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I want to welcome everybody to the very last class that you get to attend at 2007 VeHU.  I'm very glad that all of you are here at our class.  This is class #208, which is Bar Code Medication, It's More Than a Good Idea.  

Your presenters today are Janine Purcell sitting in the center here, a cognitive engineer for the Bar Code Resource Office.  Toni King, the new voice of VeHU.  Jim Mantia, the senior attorney for the Office of Regional Counsel here in Orlando, Florida.  And I'm Tom Campbell.
Okay, the objectives of our presentation today is we're going to discuss the safety issues related to the patient and nurse, and this will be presented by Janine.  We're going to cover the six rights of medication administration, which will be covered by Toni.  We're going to share some examples of some proper documentation in BCMA and some improper documentation in BCMA, and that will be presented by me.  And then we're going to discuss some legal aspects of the medication administration record, which will be discussed by Jim.  So to get things really rolling here, we're going to turn the podium over to Janine.

Janine:  Today we're going to start off with just some human factors principles to kind of load our brain in preparation for the rest of the topics that we'll be discussing with our other presenters.  Thanks very much for being here this afternoon.  Hope we get to get a little more smarter together.  I'd also like to say I have two of my official deputies here today.  Diane Murphy and Toni King, they've been officially deputized as human factors deputies out in the field.  I'm more than happy to welcome others as time goes by.  They're big believers.  

How many of you have heard of human factors engineering?  Some of you but not all of you, okay.  Human factors engineering is a synonym for user-centered design, which is a somewhat easier to understand term, and really what this whole discipline is about, and it has a lot of disciplines integrated into it, but it's about designing systems to fit human capabilities and limitations, and we're all well aware of them in ourselves and others, and the tasks that people are trying to perform in or with that system.  

And the reason this is important is that you can use human factors proactively to detect vulnerabilities for people making mistakes with a system or a device beforehand to make the environment safer for your staff and for your patients.  We're all aware of the patient safety issues that go to the Office of Information, and also patient safety reports that are made to the National Center for Patient Safety to try and improve the situation out there with our automated and also just our mechanical tools that we use.  And also there are cost benefits.  If you integrated user-centered design early into a design cycle, really understand the work that the person is trying to do, and design the tool to the work.  Well basically you're fitting the glove to the hand, not the hand to the glove.  And instead of having to remake the glove again and again and again, you can save money by making the glove closer to correct the first time.  And also product effectiveness.  I don't really care much for the word intuitive, I borrowed this slide from someone, but a comprehensible user interface will lead to more accurate and efficient product use.  And one thing I want to emphasize now, and I'm going to mention it again, is that there's a primary principle in human factors engineering called the speed accuracy trade-off, and you're always trading accuracy for speed or speed for accuracy.  And when we work in healthcare we need to come down on that trading in favor of accuracy, which sometimes diminishes speed.  So I would say that was probably a little bit left out in the conversation in our plenary session this morning, and I'd like us to keep that in mind.

So the human systems model is basically an integration of the universe in which people do their work and have their lives and have fun.  It touches us in all parts of our lives, not just at work.  So the main components that surround us are culture, environment, tools and tasks.  So I'll talk about some examples of these things.  

In terms of culture, this graphic is actually from a study that was done by the National Center for Patient Safety of root cause analyses that were done about medication errors, about individual root cause analyses and aggregated ones, and they worked with many, many pieces of data.  They integrated some analyses in, and then they actually interviewed 119 of the 120 patient safety managers whose data went into this study, and they asked them some questions.  One of the questions they asked was obstacles to implementing actions, could you please respond yes or no whether you think these elements are obstacles to implementing actions that were brought up in root cause analyses to try to minimize vulnerabilities to patient safety, actual events or close calls.  And I wanted to call your attention to in the terms of culture to these elements of lack of strong middle management support, which was rated at about 30% of these respondents saying it was an obstacle to implementing actions for improvement for safety, and also lack of frontline support and senior leadership support, which both are hanging in in the 20% zones as obstacles to implementing action, and this is an element of the culture in which we try to get our jobs done and create change and improve things that can impede our progress.

Environment.  This is actually a graphic that comes from a simulation study that was done by Rubbermaid, they got a consulting firm to do some simulations about actually the amount of distance a nurse has to travel in a medication pass, with different configurations of medication cart, medication storage.  And so what they were advocating is how you can have a simpler workflow if you can centralize the medication storage, use smaller carts, get all loaded with the things from your PYXIS machine and the med room and your narcotics room before you go and round to your patient rooms, you can shorten your life up.  And this is a nice example of how the environment, or how we interact with our environment, and how it can influence the efficiency of our day and the fatigue and stress of our day.

Tools for BCMA.  We're all very well acquainted with the hardware sorts of tools that we have to use and software tools, the BCMA software application, computerized medication carts, the wireless network is actually part of this because it's part of the infrastructure in which we're trying to do BCMA.  Our bar code scanners have been standardized to a higher quality piece of equipment that can scan bar codes better, and broader diversity of the bar codes that are coming in to the workplace on medications and may also be used on our wristbands to give us more reliably scanable wristbands, for example.  The PYXIS machine, an interesting trade-off between pharmacy and nursing workload.  And even something as simple as a pill crusher has an influence on physical fatigue, time on task, efficiency, and just job satisfaction.  But I want you to think too about the tools we have in our possession to do our job.  Our eyes and our ears, our memory, our cognition, our physical body are part of this scheme too of tools.  And in terms of cognition, think for a moment that critical thinking and problem-solving are still key tools that need to be in conjunction of this BCMA constellation.

