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About the VHA Network

DEPARTMENT OF VETERANS AFFAIRS
Veterans Integrated Service Networks

« 8.15 million enrollees

« 152 Hospitals &
VHAsites \ Medical Centers

© CBOC
+ Hospi

« 17,252 beds (average)
* 166,100 Admissions

* 958 Outpatient Clinics
*134 Community Living

Centers (Nursing
Homes)

e 4™ Q FY 10 VAST

VHA PSSG, a field unit of the Office of the ADUSH for Policy and Planning - April 2009 [ v VHA Office Of the ASSiStant Deputy
Under Secretary for Health (ADUSH)
for Policy and Planning (10A5)




308,070 VHA Employees
77,894 Nursing Employees
Approximately 60,000 Direct Care Nursing Staff

Nursing represents 25 % of the VHA workforce

FY 2010
VANOD Annual Summary Report and VANOD
Demographic and Financial Cube




Bridging Nursing Quality, Practice, Research




Nursing Informatics Vision
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. . &
environment
to support
patient cag
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e Nurse
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Executives
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Researchers




Data Entry — minimal burden; integrated or transparent in
the process of doing work. Minimize duplicate documentation

Provide front line nurses the tools to document their care at the
point of service (Nationally standardized skin assessment and
patient assessment templates)

Data Extraction from the EHR — no manual data collection
National roll-up of extracted data — no manual reporting

Timely- data should be provided as close to ‘real time’ as
possible

Start with the end in mind



First clinical indicator — required a new
process

Two nationally standardized nursing
documentation templates — Initial &
Reassessment

Data content sources: VHA Handbook; IHI;
Wound Care Nurse Workgroup

Data successfully extracted - April 2008

Data is available from January 2008 for all
VHA Medical Centers



Template Deployment

O




v {%Skin bL=szessment

Monitoring:
5kin Inspection in all settings at least ewvery E4 hrs.
Braden scale fregquency:

On admission, transfer (inter or intra-facility), discharge,

or change in condition

Braden PBisk Assessment Scale Details

Aoute Care: Braden score 18 or less --=> reassessmeht with Braden

scale at least ewvery 48 hrs
Long-Term Care: Reassessment with Braden scale
weekly ¥ 4 then at least monthly

W Braden Scale - For Predicting Pressure Sore Bisk

Copywright, Barbara Braden and Nancy Bergstrom, 1988,

Beprinted with permission. All rights reserwed.

Sensory Perception:* j
Moisture: * j
Actiwity: & j

Mobilitwy: & j
Mutrition: * j
Friction: * j

Choose one Braden scale score

(" 19-23 Mo Disk

1L5-12 Mild Risk

~
(" 12-14 Moderate Dizk
(" 10-1F High Disk
~

&—9 Severe Bisk

SKIN PATCHES

Loes the patient hawe anhy patches on the skin? (EEG, medication. ..

Tl s an Tl mle -~ *

Wigit [nfo

The template provides a
consistent skin risk tool and
scoring for Braden and has
hyperlinks for additional
reference

Finizh

MedfSurg Nursing Resessment
* Skin A=ssessment
Braden S5cale - For Predicting Pressure Sore Bisk
Lensory Perception:

W= A aman -

Health Factors: SKIN COLOR [Historical). SKIN MOISTURE [Historical). SKIN TEMPERATURE [Historical). SKIN TURGOR [Historical). YANOD SKIN INITIAL

* Indizatez a Required Field



SEIN PATCHES

LDioes the patient hawe any patches on the skin? (EEG, medication...)

2kin Patches *

[ Nao
[ Tes

MaJOR RISE FACTORS f SPECIAL POPULATIONS

Dioe=s the patient hawe spinal cord injury, paralysis, awputation or neuroclogical disease?

rRisk Factors *

[ Na
[ Tes

CURRENT SEIN AZEZESSHMENT

rComplete each section

2kin Color:

Color: *I
|- Normal for ethnic group |- Pale |- Flushed |- Dusky |- Mottled |- Jaundiced |- Cyanotic |- Other

Ekin Temperature

Tenp : *I
|_ Marm |_ Hot |_ Cool |_ Cold

2kin Moisture

Moisture: *I
I_ Dy I_ Moi=t I_ Diaphoretic

5kin Turgor

. - Tagged data elements from
____waw the assessment

MedfSurg Nursing hosessment
* Skin Assessment
Braden Scale - For Predicting Pressure Sore Risk
Senzory Perception:

