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Moderator:
Today’s speaker is Anne Sales. Dr. Sales is a professor in the Department of Learning Health Sciences in the School of Medicine at the University of Michigan. She is also a research scientist at the Center for Clinical Management Research at the VA Ann Arbor Healthcare System. Dr. Sales is trained in sociology, health economics, econometrics, and health services research. Her current work involves understanding how feedback reports affect provider behavior, how provider behavior change impacts patient outcomes, and the role of social network in uptake of knowledge _____ [00:00:34] interventions. She is also Co-Editor in Chief of Implementation Science. I’m pleased to welcome today’s speaker, Anne Sales.
Anne Sales:
Thank you very much, Hera [PH]. So my slides are up on the screen and as Hera said, this is partnered research that we here at Ann Arbor have been doing under the direction of the Office of Nursing Services, and I’ll be talking a little bit more about that in a minute.

But I’d like to start with a poll question. I’m just curious about the folks who are on the call today. It looks like we have close to 100 people and so I think Heidi is going to open up the poll question so that we can see what you’re interested in and why you’re interested in VA data that focuses on nursing. 

Heidi:
And right now, the poll is open. I do have it open that you can click on more than one possible response. The responses, we have our “Write a proposal,” “Write a paper,” “Used for operational purposes,” or “Nothing right now; interested in a general sense.” I’ll give everyone just a few more moments to respond before I close things out here. Looks like we’re getting some good responses so I want to give as many of you a possibility to respond as possible. And it looks like it is going down here.

So what we are seeing is 32% saying, “Write a proposal;” 18%, “Write a paper;” 53%, “Use it for operational purposes;” and 28%, “Nothing right now; interested in a general sense.” Thank you, everyone.
Anne Sales:
Okay, great. Thank you very much, Heidi. Okay, so that is actually very helpful. It sounds like a little over more than half of the folks participating on the call are interested in using it for operational purposes. And that’s part of the impetus for this work, and I’ll describe it a little bit more. The Office of Nursing Services has been interested in issues around VA data that apply to nurses, the work nurses do, and to nursing research for some time. And in 2013, there was a data summit that was held in Cincinnati that brought together the Office of Nursing Services, key folks from the Office of Information Analytics including folks from the Veteran Support Service Center or VSSC, the VA Inpatient Evaluation Center, and the Office of Performance Measurement, which is now part of their clinical analytics recording service, as well as some researchers, and I was one of those involved in this discussion.
And what we were interested in doing was to talk about the various data sources available in VA and how some of these applied to nursing. So just very briefly, many of you know the Office of Nursing Services quite well, and we were funded by them to develop and report on these data sources. And in part, this cyber seminar is an output from that work where our goal is to disseminate the information that we got and hopefully, make it easier for people to access these data sources and use them for the purposes that you need to use them for.

So very briefly, the Office of Nursing Services is divided into four portfolio areas. One is Workforce and Leadership; another is Clinical Practice; a third is Policy, Education, and Legislation; and a fourth is Research and Evidence Based Practice. 

So Heidi, it looks like I’ve got a thing that says we have some technical difficulties. Is that something we need to do or should I just keep going? 

Heidi:
I’m seeing the same thing on my screen. I’m not really sure why that’s happening because I’m in the meeting as the organizer. 

Anne Sales:
Right.

Heidi:
I’m not sure what’s going on.

Anne Sales: 
Okay. I will ignore it and [interruption]. We’ll try to reconnect [overtalking]. Okay, thanks.

Okay, so what we did as part of this work is that we actually looked at the data sources, and I’ll talk more about how we started on that in a minute. But then we organized it by the portfolios in the Office of Nursing Services to try and make it more relevant to the work that ONS does. We focused on key nursing-sensitive indicators. And many of you are familiar with the term “nursing-sensitive outcomes” or “nursing sensitive indicators.” I’m using the term “indicators” because we weren’t just talking about outcomes. As you can see from this slide, on the left hand side, I’ve got what are essentially inputs. So this is about nursing hours per patient day and skill mix, and I’ll talk more about those in a minute. 

