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IT Implementation, Change Management Strategy and Leadership
This is session 505, IT Implementation, Change Management Strategy and Leadership.  I'm Lynn Cooper, I'm the Associate Director for Patient Services at the Columbia, Missouri VA, and presenting with me will be KimRadant, who's not here at the moment, who's the Associate Director for Patient Care Services at Indianapolis, Indiana, and Tina Lund, who's the Nurse Executive at the Minneapolis VA. 

Kim and Tina and I will be discussing how IT projects influence organizations, and the role of nursing leadership in those projects.  I'll begin with the nursing leadership implementation strategies, Kim will discuss change management, and Tina will share a leadership case study.

Healthcare truly is a team sport, for those of you that haven't figured it out.  There are a variety of players on the team and the need for coordination, planning, and communication is paramount, particularly in today's healthcare arena where things are so complex and so rapid.  The executives today have to consider who the players are, what position they're playing, and who's best skilled at what position to deliver their best contribution to the team.  And then how is technology going to support all of this?

Today the process of implementing healthcare technology has moved from computerizing every separate manual piece of paper to clinical transformation.  If you'll remember in the VA when we started into CPRS, the first approach was if you had this piece of paper you replicated that piece of paper in CPRS.  We've moved from that thought process to capturing concepts and processes rather than replicating individual pieces of paper.  Clinical transformation is the clinical and non clinical process improvement supported by technology, not driven by it.  The nurse executive must understand the impact of any technology based implementation on the quality of patient care, the buy-in of other disciplines, the work of the nursing staff, and the retention of RNs.

There are a number of trends and current issues in the technology field today related to healthcare, and we need to take a look at some of them because it helps us understand where we're going with this whole idea.  Connectivity is certainly an important one.  The digital technology has transformed communication and connected people and information in unprecedented ways.  It's constant and instant.  Constant, those of you that have Blackberrys and e-mail know that it comes and comes and comes and comes and comes.  And it's instant, it won't give you a moment's rest.  In healthcare in general we have e-mail, we have Internet resources, we have PDAs, we have networked medical records, and we have the emergency of TeleHealth and those kind of applications of technology.  For the electronic medical record we're all very familiar with CPRS and POE.  We have proven in the VA that we've improved healthcare quality, safety, and efficiency.  The electronic medical record provides a record of clinical data that's legible, organized, complete, and accessible to many users across sites of care and episodes of care.  We're also aware that the President has touted an electronic medical record as a goal for the future.  Data standardization is extremely important.  When we exchange data there are two kinds of standards.  One is the technical standard, which has to do with the transmission, actually transmitting the data, and the other one is the vocabulary, to describe what's being transmitted.  Standardized nursing language enables management and the communication of information about nursing care, data on care given, analysis of nursing care, comparisons of care across the settings, and research about care for evidence-based practice.  Decision support systems, we see this coming into play more and more in the current times.  These are things like practice standards and guidelines, protocols, care plans, references for evidence-based practices, and checks of errors, reminders, that type of thing.  Patient safety, the importance of organizational leadership for patient safety and the quality of care repeatedly points to technology as a safety solution.

Other key issues, cost benefit analysis.  In addition to safety and efficiency, clinical information systems can provide the organization with positive financial return on investment through reduced cost and quality improvement.  Now the benefits for nurses in that is that reducing the amount of time and documentation, and reducing the time to assess and manage the medical record.  Privacy and security, we all know that these are key points certainly right now and in the recent past, and will continue to be in the future.  We have to ensure the accountability from both the organizational standards for people and the technical standards for data and devices.  Consumerism and wellness, our healthcare environment has moved into a preventive mode with primary healthcare delivered in the community and integrated with electronic networks.  Nurses have to be prepared to practice with information systems in the community.  And the net generation, for the first time in history children are more comfortable and knowledgeable and literate than their parents about an invention central to society.  As new employees they will expect fully wired environments and challenge leadership to listen to the children.  Leaders must assess existing individual skills and tailor workforce training accordingly.

So where are we in the VA?  In the last year or so the Office of Information Technology has undergone significant reorganization.  It is still in process, it's still a question mark, it's sort of nebulous, and it changes on a daily basis.  That's something impacting our world as we try to deal with it.  The health systems committee of the National Leadership Board has recognized that it needed to reinvent itself this summer.  And in doing that it established a workgroup to investigate the use of clinical information and the analytics in the critical care area.  It also is looking to identify systems providing the best outcomes for efficiency and data sharing.  The information and data management committee of the National Leadership Board is the key committee through which all things IT must pass in order to happen.  It's a very important committee, it's a very powerful committee, and I'm glad to say it's one that nursing and thanks to Oweda and some of her efforts has been able to infiltrate.

