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Visionary Executive Leadership with Nursing Informatics as the Tool
My name is Kathryn Sapnas, and I'm the Chief Nurse for Research and Informatics at the Miami VA.  I'm very pleased to be here with you today to join my illustrious team, Brenda and Chris, to talk to you about visionary strategies for executive nursing leadership using informatics as a tool.  How many of you thought when you started your career as executives in nursing, that you would be all involved in informatics?  Well surprisingly enough, informatics is the tool for you to help nurses deliver the safest and most effective healthcare to the veterans that we serve.  So within that spirit, that's what we'll talk with you about today.

This presentation will be presented in three parts.  I'm, if you will, going to deliver the 100,000 foot view, the view of the visionary nurse executive that's looking to organize the care of veterans across a health system or a healthcare service.  We're going from macro to micro view.  And then Chris will take the management business theories using the data, and a closer view to what the nurse executive will be using.  And then Brenda will take the summary of what both of us have presented to you, and provide that in a clinical patient care, what that means to the staff nurse.  So we hope that we provide you a nice vision of top level down to clinical.  So if we look at the information age, there's really a natural evolution.  You might want to know what's important about that.  The importance is that in order to look at where we're going in the future, you must always reflect on your past, and if we look at the last 200 years of nursing we look at how much things have changed, but we also have to look at how much things are different.  So I want to turn you to Florence Nightingale because she was really recognized as being the very first nurse informaticist.  She used data that she collected in the field during her days in the Crimean War, she created information from the data that she collected, she was a statistician, and from that statistical data that she analyzed she used it to develop knowledge on what nursing is and what nursing is not.  Any of you who have never read that book, I encourage you to read it in your spare time, but it really gives a good perspective.  Over the next 200 years we've moved through the modern age of nursing, and I won't go through all the details because this presentation is very limited, but we'll take you to the point where nurses got increasing education, baccalaureate preparation, and into doctoral preparation for nurses.  We find ourselves amidst the information age that's burgeoning, we look at how information is our communication tool, and the number of e-mails that you get every day, and we know that we have exponentially grown in our ability to communicate with data.  The information age has brought to us knowledge about patient safety.  The data brought us information that has created the knowledge that we find ourselves in in looking at information for patient safety.  And back in 1999, the Institute of Medicine began with their reports To Err is Human, and we all know about the 98,000 people who die every year as a result of patient errors, and then we look at AHRQ data in the 2000s that say more than 7000 people a year die because of medication related errors, and we find ourselves in the midst of patient safety and the intersection of patient safety and informatics, where the VA began in the late 1990s and 2000s with CPRS and BCMA.  So now we have ourselves to the point of care technology, and we're looking forward to the next generation as we're in several iterations of bar code expansion.

So if we go back to what is nursing informatics, now I ask people that all the time and I hear a variety of things.  Well, it's technology.  Well, it's a database.  Well, it's really a lot of things.   And I'll turn you to the very first definition, which is really put forth by Corcoran and Graves, and they looked at informatics in terms of management processing, where data became information that was used for knowledge.  And all of that was in the context of providing care for the delivery of nursing care for patients.  That was in 1989.  

By 1992 nursing informatics became a specialty, and the definition that I propose to you of Corcoran and Graves was really advanced, and the American Nurses Association really looked at how does informatics support nursing practice, nursing administration, education, and research.  The focus with those definitions in '92 was really to focus on management and communication with information in a broader context of healthcare informatics.  Now I'm going to take a leap in the interest of time over 10 and 15 years as the model of informatics advances to include other disciplines and other ways of looking at the world.  We know that nursing informatics is a unique specialty that contributes to the advancement of nursing knowledge, in addition to which it improves patient care.  

By 1996 Professor Jonathan Turley put forth a model that looked at informatics as the intersection of cognitive science, information science, and computer science, and says that nursing science is really embedded in informatics with this intersection of those three disciplines.  Well if you think about it in your clinical practice it's more than just data, it's more than computer hardware and software.  It's patient care, it's how we think, how we act, what we do.  

By 2001 the ANA Scope & Standards for NI Practice had advanced to a point, I have some pieces highlighted in pink to look at where Turley identifies nursing science, computer science, and information science we now are managing and communicating our data, it's information and knowledge.  Nursing informatics facilitates integrating data, and that information and knowledge that supports the integration with support of patient, nurses, and provider care in decision-making.  And it's in all roles and settings across healthcare systems and across medical centers.  And how we get the support is through the use of structure, information processes, and information technology.  We have a 2007 ANA definition of nursing informatics, which is going to be advanced, it went out for public comment in May and we should have some finalization very shortly.  And they're adding the dimensions of human intellect and complexity, and I won't go in the abstract or esoteric discussion, but the wisdom to be complex and to be integrated helps us with that transformation.  But that will be for a coffee and a glass of wine later.

There are several I would like to say skills, knowledge, abilities, proficiencies, that are common to nurse informaticists and nurse executives.  You may have not looked at them in this context, but from the perspective as an emerging nurse executive and an informaticist, I want you to think about the things that we have in common.  We have computer literacy skills, we have information literacy skills, project management skills, information management skills and communication, and we all make judgments based on data trends and the patterns in those data that we see.  And we serve as consultants.  Don't you in your roles as nurse executives see that?  As a nurse informaticist I see that as well.  So they're not necessarily different.  The scope and complexity is what is different.

I'd like to turn you back to the model that Corcoran and Graves put forth in 1989.  Data, information, and management, all within the purview of management processing.  

And think about how we deliver nursing care in our practice.   It's really structure, process, and outcomes.