Tasks.  I got to watch a med pass on an acute psych ward.  There were 23 patients on that ward, and I was coming to watch the first morning medication pass, and I came in time to see the night nurse leaving off her duties.  What she did, which was very cool, is that she would go through the med drawer and pick out the medications that were to be given in that morning medication pass, put a rubber band around them, she reconciled what was missing against what was to be given and put in the order for those missing medications, so they'd probably come up while that nurse was actually doing her med pass to help make her workflow more efficient.  So that's sort of how that night nurse actually set up the next nurse, which is a great example of teamwork on a nursing floor.  What the day nurse did though during the med pass was what happens in these very dynamic situations with a lot of patients.  She had her big med cart and she pushed it out to the rec hall so she could opportunistically get a bunch of the patients that were finishing up breakfast and just kind of hanging out on the acute psych ward, so she got several of them there.  Then she went back and she actually checked in on an inpatient, a gentleman who didn't really leave his room very much.  They noted he didn't have his wristband on so they went to get a new wristband for him, and then she went back to the med room where patients would also come up to the half drawer to get their medications too.  So it was very opportunistic, very dynamic, and what she kept doing, which was really nice, is she kept regenerating the missed meds report on the computer screen to see who was still left to be done so she could actually manage her workload this way.  It's a pretty handy way of updating her checklist of remaining patients, in the human factors business we call it situational awareness, a nice fancy term for just keeping track of where you are.  But that was a really nice example of how she was managing her tasks with the software tool, and also with the most current information about her patients.

Let's talk a little bit about a human factors framework, about some elements of human factors.  We're not going to go through all the elements in this framework today.  After people sense the environment, the first item up there, after we see things with our eyes and for example, as we've been surviving these backgrounds to our slides this week, trying to read what's up on the screen, after we see things we start to perceive, assume, interpret and think, this very automatic process for folks.  

So I need a volunteer, and watch out because if you're asleep I may wake you up.  I have been known to do this.  Who's willing to be my volunteer?  Okay, Nancy.  May I have a hand mic for Nancy?  So what I want you to do please, is I want you to go first down the first column, and then the second column I want you to state the name of the color as quickly as possible.  Go ahead.

Nancy:  Red, blue, white, green, yellow, red, green, blue.  Second column, green, red, yellow, blue, white, red, blue, yellow.

Janine:  Okay, on the next slide I'd like you to go down the first column and then down the second column, and state the color of the text as quickly as possible.

Nancy:  Green, red, yellow, white, blue, green, red, yellow, blue, white, yellow, red, blue, yellow, white, blue, green, yellow.

Janine:  Okay.  Same thing, go down the first column, then the second, state the color of the text as quickly as possible.

Nancy:  White, green, red, blue, yellow, blue, green, red, yellow, yellow, blue, white, green, red, yellow, white, red, blue.

Janine:  Very good.

Nancy:  How many did I miss?

Janine:  I don't know.  You did perfectly in helping illustrate a very important principle in human information processing.

And that's the difference between automatic versus conscious processing.  We read automatically, and there was a lot of interference obviously between what the word said and where I asked her to place her attention on the color of the text.  Nancy had to bring that process under conscious control, and it slowed her down.  And this is very important because sometimes you want this to happen, you want controlled processing.  They require attention and conscious control, and as you see, they are very difficult to unlearn once they become automatic.  And this is why it's very important for us to be consistent in user interface design, consistent in the design of our other tools.  It's important for you to have the same brand of defibrillator, brand and model of defibrillator on one ward, right?  Or one edge of the hospital where your staff predominates, so that they don't have to switch interacting with that tool in midstream.  So I think you got the idea.  There's one thing that can actually mitigate and turn off this problem, this response time problem on this task.  Does anybody have a guess what that might be?  Hypnotic suggestion.  You can give someone a hypnotic suggestion to pay attention to the text color first and you'll lose the response time decrement.  I'm not suggesting we start doing this to our staff.

After we perceive, assume, interpret, and think, we need to start storing information, retrieving information, and using it.  

So just very briefly, this idea of your mind as a tool, well there are three main elements of memory.  The first is called the sensory store, and for vision it's very, very short, less than a second.  But for hearing it persists for several seconds, and we've all had the experience I think of half listening to someone and then kind of tuning back in and kind of hearing, like a tape recorder in our ear, the last few things they said.  And then there's working memory, which for us is very important, because this is really where we think.  This is really where we hold information being worked on right now, and there's a limitation to it.  It's called Miller's magic number of 7 plus or minus 2.  Sometimes I say 2 plus or minus 7, I forget things before I even get started.  But at any rate, this was determined by an experiment in the 50's, and still seems to hold true, and that doesn't mean you can only remember 7 things.  For example, with phone numbers we actually have chunking going on.  We have the area code, the exchange, and then the specific number, and sometimes an extension.  That adds up to more than 7 numbers, but it's a nice way of chunking and remember things.  Because you know what area codes go to what cities, and what exchanges go to what part of your cities, and that kind of thing.  So it gets you ahead of the game.  And finally, permanent long term memory, which we know has its good days and its bad days.  

So again, working memory is where we perform calculations, really juggle information, compare things, and sustained attention again is required to maintain the contents of working memory and interruptions hasten the degradation of that information in our working memory, especially as interruptions become more complex.  And nursing is probably I think one of the most complex jobs on the planet.  A lot of interruptions.  

And you're fighting an uphill battle because attention is a limited resource, and there's a battle constantly between cognitive stimuli just in our thinking and concerns, things we're trying to remember, things we're trying to recall, how much medication, when is the last time I gave this gentleman his prn medication, or gal, and also sensory stimuli of people walking up to us and interrupting us, and nurses are notorious for not liking to say no.  Nurses it seems are very helpful by nature, and hate saying no and turning people away when they're asked to be helped.  So they make great co-workers.

So it's interesting that in the UK they did a little trial on a ward during a medication pass.  The nurse wore a vest for the med pass and what it said was literally, "Drug round in progress, please do not interrupt as mistakes can cost lives."  So this was an attempt by the people on that ward to arrive at an agreement between the staff and themselves, and even to influence the patients and the visitors to interrupt less, so that they could enhance patient safety.

After people have retrieved information and thought things through they decide how to respond, and this is tricky too, because again we have this whole automatic versus controlled processing dynamic going on in how we get through our day.  