So technology is a component of all of the committees of the NLB in one form or another.  A little history from the office of nursing service, in 2000 the office of nursing service strategic plan established goal group number two, which was technology and systems design.  I chaired that group for four or five years in the past.  The group had components of an administration subgroup, a clinical subgroup, and a BCMA subgroup, and initially worked within those groups trying to move the nursing IT agenda forward.  Between 2001 and 2007, our major accomplishment was to identify and infiltrate the committees and subgroups and workgroups and whatever was out there, organizations that were working on IT solutions for things that impacted nursing.  What we found was there were a lot of people doing a lot of things for nursing, or to impact nursing, but nursing wasn't involved.  And so that was our sole push there for those six years, was to identify those things and get strategic folks located on those committees.  A lot of field staff are now involved in those things as we develop things like the INO for the CareFusion and the vital signs piece for the CareFusion, and a lot of those things.  So you need to know that nursing is well represented now.  And just like the health systems committee, this summer goal group number two has redesigned itself and it is no longer technology and systems design, but has turned into a consultation group because just like the National Leadership Board, all of the organizational processes of the office of nursing service have technology woven throughout them.  So we can no longer stand alone and say we are technology, it's cross cutting to everything.

Those of you who were in the first session on the VANOD, this is just a brief recap.  VANOD is an excellent example of how technology is moving forward to benefit nursing staff.  The VANOD project will provide us a national database of clinically relevant quality indicators that are nursing sensitive and support decision-making, and will allow benchmarking within the facility, across facilities, and nationally.  That's really exciting.

And the indicators that they're looking at currently, there's seven of them, and I won't go into those.

Nursing informatics is an up and coming field.  It is actually not new, the American Nurses Association identified it back in 1992.  And you can see that the American Nurses Association in this slide in 2001 came up with a definition.  What nursing informatics really boils down to is using technology, research, and professional experience to manage nursing data, information, and knowledge to improve practice and deliver better care.

Now as I said in 1992 ANA recognized nursing informatics, and in 95 developed the certification exam for nursing informatics.  It's interesting that it's taken over ten years to really come along and be a recognized field.  Part of that is the educational process that had to develop to support it.  The careers in nursing informatics however are many, are varied, and have an impact throughout the organization, whether it's administration or education.  Some of our new TeleHealth initiatives, it's just limitless actually.

Now evidence-based practice improves care directly by putting actual knowledge in the hands of nurses, but which nurse has the time to go to the library, or go online, or conduct database searches?  For evidence-based practice to become a reality we cannot expect the nurse to go to the evidence.  Rather we have to bring the evidence to the nurse.  How can this happen?  IT is the only answer.  Technology can provide the tools to support evidence-based care environment.  Nursing leadership's role is to help the staff understand the importance and the benefits of the IT solutions, and impact on improving patient safety and quality.

Every year the Hospital and Health Network magazine, every summer identifies their 100 most wired facilities, and through the years VA has grown in numbers amongst those 100.  I think there are six this year that were identified in their 100 most wired facilities.  And from those facilities there are a number of lessons learned.  As the journal looks with all their criteria for determining these 100 most wired facilities they find common trends amongst them.  Some of those are improved patient flow.  Things like electronic bed management systems, bed tracking systems, are examples of how patient flow have been improved.  Improving workflow, anytime you can reduce steps in a process you have one less opportunity for error and a safer process. Process improvement of course is data driven, and with the more technology you have the more opportunities there are for data to drive the processes.  A measurement of course is qualitative and quantitative, however, the systems must work for the users.  Medication administration, the VA does very well there with our BCMA, and some stations have developed nice technology-based systems for medication reconciliation.  We have a big system of alerts in CPRS that helps guide our care.  Digital imaging, we've long had radiology and nuclear medicine as part of our digital imaging systems, but cardiology, neurology, oncology, and pathology are coming on as new digital capacities for electronic medical record.  And we can't forget the OR.  It's usually the last frontier.  And why is that?  Well it's because the documentation that the OR does is not generally viewed by folks outside the OR.  We don't all rush to read the operative notes necessarily.  So it's not important, hasn't been that important to other departments, and anesthesiologists have been hesitant to move to the electronic documentation for fear of liability in lawsuits.  And we have to plan for the worst.  Anybody that has never experienced a failure of your electronic system wouldn't understand that, but we have to have a back-up.  Whether it's the old paper system or whatever, when we built our healthcare environment on technology, it is not fail proof, and we have to be sure that we have the resources and the capacity to back it up when it doesn't work.  And infrastructure is a key.  It has to be continually updated.  Putting something in place at one time isn't going to work forever.  Those of you that have been in the system for a while remember when we first moved into the electronic medical record and we had computers that were huge mainframes that took up rooms and rooms and rooms, and now we're condensed down to much smaller hardware to manage these systems.

So nursing leaders can design personal and organizational informatics strategies, and we've talked about a few of them.  The strategic approaches must consider education, collaboration, a shared vision, change management, communication, and core nursing processes.  IT solutions should support nursing process and not interfere with care.  Technology is a tool to help nurses do their work better, not an additional burden.  The goal is to implement technology and software systems that maximize the nurses time in clinical care, that are user-friendly, that increase patient safety, that produce positive outcomes, and meet the goals of the organization's strategic and business plans.  