So now I take you to the very beginning of a model that I'm developing of nursing informatics practice.  Now, the astute informatician would say well, you've got nursing management and processing of data, information, and knowledge all tied in a circular fashion, and you have knowledge, information, and data that are all embedded within that management processing.  They're all interrelated, they're interconnected, one cannot be removed from the other.  What has changed in the last 15 years is the focus on the patient centeredness of the informatics, and the human person interaction with computers.  And I am pondering how to advance this model further.  So this is like model A, for a nurse executive informatics framework.

So let's look at the ONS and what strategic goals for nursing are.  Typically when I hear people talk about informatics, they talk about technology and design, and they always refer to goal group number two and they turn to Miss Oyweda Moore.  And we've all had several discussions about this.  The point that I'm making with this slide is that informatics cuts across each of these strategic goal groups.  Now these were the groups that are in place until September 30th of 2007, and each of the groups is working on their next strategic plan, and you will see things that look very different for the next go-round for the next five years.  But it's not possible to separate technology and informatics from any of those goal groups when you think about evidence-based practice.  You look at that from the perspective of your data that's used to drive your decision support, which is your information and your knowledge.  When you look at leadership development, let's turn to our VANOD presentation this morning.  How many of you could be good executive leaders without the presentation of VANOD data and your interpretation in moving forward?  Our collaboration and communication.  We use things like collage, we use e-mail.  I mean, it's just tied through each one of these.  So reflect on that for a moment.  

And again, the office of nursing services mission and strategic direction really addresses nursing practice and the workforce for clinical programs across the continuum of all care in the spectrum of sites of all care that impacts our veterans.  Again, visionary nurse leaders will use informatics as their tool to guide and influence improvements in patient safety, satisfaction, and outcomes with recruitment, retention, and recognition.

Okay now, the list that you see right now is where I've looked at the nursing qualification standards for nurse IVs and nurse Vs.  This is not written anywhere in what you see other than what I have thought of to share with you.  It is not intended to be an all-inclusive list, to say if it's not here it doesn't mean that it's not in common.  But what I'm trying to show you is that across the practice and the qualification standards for nurse IVs and nurse Vs, informatics cuts across each of those domains.  And these are just intended to be a list that will stimulate your thinking in that direction.  So we look at performance measures, we have to think about that as informatics because we have to look at the structure of the data in our databases, the integrity of our data, which then speaks to ethics.  The difference in these two is, as you well know, is really the scope and complexity of the involvement in each of these nine qualification standards.  Quality of care, data driven decision-making is something that you don't need to be a chief nurse executive to implement, you have staff that are working as associate chief nurses, as project managers, that are using data to make those decisions.  It's based on scope and complexity.

So I've given some examples here of what roles are for nurse executives in the VA that are congruent with the ANA standards for nurse executive practice.  And so just a few of them, we have such a short time here today together.  One of them is to assess our workflow and patient throughput systems, and we heard that this morning with the implementation, thinking of how we implement IT solutions.  Let's look at, for example, incorporating technology solutions into safe and efficient patient care delivery and workflow.  If we will communicate across and within services, these are all repetitive themes that you're seeing as you see the bullets that I have listed in this slide.  An important element for nurse executive practice is to be able to forecast resources based on trends that the data have provided you.  And certainly the ethical and moral implications of data security and privacy must be reinforced.

There are six domains for nursing informatics practice.  Any of you who might have considered or have staff that are considering sitting for certification in nursing informatics, we'll identify that there are clearly six domains.  We oftentimes as I mentioned look at technology and think that that's informatics.  But there are six domains, one is system and lifecycle, then there are human factors and ergonomics, there's information technology, information management, professional practice, and then roles, models and trends.  

And just to whet your appetite to read further into any of these much literature that we can provide, you can see that system lifecycle planning is very, very important, and it has to do with analysis, design, implementation, testing, and further, evaluation, maintenance and support.  And I think that's one of the areas that nurse executives really need to focus on.  What is the measurement, the outcome of the implementations that we're doing?  Because sometimes we get ahead of ourselves and begin implementing without a full evaluation.  We go to human factors.  And many of you are aware of the human factors aspects which have to do with what we know very well, the BCMA cart evaluation, usability testing.  

If we look at information technology you'll see it really does have a very wide scope but a very narrow definition, dealing with hardware, software components, how we communicate, how we represent our data and data security.  And then information management is back to data, information and knowledge.  

Professional practice has to do with the roles of nurses in informatics, and I turn to you in the references, an article that was written by Miss Moore and Miss Rick that has to do with the roles of nurse informaticists in the VA, and it was recently published in the International book from HIMS on informatics internationally, and it discussed a survey that was done on what the roles of nurse informaticists across our system is.  And then again models and theories, and I could go into another talk, but that would be for a graduate level course or maybe even an undergrad course, or nursing language.  Here I'd like you just to think about nursing language, the structure and classification systems, and many of you have heard us talk about NANDA, NIC and NOC, and SNOMED as a structure for language in CPRS.  

So I've now whet all your appetites.  You want to know more about it, and you might even want to join the American Nursing Informatics Association.  The mission is to provide networking and education and information resources that enrich and strengthen the roles of nurses in the field of informatics.  And it provides nurses with a professional milieu to work in healthcare informatics as a forum for nursing and nursing professionals in informatics.  And oftentimes our nurses become embedded in medical informatics, and so I'm here just to share with you there is an entire discipline, there are entire doctoral programs that are built on nursing informatics.  We call it the intersection of everyone and everything.

Let me turn you to your specialty organization, and that's AONE for nurse executives, and their vision is to shape the future through innovative nursing leadership.  They represent nursing leaders who improve healthcare, and many of you are members of the national organization, and you're all the catalysts for change and innovation consistent with the AONE mission.

