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Enhancing Communication using the Nursing Dashboard for Hand-Off Report
Good morning.  My name is Noreen Jennings, I'm the patient safety specialist.  This is Dale Ryan, she's the informatics nurse, and we're both from the West Palm Beach VA Medical Center.  Today we'll be discussing Enhancing Communication, Using the Nursing Dashboard for Hand-Off Report.  Another title that I thought was appropriate would be The Nursing Dashboard, So Easy a Caveman Could Use It.  But Dale didn't agree with that title.

So I'm going to discuss the Joint Commission patient safety goal of hand-off communications.

And the objectives are to identify the methods for assuring all processes of meeting the Joint Commission patient safety goal 2E are included in the standardized hand-off reporting.  We want you to gain knowledge on utilization of the task feature within Care Management.

Understand how the nursing dashboard facilitates communication of accurate, up to date information, and facilitates review of relevant data.  To learn how incorporating Care Management will result in a standardized methodology for end of shift reporting.

Communication.

Communication problems are the number one cause of sentinel events.  They've also been described as the Bermuda Triangle of healthcare problems, where we have a gap between getting from one place to the other and we're losing vital information, just like the ships lost at sea.  Or more eloquently stated in the 1967 movie Cool Hand Luke, what we have here is a failure to communicate.  A sentinel event is defined by Joint Commission as an unexpected occurrence involving death or serious physical or psychological injury or the risk thereof.  Statistics from Joint Commission cite from 1995 to 2005 that communication was listed as the number one root cause.  Now what type of incidents could occur from poor communication?  One particular incident that cites inadequate communication as a contributing factor is the case of Willie King in Tampa, in which the surgeon amputated the wrong leg.  The hand-off from the surgery pool nurse to the surgery shift nurse did not include the information that the incorrect leg had been input by the clerk for amputation, so unfortunately that started the bad chain of events in that case.  

So why exactly is communication a problem in healthcare?  We have a high rate of patient hand-offs during the day.  Staff may not even be aware of the risks involved with poor communication.  We have numerous interruptions.  Interruptions can create errors in communication by causing staff to forget what they've discussed and to leave out essential information.  Ineffective tools, tools that are used in healthcare such as audio tapes, faxes, or e-mail do not really encourage open dialog and discussion about patient care.  Insufficient time, staff really needs to allocate sufficient time to this process to enable the other staff member to get a clear picture of the patient's situation.

Thus we have the patient safety goal 2E hand-off communications, and it states that we should implement a standardized approach to hand-off communications, including an opportunity to ask and respond to questions.  This was a new goal in 2006.  It's important to note that each goal that Joint Commission establishes as one of the patient safety goals is an area in healthcare that has been particular problematic.  Goals such as hand-off generally focus on system wide solutions to improve care.

So what exactly is hand-off communications?  It is a contemporaneous process of passing patient specific information from one caregiver to another.  Examples are nursing shift to shift report, which we will be talking about today, circulating nurse reporting to PACU staff, temporary relief or coverage breaks, or from one team of caregivers to another for the purpose of ensuring the continuity and safety of the patient's care.  Also we could have a transfer from the emergency department to the inpatient unit, transfer from specialty units to step down or med surgical units, or transfers to another hospital or care facility.  Earlier in the week we heard about the example of the process that Walter Reed is working on to hand-off our veterans from the Walter Reed facility to local polytrauma facilities.  That's another example of hand-off.  And also we have hand-off from a discharged home-based or community-based care.  That's also hand-off situation.

What exactly is meant by standardization of hand-off communications?  The speaker this morning also talked about standardization and how we need to improve care by using that process.  So Joint Commission states that each facility must define, communicate to staff, and implement a process in which information about patient care is communicated in a consistent manner.  This standardization of processes is really required to assure quality of care.  This prevents the situation where nurse A provides a detailed report while nurse B gives minimum details in an illogical manner.  

So define, what situations does hand-off apply?  The facility must describe each situation such as the nursing shift to shift report, physician's transfer of care, and other professionals that don't have 24/7 coverage yet communication of patient information is a vital part of their process.  One example may be if you have Pharm Ds who have information about medication involved with the patient, and they don't work 24/7.  So what process would we put in place to assure that that communication is appropriately given to the next shift?