This is a slide some of you have probably seen before, but I love it because I think it's kind of funny.  The more things change the more they stay the same.  I was just reading a document a while back that really talked about the character of nursing and how it's changing, how traditional roles and values are undergoing intensive scrutiny, concepts and standards and objectives are being reviewed and revised and our long-established principles of comprehensive patient care are augmented and reinforced as a result of studies and research.  It goes on and on.  The magnitude and tempo of these professional trends demand continued changes in the planning for nursing care.  This is from the program guide for nursing services, April 10th, 1957.  So we think that somehow things that are happening to us are different than previous decades of nursing practice, and the reality is they're not.  They're a little different in terms of the technology we're using, which is what we're talking about today, but certainly the fact that healthcare and certainly nursing has changed over the years and rapidly can't be disputed despite the decade.

I was listening to VANOD today, and the discussions about the different facilities that have really jumped ahead and done some of their own dashboards and really worked on this . The question has to come to mind when we look at this IT and all of the different tools that are out there for us is why do some of us pick this stuff up faster and run with it than others do?  Why do some of us kind of come along kicking and screaming when there's tools that we know can help us and yet we sort of get dragged into the process.  And so there are several factors that influence early adoption.  Certainly when you look at BCMA – do any of you have any nurses that ever bypass BCMA?  I mean really, think about what that is?  Why would that happen when the research tells us differently or tells us that something is a valuable tool?  We know when we go out on our wards and when we implement a project we have several factors that can influence how our staff respond to these IT changes.  We know we have the sort of mouthy, strong, opinion person, and if that opinion person has a good opinion of whatever technology we're trying to implement, they're more likely to influence our staff in a positive manner.  By the same token if we have an opinion leader that thinks this stuff is garbage and that we all wasting our time, and none of us in the nurse executive role really understand how difficult their role is, then it's tougher to implement this stuff.  Champions, again God love our champions that our out there on the wards that are helping us get this stuff done, because we would never get it done without them.  And our experts, all of the people that are running around here, the people that really have taken VANOD to the next level, that are doing some local dashboards.  What would we do without them?  

So why don't people use it?  It seems obvious, it seems a no brainer, if we can eliminate medication errors or significantly reduce them, why would people bypass BCMA, or why would people not use VANOD if it gives us good data to make decisions?  There are a couple of schools of thought on it.  There's a whole school of translation science, and I'll tell you the definition of that in a minute.  The notion that people would take knowledge up and use it in their practice is a whole science in and of itself.  At Indianapolis we have a Center for the Evidence-based Practice, and what we're studying is translation science.  If you know something's good, why don't you do it?  One of the things that can actually teach us to some degree is the changing healthcare behaviors.  If you have an open heart surgery patient and they know that they need to reduce their sodium intake, and they need to walk so many steps a day, and they need to do certain things, why is it so tough to get people to do what they know is right?  So between translation science and healthcare behaviors we might be able to get a clue on how to motivate people to use what we know is the right stuff.  Translation science, this is Marita Titler's definition, she is an evidence-based practice person.  It's understanding the mechanisms by which people uptake and use knowledge, and it's also a research endeavor that really tests the effective interventions that are aimed at promoting the rate and extent of adoption of evidence-based practice by nurses, physicians, and other healthcare providers.  That rate of adoption, evidence-based practice is actually one of the goals of the national nurse executive council, and we have a committee that studies evidence-based practice.  There are several models for how to get your nursing staff to use research, and many of those apply really to our use of technology in the clinical setting.

So again, translation science describes the unit variables, organizational variables, that effect the use of clinical decision making.  We talk about the information that we get when we do bench research, when we do research in a laboratory, when we collect data, it takes years and years depending on what literature source you read it takes from 10 to 17 years to actually get research applied to practice.

So why does it take so long?  What happens in the translation of IT practices and the development of these IT initiatives that it takes us so long to get nurses not to bypass BCMA?  A little aside, when I started in the VA one of the things we were doing at the Prescott VA is we were actually doing, do you remember the days of BCMA labels, where we weren't scanning anything yet, we weren't doing anything, we were just trying to enter orders into the computer and would print off a stream of labels and would stick them on these medication sheets and would use those labels to administer medicine.  Every one of us knew that this was a system designed for physician order entry.  We knew that, we had to move to physician order entry.  But we tiptoed around that for years and years.  MAS, pharmacy and nursing all did we're not going to enter orders, you need to enter the orders, it was a huge tiptoeing thing that took time, and it wasn't until eventually physician order entry was really mandated that we were able to pull off all of the rest of the components of BCMA.  Now that would have been in the mid 80's, so that's 20, 22 years ago that we started doing order entry of medications into the computer.  So education alone is not enough.  Just telling people what's the right thing to do.  And we see that both in educating our nursing staff, and educating our patients.  John Galbraith, who's an economics professor at Harvard University, says that if we're faced with a choice between changing one's mind and proving that there is no need to do so, almost everybody gets busy on the proof.  It's just easier to say the data's not good, I don't know if this is a good idea.  John Kotter, who is a Harvard Business School professor, says really what we need to do and what he thinks the key to behavior change is, is you have to speak mostly to people's feelings.  This is even true he said in organizations that consider themselves really data intense.  They're MBA types, unless you can appeal to their sense of passion, unless you appeal to their emotions, you're not able to change anything.  So with the open heart surgery patient that doesn't make the changes they need, instead of talking about their sodium levels or their cholesterol numbers, talking about two more years with their grandchildren.  Tina was telling me a couple of weeks ago about an ad in Minneapolis in the Minnesota area on quitting smoking, and they show a gentleman who's got a cigarette, and there's a pack of cigarettes, and they actually show him holding a baby and the baby going into the pack of cigarettes, and appealing to that sense of emotion that really makes people want to change.  So just numbers alone, just laboratory values, might not do it.