So I just wanted to present one very simple example of what we've attempted to do with the prn medication screen in BCMA, this is the latest version of BCMA that's coming out, the cover sheet phase 2 version, that will be in your local neighborhood very soon, within the next couple of months.  But basically there's a problem noted that prn medications get given too soon, and I'm not sure why that happens, I think people have kind of already made up their mind that they're going to give the medication before they get into BCMA, so we've created a road bump.  We've created an opportunity to bring more information in to calculate the times since the last time that drug was given, and to create a conscious little road bump, and basically how that's been done is down here in the screen, in addition to the last four times the drug has been given, which was already there all the time but not computed, we have the schedule listed and also the time when it was last given and computed, and hopefully it hasn't been 21 days, and at what time it was given.  This is in red so it hopefully is going to pop a little visually, and then there is a mandatory check box, I have reviewed the schedule and last administration of the medication, and then the usual mandatory reason and pain score over here.  So hopefully it will bring the nurse back into consciousness to really think about that before they give that medication.  So I really appreciate your kind attention, I really thank you, Nancy, very much for your generosity, and now onward to Miss Toni King who will talk about the six rights of medication.

Toni:  I'm going to let Janine be Madonna, I don't want to take that task on here at VeHU and make it across the enterprise that Toni King was at VeHU trying to be Madonna.  I apologize if you've heard me more than once, I'll try to put a different spin on it to make it a little fun for you.  But I want to thank Janine for getting us off to a good start with cognitive actions that can affect the medication process.  Are you believers in human factors after listening to her?  Yeah.  You'll be getting your deputy badges probably in the mail.

For this portion of the discussion we're going to talk about the six rights of medication administration.

We're going to review the six rights of medication administration, the right patient, right drug, right dose, route, time, and documentation.  How many people are nurses?  Practically everybody, so I'm not going to take this down, we've all learned it, you know it, and so we're not going to spend a lot of time going over now did you know you need to do this, because I know what you all are going to put on that evaluation form.  That's too basic.  But anyway, as one of many BCMA coordinators working in VHA, I'm really so honored.  I think it was this morning in the plenary you heard them say it's all about relationships, and it really is.  I mean I look out across this room and I've connected with so many of you all in so many different facets, you've shared your many tools, your many resources.  Janine, excellent resource, Tom Campbell working over here at Enterprise Product Support, you've probably seen him on remedy tickets, and then you have legal counsel here.  We have legal in the house tonight, and you have legal counsel at your sites that can help you work through issues, prepare you for depositions.  How many people have been deposed or ever been involved in any legal issues?  Quite a few of you, that's good.  I didn't mean that like that's good, I mean that's good in that I'm not just bringing anything new here today.

I'm going to share a little bit of a story, what went wrong, a brief review of an actual case regarding documentation.  The right patient, there was the right procedure, the right documentation, all those elements were there.  The nurse had been on vacation and they returned from vacation and they were hit with a long list of you need to call the hospital, the director needs to talk with you, this is going on, and this whole vacation had what was a relaxing time had just suddenly been disrupted by all of this, and I think the hospital was trying to get in touch with them before that individual got to the newspaper.  But the individual got to the newspaper and they see their name displayed on the front of the paper, they're being named in a lawsuit, and they're stressed out, what did I do wrong.  So immediately you know you start playing those videos in your head, trying to remember those cases.  Was I working that night, maybe they got the wrong person.  But here it is.  

Right there, displayed, $2 million suit is filed, and at that period in time this was a lot of money.  Proper documentation is a good thing when past events must be recalled.  So we need to stress the importance of proper documentation because you never know when things are going to come back and who wants to see their name on the front of the paper, and I think here no one wants to be involved in torturous acts?  Nobody.  That nurse was me, Toni King, early in my career as a novice nurse I was named in a malpractice lawsuit, $2 million at the time was a lot, but you had to replay all this stuff.  Was the documentation in order, did I do everything that I needed to do?  You don't have the record when you're reading that newspaper, you've just been informed.  So documentation is a good thing.

Medication administration is one of the various things that we do in healthcare requiring that we validate the right patient.  From the simplest acts to the most complex, we all should be very vigilant to ensure that we have the right patient.  Most people do that every day, that's a given.  Safe and effective administration of medications can be disrupted due to human factors, as Janine has discussed with us to get us off.  She shared about user-centered design, and how important it is that the technology that's been implemented consider human factors.  Joint Commission National Patient Safety Goal Standard 1A is to improve the accuracy of resident identifications.  Use at least two resident identifiers when providing care, treatment, or services.  Implementation expectations, there they are.  What you need to use, what you need to do.  Room name and physical location should not be used when we're doing this.  Containers for blood and other specimens are labeled in the presence of the resident.  So what's the VA doing?  They're moving it to the next level, right?  Who went to the Bar Code Expansion session?  Oftentimes we see this as putting more work on the staff, and it involves human resources to do some of these things, but it's all about the veteran and it's all about keeping our veteran safe, and so that's what we have to maintain our focus and then work on getting those resources that we need to make things happen.

One of the big drivers was the groundbreaking report To Err is Human: Building a Safer Health System.  We've all seen this report, the Institute of Medicine they estimated that as many as 98,000 hospitalized Americans die each day.  Each year, I'm sorry.  Thank you for correcting me.  Each year.  Not as a result of their illness or disease, but as a result of errors in their care.  But at any rate, that number is too high.  Would you all agree?  I think everybody agrees that we can probably do things a little different, a little better, a little safer, to make things better.  And you heard them talk about standardization today, Dr. Davies, and that's one of the things with healthcare that we have not been early adopters, is that a fair assessment to say that we've not been early adopters of that type of approach to improving patient safety?  But high reliable industries have done it so very well.

So there's some reasons for why we're doing it.  Customer satisfaction.  You know, customers want things to be right when they show up.  There's patient safety, and then there's Joint Commission that is saying we need to do some of these things.  I heard Mr. Howard that spoke at opening session, I heard him back in the spring and he was talking about how we have to create environments of greater vigilance in our IT environments, and I think that sometimes when we're going through the motions and getting our jobs done, have you noticed, I don't know with you, but Janine has really made me a believer to know that things that I'm accustomed to I'll kind of just do it kind of as a routine, and I get into these modes.  I was doing VANOD, does anybody run VANOD reports?  You know how it defaults to a date of when VANOD, oh somebody's kind of smiling, I wonder if they had the same experience, but I've done this and I ran this report and it defaulted back to the beginning of time, and I said oh my God, I'm going to bring the VistA system down.  And I was like totally stressed out, but it was that habit and that routine that you get into sometimes where we do things and the way we process things.  So that was pretty stressful.  But everything was okay, I didn't bring the network down.