And who should be involved in the hand-off?  The facility needs to specify what personnel are required during the hand-off process.  In some situations this could be a team approach that's used, and therefore all the members would need to be present during this process.

Now what information should be communicated?  The facility needs to exactly define what should be incorporated into each hand-off.  For example, diagnosis, what's the patient's pertinent diagnosis for the situation?  Recent changes, what changes have occurred during the shift in treatment, care, and patient's response?  Anticipated changes, what changes are anticipated in the treatment, care, and patient's response?  And lastly, what to watch out for.  Are there important issues to look out for involving the patient that you need to communicate to that next shift that's coming on?  Again we have to look for a definition of opportunities to ask and respond to questions.  When to use certain techniques such as read-back and SBAR.  And also what print or electronic information should be available?  And that information should be available to both the sender and the receiver information during the hand-off process to ensure accuracy.

What attributes determine effective hand-off?  Interactive communications allowing the opportunity for questioning between the giver and the receiver of information.  Face to face active open dialog encourages good communication.  We know that from past experience.  Last year when Dale and I gave the talk, also with Toni King, Toni provided a demonstration showing how communication can be fraught with peril.  We did the exercise of the telephone in which one person gave information by whispering in their ear, and the information went down the line until the last person finally spoke and said what they heard.  There was a great disparity between what the original message was as opposed to what the final message was received.  So therefore we know that face to face open dialog is really the best type of communication.

We want up to date information on patient care, treatment and services, and any recent or anticipated changes.  Accurate real time information is vital to patient care.  Keep the report patient-centered and leave out irrelevant details.  Be concise and accurate.  We want to make sure that you use clear language and avoid unclear or potentially confusing terms.  Don't say that a patient is a little unstable.  Define what would determine that a patient is unstable, such as vital signs or patient's behavior.  Don't use abbreviations or other terms that may be misinterpreted.  

Interruptions during hand-offs are limited to minimize the possibility information would fail to be conveyed or would be forgotten.  Information should be exchanged in a place that is free of unnecessary noise and interruptions so that the participants can easily talk freely.  Hand-offs also require a process for verification of the received information, including read-back or repeat-back as appropriate.  As an example of each, for the first one the sender would say, "Dr. Smith has ordered potassium chloride 20 ml equivalence PO for Mr. Jones starting tomorrow morning."  The receiver of the information repeats this back, "Dr. Smith ordered potassium chloride 20 ml equivalence PO for Mr. Jones starting tomorrow morning."  The sender would say, "Repeat-back is correct."  A read-back situation would require the receiver to listen, write down the information, and read it back and receive confirmation that it was correct.  The receiver of the information has an opportunity to review relevant patient historical data which may include previous care, treatment, and services.

SBAR

SBAR is a technique that allows for the standardization of communications.  It stands for Situation, Background, Assessment, and Recommendations.  

Initially the sender begins familiarizing themselves with the appropriate patient information prior to the start of the SBAR communication.  Situation - you would want to identify yourself, your position, the patient's name, and the current situation.  And describe what exactly is going on right now with the patient.

Background - you're going to state the relevant history and physical, physical assessment pertinent to the problem, the treatment/clinical course summary, and any pertinent changes.  During this section you may want to review the patient's resuscitation status, fall risk, allergies, recent lab values, problems list, or to do list.  This is an example of something you may want to review during the background section.

Assessment - you want to offer your conclusions about the present situation of the patient.  What do you conclude that the patient's status is right now?

Recommendation – Explain what you think needs to be done with the patient.  What does the patient need and when do they need it?  You want to end with questions.  You want to verify any critical information received, review the history, seek clarification, ask questions, and read or repeat-back critical test results or any area of uncertainty.  You want to make sure that you assure there is sufficient time to allow for these questions and answers, and again it's to the satisfaction of the receiver of the information.  This step is important to assure accuracy in communication, to make sure that the information passes on by the sender was actually received and understood by the receiver of the information.