Wrms i e -

Health Factors: SKIN COLOR [Historical). SKIM MOISTURE [Historical). SKIN TEMPERATURE [Historical). SKIN TURGOR [Historical). VANOD SKIN INITIAL

* Indicatez a Required Field




gﬂeminder Dialog Template: NURSING ADMISSION ASSESSMENT

[ Mourd - other than pressure ulcer (includes surgical wounds)

[ Dther% use to describe skin tears, tape burns, perineal dermat

Provides stages and
v rammuse Diced definitions based on the
For sach stage, click on all pressure ulcer locations that app. NPUAP fOI‘ Consistent

[ tuspected Deep Tissue Injury

Purple or maroon localized area of discolored intact skin or

tissue from pressure andfor shear. The area may be preceded documentation Of pressure

or cooler as compared to adjacent tissue.

 cege © ulcers

Intact skin with non-blanchahle redness of a localized area

may not have wisible blanching; its color may differ from ©

[ Stage IT
Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without slough. May
also present as ah intact or open/Sruptured serum-filled blister. *This stage should not be used to describe skin
tears, tape burns, perineal dermatitis, maceration or excoriation. *Bruising indicates suspected deep tissue
ingury.

[ stage IIT

Full thickness tissue loss. Subcutaneous fat may be wisible but bone, tendon or muscle are not exposed. Slough nasy

be present but does not obscure the depth of tissue loss. May include undermining and tumneling.

[ Etage IV
Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may be present on some parts of tk

woutid bed. Often include wndermining and tunneling.

[ Thnstageable
Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, gray, green or browm)

and/or eschar (tan, browm or black) in the wound bed.

Copyright NPULP Z007.

Peprinted with permission. All rights reserwed.

Wizit Info Finizh Lz

MedyfSurg Nursing hosessment
* Skin RAossezsment
Braden Scale - For Predicting Prezssure Sore Risk
Lensory Perception:
Health Factors: PRESSURE ULCER [Historical]. SKIN COLOR ([Historical). SKIN MOISTURE [Historical). SKIN TEMPERATURE [Historical). SKIM TURGOR [Historical], VAN
IMITIAL

FTON D L T TP [ muy O |



Captured via tagged data elements from use of the
nursing documentation templates (VANOD Skin
Initial and Reassessment Templates were released to
the field through Office of Information October ’07)

Report updated by the second week of the month for
the prior month’s discharged patients

“Real Time” skin data reports currently in
development



Raw data that show the numerators and
denominators for each indicator’s calculation

Patient-level data for comparison to station
results/numbers

A tool for viewing local, VISN and VHA data
extracted from the VANOD Skin templates

A tool that supports indicator trouble-shooting and
identifying local documentation or education
1ssues

At present, a way of gauging local performance



‘%riel‘ing Boak. X
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T YHAVISNFarility Trend
@ dssess-24
D Braden-24
D Mo Braden
D Draily Inspection
(] &t Risk-Initial
[ 1] &t Risk & Plan-Initia
1] HiRisk-all
] HiRisk-hio PU
1] Mo Risk-Trnial
1] Mo Risk-al
[ 1] Mo Risk-hlew P
D Zommun 2+
1] Hapu 2+
[] HaPU 3 2.4
1] alpuz+
[] HaPU Rate
[1] Hi Risk-ll-- Stacked Ba
D Commun 2+- Stacked E
[ ] HAPU 2+ Stacked View
| Bedsections by Manth
| MedjSurg Perf Measure
D Summary by WIS [ Facility
D Link. ko weebr Skin Risk Reparl
1] Fags
D Creabe vour awn view
D Data Definitions

@ Assess-24
Facility YI5M and Facility:

Treating Specialty: | &l Treating Specialties

[

Facility Complexity: I | ddmitting Bed Section:

Initial Risk Assessment (Initial Assessment and Braden score) within 24 hours of Admission

(higher is better)

100%
a0 39.1%
a0%
T0%
B0%
a0%
40%
30%
20%

10%

0%

March 2010

Assess-2d %

90.2%

April 2010

90.6%

May 2010

89%

80.5% 91.7% 91.5% 91.5% 92.1%

July 2010 September 2010
June 2010 August 2010 Oictober 2010

. Azzess-24 %

20% 9% % 9% 5% 82%

92.5%

Movember 2010

H92%

92.2%

December

Agsess-24 Count

44 553

43173 41836 43283 43708 43 445 42 469

42 833

Discharges LOS 24 hrs or longer

A0,009

47674 461700 4R 47 BES 47 456 46,254

46 5593

|

fssess-24: % of patients with an Initial Skin Risk Assessment (Initial Assessment and Braden score) recorded within 24 hrs of admission with a length of stay 24 hours or longer