So the right drug, dose, route and time.  Prior to and during medication administration, we need to perform mental and visual cross checks.  During medication reconciliation, checking to see if there's active orders in CPRS, allergy checks, proper patient ID, when we're doing medication education with opportunity for the patient to ask questions and to share any concerns that they have.  And we want to avoid BCMA circumvention.  I know that sometimes it's challenging but it's really important that we get our systems as such to where people don't feel like they have to circumvent to do their job.  And appropriate monitoring and documentation of patients response to therapy.  And I know there's been some messages out there from different people about how are you documenting the patient's response to therapy.  So in the book, I don't know if anybody has read this book, but I found this very interesting, it's a book written by Dr's. Robert Watcher and Shojania, Internal Bleeding, and on page 87 and 88 of the book he says that one analyst found that 50 steps stood between the doctor's decision to order the medication up to the point of administration.  The book reads, "Even if things go right, 99% of the time the chance that one error will occur in a 50-step process is equivalent to 39% of the time."  Is that incredible?  That being said, staff should perform these cross checks and not rely just on the instinct and things that sometimes we develop.

In May of 2007, the Institute of Medicine in the Nurse Advise Err, I'm sure a lot of you all have read this article, did an article called "Are the Five Rights Enough?"  And there were some excerpts from that, that it's not the be all that ends all, but broadly stated that offered no procedural guidance on how to attain the goals.  Human factors and system weaknesses contributes to errors.  And the five rights are often cited as a performance deficit.  Have you all in your experience and your career had those things, or seen those things happen to colleagues and people that you work with?  Nurses and other practitioners cannot be held accountable for achieving the five rights, but, and here's the but.  Can be held accountable for the procedure that their organization has designed as the best way to verify the five rights.  And that's the point right there.  If we hold them accountable we should give them authority to design their own systems, and I think that the BCMA HSC workgroup that many people – who's on at BCMA HSC in this room?  I see that Diane is in here, but there's several people that are involved in that, Janine, Tom, the users are involved more so than any application in VA, even though there's other workgroup calls that are involved, but the BCMA HSC has users involved, has the field involved, telling them the things that are going on to really make a difference.  So those things are important, and we're one of the first that have a cognitive engineer.  Pharmacy just hired a cognitive engineer as the pharmacy package is being reengineered.  And so there's like two cognitive engineers working with our clinical packages in VHA, which is a really good thing, because that's going to help us be able to get the best products out there.

Don't forget the documentation.  We need to document at the time of administration.  Avoiding accepting verbal orders without documentation, if you're going to take that verbal, put it in, get it over to your provider, follow your hospital policies so that those orders can be signed, because in our medical center by-laws, and if people are really adhering to the policy, ours says that people can accept verbal orders in emergent urgent situations, but it should be signed within 24 hours, and if they're the medical officer of the day it should be signed before they leave the facility.  And I know that sometimes in the hurry to get things done, those things don't always get followed up on, so then what do you see these reports but all of these un-cosigned orders at your site, do you all have some of that?  Be vigilant with documentation, use cognitive cues like the missed med report, check list and other job aids to ensure all medications are documented in a timely manner.  On being vigilant with your documentation, Don Berwick, are you all familiar with the Institute for Healthcare Improvement, IHI?  You all may or may not have heard this story, but I tell you, I found this so interesting.  If Don Berwick showed up at my facility, I'd be saying hey you all, Don Berwick's in the house.  You know, come on, get on with it.  But Don Berwick said that his wife was in a prestigious medical center in the United States, and he said that errors were not rare, they were the norm.  In one instance he shared that his wife was receiving a potent chemotherapy agent.  She was to receive five doses.  Dose number 3 was labeled dose number 2.  For half a day no record could be found that documented that dose number 2 had been given, even though he watched the dose drip in.  I tell you, he says, from my personal observation no day passed, not one, without a medication error.  I mean folks, kind of gives me cold chills, but this was his experience with his family member in a prestigious medical center.  We need to edit the med log, and Tom's going to touch on this more, but that recent BCMA double scan patient safety alert, everybody's familiar with that?  Has revealed to us and showed the importance of educating staff that they need to edit that med log as soon as they see things wrong, because what happens?  We forget, we get busy, staff get busy, and they just don't get back to take care of those things.  I tell them in training that even though I'm not at the bedside every day I have a medication event I call them almost daily.  And I know that if I don't take care of things immediately, like calling the staff back when they have a question.  I equate that to the things that they encounter when they forget to do things.  So I know that if these things occur where I'm at, it occurs with them every day in their practice.  And helping them understand and adopt and embrace that vigilance will help us all in the long run.  