For successful implementation proper tools are essential for good communication.  As we discussed, in the past we have used audio tapes and faxes, which do not encourage active real-time communication.  Technology we know provides an excellent advantage in the way that we can exchange communication.  We need consistent accessible information about patients and their care.  Since we are so fortunate to have an excellent electronic medical record, we should use it to provide a standardized procedure in shift to shift reporting.  The information can be viewed by both the sender and the receiver at the same time, which clearly improved accuracy and decreases misunderstandings.  Medications provided, the lab work results, and all other vital information is basically at our fingertips.  Now I have reviewed why communication is so important in healthcare and areas that need to be improved, the required focus for the patient safety goal hand-off communications, the specific implementation requirements for the goal, and what to look for in effective hand-off situation.  Now Dale Ryan will present a viable solution for VA nurses to satisfactorily meet this hand-off requirement by using VA technology in the nursing dashboard for shift to shift report.  Thank you.  Dale?

Good morning.  Does everybody remember what if?  Has anybody heard that today?  Has anybody heard it this week?  Welcome to Care Management and Standardizing Communication using the Nursing Dashboard.  What if we thought outside the box?  What if we looked at the possibilities for this electronic application that we are already fortunate enough in the VA to have?

We're going to hopefully have you understand how using the nursing dashboard facilitates communication of accurate and up to date information, and a quick review of data that is relevant to the care of the patient and handing off.  We want you to learn how incorporating Care Management can assist in standardization.  Remember this morning we heard about standardized, standardized, standardized.  Let's standardize end of shift hand-off report.  We'd like you also to know how to utilize the task feature for this electronic Kardex.

Standardize communication.  That's the key to meeting this patient safety goal.

Noreen from Patient Safety reviewed the patient safety goal for you.  Hand-off communication, one of the most problem prone areas that nursing has always had is all of our diversity, all of our different methods that we have, all our different communication styles.  This is especially pertinent for hand-off report.  We need to focus on how we can best communicate in a collaborative standardized method handing off patient care.  This is all about patient safety.  Communication, how we pass on patient specific information and ensure continuity and safety of our patients.  This is a real problem prone area of nursing.  We need to make certain that we pass on what we need to and we need to meet the national patient safety goal.

We have in Care Management a panel view of patients.  It's presented consistently, you can use it to communicate information, it provides a process for verification, it allows you to quickly review relevant data.  Have you ever received report from someone, I'm sure that has never happened to anyone in this room, who skips over any pertinent event and quickly tells you "my patients are stable" and they're out the door before you can think.  Has that ever happened to anybody?  Or maybe you receive report from someone who details each and every minute of their entire day, regardless of whether it has anything to do with handing off the patient.  It has nothing to do with pertinence, and they insist on sharing every little detail with you.  Or have you been the one lucky enough to have a nurse who's able to relate the significant findings, significant events, and get you up to date quickly and doesn't leave anything of significance out, but doesn't get bogged down in irrelevant detail?  Wouldn't you like to do what if and utilize the format to receive and give report consistently in the VA?

We want to review pertinent data, we want to verify information quickly, we want it to be up to date, we want to provide a consistent process.  We need to standardize hand-off report.  We have to provide an opportunity to ask and respond to questions.  Care Management's Nursing Dashboard can aid you in reviewing pertinent data.  This includes the latest labs, the latest results, the latest vitals, and it gives you that quick go to chart link when you need to get into the individual CPRS record.  By doing a collaborative dual review with the oncoming and offcoming nurse, you've got the opportunity to ask and respond to questions.  This is facilitated using a standardized interactive for communicating handing off patients.  Make your day easier, utilize the panel view, this application that nursing has, and use it as a springboard for reviewing information in a consistent process.  This assists us in eliminating our senior moments and can allow us quick verification of the latest information.

For those of you unfamiliar with the application, if you're not actually using this at your facility, this is a sample shot of a unit.  This is our panel view, and it gives the nurse the ability to quickly see if there are any new unverified orders, what are the latest vital signs, what are the latest results, for example your labs and your X-rays.  You don't have to go into the individual CPRS chart, you can quickly click on your patients.

