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>>Meuy Swafford: So thank you. Welcome to our session. My name is Meuy and I'm data quality coordinator. This is Kristen and we both work for the Oregon EHDI program. For today's presentation we'll look at our roles and what we do every day and how you can use data quality coordinator and program coordinator for EHDI program. We'll show you ways to assess data quality and make recommendations based on the data and lessons we learned through integrating two different screening data systems during the transition period. So I think most of you guys attended Bridget's presentation. So you're well aware of the extreme home makeover that we went through. So with that increased data and tracking capabilities. As a result of that, Kristen and I were added to the team a year ago. But mainly this was a three person deal. It started out with Bridget Roemmich, EHDI program coordinator and follow‑up specialist and coordinator. They added a parent coordinator and administrative specialist but today we're going to concentrate on those that are highlighted. Kristen and myself. So this is a Venn diagram of our roles and as you can see, we actually share some roles. But for me, I actually do implement data management activities and also system developments an also I customize reports in‑house. And so the primary focus that I do is actually implementing the data management activities. And what really that means is actually implementing data quality assessments. You take existing data, you analyze it, find root problems and solutions for that. You actually connect problems to your business process and find ways to how it affects your process and look at the overall problem.
As the lessons learned, what we've done through that ‑‑ through our home makeover is actually you know from our old data system we actually recorded multiple screening and it got really, really confusing because we didn't know, you know, does the inpatient, should they be ‑‑ what time should they be recording inpatient. So with our transition we made a decision what worked best for our program and that is only to report the final screening but somehow maintain the 2‑stage protocol and some hospitals decided on their own whether they want to do in‑house tracking of that or whether we only require them to do the final screening. And some of the things we do as a data quality check is actually monitor data for consistency, assure accuracy and completeness. We also validate through unit and regression testing ‑‑ I'm not sure if you're familiar with that. But unit is user acceptance testing regression you Web‑based go through the whole step from screening diagnostic to EI. Some things we've done and it may work for your program, it may not. You can validate looking at manually through a screening form or diagnostic form or EI form but that's time consume and didn't work best for us. But it does actually show from the screening form if those results were actually entered accurately. And the other thing that we can do is if you have ‑‑ markers that you have to find many, you can pull sample data and evaluate based on that data. We tried to do that but it didn't work for me because it doesn't identify the actual specific data element that the problem occurred on. So these are just examples that what I found to actually work the best is actually setting constraints and conditions within the system and that ‑‑ you know, everybody, you know, calls them required fields. That is true. You need required constraints on your system. You can't have test results without test data. Why are you having ‑‑ why do you have blank information? You shouldn't ‑‑ everything should be completed as full as possible. So that's what works best. And it's an automated process. It limits the actual human interaction and you have your system do it all for you. I would recommend that method if you guys are doing validations against your data
So the other basic thing is obtaining a data dictionary. This is internal to any database and what that really specifies is the data element and its needs so anybody can pick that up and know which field to pick up and know the meaning so we're consistent with the terminology?
Another role is assisting in data system development and one of the big major things that we've gone through is actually integrating the system and I think this might answer one of the questions over here, how do we actually link the data? So we actually in our old tracking system, it's residing in the data warehouse and that's historical data. We don't do updates because there's no need to do updates but you can. It supports decision making. You can do trends, data mining with data warehouse but what I normally work off is the operational data store and you made reference to ODS. The ODS serves for the purpose of near realtime data. It's designed for update. So we actually ‑‑ it's a daily update for us from our Oregon vital registry into our Web‑based system.
It ‑‑ you know, with the ODS it also gives you flexibility to export out and also import other data systems in and the next few slides I'll show you how that workflow goes. I strongly recommend that if you guys have the resources, money, time, staff, I really strongly recommend that you guys get access to your data because you can do so much with the information. And you know, we're not interdependent. We can actually understand the data, you know, chop it up the way you want it. This is just a workflow. To the left is our Oregon vitally vent registry system. That's where this occurs and you can see that it flows into the red operational data store. Database and towards the bottom is our old system. It's stored in the data warehouse because no updates are maintained. Even the fact that our old data system had the capability of recording the EI referrals and enrollment status, we actually kept a separate log because it wasn't reliable for us. It was actually more accurate for us to hand count them than depend on the old system. As you can see, both of those systems are now feeding into our Web‑based audiology reporting system and that also feeds into the EHDI ODS. So hopefully that kind of answered the question that someone had earlier, how are we doing this? So in the back end, this is what happens.