Right documentation, a roadmap for charting delivery of care.  The right documentation is important in any setting, be it in the board room or something as simple as getting driving directions.  With the increasing cost of petroleum, no one wants to be off course, so you want the right documentation.  In healthcare proper documentation is especially important.  British psychologist and professor James Reason, and I think that they mentioned him in the ISNP class, has shared the sharp blunting dichotomy, and that's the people in the boardrooms and the people at the point of care.  We need to make sure that everybody is working together so that these folks get what they need, these folks have what they need, but basically we're able to take care of that patient.  The record should always be as complete as possible, because it's going to assist with recall.  Historical, making decisions.  It can be used for performance improvement, staff and patient education, Joint Commission readiness, used for litigation, and Jim's going to talk with you all about that.  Tom is going to share more with you all about the VistA files and how they come into play.  So what was the outcome from my experience in court?  Well, when I went to court it was like my first experience.  I was scared to death.  But with a lot of prayer I was able to get through it, I think I grew a lot professionally, it has helped me be the vigilant practitioner that I have become.  I think that early formative experience in my career, because I'd only been out of school like a year or so, and so that really helped me in that.  But Jim's going to talk with you all about some of the legal aspects of documentation and how that plays a role, he'll come after Tom.  You all probably heard the story about the medication error that occurred in Wisconsin, and I went out on the web and it was in the ISNP where the nurse gave a medication that she didn't use the bar code scanner, it wasn't a VA, but she went in and got the drug and pulled it out, and administered it, but I went out on the web because I kind of wanted to read a little bit about this case, and the court papers and everything was published, but listen to this.  Julie Thao was a nurse, and she was administering care on July 12th, 2006, when a 16 year old girl died as a result of a medication error.  The state of Wisconsin on November 6th, 2006, acted swiftly by filing a criminal complaint against Julie.  I want to share with you a direct quote from Gregory Schuler, who was the investigating officer with the Wisconsin Department of Justice, Medicaid Fraud Control Unit.  "My investigation has revealed that the actions, omissions, and unapproved shortcuts of the defendant constituted a gross breach of medical protocol resulting in the death of this child."  These are the things that can happen to us when things aren't right with the documentation, or we break the processes, and you all know that.  You have experiences that I'm sure you could share right from this point.  But the documentation, and as Janine shared, trading accuracy for speed and those kind of things can have domino effects along the line, and we don't want that.  You don't want that to happen in your practice.  So we need to build in that vigilance to our practice, and trying to stay on task and remember what we're doing.  

But let's talk about vigilant nurses.  We've touched on some things that go wrong, but I want to touch on what's right.  According to Leape and his colleagues, a 1994 report says that nurses have been responsible for intercepting 86% of errors made by pharmacists, physicians, and others.  Give yourself applause.  This is quite impressive.  Included with this is that a third of the nurse's tour of duty can be consumed with the medication administration process.  One-third.  That's a lot of time.

And in closing.  James, and I didn't have this slide, it was in the ISNP class if anybody was in that one, "We cannot change the human condition but we can change the conditions under which humans work."  We must continue to be vigilant with fixing holes in the Swiss cheese, and I think that we continue to do that in VA, and I think that the nurses in VA and the providers and everybody working together, building those relationships, are making a difference to improve the six rights of documentation, and just continue to do what you're doing, continue doing it very well, and that is going to keep our veterans safe.  Thank you for your time, and Tom Campbell is next.

Tom:  Okay, I'm going to show you, without getting too technical on you hopefully, some examples of improper documentation and some examples of some really good documentation.  I want you all to realize that from what I've looked at, about 98 to 99% of all documentation in BCMA is accurate, there's no problem with it.  But it's the 1 or 2% that's going to get you in a whole lot of trouble, and that's what we want to avoid.  

Just to give you a little history of who I am, I am Tom Campbell, I'm an IT specialist, I think I'm with Veterans Health Information Technology, although it might be OI&T, or it might be OI.  Or tomorrow it could be something different, I'm not sure.  But anyway, somewhere in there I get a paycheck, that's all I care about.  I've worked with the VA since April of 1972, and all of you quick on math that's 35 years.  I started when I was 7.  For the past ten years I've been working with IRM and actually the last three years with the Enterprise Product Support, and with Val Rymanoski's team, which supports BCMA, pharmacy, and several other packages.  I'm going to go over some of our documentation now and see if we can – again, trying not to get too technical I'm going to show you some stuff that you normally won't see, only a few of us privileged folks get to see this, and it's boring to us sometimes.

This is the holy grail for BCMA.  This is file 53.79 in Fileman.  This is where everything is stored for BCMA.  Anytime you do anything in BCMA, this is where it gets stored and it gets audited.  This example I've got up here, when I first looked at it I thought it was some very good documentation, it's actually some documentation that our lawyer friend over here, Jim, would have a field day with if this ever got to court.  If something went wrong, now nothing did go wrong with this patient, but if something did go wrong.  To let you know, the six rights that Toni talked about, with BCMA there's only two of them that can go wrong in BCMA if it's not circumvented, and that would be the dosage that gets documented if it's something other than a tablet or capsule, and then again comments where you're making some comment about the documentation.  In this case, and where the dosage comes in obviously is an oral medication, something like that you get the pop-up window where you have to say you gave whatever it may have been.  And also on this, with this injectable morphine the pharmacy finished it a certain way, which I found a little confusing at first but it made sense.  The nurse did document it well, but the problem we've got here is in this it shows that it was given, but the comments say this dose wasn't given.  You tell me what happened, and actually what happened out of this, there was a remedy ticket that was put in, the site that put in the ticket tried to correct it and some of the comments made it worse, and then they asked me since they foolishly gave me access to their site, we went through it, they asked me to get rid of the bad comments, which I refused to do and I will not do, but with some really good work by the BCMA coordinator they added some comments to this where this whole thing made sense, and from a legal standpoint would look good.  But, you have to read through it all to get to it, and we want to try to avoid that whenever possible, that we're not doing something like this.  And of course then it gets into a training thing and everything else.  Next I want to show you some comments, and please if you ever put in a remedy ticket and your IRM allows me into your site, don't be afraid.  I did pull all of this stuff out of real sites, but again, I'm going to protect the innocent, nobody will know where they came from.

These are some of the comments that I've found in doing a little bit of a search through file 53.79.  It goes through some different things and comments and stuff that we can see here.  Obviously  a comment of ok, it's ok, somebody's initial, or a period.  They don't offer much information.  They're kind of innocent, but they're also a very quick way for the nurse to get to their next step, which is really what they want to do, they want to move along.  Again, it's innocent, but whatever.  The other one, the next one are just numbers, and we all know, which I'm going to show you, also the patient safety thing.  Where this comes from, they get to a comment field, they scan the medication again just to pull the IEN number, or they scan the IV label, whatever, and just put a number in there, but what happens is then the ok button lights up and they can move on, but it's not proper documentation.  Again, it's innocent, but it's not right.  The third one down is somebody's initials, which we already gathered that when it records who gave the dose, so we don't need that again, but again, very quickly, keystrokes, I get in and I move on.  It's not quite right.  The last one is a little too obvious, we do know that it was given, probably, and we do know that you probably used BCMA to give it.  So again, it's a quick way, I'm just getting in a comment and I want to move on.  And I know nurses are stressed out with time and stuff, but again, we have to keep on what we need to do as far as our documentation.