Eriefing Book X

add... [ organize.,

3 WHAMNVISNFacility Trend

D Aasess-id

D Braden-24 {b
D Mo Braden

D Daily Inspection
(1] At Risk-Initial

1] At Risk & Plan-Initial
(] HiRisk-al

1] HiRisk-a PU

[ Mo Risk-Initial

(1] Mo Risk-al

(] Mo Risk-hew PU
D Zammun 2+

| HAPU 2+

(] HAPU 3 24

(] alPu 2+

[] HAPU Rate

1] Hi Risk-pll- Stacked Ba
D Zarnmun 2+- Stacked E
(] HAPU 24 Stacked Yiew

(] Bedsections by Manth
(] Med/Surg Perf Measure

D Summary by YISM | Facilicy
D Link ko weh Skin Risk Reporl

(] Fags

D Create your own view
D Data Definitions

& HAPU 2+
Facility WI5M and Facility:

Treating Specialy: |4l Treating Specialties

[

Admitting Bed Section:

Facility Complexity: IFI.II Complexities

2.4%
2.2%
2.0%
1.8%
1.6%
1.4%
1.2%
1.0%
0.5%
0.6%
0.4%

0.2%
0.0% -

March 2010

Mote; Scale adusted for ilustration.

May 2010

June 2010

July 2010

August 2010

Hospital Acquired Pressure Ulcers Stage 2+
(loweer is better)

September 2010

NN RRRRN - RREE e RRRERGC i RREES e ERERS . RRRRE Y RRREEE

Movember 2011

Dctober 2010

HAPL 2 plus % 2% 2% 2% 2% 2% 2% 2% :
HAPL 2 plus Count 873 891 797 e 827 /B9 734 fi
Discharges LOS 43 hrs or longer 40 534 36 2k 37 042 aod18) 38172 38,543 37,183 37k

4 |

H&PU 2+ %% of patients with hospital-acquired pressure ulcers (F AP Stage 1T and abawve with a length of skay 48 hours or longer



Dr. Robert Petzel Department of Veteran’s Affairs
Under Secretary for Health committed to
transparency: “giving Americans the facts”

Aspirational goals identified


http://www.hospitalcompare.va.gov/
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ﬂ? #ﬂ? @Aspire

B Pt agp hosptacompare. v qu e

j "l X |Liwe S

-
R () ET
Domains - Heasures - Aspirafional Goals Aspirationl Goals Mt cick VISN (01t 23) 1o expand
Avg, (Goal | O (02 | 03 | 04 | 05 06 |07 | OB (09| f0 ff |12 (1596|1718 9|20 U |2 D
Safety ot
elthcare sssociated infections 0
oA nfecton rate 0,0 025 0000 0.36) 041 048 0.4 044 047 056 046 0.20 046 0.41) 047 005 0.7 020 0.1 000 0.44] 0.5 044 0.25
VAP nfecton rate 0, M IJ.[II]. 0001 260 0.0 136 252 223 087 1.1IJ- 114 0583 248 134 00 ﬂ.i}[r. 12 14 262
CLAB infecton rate 0, 134 0000 232 084 0.59. 159 135 156 187 065 000 225 175 243 030 034 047 292 045 000 0.4 05
Surgics! Care Improvement froject | |P
Composts SCP P WOoW W N WY %W X ONW O%WYNYENTNU W
Hospital apoui - earrats | )
Hozptalacqured pressure ucerrate | |0, | 2 0.00) 1.77) 2350 &1 159 157 199 229 220 262 191|177 222 188 233 176 139 1440 200 231088 1.3
Effectiven v?
Efficiency i
Timeliness Jt
Patient-Centeredness Jt |
Equity Jt!




Are we there yet?

O

» There are still challenges to overcome:
o Correction of erroneous entries
o Correct Staging / Identification of pressure ulcers

o “Real time” skin care reports designed to assist in daily
workload management and to identify areas where incorrect
staging may have occurred and may be corrected

o Differences in practice
o Workflow - pre-admission screening clinics

o Templates in use for 3+ years — posting on external web site
has piqued interest of top leadership

o Changes / updates must be coordinated through the Office of
Information Technology — lengthy review process




Patient Admission Assessment
Patient Reassessment

Interdisciplinary Plan of
Care Prototype

End of Shift Report



Local Reports

Examples: Summary & Detail Display of
Patients with:

1. MRSA Swabs

. Admission Assessment done within X hrs
. Skin risk assessment done within 24 hrs

. Fall risk assessment done within 24 hrs

. List of patients at risk for .....2?