So blown up O DS, what are we doing with the information. Question do follow up module activities we can do program evaluation on that data and also feeding to other systems.
One of the beauties of customizing inquiries you can do statewide data or individual hospital needs or the statewide reports Kristen and I actually work together closely on the CD survey and together we create a check and balance system so we can report to the CDS on time. This is a last faster because they're industry dependent and we get to work with the staff who understand the data and not guessing what the data means it gives us an opportunity to create our own scorecard. There are a lot of templates out there and this becomes slice and dice what we want on the scorecard
So for the individual hospital, I'll go detailed into each of the reports that I created.
This is one of the will follow‑up reports. This is from our old data system. We still need to report on it. It contains 2009‑2010 data. So we can chop it down to facility, geographical region. Before we were collecting inpatient, outpatient and I told you that got really messy but we can determine at the most conclusive inpatient results and outpatient results determine if the baby has been back for a diagnostic follow‑up and where they actually receive the follow‑up. And also the number of days since the screening. If you guys want to track the maximum average time it takes and for future reporting, you know, it might be a barrier. Why is it taking a child three months to get into a diagnostic facility? We need to understand some of that stuff. This is just an old report that we came up with. And with that report we were able to determine where our most lost follow‑up occurred and that's where it circled now is Deschutes county. You can see there's not much equipment there most of the loss to follow up is northern Oregon which is Astoria Tillamook area.
So aside from the loss follow‑up report, the hospital summary is one of my pride and joy because it also gives you individual detail level to the actual child and data for upper management level. You can express the level of data if you don't need it. This is higher level it gives you number of percentage in total screening. This is a real facility. It excludes NICU. It's looking good and you can actually break it down by categories if they're screened how many passes, how many referred? So this referral rate is up 2%. So when I talk about suppressed you can actually suppress or unsuppress each detail and find out and do action follow‑up. From the ODS we're able to build a module that generates follow‑up letters, we can do individual letters or a batch of letters. And it gives us the capability of following and tracking follow‑up activities for out of hospital births and those that refer for audiological information. Kristen will talk more about that so I'll turn it over to her.
>> Kristen: So my name is Kristen Becker and I'm going to be talking about ‑‑ I'm the program see evaluate tore for our program and I'm going to be talking about some of my roles as an evaluator especially within the past year. I started when they started right around the same time last March. And I was hired as additional capacity within our assessment and evaluation unit. And like Bridget mentioned in the first presentation, in the original setup the evaluator was someone brought on ad hoc as needed for grants and stuff but not continuously throughout the program. So when I was hired, part of my time was because we had the additional capacity. The idea was part of my time was dedicated to the EHDI project. So that was the difference there.
So you can see we have brought up our venn diagram again and I'm going to focus on the evaluator roles and shared roles. Just in general, as you can see, this really in depth with the data and data systems and the systems development and I tend to look at things from an overall milestone perspective. And an overall program that I ‑‑ so I'll talk about my work with the evaluation plan with the report and applications with monitoring implementation of training, especially within the last year and linking with the assessment and evaluation unit.
First I want to mention briefly about the staffing model because this has worked well for us. I work about 10 to 15 hours a week on EHDI and I also work on other programs within our maternal and child health evaluation unit. So that's been a really good thing for us because I've been able to feel ‑‑ I'm part of the team. I go to the meetings, I'm here today and at the advisory board meetings but for me especially an evaluator, I appreciate having the connection with the larger evaluation unit and I think that brings value back to EHDI because we routinely talk about ways we can evaluate things better and share tips and advice and I also work on our PRAM survey which probably you're familiar with that survey of new moms so already I work within final steps data so that gave me a familiarity with the data and I also work on some of our overall early comprehensive, early childhood comprehensive systems. So I think that's been a good link for the EHDI program to have that link. It helped me, I think the help goes both ways in terms of helping. So like I mentioned I am an evaluator dedicated to the evaluation plan as we all are. We live by our evaluation plans. I won't go into too much detail. I know you all are probably in the depths of writing CDC grants or a lot are and they have a pretty good template for their evaluation plan and pretty well thought out and laid out and it leads you through all the steps of a good evaluation plan and I'll say for us a couple things that worked well especially last year as we refined it for specific grants and tried to think through it and develop it a little more depth is putting a lot of thought into the process measures and we all know the outcome measures are ultimately the ones that stick. But for us we've needed a lot of process evaluation in the last year. We changed a lot of processes. But I think all EHDI programs are, you know, process evaluation really important. That's good for us to put thought into the process measures. I think getting a lot of input from advisory board or stakeholder groups that you have is really key because that's helped us. It's helped me at a newbie at EHDI to think through a lot of issues and also just something that you can constantly monitor and I think of it as a living document that I like to open a lot.