I thought I might have to point this out to you guys, but you see it.  This is real.  And I want to tell you something.  This was not done once, this was done over a dozen times on several patients.  Now, it could have been done by a vampire, it could have been done by a computer geek, but then it would have byte, if I would have done it.  Or it was somebody who was really not happy with BCMA coming in, and that's where this came from.  Again, I'm not going to pick on anybody on age, because I'm one of the older people in here, but it was somebody who again not thrilled with technology, didn't want to deal with it, and this was kind of in a way almost like a last hurrah, I'm going to get back at you.  But, if our distinguished lawyer over here got this, no matter what the whole thing is, they get a hold of that right there and they're going to wonder about the nature of the care and the caring piece, and this again is unusual, and it is funny, but it is really wrong.  And I wouldn't want to see it on my chart either.  And remember, that little comment right there is permanent.  It never goes away.

Again, if you got into court, you're going to honestly on a stack of bibles swear you're going to tell the truth and let them know what that's all about?  I don't think so.  So anyway, this is to point out it's a training issue obviously, and the importance of it.  

You all recognize this.  This is what happens when a free text field, that being your dosage field or your comments is used improperly.  This is what happens.  Now, again, we can sit here and argue the software on the dosage thing, they scan the wristband, they scan again, scanners don't respond quickly, they may stutter, they hit it twice, they got the name, then they went right into dose field, we get the next step, and then you've got IRM people and BCMA coordinators who get a little confused and really upset that they've got to go in and correct all this stuff because it is improper, it doesn't make sense when you read it, so you have to be very diligent in what you're doing.  What I'd like everybody to think about is we all talk about tools and vehicles and this and that, and BCMA is a nursing tool, but I want you to think a little bit outside the box right now and think of BCMA as a vehicle, and in that, much like a car, BCMA is designed to be used a certain way and be documented in a certain way.  If you use your vehicle, your car, and you go to the grocery store, you get your groceries, you bring them back to your car, you've got a trunk or you've got a storage space somewhere in that car to store those groceries.  You can put the groceries on top of the car and you can drive home, but my bet is they're not going to get there because you didn't use it properly, and that's the same thing with BCMA is make sure it's used properly.  And as you can see, it's a user thing, you want to make sure you get everything documented properly, and again, it's a training thing.  

As far as are there any reports at this time that can point this thing out?  No, because this is a free text field.  What would you search on, what would you look for?  Same thing with the dosage.  What are you going to be looking for that's improper?  There's really nothing to key into, and so there is nothing available at this time like this.  It does come back to the proper training, when you first train people it never hurts, and I realize it's very hard to get nurses into a room for training, initially when you've got them trapped when they're new employees you can do the best you can.  It doesn't hurt to refresh as you can, but this is just something to think about and get back to and always be used.  I would also hope that if the BCMA wizards out there ever create a report for something like this it would be used strictly as a training tool, never punitive.  That's not what it should be about.  It should always be to help train and refresh people's memories and let them know this is what you need to do.  

As far as editing in BCMA, when we get into these comments, when we get into these dosages, this is the edit log which you can use.  You cannot edit comments.  Comments are there forever.  You can go in later with a new date and a new person or whatever and re-comment and say I really didn't mean it on the last one, or whatever it may be.  You can correct it in that way, but whatever's there is permanent, it cannot be erased, or shouldn't be erased.  Everything's possible with a computer, but it shouldn't be erased.  And of course the people that can get at the screen and edit a medication or a dosage or whatever it may be is the person who originally gave the medication or somebody with a PSB manager key.  The people with the PSB manager key hate doing this.  They absolutely hate it because their name is on it.  Why should I correct what somebody else did?  But, there are times when that needs to be done.  But people like Diane will come get ya.  Trust me.

Now, what can IRM do you for in something like this if it's discovered or whatever?  Quite honestly, not a lot.  And not that they don't want to, but there's an issue here in database integrity.  I'll be quite honest with you, with my access into the computer system, I can get rid of things but that's wrong, it's totally wrong, and I won't do it.  Most IRM people, I won't say most, I think nearly all IRM people won't do that.  At least not if they're really thinking, they will not do that.  The other thing is with all this is user integrity.  You always want to keep the user integrity thing in place.  Nothing is to be deleted from this file, and quite honestly from the front end BCMA GUI or even in list manager in VistA, you can't do it, you can just add to it, and it is again audited.  One thing now when you come across things, as far as support and stuff, I see a lot of e-mail messages and one of my co-workers is in the room and she sees these messages too.  And we cringe, not all the time, quite honestly, when you guys e-mail me, have you seen this, what do you do about this, have you seen this at your site, these types of messages are very good information sharing things, but I want to be very honest with you, all you folks really try to help each other out a lot, but we see a lot of stuff where we kind of go uh-oh because the information you're getting back is really wrong, and that's when we try to intervene.  Please put in a remedy ticket and let us help out.  And we're not putting anything disparaging to anyone trying to help, because you all are trying to help each other, but we'd really like you to get to the correct final thing with this.  As far as national support, remedy is not an evil word, although we've got a few people on our team that would say that it is, that I work with.  But it's not.  It's our tool that we use to get us involved in helping you guys out.  Now as far as – I don't want to get into all the policies at your own hospital about who has access to remedy, because some of you may, some of you may not, they may not allow you to have it, whatever, but you can always call the national help desk.  