And then, we had a variety of outcomes that we were interested in. Most of these are on the list of nursing sensitive outcomes that have been in wide circulation since the 1990s when they were developed by the American Nurses Association and have been used by many groups both operationally and by researchers. And so they are likely familiar to most people on this call. I will be talking about them later on in the presentation.
I just want to note that in addition to falls, hospital acquired pressure ulcers, and then we commonly use healthcare associated infectious problems. We also included readmissions and a very broad category of outpatient metrics, which I won’t talk about very much in this presentation. But as many of you know, in VA, the PACT initiative in primary care has been very important. That PACT stands for Patient Aligned Care Teams and nurses are key members of those teams. And so a number of the metrics that have been developed for assessing how primary care is being developed through PACT are relevant to nursing. And so that was part of why the outpatient metrics was included in this group.
So I would now like to ask another poll question because I know that there’s a diverse group that participates in these type of seminars. And I’m just curious as to how many people work for the VA either full time or part time, or work for the VA as a without compensation employee; in other words, you actually work for another institution but the VA pays your salary. And then, whether you don’t work for the VA at all. So I’m going to pause for a minute for that poll.
Heidi:
Great. Responses are coming in. It looks like we’re just about finished here so I’ll give the few people left another moment or two before I close it out here. Okay, looks like we’ve slowed down. So we are seeing 81% saying that yes, they work full time for the VA; 6% part time; 5% work without compensation; and 7% do not work for the VA at all. Thank you, everyone.
Anne Sales: 
Great. Thank you very much, Heidi. This is very helpful because most of what I’m going to talk about includes some links to finding sources of data and other information, which is all very much internal to the VA. So folks who have access to VA data will be able to, using the slides and the handout, to go to some of these links and go into them and kind of look around and figure things out. Folks without access to the VA internet and data sources within the VA will not be able to do this. And I think it’s fair to say that pretty much all of the links I have are internet within VA only, and there are good reasons for that that I’ll touch on in just a minute.
So I’m going to start with the input side and talking about staffing data in the Veterans Health Administration. And I’m going to say that ultimately, all staffing data derives from the personnel and accounting integrative data or PAID system. This is the payroll system. And while there is, in fact, a human resources system that includes other information about all the individuals who work in VA, including things like their education attainment, to some extent, certifications, certainly for physicians, board certifications, specialties, and then a lot of information about date of hire and other things like that. 

The payroll system is really where when you work and how much you work gets captured. So this is not unlike most other organizations. This is pretty common. So all Veterans Health Administration employees are in this system and the system that people input their time into is called the Time and Attendance system, or T&A. And it’s documented through – I think it’s still true that the vast majority of folks still document their time and attendance through local hospital systems. VistA stands for Veterans Integrated Service Technical Architecture. I think the T is technology architecture. But there is a new Time and Attendance system coming that is web-based and the acronym for that is VATAS. So there are some people who are already doing web-based Time and Attendance documentation entry. Most of us are still on VistA and using the older hospital-based system that requires logging into the VistA system and using kind of the old and clunky screens that require command level input to get to where you need to go to document your time and attendance.

So that’s the basic piece of this. Our presence during our tour of duty, if we’re not present because we’re on vacation or sick or have some other reason that we aren’t working on a particular day, that all gets documented through the Time and Attendance system. But being present doesn’t mean that you did direct care. And so now, I’m kind of switching gears from sort of a general discussion about VHA employees to nursing personnel who are delivering direct care. And of the very large number of people who are classified as nursing personnel within VA –and I think the number if more than 60,000 at this point – some fairly large proportion of those are not direct care providers. So these are folks who are managers, might be working quality improvement, might be working in other administrative positions but are still classified as nursing personnel. And that proportion varies from site to site and from part of the organization to another part of the organization. But within hospitals, the vast majority of people who are classified as nursing personnel do provide direct care. But they do it in many settings and those settings are captured in different ways throughout the VA system.
The payroll data themselves does have some information about where you worked because you’re classified in what are called Time and Leave categories or groups so that your time and attendance goes into a specific group that gets signed off by a manager or supervisor for that group. Most of these groups correspond to nursing units or to outpatient clinics or other things. But it does depend, to a large extent, on the facility as to how these groups are classified and mapped.

So from the PAID system, you do have some information about where people work – where they’re assigned to work in terms of their general assignment and where they usually work. But the fact that you worked on a particular day and payroll chose that doesn’t necessarily mean that you actually worked there in that place doing direct care on that day.

So I’ve already talked about some of the categories of people who don’t routinely provide direct care but there are some of these categories of folks like nurse managers, nurse educators, do sometimes provide direct care and that varies widely by facility and by the need of the facility on a particular day or a particular shift.