AONE identifies three domains which are hallmarks of leadership for nurse executives.  The behaviors, values, and the core business practices.  And when I look at this, I look at the futurist, the synthesizer, the partners, conveners, provocateurs and designers.  How many of you function in those roles?  Every day, all the time, and spinning all your plates, right?  So when you look at the values that you have, your value for creativity, integrity, leadership, stewardship, you can see how those values influence your behaviors, and how your behaviors influence your values.  But ultimately the core business processes that you engage in are based on those behaviors and values.  When we look at core business practices such as education and leadership development, you are attending to your future, to the future of the people who will be caring for the veterans in the years to come, the people who will be pushing forward and moving forth policy, we're looking at career development, additional resources, and advancing the specialty.  

AONE also looks at the future of healthcare delivery systems, from the design, implementation, and the evaluation phase, and they really leverage human, technological and financial resources to give us the highest quality, safe, patient-centered care.  Anyone who's implementing an IT system can also turn to AONE because they do provide a chief nurse executive guide with how to implement a system, which is really quite useful.  So there are technology education sessions that AONE does provide.

And now we get to TIGER.  How many of you are familiar with TIGER?  Okay.  There are a few people, and that's why I put this in here.  There are a few people in the audience, I do want to recognize Oyweda Moore and Kathy Rick who are part of the strategic collaboration.  This is probably one of the most important initiatives that's going to come across nursing practice in the next 20 years.  It is a collaboration of thought leaders, and HIMS put together a collaborative thought group.  That's the Health Informatics Management Society, HIMS, for any people who are involved with data.  And they put forth a collaborative to get a 10 year vision and a 3 year mission on how to get where we need to go incorporating technology informatics to guide educational reform.  Many of you know as executives that your nurses may be having problems the longer they've been in the system.  It's really individual, but we sometimes have problems with nurses who've been in the system longer having the ability to get used to technology and it's easier for them to retire than it is to move forward.  So we're looking at how we can move education to advance the practice in clinical settings.  

So I told you that there are a 10 year vision, a 3 year action plan, and 7 pillars.  The pillars have to do with policy, culture, information technology, management and leadership, education, informatics design, communication and collaboration.

And this is a picture of their 10 year vision, and you can see the road in the background, it's a cartoon road.  And they've put that 10 year vision on a road, and they've identified, for example for management leadership, revolutionary leadership drives and powers executives in the transformation of healthcare.  That's where you would use informatics as your tool, to use your mission to help accomplish your vision.  So each of those 7 pillars are identified, and you'll be able to turn back to this.  It's really quite exceptional.

Their assumption was that the practice of nurses in reference to the point of care was provided across the continuum.  It can go from the home setting to the healthcare setting, to a hospital, to a clinic, to long-term care, to the virtual setting.  Education is the reference for all levels of preparation.  All degrees, all preparation for nursing must include informatics.  To summarize a lot of content I've given you the website where you can go, you can read a pdf file, you can see a survey.  They did a survey and asked the people in the collaborative that Kathy and Oyweda participated in, and the deans participated in, and healthcare informatics technology leaders participated in, and they surveyed them.  

They identified key actions and vision statements under the 7 pillars.  And so for example, under the management leadership was championing and supporting informatics integration into day-to-day practice for students and nurses using a created shared vision, courageous leadership, direction and support.  Their visionary statement was revolutionary leadership that drives, empowers, and executes the transformation of healthcare.  That's a pretty bold statement, right?  So as chief nurses you have the charge to be part of the education, the communication that the Deans of the schools and the program directors are having with what it is you need the nurses who deliver practice and care to our veteran's needs.  

Under communication and collaboration the key actions, I only picked out a few because there's so many, but you can refer to this document.  Organizing stakeholders to establish, disseminate, and support the vision, core values and goals.  Benchmarking, when you compare yourself to yourself you can't get any better.  I know when I was training for cycling I always had to get a cadence meter because if I race with myself I won't get so far.  But as soon as I have to march against something else I can do better.  So that's what our benchmarking does for us.  And so the vision statement was standardized, personal-centered, technology-enabled processes to facilitate teamwork and relationships across the care continuum.  

There are many key actions for informatics, almost too many to discuss in this brief time, but I'll pick out two.  Developing guidelines for integrating an informatics infrastructure, including a multi-disciplinary end user design into incorporating responsive, evidence-based informatics.  Multilingual standards is something we're going to have to turn to in the future.  So the vision statement is evidence-based, interoperable intelligence systems that support education and practice that foster quality and patient safety.

And finally, culture.  There's just too many for me to discuss with you.  So I will pick out, say for example, evaluate your current processes.  Redesign is needed.  I refer you back to that important evaluation piece.  That's the piece most important and most forgotten.  Establish your multidisciplinary teams, create that push.  You are the leaders, you're thought leaders, you're the voice for your nurses, you're the voice for the veterans.  And it's incumbent on you to help push these things forward.  And the vision statement is a respectful, open system that leverages health information systems across disciplines with our partners in IT, in medicine, in biomedical, in telecommunications, so that we can trust and work together towards the goal of high quality and safety.

And finally here's where we are in the state of VA nursing informatics.  We're realigning the technology goal group.  These are examples of our clinical databases from CPRS, VANOD, BCMA enhancements, My HealtheVet, our performance measures, expanding bar code, and disaster informatics technology assessment, which my chief nurse will be discussing tomorrow, and contingency planning.

What I'm going to be talking to you about is the nurse exec's application of informatics and more of the administrative realm, in particular in budget and workforce.