So ‑‑ and look at a lot.
And also work kind of some other broad activities. I write ‑‑ I work on the evaluation section of the grant applications which as you know is a portion of the CDC grant and also write grant reports. I also do ad hoc reports that come up along the way.
I'll talk about that a little bit as we go along
So in terms of reporting, beyond the evaluation ‑‑ we do our standard ‑‑ we do a quarterly report on screening. We do semiannual reports on 3‑6 milestone and we do a comprehensive annual report. I also try to do a lot of informal updates to our advisory board and I do that quarterly. They meet quarterly. That's been really useful for us. This is an example of information I presented to our advisory board. And it looks ‑‑ I mean, hopefully looks pretty simple and straightforward. For us it's actually a really big landmark because within the past year first time we've had the capacity to track out of hospital births. So that this was pretty new information to the advisory board and to all of us because now we can look at our ‑‑ this is one quarter of births we can look at our 774 births that don't have screening information and see that about half are from out of hospital births. So that was really key for us. And we can see that a good chunk are from EHDI that have 5% follow‑up and some that are from EHDI hospitals that have less than 5% loss to follow up and not that many are from volunteer screening hospitals. But that's an example of data I brought to the advisory board in the last year. Just keep things straightforward but for us maybe you're already doing this, for us this was a big deal in terms of additional evaluation. Another thing that's been key for us is monitoring the process. That's been instrumental Bridget showed some of the data we collected terms of production time to enter a record. And I think that was just kind of gave us validation that what we're doing is kind of moving in the right direction.
After we rolled out our new screening system this last year in July and August we did a survey of all users and asked them how is it going and what's happening with your system, how well do you like it? This is a slide that shows about their transition to OVERS, the new system which is what our vital registry systems is called. And you can see that almost everyone said that the transition was easier. So this is just more information that we're able to gather about the process
And I personally think one of the most useful things about this survey is this was really good for ourselves to know yes, we're moving in the right direction but we also asked a couple open‑ended questions about the issues people were having. And the great thing about that is we're able to directly feed that in to our next hospital training. So I mean whole point of evaluation is because we can make data driven decisions, if you're not using data, it's not as useful. I love that we can ask people what are the issues they're having and for example one is ‑‑ I think one was searching and searching with records. So we're able to work with vital stats to kind of think about ways we can search. So I think that's been really key for us in the terms of the extreme home make overs to really keep track along the way of how it's going and where it's going. We're also ‑‑ we've done trainings in the past year, we have an annual audiologist hospital training so having dedicated evaluation has allowed us to have a survey that we do for every training which, again, may sound fairly straightforward but we didn't necessarily have that before so now we just know that we have a standard survey that to the fortunately the lighter bars are so light they're not there. But this is the knowledge gain and it starts here and goes up to the darker bar. That just shows how we're able to ‑‑ again, just monitoring things and again with these surveys we're able to really focus on what people are saying. For example at our last hospital training we found out people really loved hearing the parent perspective. This is training for screeners and screeners ‑‑ their job is screening at the hospital. They weren't responsible for the follow‑up themselves and hearing that gave them so much insight in ways to approach to families and talk to families that refer on the screenings. So that feedback was great and we know now in the future we always want to incorporate that in the future. That's an example how it's been used and useful.
So in terms of overall lessons learned, I've been with EHDI a year now. And actually this morning when I heard Cooper who was talking about the crisis, the science and the partnership, that runs so true for me. I see other heads nodding but that felt really apropo for a lot of things and because of a lot like Bridget was saying, I don't know if it's crisis but we had issues and technology in particular that we improved but the partnerships are that third part of it. And that's really what I feel about my work as an evaluator. Within that partnership with the EHDI team that's been really vital just becoming part of that team even though I'm not full time with EHDI, I ‑‑ they let me tagalong to a lot of things and that's been really great. So yeah. Communication is essential, teamwork, all those things that talk about partnership. And I think also just kind of that idea of you know thinking about things deeply but presenting them deeply has been useful for me. I'm looking forward to doing things on graphic at this conversation because that's something we can really learn that's going to help us get that message across to stakeholders and everyone involved with the program. And then briefly, I'm going to talk about our shared roles
Like May mentioned we have checks and balances. We're both in the data system but May's role is much more in depth in terms of customizing reports and building reports. I tend to use her at a statewide level to track the milestones. But it's ‑‑ but because I'm also in the data, especially for the CDC reporting, that was really useful. We were integrating two systems and it helped to have two heads think about that. We both give advisory board updates and recommendations. We just talk a lot too. We both have an eye on what the other is doing because the data impacts evaluation and vice versa. So we try to have a good relationship.