38 nurses from across VHA representing;:
Multiple VISNs/facilities

Various nursing roles
Clinical Nurse Leaders
Nurse Executives
BCMA Coordinators
Clinical Nurse Specialists
Informatics Nurses
Educators
Researchers
Clinical Application Coordinators

Representatives from Data Standardization



National representatives from other professional
healthcare disciplines e.g. chaplaincy, social work,
nutrition services, pharmacy etc.

Representatives from other specialty groups/offices
within the system e.g. pain nurses, MRSA
coordinators, Office of Ethics, dialysis experts etc.

Representatives from the technology arm (Information
Systems) of the VA



Licensing Body (e.g. Joint Commission) requirements
VHA directives and policies/procedures

Indicators determined to be “Nursing Sensitive” (Nursing
Quality Forum) and captured by other nursing databases.

Evidence based practice (what does current evidence in
healthcare point to as best practices for patient care)

Assessment tools
National guidelines for care
Patient care interventions



Completed within 24 hours after admission to
acute care (or sooner based on facility policy)

Provides a clear comprehensive view of the
patient as he/she arrives at the facility

Pulls from administrative data for background
information

Assessment allows for problem identification
and development of interventions - pulls
forward into interdisciplinary care plan



f[?'.;-ndmissiun - RM Assessment - ZMSHTSWLSDHYS, JEXIXALSH GRIFH (2537) Ward: 380

File Tabs Help
GASTROINTESTINAL ASSESSMEMNT

* Patient/family/support perzon W he could fo one respornd “ther reazon no one could rezpond  * Information obtained from “ther sourze of infarmatian

—able to rezpond o question Patient
[] Authorized surrogate
o r Family/Support Person
s No [] Medical Becard
[] Other
—Abdominal Azsezsment
* Patient haz a histony of * Other historny * Abdomen * Other abdominal azzessment Bowel zoundz comments
- : - —* Bowel zound
[] Abdarminal Pain ;I [] Disterded
[] Bleeding - Emesiz ] Firm + Present " Abssnt
[] Bleeding - Stoal [] Flat
E Conshipation E Guarding —* Present bowel sound
Diarth Mon-tend
0 H:—rguﬁﬁnids 0 DEQS:n = £ Mormal " Hypoactive © Huperactive
[71 Herria [] Rigid
[] Incantinence of staal [] Riaund L act Bowel M D
E Eua;i?na E $2£'t|der Ik a3t B owe ':"*"E"'"i:"ht ate * Date of Lazt Bowel Movemant
= * K niown I nknowr I =520 j
——Bowel regime
* Other bowel pattern “ | awative name and frequency af Lge &l O

—* Bowel pattern———————— Template COIltalIlS

£ Daily

 Several times a week [~ Lawative use [~ Enema use tagged data .

O Weekly elements that will

% DOther

be used for report
* Bowel care - start time * Bowel care - completion time
[o2nent =|[1247 = W development

* Bowel pragram zchedule L CIYLENTT SUPpOE

IN-:une j Bowel care pozition Time required for bowel care E Elizniattanlagtliarrrl:jatiun
[] Bowel chair

“Mther bowel pragram schedule

Gl Page 1 GlPage2 | GIPage3 | Gl

Genlnf| Belong | Orient | ¢S | Edus | Pain | |Resp | v | Mewo g |GU | M5 |Skin |P5 |MH | Fune | DP | PCE | wiew Text|

* Designates a reguired fisld Go to radiogroup: IB-::weI sounds j Go I

Performing assessment




Initial pilot testing completed at 25 sites
representing large & small; urban & rural; teaching
& non teaching; all regions of the country

Enhancements / changes made based upon test
site feedback

Final “sign off” from the VA Office of Information
Technology still pending



Diversity of current practices — workflow

Potential for “double documentation” at sites using ICU
flow sheet software

Buy-in from multiple disciplines (Interdisciplinary Plan
of Care)

Technical support both locally and system wide
(hardware, wireless infrastructure)



Systems that “share” data — background coded terms
that capture data regardless of the tool

Data available “real time” — for patient care and
quality reporting






Questions?