And being present also doesn’t mean that you necessarily worked in your normal job. So as I said, we can distinguish people who are taking leave or some kind through the PAID system. But even when they are present and working, they may not be doing direct care. They may be getting education, they might be on some kind of light duty or alternate duty. This often occurs after someone has had an injury and is back at work but not able to do their regular tasks. And there are other reasons why people might not be working in the normal direct care work.
So as I said, the PAID system does tell us something about where people work, and this is through the Time and Leave group. Mostly, it corresponds to a specific nursing unit but not always. Sometimes units are put together for the purposes of a T&L group and often with smaller units, this might be the case. They may have the same nurse manager. And individual nurses may have worked on different units for a shift or some period of a shift, and this is what in nursing is called “floating.” And it means that instead of – you might report to your regular unit but be asked to go to a different unit for that day.
So nurses who float still get paid from their regularly assigned unit and in that sense, things are worked out internally by the hospital. Because shifting people around from one unit to another – one workgroup, T&L group to another, is actually quite complex and not done unless the floating becomes a very regular part of someone’s work habits.
All of this can create confusion and some error in the data. And we don’t really have a handle on how much error this creates. Anecdotally, we know that there can be times in some facilities where on a particular unit, as much as 30% of the staff may be floating at any given period of time. There are times when a particular unit is very short staffed and a lot of nurses float from other units to that unit to help cover. And then there are times when a particular unit may be well staffed and may be under census so the number of patients getting care in that unit is not as many as the staffing has been set up for, and so those folks may well be floating to other units that have more needs. And this is very variable across time, across stations, and there are a number of factors that have an impact on this kind of – these kind of data.
So I’m going to stop here again. And based on the discussion I’ve had, and just given – and you know, this issue around how important are these things that can create sometimes considerable error in the data, I’m just curious as to what people’s thoughts are about how perfect the data should be – staffing data, in this case – in order to publish a manuscript based on it. And that’s just kind of a thought exercise. So the first option is 100%, 90%, 75%, 50%, or I don’t know.
Heidi:
The responses are coming in. I’ll give everyone just a few more moments before we close this poll question out. And it looks like things are slowing down here. So we are seeing 10% saying 100%, 53% saying 90%, 13% saying 75%, 0 saying 50%, and 24% I don’t know. Thank you, everyone.
Anne Sales:
Great. Thanks very much, Heidi. So let me just say that if I had to answer this poll, I would be in the “I don’t know” category. But if I were forced to choose, I would probably say that I would want at least 75%. And it looks like many of you on the call would prefer that the data be more accurate than that, and there are some ways of making the data more accurate. There are some facilities – and in some cases, some VISNs, that have bought third party software, proprietary software, that they have installed and used to do much more detailed tracking of who is working when and where. And using those systems, you know, we could probably come up with much better estimates. But as far as I’m aware so far, no one has done an analysis through the VA comparing the accuracy of the third party software systems with the accuracy and how much error there is in the Time and Attendance system and the data that we get through PAID.
So that, I think, is just one piece to sort of bracket and think about. I’m sure that there will be questions and comments about that, and some discussion at the end of the presentation. So kind of hold those thoughts and think about your questions and issues you want to raise about that. 

So now I’m switching to actually getting access to PAID data. So I’ve talked a bit about where the data come from and how they get into the system. And PAID really is the ultimate source of staffing data in the VA. This is not only true for nurses, it’s just really true for everybody. So if you wanted to do a study, for example, of occupational therapist staffing in VA or physician staffing in some specialty area; ultimately, PAID would be where you would get the data about at least their regular scheduled time that they got paid for and how much they worked.

But most researchers don’t get access to, or use PAID. For folks with operational roles and access, the access to PAID is certainly possible. It’s possible as a researcher, as well. So I’m not suggesting it’s not possible but it is regarded as highly sensitive data because it has a lot of personal information about individuals. And my comment here is much like income data, many people would rather talk about their sexual activity than this kind of information. And that may seem odd or perverse but the reality is in social science research, this has been seen over and over again that people feel that this is confidential, that they feel that this is private information.
So even though PAID is where the data come from, there are many, many other sources within VA that extract data out of PAID and make it available through sources that don’t allow you to get into the raw data of PAID and be able to identify the individuals when, where, and how they worked. And so even though you could still see, for example, the number of RNs who worked on a particular day in a particular unit, you can get that kind of information without getting all the way into PAID. So it’s just one point I want to make because I think you need to understand where the data come from but also, particularly for staffing data, it is not necessary to get into PAID to get enough data for most of our purposes in terms of what we do both for research and for operational analyses within VHA.
So I’m going to talk a little bit about some of those sources and systems. The first one I’m going to talk about is called the Management Cost Accounting System, or MCA. And many of us who have been in the VA for more than a year or so will note this, fondly or not so fondly, as DSS or the Decision Support System. This is essentially the VA’s accounting system and it’s been in place for a long time. And the data that are within it are vast. DSS manages and works with, manipulates, and produces huge amounts of information that go well beyond cost data with MPA. And so it’s an incredibly rich source of information. For staffing in particular, it is probably the source that most people go to and use on a regular basis. 

And MCA has developed – the MCA Group – has developed a number of really useful and important tools that can be used to access data. They’ve got a number of very, very nice web based tools that, again, all accessible only within the VA through the internet. But you can get down to the ward or unit level and look at nursing inputs. With enough access and approvals, you can get to the level of patient identification. This is primarily for operational purposes. For research purposes, this would be rare that you would be getting patient identified data from DSS. Mostly – I’m sorry, MCA. See, I’m still very used to saying DSS and I still have to switch my language to MCA.