So how do we make it easier and encourage early adoption?  We want to make sure that the equipment is appropriate.  How many times have we seen us go into these initiatives, we know that we don't have wireless scanners, that we don't have enough BCMA carts.  Layering, the workflow, I don't know how many of you have gone through this trouble like with for example a nursing admission assessment, and every time a new standard comes along we add another template to the nursing admission assessment.  So the staff nurse who's doing the admission assessment has to stop the actual assessment, go out, access a template, come back into the assessment, and somewhere down the road after we've layered about five or six or ten of those extra templates on top of the admission process, we wonder why they're missing them and why they're forgetting them.  We go we told you you need to do this decubitis ulcer assessment or you need to do a CHF education or nicotine education, and we keep layering it.  So it's something to keep in mind.  People can do this, the information technology can really help us do our job, but we can't do it if there's ten steps that don't flow together well.

Small trials and large trials, I'll give you a couple of quotes here because I think there's a sort of differences, there's sort of a yin and yang so to speak on how do you implement this stuff.  Do you do a big massive change?  Alright everybody, let's do this right now, we're all going to do it, effective February 1st this is going to happen.  Or do you take a sample unit and you work with small projects?  Tina is going to give us some hands-on specific examples of how that works.  But there is a school of thought that says it's very important to identify and achieve some very positive, quick results and celebrate them.  And John Kotter believes this, short term wins are very important, you have to nourish the faith and the change effort, if you don't have sufficient wins that are visible, timely, not ambiguous, and meaningful, the change efforts run into serious problems.  On the other hand, Dean Ornish is a patient education person and he says you know what, these facts are important but sometimes it's better to just do a huge change, set a date, make sure everybody knows it's coming, and don't tiptoe around these changes.  Tina is going to talk a little bit about some of the problems or the situations that they've run into at her facility and within her network where they've had to address whether you do it all at once or small.  And I don't think that there's a cookbook on that.  You have to look at each situation and how your staff respond to it.  And then they all agree that you need to reward the successes.  So again, it's important for you to look at each initiative, and they're coming out fast and furious from every direction under the sun.  Everybody has an agenda on these IT initiatives.  So you're going to have to really help sort those out and set sort of a step by step incremental process, whether it be big or small, chart a course for how you're going to implement some of these initiatives.  It's important to convey a passion.  This stuff is extremely important, we are the nation's leader in information technology, and so really being passionate, not just about why BCMA is important for someone's patients, but one of the things that I try to do is talk about really how important this is to us, to our own healthcare, to the lives of our own families.  As we have successes in the implementing this, those successes translate to our own healthcare.  So look for early adopters and opinion leaders, and try to incentivize them and encourage them, because they're going to help you make the changes out in those operational areas.

I think Kim's put a little more on me than I had planned, but we'll see if I can live up to her expectations anyway.  I suppose you're wondering did we talk about this before we got here.  Actually I am planning to give some examples of what I have been involved in as far as IT projects as a way of pulling together all of the pieces of what Lynn and Kim have presented this morning to help you have an idea of how you might leverage your leadership position when you're planning IT projects, and particularly we're talking about those that benefit that all important nursing workflow.

The main project that I'm going to cover this morning is our clinical information system, or CIS, expansion and replacement project.  For those of you who don't know what CIS is, CIS is an electronic documentation tool software.  We've had CIS in our ICUs and step-down unit for 17 years, and for those of you who don't, you probably know what I remember, those huge, huge flow sheets that ICUs have so they didn't have to do pages, and we used to get our engineering departments to make boards to put on the end of the beds.  You know what I mean?  So this product replaces that.  I think that the reason I chose this one, it's the most longstanding project I've been involved in, and I really think it has all of the elements of both a new and an expansion project that you can get an idea of how this all fits together.

So what has been my role?  Basically I've been the senior leader champion for this initiative and the major stakeholder because the majority of the use is by nursing.  I'm responsible for the project vision plan and I coauthored the management definition guide, or MDG, and I'll talk actually a lot more about MDGs in a little bit.  But other things that I've been responsible for, of course resource management, the staffing pieces of it, some site visits, looking at the equipment and how we're going to do that, and then education, because education of course is very important.  So I serve as the spokesperson for leadership on this project, and one of my responsibilities is to make sure this is implemented consistently across service lines because this involves basically two service lines at our facility.  So as we move through this project I want you to think back to Kim's comments about change management and Lynn's about workflow, because I think they're very important factors.  And when you realize that we have three units of nurses and their associated staff who are using this product now, they really will be our champions, our super users, and they'll have an edge so to speak.  But then we will also need to rely on them to help our novice users, the expansion areas of the emergency department and the OR.  So it will be really important that we keep our communication clear and open during this whole process.