My presentation is going to drill down a little bit further than that in terms of using the VANOD information, some other databases, and then in VISN 23 we actually have our own Proclarity cube, so I can show you a little bit more about how we can drill down to that unit level to make data driven decisions.  I think that we also need to remember that whatever we come up with, that communication, opportunities to let the front line staff to know about what you're looking at, is very important.  So the first thing I want to talk about are opportunities for data driven decision making, in that any budgeting activity includes prioritizing, implementing, planning, developing rational contingency plans, which I know you guys have plan A, plan B, plan C.  Establishing the scope and breadth of initiatives, do we expand here or not, is this a loss leader area or not.  Creating proactive plans to take care of variation, and then of course evaluating performance, how are we doing using some of that information that Kathryn talked about in terms of putting measurements in place for our success.  And remember that budgeting and this information as a communication tool is really a work in progress.  It coordinates with the over-arching development of our corporate strategies, operational planning, and resource allocation.

In terms of the budget preparation process, and it's really the first part of the process and I don't know how many of you are seeing October 1st on your headlights.  I know in VA Central Iowa for the past couple months what we've been doing is talking to the nursing staff, doing expert panel-based staffing, talking to service line leaders, and finding out what is our hospital plan for care for 08.  And part of that decision-making, and part of the justification for which we will send a resources comes from some of this financial information.  So you really have this corporate strategy development, at least once a year you have to look at the hospital plan of care, but also you're looking at that in relationship to the medical center's strategic plan, vision, strategies, goals, objectives, any kind of assumptions that are occurring in your healthcare environment.  Now the parallel financial processes that you're using is budget forecasting of expenses and revenues for periods of time, and usually with different scenarios like worst, best, status quo.  You also want to see this financial performance historically.  In terms of making projections, managers are always asked to predict.  I don't know how many of you have a crystal ball, sometimes I've got the little 8 ball, have you seen that?  No way, ask again.  Well hopefully that we'll have some information and turn the data into information to be able to make accurate projections.  And you've all seen them, average patient days, patient hours, average number of visits, OR use by minute, etc.  Parallel financial processes are based on past records of delivery through trend analysis patterns and volumes.  It can be as simple as creating a line graph with units of time across the bottom and units of service along the perpendicular edge.  Plotting each unit, looking at patterns, trends, a simple run chart, and it also can be as complicated as computerized prediction tools with higher level statistics.  And finally operational planning.  Specific and measurable operating goals.  And I don't know if any of you looked at my overtime in Central Iowa at the VANOD presentation, maybe I'll be coming up with a reason why here pretty soon.  I hope to show you.  I think the comment after the VANOD presentation is now no one has any secrets.  But it also then makes our community much closer in collaboration with our colleagues, so we're not alone.  So the parallel financial process is the preparation of a zero based budget at which each unit or service level new to the organization, you can look at that, the expert panel based staffing, really we start, we look at a variety of variables and I'll show you what we do in Central Iowa.  And you can look at hours per patient date, by population served, different staffing models, different staffing nexus, factors to keep in mind, salary increases that we might have, upcoming programmatic changes as well as service volumes and averages.  And I think we'll show you a corporate dashboard for Central Iowa where those are all things that you need to think about as you're trying to project your staff into the future.  So this of course gets translated into FTE.  I'm not going to talk about capital, which has to do with your plant and equipment, as you guys all know, and the other sides of the budget.  The things I'm going to show you here really are the personal services budget, which is really what we deal with every day.

I wanted to talk to you a little bit about four cost-behavior skill sets that you need in terms of asset valuation, managerial control, decision making, and different volumes.  And know that it's an ongoing task with looking at that.  Managerial control, those are things that are either fixed budget, not fixed budget, who's going to make the decision, is it your nurse manager, is it your associate chief, is it the nurse executive?  And then are you going to see some different variations in volume?  But your asset valuation here really in terms of personal services dollars, how many millions of dollars are you spending, what is your max, where can you best deploy your resources?

In terms of monitoring the budget, remember that it's a continuous process and I'll show you some examples of cost trackers that I use in Central Iowa.  Some of you have seen your own sites really at the VANOD presentation earlier today.  Remember that variances in salary and benefits ledgers tend to occur for four reasons.  So you can just look at these four reasons.  Patient volumes are either higher or lower than you projected, intensity of care is either higher or lower than you projected, the efficiency of your staff for providing care is higher or lower than projected, and the cost of personal services is higher or lower than you projected.  So you can really look at those four areas.  At the unit level, supply volumes, levels of linens, drug supply, also add cost, and it's a good idea to have those always reassessed.  Reports need to be reviewed, and from my perspective at least monthly, and newer data sources allow real-time.  

Your VANOD really relies on real-time, and that's why I really encourage you to really clean up your files as the VANOD staff said today.  The data in there is only as good as what you put into it, so I really encourage the nurse execs to go through that with a fine tooth comb, because then you don't hear the comment of oh by the way that can't be real.  If your certified time is not real, then you better get real.

So we all have to put our budgeting and our nurse budget into financial context for understanding, and I really think that as nurse execs we need to be able to talk with our CFOs and know what they're talking about.  So if you have ideas that you're not sure about basic accounting concepts, or the language of your CFO or your accountants, I would become friends with them and have them share some of that with you.  Assessments of the financial health of the organization and how it's affecting your area of responsibility, I know you guys have all gone in, you're all members of quadrads and have gone in and when you've had to do management efficiencies and those kinds of things to make assessments and make the necessary changes.  And then of course the familiarity with the common indicators used in financial analysis, I thought we had great questions this morning on what is a budget object code.  So putting the theories to work.  I actually think you need four different skill sets, and I think it really ties into what Kathryn is saying.  And as we all looked at how we could manipulate our data this morning and we started to look well if I do this, then this.  If I look at this, I can do that.  We began to data mine ourselves, so obtaining the data.  What you were trying to do this morning is really the data miner piece of that.  In Central Iowa's case I have a program analyst who's my data miner.  Not only does she work with the VSSC cubes, but all the VSS, DSS, etc., and so she is really a human person that Jana Kozisek that's the human interface between the raw numbers and the decision maker.  I'm fortunate to be able to have such a data analyst position, but you really need to have the miner focus on the integrity, the quality, the objectivity, and the completeness of the data.  That gets back to what Kathryn is saying about the ethics of it, and how you really have to assure that your data is correct.  And that this person really knows software options.  VSSC, website, national VISN Proclarity, and Crystals.  Crystal reports.  You have informatics nurses that do this and it's just not a problem or your nurse researchers.  Otherwise I think you have to begin to learn some of those skill sets.