So most MCA data or extracts are accessed for research purposes through the corporate data warehouse. And increasingly, for operational purposes, the access is through the same databases but managed differently. So you know, where there is a fairly well established data access and – Data Access for Research Tracking system or DART. There is an analogous system for operations access. But you probably will need to work through your chain of command to figure out exactly how to get access to data systems in your own setting.
However, getting into the Corporate Data Warehouse is a complex task. It requires people who can write SQL code and are able to manage the very complex data systems that comprise the data warehouse. Many of these have been extracted out of the data warehouse and are available through the VSSC portals. But even though they may be accessible through VSSC, which is available to anybody who sits and has access to the VA internet, getting into the level of detail that would allow you to actually get ward or unit level staffing data may require that you get approval to access the data sources. And this requires VA Form 9957, which I’ll talk more about towards the end of the presentation.
So here’s an example of a web based system. This comes from MCA, although actually, it still says DSS on the website, which makes me feel better, and is accessible, actually, through VSSC. So the VSSC portal allows you to get into a fair amount of the data resources that are available. And I’m going to use my mouse just to kind of highlight some of these. So here, you can choose a fiscal year, you can choose the month ending that you’re interested in. You can have those months be separate or aggregated. You can define the summary level that you’re interested in. And the distinction between station and facility is the distinction between apparent station, which would be, for example, here in Ann Arbor and VA Ann Arbor Healthcare System is the parent station and we have a number of other facilities that are part of our parent station. And then, it allows you to specify what the breakout level is that you’re interested in, information about cost centers, and then, reports in terms of hours or dollars and the categories that are available – and again, these are through PAID – of how people worked and leave and that kind of thing.
So here, this is the Complexity Group level, which folks are probably familiar with if you’re in VHA. You select your location or station and then you select a particular production unit. And as you can see, there are a number of clusters that allow you to go into it. The reason that I don’t go further into this is because I have to admit, I personally don’t have 9957 access. I’m going to get more into that later but I’ve not actually had personal need to have personal access and so I don’t. So I can’t actually drill into it and show you more than that.
But I just want to show that some really helpful tools are available. These tools, once you actually get into it and you start generating reports, the reports are downloadable. Excel is probably the easiest way to download the reports and then they can be converted into other file types for statistical analysis or other things.

So I’m going to switch gears and talk a little bit about VSSC, the Veterans Service Support Center, which is an incredibly important portal – data portal for all kinds of things, much more than VA nursing issues. But many of the resources available through VSSC are relevant and useful for nursing research and for operations analyses that are about nursing inputs and outcomes. 
So the opportunity here is to – once you’re inside the VA internet – to click on – this is actually the training link that I’ve got here on this slide, which takes you through a very, very useful tutorial. And the Nursing Overview presentation is a slide presentation that walks you through the steps of using the ProClarity cubes that VSSC uses to manage the data that they extract from the data sources that they go to whether it’s MCA or other sources at the Corporate Data Warehouse or other places within VA. And ProClarity has its own tools and ways of doing things. So if you’re going to use VSSC extensively and more than one or two times, learning more about ProClarity and how to use the cubes is important. And I also will say that there is a web based version of ProClarity and VSSC folks have made different kinds of access points so that you don’t actually have to have the software installed on your computer. But if you’re using it a lot, then you probably need to request the software installation and work with your OINT folks to get that installed. 
There are also a number of archived webinars that VSSC has presented over the years that are very useful and on this training page.

So this is a screenshot of the VSSC portal. I’m sorry that it looks all elongated. But it’s basically, it’s got a lot of different categories. So there’s Business Operations, Capital and Planning, Clinical Care, Patient Centered Care, Quality of Performance, Research Management, a group that’s called Special Focus of a variety of things that have been requested over the years that VSSC has worked on. I’m actually having trouble reading this. This is Clinic Administration and Workload. And for the most part, most of what I’m going to be talking about is in the clinical care section of the portal and the resources that are available through that. But there are also pieces in the resource management and human resources, in particular, which is this link here. And in addition, for the Outcome side, there are pieces in Quality and Performance and also, in Patient Centered Care that would be relevant and important. 
So I would urge people who are inside VA who are not familiar with VSSC to spend some time surfing around this portal and looking at all the options that are available. It does take some time just sort of learning how it’s set up and what’s in there to be able to use it effectively.

So now, I’m going to talk about a specific part of the VSSC portal and I’m going back to the previous slide for just a minute to show you that this is in Clinical Care and it is – I’m having trouble reading this – it’s in the middle, the Nursing Outcomes (VANOD) link.
So this is the VA Nursing Outcomes Database, or VANOD, and the link on here will take you directly to the VANOD page, which has a number of resources. And then this, again, is just a screenshot of what this page looks like. All of the VSSC pages have a similar outline and approach. And just to note, if you’re interested specifically in Nursing Satisfaction, you can just click on this radio button and only the products that are specific to Nursing Satisfaction will appear. 