So a little bit more about CIS information systems.  If you've done, probably I think network 21, Northern California and Reno, have a system in place and I think Indianapolis, you now have one, so there's really two main products and they're Picis and that comes from CareSuite and CareVue, which is made by Philips.  And at Minneapolis we have the old, old, old version of CareVue.  It's interesting, I read an article a couple of years ago now about the ten commandments for implementing technology with nursing, and two are so applicable to this project.  One of them is to be sure that the system fits into the user's workflow.  Does that sound familiar?  And the other way don't interrupt the magic nursing glue.  That's an important thing to keep in mind because workflow yes, we must pay careful attention to workflow, particularly in the areas we're expanding to, but think about the behind the scenes work that nurses do that just really isn't visible to other types of professionals, and we really don't want to mess with that magic nursing glue.

So a little bit of history about this project.  I mentioned that we've had it in place for 17 years, the hardware is no longer supported by the manufacturer.  Parts and technical support are limited and the software is outdated and we cannot upgrade it.  So about all we can do right now is make local modifications, so obviously a replacement project is desperately needed.  We were able to get approval and funding, and the funding fortunately covered the three areas already using CIS, and then the areas that we wanted to expand to.  This project has been coordinated by myself, by the MICU medical director, and our former chief of biomedical instrumentation service.  The team of course consists of all representatives from nursing, administrative services, and the new areas being implemented including anesthesia, and our labor partners.  So the team performed the market research, defined the system requirements, and made all of the preparations for procurement and implementation, and our initial timeline was to have this installed in fall of 2005.  We're not there yet, and so I'll tell you a little bit more of that journey.  But as a part of this I was able to get funding for seven team members to go to San Francisco and Palo Alto to view the Picis system there, and that very much helped us look at what we needed to do, and I would say that is one of the perks of the VA system, isn't it?  That we can share what we do, we share our best practices, conferences like this one, boy are we lucky to have a national system where we can share.  And when you think about it, as expensive as IT projects are, thank goodness that we're able to learn from each other and share like that.  

So next bunch of slides actually talk about the management definition guide and I'm showing you pieces from the one for the CIS project, and this was my first experience with an MDG, so please do not view this content as an exemplar, and I will admit that I'm still not considered an expert at writing these things, so keep that in mind.  Our network has used management definition guides for years and initially before we were centralized with IT, anything that went to the network level had to be approved and had to be in this format.  Now we do it for local projects as well, unless they really are just lower level projects.  So what happens is that IT staff review our management definition guide and then they assign somebody, a project person, to it, and that's how you know who you're working with.  So whether or not you use this kind of format, I think what's important here is that you use something to aid you in planning a project, and I think that's really the key points I want to get across on this next bunch of slides, not what we said and what we did but more what pieces are important in planning projects like this.  So there are about six main components of a management definition guide, the first one you see here is purpose, but the others are things like vision and objectives, the scope, who are the sponsors and participants, what are the requirements, and what are the resources.  So in the purpose part, this is where you state a description of the project and what are the consequences if you don't implement the project, and so in this case obviously we knew that CIS needed to be replaced and the consequences are frankly the staff nurses will tell you if we don't replace the system and it fails, which it does periodically and thank God we've been able to get it back running, we will literally bring them to their knees.  Now mind you, they have used this flow sheet for 17 years.  Some of the nurses have never used a paper flow sheet.  So you can imagine the contingency planning that Lynn talked about, what good is our paper going to do, and I know it's in a storeroom somewhere but it's 17 years old.  Why would we be updating our paper?  So the contingency planning, while it sounds good and we have it listed, again it's really not going to help us very much if the system totally fails.  

So vision.  And I think this is very important.  I actually think vision is one of the most important parts of what we do, and if I had to write this again I know I'd do a better job of it.  But like in anything that you write, vision really sets the direction.  Where do you want to go?  And the rest of it is how are you going to get there.  But having a clear vision is essential because everyone has to see what the direction is that you're going in, or as they say in Oz, if you don't know where you're going any road will take you there.  But the other part about vision that you have to remember is that it creates what is called a creative tension, so you have the desired direction and the where you are right now, and the creative tension is that gap in between that really drives you.  And it's interesting to me that for us at Minneapolis we're going to have various levels of creative tension because we're going to have these super uses who've been using it for so long and are just learning an enhanced product, and then our brand new people.  So can you see the difference?  There's going to be a lot of pushing and pulling as we both enhance and roll out this new product.  The other thing on here, objectives, of course objectives are more simply understood to us and how will this product enhance the work that we do.  And finally, quality measures.  This is hard, it's really hard to write a measure about something that seems more intangible.  When you talk about nursing quality, don't you find it difficult to think about well how do you measure happiness, or just something that's better to use?  But it does help if you can find something that is specific to measure, because then when you go back to evaluate your product you have something to evaluate it against.  And a little bit about scope of the management definition guide.  In this part there's a couple of slides here on scope, but we look at what is the impact on the business that we do and from a systems perspective what's going to be the impact.  Also we know that staff training and whatever equipment we get will have a big impact on us, on the selection.  And then another part of scope is the assumptions, and what this really is, assumptions are really, what are each piece of the team and project, what is the role, what is everybody going to do, and this includes the vendor.  So some of this is vendor expectations.  So of course for this project as an example, we would expect IT support.  We write that into the assumption.  We do expect that work will be modified, although we do want to work with workflow.

