacy, collegial nurse/physician relations, and information technology that supports nursing care.  And nurses were asked to respond to these questions using a four-point scale, one being strongly disagree and four being strongly agree.  Survey results, a comprehensive analysis and statistical significance of the survey was performed by the Center for Organizational Leadership and Management Research, otherwise known as COLMR.  They did a fabulous job of really going in-depth on those results, and they’re posted in a Power Point on the VANOD website, so that’s a good thing to read.  If you haven’t seen your results, go in and read that first, and then you can have a look at your own results.  You can look at VHA total, you can look at your VISN, you can look at your individual facility results, and you can kind of have a look at how you did compared to other facilities within your VISN.  Let’s look at some of those results.  The red indicates those RNs that were least satisfied, and I’m curious to see if anybody’s going to be surprised by this.  For skill mix, the advanced practice nurses were more satisfied than other RNs working in other positions.  In terms of work location, we had a number of options for work location that were grouped into hospital, clinic, and cross setting, and hospital RNs were the least satisfied of those groups.  In terms of nurse role, Bonny went through our conceptual model, so there’s direct care, hospital support and administration, and direct care were the least satisfied.  This isn’t good news.  Duty basis, full-time and part-time nurses were less satisfied than intermittent.  And in terms of staff tenure in the VA there was an interesting finding in that nurses who had worked in VA for less than one year were the most satisfied, as well as nurses who had been in VA for at least ten years.  It was those nurses in between, so that tells us we need to do some work in terms of nurse retention.  And there are different ways of comparing your data.  You can look at your data in regard to, as I mentioned, other facilities, I’m going to go on to that in just a moment.  I wanted to show you what all VHA scores looked like for those six scales.  And an interesting finding is if you look at the lowest scores for the VA, the three lowest were participation, RN manager support, and staffing adequacy.  And those are actually very predictive of nurse satisfaction in the literature.  So that’s a telling finding.  And again it gives us a direction to work towards.  In terms of specific questions that were related to the scales, for participation about 70% of nurses didn’t feel that administration listened to their concerns.  Less than half of nurses felt there was enough staff to get work done, in particular RNs.  And about half of nurses didn’t feel they got sufficient praise or recognition at work, or that there was a culture of non-blame.  So I know a lot of facilities have looked at their own data in relation to that to see if there are areas they can work on to improve for the next survey, which is coming up.  In terms of looking at your own results there are some really good questions you can ask.  What is your percent of participation?  If you haven’t, you might want to go in and look now, because the next survey is coming up this October.  It will be available all month again, and it can tell you where you want to be in terms of your participation.  Once you get your participation you also want to look at were your staff representative of the entire facility, because some people go in and find that only staff from a few units responded, and other staff from other units didn’t respond at all.  It’s not very representative.  How do you compare to other facilities within your VISN?  Were you the highest scorer?  And if so, how did that relate to the national score?  Was it better, was it worse?  And how does this compare to the VHA average?  The conclusions of the survey was that it was a valid process, we had a 41% response rate, which COLMR says is good enough for a valid survey.  Respondents were generally representative of all VA RNs at the national level.  There were opportunities for improvement noted.  Nurses overall were most satisfied with IT supported nursing care, and least satisfied with those three sub-scales I mentioned, participation, staffing, and nurse manager.  So what do you do now?  Well, the first thing to do is begin planning because the next survey is around the corner, and in fact at the end of this month we worked with several organizations on this VHA RN satisfaction survey, and we’ll be sending out marketing materials for use in your facility.  You can look at those COLMR results that related to last year, you can look at your RN satisfaction data, and then you’ll want to start developing action plans once you get your results from this next survey.  And we’re anticipating you should be able to get your results within about 8 weeks from the end of the survey.  So I’m going to let Bonny take over from here and talk about where we’re going in the future.