So VA Nursing Outcomes Database, or VANOD, is a specific database that has been in existence now for a little over a decade. And it’s a joint effort of the Office of Nursing Services, Health Informatics, and VSSC. And it provides a great deal of information useful for nursing research and also, for nursing operations. And until recently, for example, it was one of the primary places where hospital acquired pressure ulcer data came from. That actually has changed recently and some of these sources are in a pretty rapid state of dynamic change. So as I’ll talk about at the end of the presentation, one of the issues is how to keep up with all the things that are changing. However, it is still useful to go to VANOD.
So I’m going to talk next about the Admission, Discharge and Transfer reports, or ADT reports, which is the first link on this page. And this is a screenshot of some of the information that’s available from the ADT report. It is customizable so that you can customize it to a particular VISN. Here I have VISN 11 in Ann Arbor, which is where I am. I’m looking at the fiscal year to date and fiscal year 2015. So what it’s showing me here are the nursing units that VA Ann Arbor has, the description of the type of nursing unit, and here, we’ve got information about gains and losses for admission, discharge and transfer. And again, this is year to date information for fiscal year ’15. And I did this last week or a week and a half ago so that would’ve been early July and, you know, I think, takes you through probably second quarter or at least into the end of first quarter of fiscal year ’15. And there’s more information that’s not really visible on this screen that would allow you to understand more about the parameters, the date parameters and so on.
But this is incredibly useful information if you’re interested in the amount of turnover and what’s often called the “churn factor” on a unit, and understanding how busy the unit is, how rapidly they’re getting new patients and having patients discharged or transferred. And you know, this is the kind of information that’s readily available from this source. And this particular set of information does not require any further approvals than being inside VHA.

So I think this is my last poll. And I’m interested in talking a little bit about unit level versus non-unit level or facility level data. So the question is, “How important are unit-level data in your mind and for the work you do?” The first option is, “Not important – I’m interested in the whole facility.” The second option is, “Somewhat important – could be an important level.” Third option is, “Critical – the work I do focuses on the unit level exclusively.” And then, the fourth option is, “Not sure/not relevant.” 
Heidi:
And responses are coming in. We’ll give you all just a few more moments before I close the poll question out. It actually looks like we’re slowing down here. So what we are seeing is 7% say “Not important – I’m interested in the whole facility;” 42% saying, “Somewhat important;” 38% saying, “Critical;” and 12%, “Not sure” or “Not relevant.” Thank you, everyone.

Anne Sales:
Great, thank you. So I was guessing that most people would say that it would be at least somewhat important or critically important to be able to identify the unit. And I’m guessing particularly for the Operations folks on the call, this is the case. Because knowing the whole facility is useful for some kinds of sort of big picture annual kinds of reports and things like that. But in general, for day-to-day operations or even sort of the middle level operations on an ongoing basis, being able to drill down to the unit and understand what’s happening on the nursing unit is really important. And it’s important for researchers, as well. Even though much of the literature about nurse staffing and patient outcomes is at the whole facility level, because outside the VA, that’s by and large what’s been available for many years and it’s been very difficult to get below the facility level into units, that’s not true for the VA. Because we do have access to what I personally think is critically important to understand, the actual care that patients are receiving when they are hospitalized or receiving care – resident in a community living center or even in outpatient clinics – understanding the unit level, which is sort of the atomic level of where the care is being delivered, is really important.
So I want to talk briefly about the Nursing Unit Mapping Application, or NUMA, which is a very, very useful piece that has been developed by VSSC in collaboration with other groups, and is available through the VANOD application in VSSC. And it’s Version 2.0 that was developed in April of 2011 and it is really kind of the key mapping that allows you to go between the different data systems in VA that report both patients and nurses and allows you to link them by for nurses where they work and for patients where they receive care. 

And so this is a critically important features to being able to understand and put together the input side and the outcome side, as well as to understand kind of what is going on at the level where patients are actually receiving care.

So this is – on the left – is the opening page of the NUMA and it allows you to click through. And what I click through for the screenshot that you see on the right is the nursing locations link. That’s the top one on that left hand side. And what you see here, this is again for Ann Arbor, and I don’t think it actually shows you on this screen but there is other information available through the system about how recently these data have been updated. It again, as in the previous slide I showed, it shows you the nursing location. These are the actual names that are used in VA Ann Arbor to identify a nursing unit so 5E, 5PCU, 5SICU, 5WEST or 5W, 6SOUTH, Acute Inpatient Mental Health. This is the way people talk about the units and this is how nurses know where they’re working. This is the mental geography that’s in people’s minds in the medical center. And then, it maps to the VANOD unit type and to VANOD actually aggregates units and clusters them by their type whether they’re Mixed Med/Surg, Medicine, Stepdown, Critical Care, Mental Health, Community Living Center. 