Now what does Care Management do?  It has six columns or headlights, and they're in results, tasks, events, vitals, unverified orders, and those nursing text orders that have always been an issue.  By using the dashboard nurses can easily establish a routine of communicating results, tasks, and events systematically.  The dashboard allows quick review of any unverified orders, what are the latest vital signs that have been entered, and what nursing text orders are not completed.

Now meeting face to face and doing a dual review together with the patients that you're handing off on, exiting nurse, receiving nurse.  This is facilitating a standardized approach to handing off.  It's giving the opportunity to ask and respond to questions between the giver and the receiver, and because this is an electronic application it's up to date.  

Now the headlights, as we call the columns, the squares and ovals you're seeing in red and blue, they take you direct to the information on that particular patient.  You can place your cursor over any headlight and you got a hover hint, and it will tell you the number.  It tells you if there's one task or several tasks, it will tell you if there is a multitude of unverified orders or just one or two.  Once you click on the headlight itself and open the plus sign, you open up to the details.  We're going to go through the columns or headlights.  

The first one you see is results.

Now results, the results headlight can provide up to date labs, consults, procedures and radiology reports.  The results will be displayed according to the date range that you, the user, have set.  And it will continue to display any that you do not acknowledge.  When you review results you can choose when to acknowledge them.  By not acknowledging certain results they'll remain on your dashboard, and then you'll have them there for hand-off report if you choose to.  The point I want to make here is with the results column, it is up to you the user how long those results stay.  It doesn't affect any other nurses view of that.  If I acknowledge a result but Noreen doesn't, it will still be on Noreen's dashboard, so you control what you want to keep there.

Okay, here are some results on the slide that are shown in red.  They're shown in red to reflect that they're out of range.  This is one of the nice things.  Having an overburdened day, having everything bombarding you, these are highlighted in red for you.  High or low values, and it brings your attention to these results.  And you can see that go to chart link right next to the link task, by clicking on that it takes you directly into the individual chart when you have need to do that.  So the all important go to chart link provides CPRS just a click away.  

These results here were obtained let's say on the previous tour.  You can see they have not been acknowledged, the nurse chose to temporarily leave them unacknowledged on her dashboard because she wanted to have that information for her hand-off.  Once you acknowledge results you're telling them to drop off your individual dashboard.  

Results are readily available for review.  Remember until you mark them as acknowledged, they remain on your particular dashboard view.  You can review your labs, you can decide if you want to keep them for your shift, not only just for hand-off but as a reminder to yourself as you go through your shift.  This panel view of patients is not just for end of shift report.  This is a great way to do your tour of duty.  You can see things immediately as they come up.

We're going to move to the next column or headlight, which is the task column.

What are tasks?  For those of you who aren't familiar, tasks can be an important post-it note.  Remember the gentleman that said what if we could take a piece of paper and use that tape that doesn't totally stick?  Well what if you use Care Management?  By entering a task you're posting it for all nurses to view.  Tasks can be utilized similar to the old paper Kardex.  Remember we would erase things or we'd cross out things that were no longer in effect or we'd taken care of, we didn't need anymore?  You have the ability to make an electronic note on anything that's pertinent and appropriate for your patient.  You can use this as an electronic memory jogger for yourself and your peers.  Remember, think of it as an electronic sticky post-it.  It's not going to get lost, it's viewable by all nurses, this is the best thing the VA has ever done for nursing as an electronic Kardex.  You can note anything, you can use it as an electronic memory.

When you use the task feature you're limiting the possibility of lost information.  It provides you with an opportunity to pass on information, not just to the next nurse but the nurse after that and the nurse after that.  By doing a collaborative dual review when someone comes on and you're leaving, the review of tasks can prompt discussion and pertinent things on patient care.  It limits the possibility of losing the information, and provides the opportunity for passing it on.  If you're looking at the task together you're not going to forget to pass something on.