I have to apologize for that top bullet, it really belongs on the previous slide.  I just didn't catch it before I sent these in.  But security and issues are the final piece in the scope part of the project, the management definition guide, and I think it was Lynn that talked about security.  That is really important, don't you think more so now than when we first wrote this guide some years ago.  And then of course our issues are going to be how do we maintain staffing and how do we educate the staff?  This is going to be a huge initiative for us and it will probably tax some of our super users.

So finally to wind down on the latter ends of the management definition guide, another piece is the sponsorship and development participants.  So in this section basically this is that team sport thing that Lynn referred to.  Yes, it's a team sport, but just like on a team every member on the team has a role, and this is the part that tells you what the members role are.

The requirements I'm going to go over a little bit more in another couple of slides about how we determined the requirements, but of course you have to know what your technical and user requirements are.  And then finally, what's this going to cost, what are the resources?  And we haven't really finished this because we haven't picked a vendor yet, so this will still need to be completed.  But we did know that at least several years ago $1.5 million was the price tag.  We still think we're pretty much in the ballpark because now, as you'll find out, we're into a group buy so that really shouldn't change.

So I said that I would tell you a little bit of how did we determine the requirements.  Now remember, we have new users and older, seasoned users, so getting the input from everybody into what requirements we were looking at was important.  So we had a project team session, and what we did was a brainstorming, and we gave each one of them a piece of paper with blocks on it.  And I told them they had to fill in at least three blocks on what they thought would be requirements for a new system.  And then I had them pass that paper to the right, and then with their new paper they had to add three more, and we did that a couple of times, and then we took that good old-fashioned poster paper and rolled it up, and you see here what are the main topics reflected from that brainstorming session.  As you might imagine, the flow sheet discussion was the most lively of all of the discussions because basically that's what this is, that's what this software is is a flow sheet.  So the nurses had very defined criteria of how the data could be rolled up, how the cells would look, they were also concerned about how it migrated over to CPRS so they wouldn't have to use two systems.  The doctors were more interested in the reports than the nurses were, and we'll talk a little bit more about reports.  We wanted to make sure that the log-in was the same as our VistA log-in, sign in codes.  You don't want to have to remember, it's bad enough now with all the access codes we have to remember.  And then if you don't have it interfaced with the admission transfer and discharge data, you'd have to manually enter all of your patients.  So it has to interface with that, but they also wanted to be able to manually manipulate that for ease of transfer.  So there's a lot to consider in the requirements.

I wanted to talk a little bit about outcomes, and Lynn mentioned that it's important for nursing leadership to look at outcomes and what is your role in outcomes, and of course it is an important part of what we do.  But really, CIS relates to quality outcomes in several ways.  CIS can help improve the compliance to standards of care, it can help you identify best practices and improving patient outcomes, and in fact a study done in a 12 bed ICU actually found that a product like this reduced medication and IV errors and reduced ventilator errors because of the clarity in the information.  The other thing that's mentioned about CIS is you can implement what's called a Computer-Aided Decision Support, or CADS, and an example of that would be the section that they have on medication dosing based on patient weights.  That's a computer-aided decision support that's very helpful in improving outcomes.

But a little bit about nursing acceptance of these kinds of systems, especially if you are contemplating one at your facility.  It really is an aid for recruitment and retention, and it's interesting to me that we see some different things.  Years ago when we had this system first in place, people were attracted to those units because of the idea of using an electronic flow sheet and wanting to get away from those big paper flow sheets.  But now what we're seeing is that now that more community hospitals have implemented this type of software.  It's a competitive thing.  So it's important to us to keep this going and enhance it, because we won't be able to compete with our community partners if we're not able to do that.  I think, just as a sidebar here and a plug for the VA, when you think about it as was mentioned, our electronic health record is number one in the nation.  And when you look at this conference and at all of the things that are going on with technology in the VA healthcare system, the RFID projects, the Care Management, all of those things that many of you will be learning about this week, what other healthcare system has all of this available?  This is really an edge, and shame on us for not leveraging what we do and how we use technology in the VA healthcare system, that we have to read it in a book to find out about it.  If you haven't read Philip Longman's book about the best care, please do that, it's really very good.

Security.  Wow, is that a heavy topic.  Being at one of the facilities that was one of the first to get highlighted for security loss, boy it really makes you think about your job and job security, doesn't it?  You get hammered.  But with any kind of software that we implement there are certain standards that we have to comply to, and of course HIPAA, our privacy and confidentiality is a biggie.  But in this case some standards that may seem invisible to you, the HL7 or Health Level 7 standards are important.  And all this means is HL7 is a group of experts, and this group of experts if you can imagine sit in this room somewhere, and they collaborate on what the exchange, management, and integration of electronic healthcare information will look like.  And they provide accredited standards for clinical data, and we use these standards in the VA.  And then finally, security has to be managed by limiting permissions, we do that with all of our software.  It's the adage the right to know and need to know.  If you don't need to use CIS, you don't have access to it.  It's as simple as that.  And again, having the log-in and access verify codes be the same are really important.  One thing I learned with another software package, where the permissions reside, they have to reside in our system.  They cannot reside on some vendor's server or some outside server, and that refers back to our firewall security and some of those other things.  So you know, those are important things to keep in mind when you're implementing big projects like this.