And then, it gives you the medical administration system – MAS – ward identifier. And you see here that MAS breaks things down so that for 5E, you have 5E MED, 5E NEURO, and 5E SURG. So that a patient in the MAS system gets tagged as being either a Medicine patient on 5E, a Neurologic patient on 5E, or a Surgical patient on 5E. And then, you look at DSS – now MCA – and I’m not going to try and remember what ALBCC stands for. It has a name but it might have just ALBCC – to the particular data extract that includes hours worked by nurses. That’s a very important extract. And this is how DSS – MCA – identifies the same ward. So this is a mapping system. It also gives you the TNL unit within Ann Arbor. And then here, they’ve very conveniently and kindly given targeted nursing hours per patient day and the total ceiling of FTEs assigned to that unit.
So there is a lot of information in this one very brief report that allows you to use these linkages to put together the input side for nurse staffing and the outcome side from patients. And all of that, I think, is highly relevant to the work that both in Operations and Nursing is critical and for nursing researchers.
So we’re going to stop talking about staffing data at this point and most of the presentation has been about this. I’m going to try and wrap up in the next few minutes. But I’m going to just summarize it by saying there are many different ways to get to the data. Most come from MCA data extracts, which come out of the PAID system. You can request direct access to PAID if you have a reason to use it. For researchers, this generally would be that you have a funded project or protocol and the access, as far as I’m aware, would be through DART as is the case with most data resources in VA for researchers. For Operations folks, getting access to PAID would require using the operations data request system and clarifying what you needed for access to that. 
VSSC provides a portal to these data, however, that doesn’t require the same level of access. But you do need to declare if you intend to use VSSC data for research. And if you do, then you need to be sure that all of your approvals are in place before you access the data. And that, I think, is just standard business practice within VHA.
So I’m going to talk briefly – very briefly, actually – about the nursing-sensitive outcomes and indicators. There are many of these. And I’m going to quickly run and focus a little bit on ventilator associated pneumonia or events. Actually, the data that I have that I’ll show you very quickly are from a couple of years ago before the definition changed from “ventilator associated pneumonia” to “ventilator associated events.” So I’m really talking about that, “ventilator associated pneumonia” in this, even though at this point, it’s VAE. 
So we did a quick data exercise where we took information from different sources, which I’ll talk about in a minute, for fiscal year ’13. So this was two years ago. The first source was ICD-9 codes for ventilator associated pneumonia – 997.31 – from the inpatient discharge SKU, which is available through VSSC. And then, we also looked at the number of ventilator associated pneumonia infections from the Healthcare Associated Infection Cube, which comes from IPEC, the VA Inpatient Evaluation Center. So it’s the same denominator for each – the total unique patients from the Discharge Cube. And we did this only at the VISN level for this particular exercise. 

So here’s the issue that I want to point out and make clear. The numbers – so you see this is 1 through 23 here – and the numbers of inpatients using the ICD-9 code 997.31 from the Discharge Cube, as you can see, ranges from about 5 or 6 to up in the mid-30s – 36 looks like it’s probably the highest. From the HAI Cube from IPEC for the same period, the numbers are much smaller. And the denominator here – as I said, it’s the same denominator from the Discharge Cube. So we calculated the rate using the two different numerators. And as you can see, consistently, the Discharged Cube shows a much higher rate of ventilator associated pneumonia than does the HIA Cube.
So this should spark some caution in people’s minds. And this is the reality of most data sources in most systems. VA is not different from other hospital systems. In some ways, VA data are actually more consistent and are better because they are used a lot and some hospital systems don’t use their data as much as we do. So you know, even though this, frankly, is disturbing – you know, the difference between 13% VAP and 5% VAP is quite considerable. 