The second thing is understanding and establish the context with the subject matter expert.  So if you do have a data miner, they don't know nursing, they don't know about acuity, they don't know what that means.  When you have a turbulent ward, some of our med/surg wards are just terrifically turbulent, and so your nurse managers and you will work closely with that data miner to get this and validate the data.  And then sharing and presenting the data.  Most software tools like Proclarity and Crystal interact with Excel, and I think Julie and Diane brought that out beautifully this morning.  And a picture is worth a thousand words, and when I've taken some of the graphs out to the wards and to the ICU unit, they want that trend graph, they want a simple run chart, how are we doing, the falls.  They don't want, sometimes the in-depth thing that we just think is wonderful, but they want to see what's that tape measure at the end of the day, is my fall rate going down.  They want to see that trend line going down.  Sharepoint is the new alternative to websites, and it can provide strict access, discussion boards, and contact with a wide audience in one application.  I'll show you ours, and we also have a VISN 23 Sharepoint site.

And then of course as Kathryn said, translating numbers into information and action.  That takes you.  It takes your voice, your leadership with your nurse managers, with your associate chiefs.  And then tracking and trying to get a hold of those direct and controllable costs.  And of course that's what we're held accountable for every day I think when you have conversations in the quadrad.  And of course here it is, I'm confessing, it's kind of like hello, I'm Chris, I'm a member of the overtime club.  You see that smiley face there?

The beautiful thing here really is that there are numerous Proclarity cubes available to everyone with log-in access to the VSSC website.  No, I was not paid to say that.  This report comes from the FMP financial cube and lets just look at the percent of nursing overtime compared to the total worked hours, at the national, VISN, and facility level.  In our example we can see that Central Iowa's overtime costs warrant a closer look.  In our next slide we'll use the local data source to drill down into one of Knoxville's long-term care units.  I'm in an integrated site, I have Des Moines and Knoxville, Iowa.  I think that you all got to do that exercise on the VANOD site today, so all of these things are information, of course I'm going to use this information for my hospital plan for care, I mean it's in there where I can actually show some things, and I'll show you another slide that I'm going to use.  It really has to do with how long it takes a vacancy to be filled in VA Central Iowa.

So I know this looks pretty small to you guys, VISN 23 has a Proclarity cube that allows us to examine each unit's budget and patient activities.  Nurse managers and service line directors receive these reports monthly.  So these reports were set up, and they are constantly updated.  So you're going to see here on one of our rehab units what we track, our hours per patient day, average daily census, and the patient turbulence.  I'll contrast with our med/surg ward that has a patient turbulence of about 56%, where this unit is a rehab unit and so it's not as turbulent.  And so that would play into the hospital plan for care.  You can see what it costs every two weeks in terms of regular pay, overtime, agency, and fee basis to run this ward.  And you can also see the percent and total of overtime, agency, and fee basis that we spend on this unit, as well as annual leave, comp time, sick leave, leave without pay hours, and nonproductive time.  So now my thousand hours makes sense.  I look at these unit profiles too much, so after my friends in 23 help me out that makes sense.  But I think that's what you need to do is look at these reports, talk it through, see how does it make sense, and then what are you going to do.  Are you going to change your hospital plan for care, are you going to increase your hours per patient day?  And our service line leaders who are physicians get these, and believe you me, they rely on the nurse managers and the nursing leadership to say oh my, now what?  But you can also see our trend lines, and if we need to react to a particular situation.

So earlier we said we have to look at past performance to predict the future, access to this consistent data, teamwork between the miners, the departments.  

And what we have here for example is Central Iowa uses several electronic sources to publish an overall facility snapshot, including, and they included a nursing measure this last year, which I kind of flew below the radar screen last year, we didn't have a line item for nursing but now it's on the dashboard.  Thank you.  But several data miners have collaborated on this project that we have in our organization, and I'm running 1% below the budget that I did last year.  And so that's where we're at in terms of that.  That's what that says.  This is published and updated, it's sent out to all leaders so that we know where we're at.

Now I'm sure you probably can't see this very well either, it gets a little small, but what this is is service line leaders then can drill down from the master dashboard to this document.  The nursing data is obtained through Proclarity VISN 23 cubes, and it's automatically updated bi-weekly.  So you can see on this report that we have a surgery service line, primary care specialty service line, long-term care, and mental health.  And what it will tell them is their regular pay, their overtime, their agency, their fee basis.  And then the nice thing about this is then it does our rolling 12, and sometimes when I have people say our own nurses aren't working, it's just all overtime, then I can look at this pie chart and say we have a lot of our staff working.  This is the percent of overtime to the total budget, etc.  So I think it gives a more realistic picture.  It seems like people remember the one time.  And then everything's terrible.  And so what happens with this report is it's a rolling 12, so it smoothes it out, it gives a more realistic picture of what happens over time.

Sharing data is essential.  The miner and subject matter experts share with decision-makers and add strength to the eventual decisions or actions.  And we share this with frontline staff, and I'll show you where we put that on our Sharepoint site.  Several options are available, and that was gone over this morning with VANOD.

Now in VISN 23 what we've developed is a nurse executive home page.  We try to share data in VISN 23, this is the new technology similar to a website but with greater security, varying levels of access and more interaction between the users.  We use this and only the nurse execs have access to this Sharepoint.  