Here's one example of a task, the electronic sticky note Kardex feature.  CHF discharge teaching, is that an issue in anybody's facility?  Well you can use this.  This nurse used this to draw each staff nurses attention that we have a CHF patient, we want this reinforced, we want the teaching done every shift as appropriate.  So here's a task entered regarding CHF instructions.  This is going to be reviewed at hand-off and serve as a memory jogger for people to focus on until the patient is discharged.  Remember you can decide what to use the task feature for that's appropriate for the patient.  

You could also enter a task to remind the next shift when a PTT is due if you're titrating a heparin drip.  If you wanted to enter a new task you would simply click on the new task and make your entry.  This entry was done to ensure communicating that the PTT the next shift would know is due to be drawn at 2030.  They made the change in their drip at 1430, and they need the redraw done after they leave at 2030.  So they made the entry here so the next shift would be reminded at hand-off, and they'd also have it on their dashboard.  

So if you're giving report at 1900, by doing this joint review together electronically using this application, you would see that there's a task here, maybe you've forgotten, and you would remind the oncoming shift and share the information.

We're going to move to the headlight called events.

Events on the dashboard display appointments, they can show past or future by date range that you have set as the user.  And the nice thing is that the progress notes are attached for your quick review.

Here are some events.  Now if you look at these events you're able to easily see that the patient has an order for a Holter monitor, a CT scan, and nuclear medicine.  This can be very helpful for you, for your shift, and for the oncoming hand-off.  Remember the Care Management application can assist nurses in communication without relying on memory or written reminders.

By review of events you would see this patient is going to have an echo and is planned for rehab.  Through the VA we're able to have all this information at our fingertips to facilitate communication.  

Let's move over to orders.  Have you ever come on shift and been surprised that there's quite a lot of unverified orders for you nobody has mentioned?  Maybe they were written hours ago, maybe they were written just before you changed shift.  The dashboard shows you unverified orders that nursing has not done.  This is one of the most helpful features of the dashboard.  You're able across a panel of patients to review the order details on anything that was not verified.  You could check off one order, you could check off a series of orders, you could check off orders on all of your patients.  Once checked off these orders get moved, and you could move on to the next patient, and they go to your sign list.  That means that you can sign your electronic signature once, and you can sign off as many orders as you verified.  Not on one patients, but on any of your patients, at the same time with one signature.  You can review, you can look, are there any new unverified orders as you're preparing for your hand-off and change of shift.

So we see anything unverified by nursing, we can review the detail, we can review when we're reporting, we can look together so that Noreen knows I'm not leaving her with 34 orders that were written at 8 in the morning and it's now 7 o'clock at night.  And when they're checked off they show on the sign list.

Now the ability to see unverified orders across a panel of patients is just one of many valuable applications on this Nursing dashboard.  If you place your cursor over the headlight, it will show you quickly a number.  It's the number of unverified orders.  This patient has unverified medication orders, has an unverified order for a CT scan, and has a lab order for a BMP.  I mean have you ever been surprised when you come on shift that orders are unverified and no one has communicated that to you?  By reviewing the dashboard again together it's readily apparent if there are any new orders.  It's giving you an opportunity to safely hand-off your patient and communicate clearly the latest information and discuss.  It gives an opening dialog for the plan of care for that patient for the next shift.

Here are some other examples of unverified orders.  This order changed the dose and the schedule for enoxaparin.  There's another order here telling you to change the IV to a lock.  We're going to move on to the text orders.

Anybody at their facility have problems or issues with nursing text orders?  Anybody have trouble finding them in CPRS?  Anybody knowing when are they completed, when are they not completed?  Do you complete orders at your facility?

Nursing text orders can easily be seen because they are grouped under a separate headlight or column in the dashboard.  This is like an electronic Kardex, you can see the uncompleted text orders.  They're moved away from the other orders once they're verified.  They remain on each patient's dashboard as long as you the nurse know that they're not completed.  So we can see uncompleted text orders.  There is a completed parameter, I believe the default is 24 hours, you can change that.  What that means for you is if you don't want the completed orders to drop off immediately, if you want them to stay so you can say this was done yesterday or last shift, they'll stay there.  

Here's some examples of nursing text orders.  This patient has several text orders.  Now these would obviously remain uncompleted, look at the kind of text orders we have here.  There's one hour vascular checks, hemodynamic profile every 12 hours, there's daily weights that are to be done at 6 a.m.  When you're handing off report you can go through the text orders.