Bonny:  Okay, thank you.  Take a deep breath, we’re almost there.  You’ve done well, this is a hard time slot for the day, we recognize that.  Where do we go from here?  How do you decide what’s a nursing sensitive indicator?  What data out of all of the data in healthcare should we be collecting information on and looking at?  That’s really an interesting question and we could spend some cocktail time discussing that philosophically, but the bottom nuts and bolts answer is that the National Quality Forum, NQF, has done a literature consensus panel a few years ago, they identified 15 nursing sensitive indicators.  Joint Commission picked up those same 15 and endorsed them, they wrote a technical manual, and they’re in the process of testing those to see if they should become Joint Commission core measures.  So we’re starting with those 15.  You see this list right here includes the 15.  Some of them you see that we’re already including and already working on the pressure ulcers, skill mix, we’re working mightily on getting the hours per patient day of care, the RN satisfaction survey you just heard about, so many of these we have.  Some of these I’m hoping that you’ll recognize that the facility is collecting via other mechanisms.  The inpatient performance evaluation center, the IPEC, is collecting ventilator information that’s being used for performance measures.  You’ll see some of the tobacco council, smoking counseling have been collected for years in the VA via the external peer review program on performance measures.  So we have much of this data already.  One of the things that I failed to mention originally in the VANOD business rules is in the methodology that we’re looking at to pull electronic data out of what’s documented in the system, our vision, our goal is to have 100% data collection.  Not samples.  For those of you who have been  used to working with the external peer review on the performance measures, you know that they’re small sample sizes at the facility level and it’s very frustrating that you get a score based upon ten patients. So we’re looking to be able to expand that to a 100% population via the electronic tools as they become developed.  So that’s taking the same concept and moving it farther.  So this is what’s on our list, they’re not listed in any particular order here, and our level of achieving these is going to be based upon do-ability.  If we can get our hands on the data and collect it, we’ll do it.  If we can’t we’ll have to wait until we get better tools and we can do it.  But this is our hit list, this is our target list.  Additional things that we’re looking at are things that have come up via other policy issues, or other political issues, or other things that are drivers behind this.  As we know, we live in a real world and we don’t do everything based upon just what the evidence says, but also other policy decisions and considerations.  We have a meeting next month with the SCI and D, the spinal cord injury and disability patient cohort to look at data from them.  We’re looking at dysphasia, nurse/staff injury, oncology, pain, and heart failure education.  Again, those will come out as we can get them out with the tools available to us today.  Summarizing, the challenges that are ahead of us, we’ve alluded to some of these as we go along the way, but I wanted to just kind of summarize so that you get a sense of everybody saying well wait a minute, you’ve been trying to do this for two or three years now, how come you’re moving so slowly?  Let me just recap some of the challenges that we’re struggling with.  One is being able to link that nurse to the point of care we talked about.  We don’t have a good way to link the nurse to that point of care, to connect them.  In the VA healthcare system there isn’t a good way to capture contract and agency nurse workload, and put them to the point of care.  We don’t have a national system for that.  We don’t have a national system for identifying the function that they worked under, if they were on light duty, or they worked as a sitter, we don’t have a good way of identifying that in the system.  They still got their paycheck and it didn’t say what it was limited to, or what kind of work it was doing. We don’t have a good way to go out to the 172 facilities and say we want to take this file out of your system and roll it up nationally, and we want to take this one out of yours and roll it up nationally.  As you know at the facility level, a lot of data comes up nationally, but getting in the queue to say we want these additional files is not an easy process.  That’s a barrier, that’s a challenge for us.  Standardizing data across our healthcare system and putting standardized data into the system so we can get standardized data out, matching it to national taxonomies so we can compare to non-VA, is a challenge that we’re working on.  Triangulating on that point of care, you heard us talk about skin risk ulcers, about administrative T&Ls, about RN satisfaction.  We have a hard time getting all those back to the same point of care.  The RN satisfaction is anonymous, so how do you connect them to that point of care?  The payroll data is down to the T&L, but that doesn’t necessarily link to the ICU.  So being able to triangulate and get all of the data to point to the same point of care is a challenge.  The daily and the shift date is not available in national data, that’s only at the facility level.  We need to roll that up nationally and get our hands on that data.  And what could be an entirely different topic here is reliable patient acuity system that needs to be developed and linked to nurse staffing.  Just saying that you’ve got this many hours per patient day of care without attaching a patient’s acuity to that leaves a lot to be desired.  So those are our challenges we’re working on.  Well, how can you keep up with what’s going on and the developments of this, because we know you care.  M-i-c-k-e-y.  Every facility has been asked to identify a VANOD site coordinator , there are monthly calls, twice a month, for that cadre of people, so get them connected, get them hooked, get them to have a feedback system for you.  You can see the dates in here that they’re available.  We’ve also set up calls monthly with VANOD staff with the nurse executive at the facility to talk about the higher level policy issues and the higher level issues.  So the site coordinator calls get down into those technical things about what about these assignment codes, and how come you don’t have those assignment codes fixed, so we have two tiers of calls available.  And then on the VANOD website you’ll see calendars and a lot of training opportunities through the VSSC, a lot of training on ProClarity.  If you want to learn how to use ProClarity, go into the VSSC and use their tutorials.  It’s a powerful tool, and if you look at all of those other systems on ProClarity, all of that data is set up using ProClarity and if you notice at the bottom left hand corner was VANOD, but there’s a ton of other information in there.  So learn the tool and go fishing in there.  Well, in summary, every facility has VANOD data in it.  You’ve got administrative data in there, there used to be a thing about whether you were a VANOD site or not, no, you’re all VANOD sites.  Every facility has data in the VANOD database.  You’ve got administrative data and you’ve got RN satisfaction data.  The first standardized clinical data system you heard about, that’s our first endeavor into the clinical system, it’s coming out this fall.  We’re hoping in the next month or two, and the RN satisfaction data are there, watch out for it next month.  This is our staff, this is our access, you’ve got our phone numbers, you know who we are now, we stand here in front of you with targets on us.  We’re anxious to hear back from you, the things that worked for you, the things that don’t work for you, what you’d like to have, and if you have any questions today please write them on your 3x5 cards and pass those forward or go to the microphone.  

1
PAGE  
7