And we're not live.  Nurse execs can drill down from Sharepoint home page to the document library with folders in each facility, each folder holds these Excel documents still linked to their data source, and data includes patient activity, staff, and payroll information.  And so we can go in, Karen in Fargo can see well what is Chris doing, what's happening on that med/surg ward of hers?  If she wants, we all have time to look at each other's stuff.  But we can, and there is some good benchmarking and dialog then that can go on with this.  What I really liked about the presentation this morning was the custom view, and I think that there's more custom views that we could actually make and have there, because what I find is in the busy lives of nurse execs and the busy lives of nurse managers, although they can learn how to mine their data, that's the best thing since milk toast.  When they are on the run these views that VANOD has put together, that you can put together, that really speak to your needs is very important.

So we also have a Sharepoint site for VA Central Iowa for all of our nursing staff, and the intent for our Sharepoint site is that it's a one-stop shop for the nurse.  And so staff can see their unit's monthly snapshots like we saw earlier, along with budget and patient activity reports.  So again, the information should be transparent.  There are no secrets about what is that, what is that overtime for that unit, it's not a secret.  And so what we do is we put it under leadership and management information, and of course I can't go live here, and what you would see would be those unit snapshots.  We also then, under patient safety, falls, restraints, etc., that's where we'll post all of our fall snapshots we get so that when a nurse needs to see this data, we ran out of wall space and then the rules with FMS about posting things on walls and things.  So what we are really trying to do is get a place that's linked, and we try to link this also, we have the national nursing web page linked on here so they can go in, because we don't want to repeat anything from the nursing national site, or VSSC.  We're trying to build that, and I have an informatics nurse, Adam Goebel, who's' going to try to even make it more one-stop shop, user-friendly, for our nursing staff.

So data should also drive workforce-related decisions.  I know that we talked a lot about the RN job satisfaction, and then the vacancies and succession planning, 

I don't have to tell you anything different here in terms of what's happening on the national level for nursing workforce.  The Iowa Department of Public Health, our shortages, up to 2020, and of course you saw some of that data.  

This is VANOD data of course, and it's updated monthly, and you can see we’re 33.2%, so we  kind of lead the pack in VISN 23.

And then by identifying patient care areas, which we are able to do with our VISN cube, we can look at what areas are most affected and then we can try to focus our recruiting and retention efforts where it is most needed.  And most of our information is aligned by the service line.  So you can see that, and I was so glad to hear that the traveling nurse corps was going to focus on mental health nurses, because when you look at our data, mental health is an area I think we probably all are struggling with.  So I think something like this really helps make decisions for those.  

The other report here, the other example that I can show you, and we did this just for long-term care.  We combined information from disparate sources to publish an easily updated report for nursing leadership, and vacancies are the key issue that significantly affect nurse managers and staff and cost.  Knowing the picture allows for flexible distribution.  And what I tried to do is combine it with our vacancy rate as well as our nonproductive time.  People can take sick leave, people can take annual leave, people can take family leave.  All of those things are right by our employees.  So what we tried to do is combine all that to really see what our "vacancy" rate is, and so you can see that it's a lot higher than just the 12%.  When you start adding in the days to fill, average days to fill a vacancy in your organization.  So we are working with HR continually about what are some best ways to advertise, recruit, and fill positions on a timely basis. 

I won't belabor you with the RN satisfaction survey information because we went through that this morning.  And then we also then pull not only the VANOD data, but we looked  at the all VHA data, and it was broken down by VISN and facility.  So you can actually compare the two surveys and validate the results.  The data shows central Iowa RNs are happiest with our organization, civility, but least by its culture climate.  These scores were mirrored both in VISN 23 and at the national level.

So in summary, we've looked at a couple of theories, budgeting and workforce issues, I slipped by the workforce issues very quickly because it was so well done this morning.  We've seen that there's different data blends that you can put together, workforce issues to create what you need to manage your workforce, both in terms of budget and in having a ready, willing and able workforce.  And to create a realistic picture of our greatest resource, and that is our nursing staff.  

Hello.  I'm Brenda Stidham.  I serve as the VA/DoD nurse liaison for polytrauma.  I'm based in the Washington DC VA, and I'm assigned to Walter Reed Army Medical Center.

I'll briefly define my role as liaison and discuss the interdependence of clinical software packages and nursing practice.  I want to take software to the bedside, I want to take you into Walter Reed, where I go every day.  That's my goal.  And hopefully at the end I'll touch your heart, as mine has been touched.  This was a very big job, and when I first started I wasn't quite sure where to begin.  So I just observed the nurses on the floor, and I realized that we really needed to strengthen the nursing report from Walter Reed to the VA polytrauma centers.  It took me about five minutes to figure that out, but I still wanted to see trends and patterns, where the gaps were, what made sense, so it took me a while to really complete an assessment.  They also had me complete nursing orientation, I had to learn Acentris and Alta.  Full orientation at Walter Reed before I was allowed access, which is the right way to do that.  But it took a while for me to really get my feet on the ground, or their boots on the ground.

So my role now is to serve as the nursing bridge between Walter Reed and the polytrauma centers.  My focus is only on the polytrauma patients, basically the sickest of the sick.  Those are the ones that I focus on.  And again, my focus today is the nursing hand-off.

Welcome to Walter Reed.  Every day when I drive into Walter Reed I'm greeted by a guard with a rifle slung across his shoulder, who checks my ID and he sees I'm a nurse and he says, "Welcome to Walter Reed, home of warrior care."  So every day I'm reminded of why I'm there.  I'm there for the patients, and that keeps me focused.  There are days when I feel overwhelmed, there are days when I simply do not know what to say, but I always know that every day I'm going to see something that is amazing and I'm going to be inspired again that day to be there in that role.