And the next step that we both want to really focus on are like I mentioned out of hospital births. We have one of the largest out of hospital births in the country. 3% last year. And we have a lot of that is at birthing centers. So we added a ‑‑ there's a midwife on our advisory board. But in terms of from an evaluation perspective, we have capacity to evaluate that now. That's exciting. We're going to be doing more tracking, getting it down to the facility level and see if there's certain birthing centers we can target or certain places we can target, that will be helpful. We want to work on diagnostic. Again, that loss of follow‑up from milestone is something we should work on. We have capacity to do disparities report, which I find really exciting we're going to be drilling things down to barriers. We know geography is a barrier we're going to look at before you now we look at ethnicity, insurance type and focus on other potential barriers and also we're going to be monitoring the rollout of this EI system that Bridget talked about. That's going to be important to look at and monitor as that goes to see for the EI referrals that are legally in ‑‑ that are clearly, you know, in terms of the law, like clearly identified with hearing loss and then how did those compare and how did the electronic ‑‑ you know, just monitoring the whole implementation of that electronic system. So overall lessons learned are kind of the same, you know, theme as my evaluation lessons learned. Communication, communication, you know, that's just been so important for us. Relationship building I think as a team that's been really important for us, getting to know each other as people. It's amazing how far that will take you and just kind of like once you have that trust with each other and you can ‑‑ May and I, our roles in some cases are shared and we want to make sure that we're not duplicating effort and that's where it's don't reinvent the wheel. Knowing each other and knowing what we're working each other has helped us not to duplicate efforts. I think we have a couple ‑‑ I saw the four minutes. I guess we have a couple minutes for questions. Yeah. 
>>
>> AUDIENCE: 
(off mic).
>> I work on early childhood comprehensive systems grant. Other people may have it in their states. One thing we did for that grant is develop a set of leading indicator, 36 leading indicators for statewide early childhood system. And it's funny because during the original work when I started working on it, EHDI wasn't one of the indicators. We were saying recently we need to think about EHDI so it helped us add in ‑‑ we're going to be thinking about adding in EHDI as percent screened as an indicator that measures our whole childhood system. That helped us maybe have EHDI just ‑‑ it sparked ideas for me in terms of that. And also, like, on a real logistical level. When our team was able to get phone numbers from the birth certificate and EHDI was just getting phone numbers. I was in a meeting we want to get phone numbers. We just did that and PRAM did that and they connected with vital stats too. Because I happened to know PRAMs was doing it, it was useful. It's been helpful for me. I said I feel like having feet in many worlds is a good thing.is a good thing.
>> AUDIENCE: (off mic).
(Laughter).
>> I'm Title V funded. So from the evaluation side part of one of our Title V top 10 priorities in the last age assessment we did previous five years was increasing valuation so that's how our whole team got developed was it one of our Title V priorities to increase capacity within the health. It was top priority oh, is this a good thing and that works out ‑‑ I think that was from the evaluation side we were building up capacity there too like at the same time and Bridget was asking for capacity so it was a good thing.
No, my background is just in program evaluation. I've been doing it for about 10 years. But before I worked at the state for the last six years I worked at a private mainly doing educational evaluation.
I guess Bridget, do you want to speak to that since you asked for it or ‑‑
>> BRIDGET ROEMMICH: (off mic).
>> The firm I work for used to have contracts with the Office of Family health as external evaluator. So I worked on the Office of That as an external evaluator and I will say being an internal evaluator is so much nicer because I'm walking down the hall for the EHDI meeting. There's a difference there having done it both ways. It's nice to have it internal. Maybe you guys do more contracting. There's external evaluation. But I feel like it's nicer being in‑house, having kind of work communicable disease both types of projects.
>> AUDIENCE: (off mic).
>> I didn't make copies but I was under the impression there would be. Thank you guys so much
(Applause).