Again, this slide here shows easily that the nurse would be reminded during hand-off to let next nurse know that the patient is having a transfusion, her blood has been ordered, there was a new central line placed, and where are they in the process of the procedure orders for that central line.

These text order, these are important.  I'm handing off report, the patient has droplet precautions, the patient has contact precautions.

Text orders are easily viewed by clicking on the patient and looking at them.  If you need to open up the plus sign to see detail, it's one click.  This information is here, it's clear, and you can communicate it for hand-off.  

The last headlight that we look at is the vitals.

Would you like to see the latest vitals entered without having to go into each patient's CPRS chart separately?  You can see all your latest vitals on your panel of patients according to the date range that you specify.  You'll also see qualifiers if those have been entered.  

By clicking on vital signs on the individual patient, you can review the latest vitals that were reported.  The qualifiers again if used are also clearly visible.  You can review reverse chronological order based on your settings for how narrow or wide you've set your own parameters, and that would be based on what your normal work assignment is.

The latest vital signs entered are easily retrieved in Care Management.  Vitals qualifiers if they were entered are readily apparent, gives you the ability to have additional data quickly accessed.  You can set the parameters individually for your own dashboard based on where you work.  What do I mean by that?  You may want to set a narrower time frame if you're in intensive care or acute care than you would if you're in extended care where the vitals are spaced out over a longer period of time.  So it's up to you what you're going to see there.

The vitals on this patient include the qualifiers, it specifies the patient was in a lying position and which arm was used.  The blood pressure is in red because it's a high, so it brings that out to you.  So to recap about the Care Management, we've got six columns of headlights.  We've got results, we have tasks, we have events, we have unverified orders, we have nursing text orders, and we have vital signs.  So we have a wonderful application out there that we need to standardize using.  I wanted to give you an introduction to that because I know there are people in the room that may not have done this application at their facility.  Now what Noreen and I are going to do is we're going to simulate a hand-off report for you, if Noreen will join me.  Care Management's nursing dashboard again is like an electronic Kardex system.  So we're going to use this to demonstrate utilization of this application software with the SBAR technique that Noreen went over with you as a hand-off tool.  We'll be simulating report, we're going to use Care Management in conjunction with the recommended SBAR.  This is going to facilitate up to date, real-time accurate information for hand-off communication that will be clearly visible to both the offgoing and oncoming nurse.

So Miss Jennings has arrived on duty, and we're going to start the situation.  

Remember SBAR is just S for situation, B for background, A for assessment, and R for recommendation.  So Noreen, you're here for report.

Okay, let's open up our nursing dashboard and I'm going to start with handing off our first patient.

Noreen:  Now I'm very familiar with the SBAR format, but can you use SBAR in conjunction with the nursing dashboard?

Dale:  I'm going to show you how easy it can be.  Now remember as nurses we embrace change so rapidly.

Noreen:  I know that.

Dale:  And we're always very careful to know that our way is the right way.  And your way is not the right way.  So yes we can use the SBAR format.  We can follow that format using this panel view, okay, and we'll hand-off the first patient.  Do you remember BCMA?

Noreen:  Sure.

Dale:  Remember how easy that was to get everyone to do?

Noreen:  It was a snap.

Dale:  Okay, so let's start with the current situation.  Now since this is your first experience with using a dashboard since you're new on unit, we're going to use SBAR which you're familiar with, but we'll walk through how the SBAR format coincides with the nursing dashboard. 

Now, we're going to start with S, and remember SBAR is just to remind us, and we'll start with situation.  So the first thing we're going to do here in this panel view is we're going to click over the name, and by clicking over the name it brings up the demographic information.  Now can you think why we'd want to do that?

Noreen:  Sure.  Well I can see in this particular case, this patient is non-service connected, he resides in West Palm, he's 80 years old, and I can see his social security number and date of birth is also visible.  And those are the patient identifiers for the patient safety goals, so those are very important to see.