Any of you can, by the way.  This isn't a secret number, the number that I've got up there, the 888-596-4357, any of you in this room can call this number if you've got an issue with BCMA, and what they'll do is triage that whatever your issue is, they will assign it to the proper team to help you out, and that's when myself or one of my three co-workers, who are primary support for BCMA, will get involved in this.  And we love getting involved, we have races, when you guys put in BCMA tickets, Kim Little and I, who is in the back, and by the way yesterday was Kim's birthday, I just thought I'd embarrass her.  Kim Little and Barbara Connolly, and Shirley Leisur, the four of us are your primary BCMA support people, and we actually have a little contest when you put in a BCMA ticket, how quickly can we pick it up, because we love helping you guys out with BCMA when there's issues.  So don't hesitate in doing that if you've got issues.  Now getting back to the documentation thing we saw earlier with the morphine and what was going on there, a BCMA coordinator site convinced me there was something really wrong and there was something really glitchy going on with those comments, and I told her no, it's your user, it's your user.  And I looked closer and I said it's your user.  And I looked closer and I went uh-oh, it was a software issue.  But she kept on me that no, we know it's not, and I kept looking deeper and it was a software issue which patch PSB*3*39 fixed, and it had to do with incremental dosing.  What was happening was anything that was less than a full dose, when you documented it it was fine.  When you went in and put a comment, it documented that you gave it again.  And if you commented again, it documented you gave it again.  But they kept on me, because I wasn't a believer at first, but they kept after me and we got it fixed.  So you guys need to do that even when it's a documentation thing or whatever, stay after us.  We love helping you guys out with this stuff, so stay on it.  But again with the documentation always remember, just like CPRS, this is a permanent record.  A long time ago, if you've been at it long enough, when you had an issue with the medication chart or anything – you can do that.  And you can do that in BCMA, you can do this erasure, but it documents when you erased it, who you are when you erased it, and it tells you what you did when you erased it.  All it says is it adds another comment, it's an audit log, and it's there forever.  So please be very diligent in your documentation, and also with your co-workers.  Let them know how important that is.

Now we're going to move onto the legal aspects to this, and Jim will cover those.

Jim:  Good afternoon.  Have any of you not been welcomed to Orlando yet?  It's way too late for that anyway, so forget it.  I am one of the Regional Counsel Attorneys, I was hand-picked for this assignment because I live within walking distance of this building.  And I hope I can provide all that expertise that I have.  I'm here to discuss the legal aspects of medication administration and documentation, and any other thoughts that are rattling in my head, which hopefully will be helpful to you.  Don't expect me to keep up with the slides.

This portion of the PowerPoint presentation was created primarily by Ruth Dowling, an attorney in Bay Pines who in a former life was a nurse, a Nurse Practitioner.  We've made a few adjustments to the program for this presentation.  First slides indicates the record can be your friend or foe, but maybe it should say your best friend or your most fearsome foe.  Remember though that you're the ones who create the records, so you can create your own enemies and make your own friends as you choose.  This portion of the presentation also puts the spotlight on bad practices.  I'll reveal where that only a few cases really go to trial, and only a few of those result in an adverse judgment, so it is the rule that good practice occurs more than bad, much more often.  As far as those thoughts rattling around in my head, and let me add a couple of things.  One is about going to court.  My wife has been a nurse for over 25 years, she's had to testify twice in ways that would seem a little bit strange perhaps.  One of them involved an internal personnel matter with a physician who was unhappy with some of his co-workers, and the other one involved her testimony in a criminal case about her treatment of a rape victim.  So I just tell that story because you never know what's going to happen.  You cannot predict the future, you cannot predict when you're going to be having to give testimony for any reason.  And as Toni mentioned, if you want to find out about a court case, don't rely upon newspaper accounts.  Get official investigative reports.  Look at court records, things like that.  The newspaper tries to be accurate, but I think it's rare that that is the case, and my apologies if you have any friends in the journalism business, but that's my experience anyway.

Most of these slides involve handwritten notes, and of course you don't have to struggle with that anymore.  This points out the perils of legibility in the old days, and these are examples of a few were saying a lot done illegibly is like saying nothing at all.

This is pretty much the same thing, but I would just add by saying don't be cryptic, don't be vague in your notes, say what you mean.  When you're cryptic or vague, misrepresenting that can be just as bad as saying the wrong thing or nothing at all.

Communication.  Have compassion, remember medicalese, whatever that means to any of you is important, and flow sheets are important.  Let me add one other thing about communication.  A friend of mine was in the hospital recently for a knee operation, and as he got into the prep room he noticed there was a large X on his left knee, and he said what's that for?  And the care provider said well that's to make sure they don't operate on that knee.  And he said well, doesn't X mark the spot?  And the provider said yeah, I guess it does.  So his level of anxiety went way up right there.  So now in our hospitals down here in the south we say, not here y'all, and we mark that on the knee you need to leave alone.  So communication is not as easy as it seems.

I think not enough time to show this slide, but a couple of things in here, one is the fact that discharge type, death, I guess that's not the best way to say it, but that's the term that as used.  And also the used tachyberia, which I guess means tachycardia.  So maybe that's another language, but it's best to use English, and I guess you could say spelling does count, and it's important.

I can't read with my glasses on, so I guess you could say I should have gotten new glasses, and I did three days ago, but I got the same as the old ones.  Appearances count.  Whenever attempted to insert personal comments, there's three rules, like in real estate.  It's not location, location, location.  It's don't, don't, don't.  Don't insert personal comments.  Avoid the temptation at all times and at all costs.  It will never lead any place that you want to be.

This note which perhaps you can read, perhaps you can't.  I'll read the pertinent portion of it.  It says this patient about whom the care provider is complaining, he secured a tight acquaintance with a female patient.  And it goes on to complain about the patient, what a jerk he is more or less, the tragic part about this note is the female patient that's referred to here came into the hospital while on vacation in Miami, I don't think she was in the VA, hopefully not, and she was put in a room way down the hall from the nurses desk, from the ward desk, whatever it is, and she was allegedly raped by this particular patient.  So the doctor's note, as inconsequential as it may seem, really just highlights, well it doesn't highlight it, but it mocks the situation.  It mocks the situation of this lady, either wrongly or rightly, whether she was raped or not, it just doesn't look good and it's just a personal comment that doesn't need to be in there.  You don't need to complain about the bad habits of patients in most cases, and it just doesn't serve any good purpose 99.9% of the time.  But you can see how bad that would look in a court, if you were the nurses and this patient had experienced such a terrible event, and then the doctor makes kind of a flippant comment about the situation.  Whether he knew about it or not, and of course if he knew about it, then that's far much more the worse.