There are good reasons why these sources would give you different numbers. I’m going to very quickly go through them. So for the Inpatient Discharge cube, as I said, based on ICD-9 codes, this depends on the discharge diagnosis. So that depends on how clearly that was writing and whether the right discharge diagnosis was put down as, “This is the reason for this discharge or for the admission.” And then, it depends on how the words that were written down by the physician delivering the care to that patient during that admission gets coded by a coder. And even though there’s been a science of coding for many years, there really are problems with the way coding gets done in VA and in other hospital systems. And so there’s widespread local variation in coding practice. And so it depends on how good the coding is and how good the discharge diagnoses are. And it depends on how accurate the diagnosis is, as well, and the care with which that discharge note is written and those discharge diagnoses are listed in the discharge note.
In IPEC, on the other hand, IPEC uses a data management system, which depends on hand counting and verification of ventilator associated pneumonia, typically by infection prevention staff at the hospital. So it differs somewhat by facility but these are folks who are verified to be on a ventilator. They’re verified to have pneumonia. And they meet criteria – standardized criterion – for ventilator associated pneumonia that’s a national criterion from the CDC. And the data are entered as counts into this web based data management system. When that happens, though, we lose our ability to trace back from the accounts that are entered in the IPEC data management system to the inpatient data because there are no identifiers. The data are at the unit level, it’s done on a monthly basis. So essentially, throughout every month, folks at the facilities are counting the number of people on ventilators, the number of people with ventilator – verified ventilator associated pneumonia – and then, entering those data as count data into this system. These are very, very different systems and so they’re going to give you different information, and that’s really the main point I want to make. It’s not that one is necessarily better than the other. It depends on what your needs are as to which one you will pay more attention to.
I guess I do have one more poll, which I’m going to ask you to do. And just given what I’ve just said, I’m curious as to which source you would trust more – the discharge cube, the IPEC data management system, neither – that basically, you feel like a pox on both their houses, they’re both bad – or both with a kind of “trust but verify” approach.
Heidi:
And responses are coming in a little bit slower this time. I think people probably have to think a little bit. I’ll give everyone a few more moments before we close this poll question out. And it looks like things are slowing down. I’m going to give everyone just a couple more seconds. Okay, what we are seeing is 7% saying, “Discharge cube;” 20%, “IPEC Data Management System;” 8% “Neither;” and 66%, “Both.” Thank you, everyone.
Anne Sales:
Thank you, Heidi. Yeah. Personally, I would say “Both,” also. I think that ultimately, this is really the message I would like to get through. You really have to work at multiple data sources. And again, this is true in VHA, it’s true outside VHA. The systems by which these data come together are complex and they’re all error prone. 

And I wanted to make this point, in part, about the outcome side. Because within Nursing, we often find a lot of fault with the input side of the staffing data that we have access to. But I want to make the point that the outcome side is also highly variable, very complex, and equally prone to error.
So I’m going to switch gears not and just talk, again, in the big picture sense about the data sources and then close up within the next minute or two so we have some time for questions. So we’ve talked about data sources for both outcomes and input indicators. Data sources are changing constantly. My personal advice is VSSC is always a good place to start because they have these pre-processed data in reports and briefing books that are incredibly useful. CDW is increasingly the go-to place for full-scale data extraction but it requires significant energy and often, dedicated analyst time. 

There is an issue of restricted access for key data sources. All of these data are, as I’ve said several times, restricted to within VA. But even those of us sitting inside the VA firewall still may be restricted because many of these data tools, if you drill down far enough, allow you to identify individuals. And particularly on the patient side but sometimes on the staff side, and that’s sensitive information. And so VHA has a lot of tools in place that allow them to look at who’s accessing what data sources when. There are audit trails. Your use of the data is audited and known. And if you attempt to get access to something that you don’t have access to, that’s a fact that gets recorded. I don’t think anybody takes any action on it, typically, but you know, people are looking at the patterns and paying attention.
It’s not that hard to get access to restricted data but you do have to have a good reason for it, and that’s largely what these forums are about is getting people to describe the reasons for access and also ensure that their supervisors and people in their chain approve that access. 

So I’m not going to spend time on this. You’ll have this slide available to you. But this is just some information about Form 9957 and it is a generic form that allows, if you fill it out, access to a number of resources.

So we’ve talked about this. Where data come from is critical. There are lots of different ways to learn about where the data comes from, and all of these data sources have massive documentation. Please read it. Many of us really feel like the documentation, it’s often very dry, not particularly interestingly written. But it is incredibly useful to understand the limitations and also, the promise of the data. And if you don’t understand what you’re reading, there are lots of people to ask. The data stewards, by and large, are quite accessible and they would be willing to explain things. And often, they become collaborators in the work that you’re doing if the work is of considerable interest to them. It usually is. 

But so just going ahead with analysis is really not a good idea if you don’t understand the data, and I really can’t stress that enough. There is so much opportunity in VA to get help with understanding data. Please take advantage of it.
And here, I’m thinking about researchers, in particular, but I think this is true of operations folks, as well. Caveat emptor – getting access to data is potentially a double-edged sword. And you know, the data only have meaning to the extent that you understand it and know where it comes from. And so it’s important to think this through and to think about, you know, the chain of data as it rolls out and the points at which you are accessing it, using it, manipulating it, and then discussing it or publishing it. And it is important to understand that as the person buying the data from whatever source you get it from, you need to understand it so that you can interpret it to the best of your ability.