The next few slides are available on the VA intranet, so I won't go over them, and I think most of you all know the polytrauma rehab centers, the polytrauma network sites, but I really like this particular slide because it just sort of lays it out there for you.  The country, where the polytrauma centers are, where the polytrauma network sites are.

Second slide sort of lists them for you.  My main interactions are with Richmond, Minneapolis, Tampa, and Palo Alto.  I have talked with polytrauma network sites also, and normally when I call I want to talk to the staff nurse on the floor who is accepting the patient, and she's always just a little bit surprised that I call, and I'll say I'm your nurse liaison at Walter Reed, and then she's always really happy to talk to me, and I'll say did you receive nursing report from Walter Reed?  Yes or no.  If not, then I make sure that report happens.  But I just want them to know that they do have somebody at Walter Reed who's a VA nurse who cares that they get the nursing report.  So that's a big part of what I do.

Now I have mistakenly put Levels 1, II, III and IV.  There are now really called components, and again this is on the polytrauma intranet website.

You all know more than I do about all the information that's going back and forth between the centers.  I can tell you that with BHIE, or Bi-directional Health Information Exchange, and Joint Patient Tracking Application, that there are a lot of processes in place to exchange information between the DoD, or Department of Defense, and the VA.  For all the right reasons access is limited to the providers taking care of these patients.  However, it's not accessible to the nurse at the bedside who may be admitting that patient at 10 o'clock on a Friday night.  

So not all applications from the DoD are available for the VA nurse.  I, like many of you, have a lot of equipment around me, and I'll show you a picture in a minute that kind of lays it out.  I have a desktop that Walter Reed furnished, I have a laptop, I have a Blackberry, I have a fax, I have a phone.  I'll show you the picture.

This is really not that unusual for me.  I have a laptop to my right, that's my VA laptop that's encrypted.  I have the desktop, I have a Blackberry, I have the office phone, I have a fax.  There are days when they're all going at the same time.  So there was a much better way, and the answer was clinical informatics.  We really did need to devise a form that nurses helped create, both at Walter Reed and at the VA, that really met their needs for this nursing report.

Location is everything.  My office is on the ward, I'm between wards 57 and 58.  57 is the orthopedic ward, and there's actually a book written about ward 57, you may have heard about it.  It's a famous ward, it's where the soldiers that unfortunately have amputees and severe orthopedic injuries are cared for.  Ward 58 is down the hall from my office and it's the traumatic brain injury and spinal cord injury ward.  I'm on these wards every day, several times a day.  Most of our transfers to the polytrauma centers come from ward 58.  

So I was able to just watch how the reports were going, to see where the gaps were, and to encourage them to make the call.  There was even the question about well when should we call, because if they leave here at 5 o'clock in the morning they're not going to get there until 10 o'clock Brenda, why are you asking me to call report now?  And I'm saying well, you'll be gone at 10 o'clock tonight when they're gone, and they probably want to talk to you because you took care of them the most recently when they left, so you're the logical choice.  So what I observed was that one main thing are the Air Evac schedules.  We do not have control over when that is.  That's the Air Force.  And they have a lot of demands on them.  It's based on caseload, what they already had scheduled, patient acuity.  And they often do leave the ward between 5 and 6 o'clock in the morning.  They leave there and then they go to Andrews where they're stabilized and prepared to be transported.  That's a terrible time to be trying to call nursing report.  It's awful.  They're trying to pass meds, they're trying to get everything together for the end of shift, they're busy, the patients are starting to wake up.  So it's a tough time, but that's usually when it occurs.  Also just the length of time the nurse had been caring for the patient.  A lot of variability.  The report was much different based on if they'd had them for two weeks as opposed to one day.  And then just the rehab experiences of the nurses calling report.  It varied a great deal and had a tremendous impact on the nursing report.

So what I realized very quickly was that these nurses, both at the VA and within Walter Reed, were working a very fast paced environment.  It was all I could do just to keep up.  I mean the pace is unbelievable because of patient turnover, patient acuity, they're back and forth from the unit, surgery, back to the floor.  The ones that are stable are going to PT, OT, speech, it's just a very, very active ward.  So the instrument I needed was something that was easy to use, contain information that the nurses needed to care for patients at the bedside.  I realized then and there that I was going to need some help.  Available electronically for both the nurses at Walter Reed and at the VA.

And the VA polytrauma nurses had already identified a need for the standardized nursing hand-off tool, they'd been asking for this, they'd been wanting this tool to be developed.  So I was sort of a logical person to get it started.  I think it's really important to remember that this tool that you'll see in a few minutes, or you'll see the beginnings of this tool, was truly a collaboration between VA nurses and Walter Reed nurses.  The creation of the tool took place over a series of several months, I just sort of put it together after I had gathered the information from all the nurses.  I then met with Walter Reed, infection control nurses, wound care specialists, rehab nurses, and showed them the tool and said what am I leaving out?  What do you as a clinician here want in this tool?  And what was interesting was they wanted a lot of the same information, they just wanted it displayed a little bit differently, or maybe they wanted to tweak one of the scales.

I'm taking you now inside Walter Reed even further.  These are the two nursing leaders that will be responsible for piloting this tool on wards 57 and 58 once it's developed.  Lt. Col. Abbadini, I interact very often with these nurses during the course of the day.  She is a section chief of surgery and neurology.  At Walter Reed there are four or five sections, that's how they split up their nursing care.  She's responsible for two of the busiest services.  Incredible to work with her.  And also Major I call her OC, because her name is so difficult, and she actually kind of has embraced that title.  She's the head nurse on ward 58.