I also wanted to mention a little bit about research because for those of you who were at the VANOD session this morning and as you're learning things this week, we have a huge opportunity that we are just missing with our VA healthcare system data.  We have tons, I don't even know how to quantify the amount of data that is available in our electronic healthcare record, but think about it.  Because we have not really progressed to standardizing our taxonomy and terminology and how we do things, we can't even data mine it.  We have to do all of these workarounds, and that's why nursing is implementing a standardized skin risk assessment and reassessment note.  Right now if you go to five different VAs you'll find five different ways of documenting skin assessment.  So this system for ICU will really be a very, very rich grounds for research for the future.  And this is one thing that's very appealing to some of the physician champions of this project, and when you think about it, that's one of the things we haven't done well with our CareVue, our past CareVue project or process.  It didn't have this functionality.  The new products do have that.  But the good thing about this is you can take this information and data mine, you have to be very careful how you data mine or you'll end up with too much information, and then you can dump it into relational databases and look at outcomes, trends, and where you are.  And think of what nationally we could do with this information.  So I think that it's important that in the future we will be able to substantiate things like how has this impacted medication errors, skin breakdown, and ventilator associated incidents.

So what will be our keys to success?  I have to go back to some of the things that were already mentioned by Kim and Lynn.  There really are several factors.  We have to consider workflow.  We will not be successful in expanding this project if we don't look at workflow.  We will be using our super users and our champions, we do have to consider how they will help us, how our educators will help us, in rolling this initiative out.  And again what will people like me be doing to help?  Our role is very important as champions and motivators and how are you doing, what's working, how is it going today, as the project rolls out.

So earlier I mentioned that we haven't implemented this, and as you know it's not fall of 2005, so you're probably wondering so what happened?  Well actually a lot of things happened, and this is a little bit about the hurdles of implementing some of these new initiatives, and what can happen doesn't always mean that you messed up at a local level, or even that you really messed up.  What really happened were many things.  First of all, as you know, centrally VACO decided that new OR applications, they put a moratorium on implementing any new OR packages, and that's since been lifted, but this was right around the time that we were looking at this, which meant okay, now what do we do.  So that kind of put us on hold.  And then all these competing and complex priorities and mandates, we had started renovating our cardiac cath lab, and then nationally there was an incident and so more money came down and they said fix all your cardiac cath labs.  So biomedical management service had to address that, and at the same time we were implementing locally and in our network what we call our PACS, or digital imaging system.  So biomed was totally overwhelmed with mandated from the nationally and network requirements and they really couldn't manage one more project.  I'm sure you can relate to that.  So what we did, and what we've been able to do successfully thankfully is we've been managing our CareVue system by careful use of downtime and support when we come back up, and that includes off tour support.  And really they've been cannibalizing parts not just from internal, what we have locally, but they literally go out across the nation to find little pieces for equipment that we need to keep running.  When you think about it, that's two years, that's pretty darn good.  Also some things that happened is our network decided to expand the project past Minneapolis to a couple of other sites, and have since decided to expand it to all sites who want it in our network.  So that slowed us down as well because it's going to be a group purchase.  So the nice part for me is it's on hold, so my work on that part of my plate has slowed down a little bit.

So what's happening now?  Well our team has reenergized, we don't have much work to do, we're waiting for all of the sites who want this system in our network to finish their system requirements.  Those will be combined with what we wrote, and we're also borrowing from VISN 21 and 12's project requirements to write the scope of our project.  So once we do this, a contract will be awarded, and it really will be calendar year 07, not fiscal year 07.  So I don't look for this until probably November.

So our next steps will be to, as I said, reenergize the team, get the implementation project team back up, set some timelines, determine the resources.  Things have changed so we need to go back through that and through the education plan, and really we have to consider the aspects of change management that Kim alluded to earlier.  And then finally, one thing I added that I failed to think about initially is a communication plan.  You know, in this day and age, in all facilities I think if you can't clearly communicate with everybody involved in the project where you are, it's really a problem.  I think you caught the word former when I mentioned our chief of biomedical services.  He left and is working at the network now, so we have a new chief, and you know when somebody leaves that really holds a lot of the information, or imagine if someone were on extended leave, if everybody doesn't know what's going on it can put a little roadblock in there.  So you have to make sure that communication is really shared.