And talking about communication, here's something that whatever it is, it's not communication, is it?  Because it really says nothing about anything.

And talking about changing records or deleting records, here's a good way to have done that at one time.  And it's not available to us anymore, doggone it, but with modern technology they could probably figure out what that said anyway, so why do it even then.

This next slide is one that Tom did show us, the bite me slide, and if there are psychiatric nurses maybe they can explain what this person was thinking of at the time.  Anybody have any ideas?  I don't.  But again, it's a good one, that's why it appears in so many presentations I guess.

And this next one is a cartoon written by a physician.  Would anyone like to read it?  It probably wasn't funny anyway.

Next slide talks generally about saying what you mean, make it simple.  You're the one who defends what you create, so be certain that you know what you're entering, and that it's correct and understandable by yourself of course, and hopefully all other subsequent readers.  A simple challenge at some times not very simple to accomplish.

I'm not sure Tom showed this slide, but this talks about the fact that there was an exploratory laparotomy performed on 12/15/71, however no heroic measures were done as a result of septicemia and hepatic dysfunction, the patient was killed.  I'm sure the provider would like to take that back, and again, just another example of the fact that even when you say what you mean, maybe you could think of another way to say it.  Because the first thought that pops in your head, just like some of my thoughts today, are probably not good ones.  So just let them pass by.

Next slide, probably can't read that, but for the most part it's a physician complaining about the fact that he had to come in, the fact that there's a lot of bad things going on in his life, he shouldn't have to show up for this particular situation.  The first that I heard anything about this patient in my life was around 8 pm this evening when was called from the emergency room at North Blank medical center, etc., etc.  I don't have any knowledge what happened, and it just goes on, just in a meaningless fashion.  The problem with this, among other things, it's not very helpful, but it raises suspicion.  There must be something wrong here, if anything went wrong here you'd have to go back to this point, this must have been the point where things really started to unravel and things really went bad.  So it's just one of those situations where just don't do it, you don't need to put things in that are unnecessary.  I know you're all busy, and why make entries that are just going to waste your time.  And this is certainly a waste of time, and even worse, it creates suspicion.  Something's wrong some place, let's go find it, an attorney would say.  And this is under the term "emergency".  So that doesn't make sense either.

Here's another handwritten note which is part of something we'll see later where care providers complain about each other.  At the end it talks about I'm treating this patient because he needs it.  That's a good comment.  But it's part of a dialog between two care providers who are kind of quarreling each other, calling each other names, calling each other stupid, and you know, you don't know what you're doing.  This one says well, I'm treating him because he needs it.  But again, it kind of raises a red flag that maybe there's something else going on that's not good, and it also is an unnecessary waste of time.  

This next slide is in fact one that Tom had presented, file 53.79, and as Tom would say, he was wrong, I would not take delight in seeing this slide, I'd be sick to my stomach because I know there would be a problem coming up.  Other attorneys on the other side representing the patient would like to see it, to help prove their case.  Something's out of whack, some mistake was made, and we're going to dig until we find it.  File 53.79 is the who, what, when, where, and not why file, I guess.  But take caution in what you enter, think about it once or twice if you have time to do that, three times if you have a little bit more time, and make sure that there's nothing there you don't want to see later.

Chart follow-up.  Just showing my age to some extent, loose and careless words, like loose lips as the World War II caveat said, can sink ships, or maybe it can cause bad outcome to any case at all.  What you say is important, what you enter is important.

And there's some slides that don't need much comment, and if you can read this one, this is one of them.  Death by doctor's orders, which we don't recommend.  In fact, we show these things so you don't do them.  But you probably already figured that out.  I'm not really trying to be flippant about this, but this is the last session, and we do want to bring some of you back to life before you start traveling home.

Don't fight, and I've mentioned it before, but any court case in which two managers, two care providers, two administrators, etc., etc., seem to be engaging in a bitter disagreement is what every plaintiff's attorney longs to discover.  It's just the greatest thing going.  It's almost better than having a real smart expert on the other side of the case, because when you've got two people on our side of the case quarreling and arguing, you've got a winner of a case almost certainly.  The jury, now fortunately our cases on medical malpractice don't go before a jury, but judges, federal judges who do hear these cases, are people too, believe it or not, and they can be swayed by things just as easily as a jury of 6 or 12 or whatever.  So don't quarrel amongst yourself in the medical record.

This is the start of something, it says I know my record says the surgeon is a knife-happy maniac, but I really didn't mean it exactly the way it sounds.  Maybe he did, but he doesn't want to admit it now.  So don't do that either.

And this logically follows the previous cartoon, but it's not very funny.  Especially the portion that says stupid SOB, blah blah blah,  your fluid orders are cancelled, new fluid orders entered.  It's just not good to make fun of somebody else, because he or she is likely to do the same thing to you.

Dammit, keep your paws off the fluid orders.  You obviously know nothing about adrenal balance.  You handle the cutting and I'll handle the fluid orders, and the patient as well.  Your orders are cancelled.  Who's right, you judge.  We don't have enough evidence to know who's right and who's wrong.

And now, if I'm so stupid, why do you call me for your problem cases?  Your fluid orders are cancelled, they were wrong anyway.  New fluid orders entered.  These types of things unfortunately are not made better by the fact that we have an electronic record.

The medical relief as comic relief.  Well we've had some of that already.  Maybe too much of it, I'm not sure.  But this is just more of the same, and in many ways worse.

The patient as a complaining SOB, and it's almost like thank goodness he's dead, this is our lucky day.  We're glad we're working on a holiday now.

And this one I think Tom did show, but even if you're proud of your anatomy don't brag about it in the medical record.  I mean, those who have buns of steel, good for you.  Just don't mention it in the medical record.  It's good to be proud of yourself and your physique, but not in the medical record.

And this last slide is an example of even when you want to say something nice about someone, and this is not a medical record, but even when you want to say something nice about someone, it doesn't always come out that way.  

Waste no time in reading your book, just another example of be careful what you say because it might not be the right way.
PAGE  
1