This initiative, this nursing hand-off tool has full support of Walter Reed command.  Miss Moore came out and we met with command, and once we knew that we had the support of Col. Horoho we knew that we were on our way, because without her support we would still be talking about this.  Just talking about this and hoping and dreaming.  She is the Commander for Walter Reed.  I also interact very often with Col. Monica Secula, I meet with her whenever I'm having problems, she lets me know how things are going, and she's the Assistant Deputy Commander for Nursing Administration.  There's also a new Deputy Commander who's not pictured here, I didn't have a chance to get her photograph before I came to the conference.  Her name is Col. Susan Annicelli.
So after Miss Moore and I met with Col. Horoho, then I was asked to present to Walter Reed governing body, which is a group of about 14 or 15 leaders.  I had to explain what the tool was, what its purpose was, and what our hope was.  And that was to load it into Acentris so it's available for the Walter Reed nurse.  And again what I was asking was for them to work with our VA IT staff to develop a form that was going to be loaded into their record, their Acentris record, completed by the Walter Reed nurse prior to transfer, and then I call it magically transfer that over and have it ready in the CPRS note for the nurse on the other end.  I didn't know how that was going to happen, I just knew it made sense and I started asking well, can this be done.  And it looks like it can be done.  That's the true magic.

Progress.  Here's the good news.  They approved the request.  The collaboration has taken place.  The hand-off tool is in development.  VA IT is collaborating with Walter Reed information technology to make this form accessible in Acentris, which is their version of CPRS, it's the inpatient patient record.

We used SBAR.  I think most people in this room know about SBAR.  They had just piloted an SBAR hand-off tool between the recovery room and the floor, so they were very familiar with SBAR.  When I said I want to use SBAR they said okay, we're familiar with that, we like that.  

I promise to not go over all of these fields because you will fall asleep.  But I will just very briefly say that what you're seeing is not exactly what the nurse is going to see.  I'm showing you all the drop down menus.  I'm showing you all the possible fields that point and click.  And it is laid out in situation.  There was a lot of discussion when we were collaborating as what goes where.  We still are in the process of tweaking this.  I was interested in learning that they very often wanted to know what the military rank was of the active duty service member that they were receiving, because they continue to address them as Sergeant, Private 1st Class out of respect, and they really do expect that.  

Background was more of a clinical assessment, a systems assessment, very thorough.  We spent probably two months on this section.  This one was very, very difficult to capture all of the fields because these patients have so many injuries.  I'm an old critical care nurse, and I thought I'd seen it all.  I have not seen it all.  It was amazing what we had to try to capture in this nursing hand-off report.  

And it's the longest section.  And what you're seeing are drop downs.

Mobility was a very big issue, particularly in regard to patient safety.

The assessment part, this is the information that I'm going to be stressing when I talk to the Walter Reed nurses when we're piloting this.  When they follow this up with a phoned report, this is what they can focus on and say well this is what we have concerns about, and then expand that during the call, or I don't have any concerns, they're stable, everything's okay here.  Now the recommendation part of this nursing hand-off report is the part that is changing the most rapidly.  It is now, as of last night, thanks to the team that's working with me on this, it's much shorter.  It doesn't have quite as many fields, and it's really, truly a nursing report tool.

Of course it has to grow out of policy, here's our policy.  I won't read it to you.

The nursing hand-off tool is funded, with implementation of the tool for 2nd quarter 2008.  The development of this tool is under the direction of Miss Moore, who is here today, sitting right there, second row.  She has held my hand throughout the entire process, and there were days when I needed to have my hand held.  And the plan is to make the hand-off tool accessible to nurses both in the Department of Defense, and when I saw Department of Defense I mean Walter Reed because that's where I am.  The exciting thing that I learned recently is that once this is created in Acentris, they do want to take this tool global so it will be more than Walter Reed, it will be to several military treatment facilities.  And I've already mentioned that they're collaborating, the IT staff are.

Once it's implemented it will address one of the JCAHO patient safety goals of improving the communication among caregivers, standardizing the nursing hand-off tool, and I think the stage that we're at right now is actually deciding on what taxonomy to use, which standardized taxonomy.  And I've heard SNOMED mentioned, but beyond that I won't speak to that because I could get in over my depth very quickly.  But I do trust the people that are making those decisions.

Benefits.  It will provide clinical information to nurses at the bedside.  Document the patient transfers between the VA and the DoD and Walter Reed and the VA.  Particularly when it's standardized it will provide data for collaborative research between the VA and the Department of Defense.  Provide a tracking mechanism.  And most importantly and dear to my heart is to improve patient safety and improve patient care.  And this is really what it's all about.

To share clinical data between the VA and the Department of Defense for nurses jointly serving those who serve our country.  I don't know how much time I have, so I'll just very briefly tell you about the young man that's in this picture.  When he was found in theater, he had suffered cardiac arrest and had bilateral pneumothorax.  He was for all intents and purposes, dead.  And he left three weeks ago to go to one of the VA polytrauma centers.  His name is Jose, and I said Jose, can we take your picture?  He said well what for?  I told him, I explained.  Had him sign his form and he said you can only show my picture if you say good things about me.  I said well that's easy, I can do that.  But he really is a miracle.  But what you can't see is that he's a bilateral above the knee amputation, so he reaches up from his wheelchair to hug you, he truly is a miracle and we see this very often at Walter Reed.  They work very hard, they provide excellent care, and they really want to work with their VA colleagues.  As a matter of fact, Col. Secula recently told me, she said Brenda we really want to meet some of the VA nurses, we want them to come to Walter Reed and tour our facility and talk with them.  So the next time you're in DC let me know if you want to come out and I'll arrange a tour.

So I would like to thank Miss Kathy Rick and Miss Moore for their support in this endeavor.  It's been a wonderful learning experience.  This is a very unique role and I think I've truly found my passion, and it's back at the bedside.
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