So this is, I think, my last slide. There are a lot of resources out there. Please make the effort to find them and use them. And no, it wasn’t my last slide.
You know, there is a strong feeling that data should be ideal and perfect, but they really never are. You need to know the sources and limits of your data and what the boundaries are. I won’t belabor that point, but this point is important. VIReC is, for researchers, the first place to go for understanding and knowing more about data. And staff at VIReC will be creating a topic page in this area for Nursing, Staffing, and Outcomes and Indicators in the near future. I’d also encourage people on the call who are not subscribed to the HSRData listserv to consider doing that. It does generate a fair volume of email but it also gives you a lot of information about how to get access to resources. And there are a lot of – a lot of the data stewards are members of this list and respond to questions that people pose. So it’s an incredibly valuable resource to understand more about the data and where it comes from.
So thank you all very much and I’m going to close off here. And I realize we don’t have a lot of time for questions but hopefully, a little bit. 

Moderator:
Great. Thank you, Anne. So we do have a few questions for you right now. I’ll go through them. So first, there are a couple questions about your first slide where you talked about the key nursing types of indicators. Can you specify how the nursing hours per patient day are computed?

Anne Sales:
Sure. Yeah, it’s not actually a simple calculation. The data sources come from different data sets. So the DSSC or MCA, ALBCC data set that I referred to briefly – and again, won’t try and tell you what ALBCC stands for – provides the hours worked, which then has to be linked to – no, I’m sorry, I’m mixing that up. No, that’s correct. ALBCC is where the hours worked comes from. And those are, you know, a continuous variable between 0 and 24, in theory, although certainly, working 24 hours a day is not a good idea. And they’re aggregated to the unit level. 
And then, there is another file – Word level file – that gives the number of patient days for each ward in a particular period, typically a month. And so by joining those two files, you can calculate the ratio of the aggregated number of hours – nursing hours – that are delivered on that unit, divided by the number of patient days.

So that is how that ratio is calculated.

Moderator:
Okay, thank you. And what about the skillset? 

Anne Sales:
Skill mix?

Moderator:
Yes.

Anne Sales:
Right. Skill mix comes from the ALBCC file, as well. Nursing personnel are broken down into RNs, LPNs, aides, techs, and there might be one other category. And so the way you calculate skill mix is by aggregating the number of RN hours, the number of LPN hours, the number of aide or tech hours. And then, you can do the same ratio calculation based on the patient days that come from the other file.
So both the total number of nursing hours and the hours by category of nurse come from the ALBCC file. 

Moderator:
Thank you. So the next question’s about your slides on Admissions, Discharges, and Transfers. One of the askers said that she’s found that observation stays are not counted on this report. Is that correct? Or is there another report in VSSC that includes admissions and observations and gains and losses?

Anne Sales:
I think that is correct. I think that if somebody – and to be honest, there have been some changes in this definition of observation over time so I’m not going to try and pretend to know exactly what the definition is now. But it’s either if it’s less than 24 hours or less than 48 hours, then it’s counted as observation and not a full admission. And so if it’s not a full admission, it does not enter the ADT file, that’s correct.

Moderator:
Alright. Maybe if we have time for maybe one or two more questions. Where can you pull nursing staffing data for outpatient clinics?

Anne Sales:
The outpatient clinic information is – and I have to admit, this is something that, you know, you may need to email me about this and I will check for sure. But my belief is that it is in the same data file, just that the settings are different settings. So the ALBCC file covers more than inpatients. It covers all the care delivered and so I think it covers the outpatient, as well.  
Moderator:
Okay, thank you. Where can you find documentation for the sources that you discussed? And how do you find out who the data stewards are?
Anne Sales:
That’s a great question and that’s actually what the VIReC topic page will cover. We developed a fairly rudimentary and basic spreadsheet, which is now a little bit outdated with that information on it. And so we’re working now with VIReC staff to update this and then to make it into a topic page so that that kind of information will be available.
But when you go to VSSC, there usually is information in a particular page that tells you who the contact person, at least at VSSC, is. And then, that person can give you more information about the source of the data and who the data steward for that source data is.
Moderator:
Alright, thank you so much, Anne. We weren’t able to get to all the questions but we are at 12:02 right now so should probably wrap up. Thank you so much for your presentation. If you still have questions, you can email Anne at her email address. That should still be on the screen. And you can also, of course, contact the VIReC help desk with any other questions. Heidi, can I turn things over to you?

Heidi:
You definitely can. Anne, I also want to say thank you so much for putting this session together and presenting today. We very much appreciate your time that you put into that.
Anne Sales:
Thank you.

Heidi:
For the audience, I want to thank you everyone for joining us. When I close the session out in a moment, you will be prompted for a feedback form. Please take a few moments and fill that out. We really do read through all of your feedback and we use it for current and upcoming sessions. I want to thank everyone for joining us for today’s HSRD’s cyber seminar, and we hope to see you at a future session. Thank you.
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