I'd like to give a couple of other examples to close out on some of the other projects that I've been involved in, to talk a little more about Kim's charge to me about small change versus big C change or large changes.  And I've got a couple listed here that I think are really good examples, and again in all of these projects my role is very similar, I'm the senior leader champion and I help with the management definition guide.  And the first one was really one of the funnest ones I think I've ever been involved in, and it was a project that Welch Allyn approached us about to automatically capture vital signs and download them into CPRS.  What was so unique about this project that I enjoyed, the company came in and actually had their staff watch our staff work.  How do they do vital signs, how do they do their work?  And then developed the software to match our workflow.  As was pointed out, this is so important.  This gets back to don't mess up that magic nursing glue thing, and it was a lot of fun to work on this.  The roadblocks here were there was a moratorium then right after we got this going on purchasing anything that wasn't on a standardized list.  So now we're in the process of actually purchasing more equipment and of course going through the justification, but again, sometimes roadblocks are temporary thankfully, and there are ways to work with them.  Our scheduling package, our VasTech package is a good example of getting participation and buy-in.  We were seeing this as a big C change, as an implementation house-wide, and it just has not worked out that way.  Frankly our union partners don't want our staff to self-schedule, and that has been a barrier for us.  We're really more thoughtfully and carefully working our way through that, and we'll probably go back to as far as the self-scheduling and some of the functionality looking at a couple units and taking a step backwards.  The good thing is we do use it, so we have all of our data in since last October, but it's difficult to have an electronic package and still use paper, and that's where we are right now.  That's been a struggle for us and I'm determined by the end of next fiscal year, I will not be saying that.  I think some of the other things I'll mention I mentioned earlier, the nice part about this system and being able to borrow, we're borrowing Las Vegas' advanced practice nurse peer review program.  We wrote an MDG for our network and it's being supported, so thank you Las Vegas.  We borrowed the INO GUI from Portland and I think it's Boise, and we're going to do that in just one unit probably.  That's one of those small projects that we'll have before we export it out.  And we borrowed Portland's progress note template and revised it, and we're still working on that on one unit.  We've revised it now twice and our pilot ends I think we have our evaluation meeting on the 24th of September.  So I'm hoping we can roll that out throughout all of the inpatient units.  And then the last MDG that I was involved in is just getting underway now, and that is related to our VasTech package, and right now the way it is when you have a new nurse, each manager goes in and puts in the parameters for each new nurse and VasTech approached us about writing an interface with our paid system so that when someone new comes on, or a nurse transfers from one location to another, that will automatically download so we won't have to manually type that in.  I think that will be really nice.  That's really kind of annoying, especially if you get three nurses at one time.  And Ruth, that will benefit you in Gainesville.  That's again how we share.

A little bit more about hurdles, I've mentioned some of the ones that we've had.  If you notice that none of our hurdles were financial.  Doesn't that say something about our system?  Our hurdles have been related to people and time, and when you think back to Kim's comments about change management, it really fits with change management principles.  Those are the ones you really have to work over, and I mentioned a little bit about participation and buy-in, and I think here's a good point for passion.  I have to remember, my passion may not be everybody else's passion.  It's been my passion, and I thought everybody else's passion, to have an electronic scheduling package, but obviously that was not correct.  So somehow I have to ignite everybody else's passion in that same direction for this next year.  Another obstacle can be agreeing on product selection.  What are we going to do if in the network we can't agree on Picis versus CareVue?  I mean that could be a hurdle.  We haven't got there yet, but that certainly could happen.  And then the time delays, and you know the time delays can happen to you or by you.  As I said, some things come from Washington, some things come from your network, and some things happen locally.  And we all have to balance our priorities.  I think the important thing is be very open with your communication and keep everybody informed so that you don't delay a project.  But I have found that patience is indeed a virtue when it comes to technology, and I don't know if this is true for you but think and see if it is.  I have found that almost everything takes three times longer than you think.  Is that right?  I can prove it, for me anyway, that everything has taken three years longer.  Now if you look at 2005 and you add three years, what will that be?  2008.  And it will be 2008 before we get this CIS package implemented.  Hopefully we'll stay up and running until that happens.   But I think also it's important to remember it is a team sport, and you do have to get people at the point of care involved to be successful.

I'd like to summarize my statements and I think that if I go back to where we were at the beginning of the presentation, I really wanted you, if you could have just one take-home message that is useful to you out of what we have presented today, I hope that you do.  I can't really overemphasize the importance of project management, communication, and involving the key stakeholders in your IT project plans.  That's really critical to success.  So at this point I'd like to turn this back to Lynn and Kim for their final comments.  So, Lynn?

Okay.  I would leave with you the fact that the chief nurse executive is well-positioned to take an active role in the clinical transformation of the healthcare environment.  And by building healthcare technology systems that support the complexity of the clinical process, new models of care delivery through clinical transformation can emerge and allow us to focus on quality patient care.  But we have to make the technology fit into the nurses' work processes and the way we do nursing.

Probably the only thing I'll emphasize is the importance of conveying some kind of passion to your staff about these issues.  They have to own this, they have to believe in it.  One of the most successful times we had in implementing BCMA, or at least preventing some of the bypasses, had to do with some errors that happened at a local hospital where several infants died of a heparin error.  And trying to emphasize to staff how important this is in the big picture of things, and like Lynn said, the workflow.  I am absolutely amazed sometimes when I go out and say okay, well let me try a nursing admission assessment, and I see the number of steps they go through.  And so kind of trying to stay on top of that.  If you're not looking at it, most nursing execs don't have the time to look at it non-stop, and then six months to a year when you really look at the process you go wait a minute, how could anybody remember to do any of this.  So try to pay attention to the workflow and the steps involved.

PAGE  
24