Dale:  I know patient safety managers like to focus on that, that's good.  Also we'll use the slide bar like we would normally, and you can see what the length of stay is here, that's obvious here for us to look at.

Noreen:  I can also see he came to the unit yesterday for observation.  He's in bed 5 and he's a patient of Dr. A.  So that's also good information.

Dale:  Okay, well Noreen you took the words right out of my mouth because we're looking together electronically at the same information and validating it together.  Now continuing to use the slide bar, let's look if he has next of kin.

Noreen:  Yeah, he has a son I see that apparently also lives in West Palm.

Dale:  Alright, remember the B.  You're the SBAR expert here.  And that is for background.  So we're going to move to the B for background, and for that what we'll do is we're going to click over the event headlight to start.

Noreen:  Now for the event section what information am I going to see under that section?

Dale:  What you would see under event is you could see progress notes that were entered that were attached to appointments, such as an ED visit, social work, there could be a pain clinic visit there, a hemog visit, and what you're going to see is the note that's associated with the visit.

Noreen:  And what's the date range?  Is it all notes?

Dale:  Okay, that's a good question.  Like any application, just like CPRS, Care Management has a default setting.  Now the default setting for events is T for start and T+7 for the stop dates.  Now everybody can set their own user preference.  I have mine set for T-10 and T+3 for the stop date.  This is to assist me in doing the SBAR.  You may need to reset what the defaults are.  It allows me to see what significant events may have led up to this admission.  Any user can set the date preference by going to tools and then options and changing the default.

Noreen:  Now it looks like we can review the patient's events column for any significant notes leading up to this admission.  I guess we can see the recent ED and that mental health clinic note, so those are important to see.

Dale:  What we're looking for Noreen is a brief history from the events column.  By clicking on the plus sign we can open up and see the detail of any note that we feel is pertinent.  So moving along with background, we're opening up the emergency department note, and on this note we can see the patient was reportedly intoxicated, seized, fell, and hit his head.

Noreen:  I also note that he's been noncompliant with his dilantin medication.

Dale:  Absolutely.  Like I said, you took the words right out of my mouth.  Okay, his admitting diagnosis is acute seizure and noncompliance with the medication as you pointed out, along with the head contusion and the alcohol intoxication.  Now the ED note also shows the past problems that the provider thought was pertinent and pulled in.  You can see what the provider included.

Noreen:  I see the patient has seizures, he's status post craniotomy, and alcohol dependence.

Dale:  Now let's look at the CT scan that was done.  It showed that he suffered a forehead laceration which has been sutured, there was no fracture, and there was no intracranial bleed identified.  What we're going to do is we're going to move to the cover sheet to complete the background.  You remember Care Management has a very quick go to chart link which will take us right there.  Now we're in the background of the cover sheet, we're looking at the cover sheet, it allows us to view are there advance directives, we want to look at the allergies.  Looking at this patient we're handing off there's no advance directives and there's no postings other than allergies.

Noreen:   You know I'm going to have to remember to follow up on that advance directive.  Can I write a note down?

Dale:  You know Noreen, I'm going to show you the task feature so you can jot an electronic sticky note.  This is not going to get lost like a piece of paper that we put in our pocket or we hang the post-it note at the nurses station.  I'm glad, we'll be doing that.  Okay?

Noreen:  So now I see the patient's allergies.  He has an allergy to phenobarb, procaine and lidocaine.  

Dale:  Now we're going to move to the meds tab.  And the reason we're moving to the meds tab is it's really important in hand-off to see what the patient is currently on.  I want to share with you something that we've asked for an enhancement in Care Management is to add a quick go to BCMA link.  You see the go to chart for CPRS?  We want to see go to BCMA.  We want to see it open to the cover sheet of you only.  The cover sheet in BCMA not only shows you what's current in medications, it shows you future medications, and it shows you discontinued and expired medications.  So when that happens that will be very good for us, and it will really help us with the SBAR process for hand-off.  But until this comes to pass we would go into the meds tab to look at that.  We're going to do assessment now, we're on the A, and my assessment currently of this patient I'm handing off is he's alert and oriented at this time, he's in no acute distress.  Dr. A. agreed his condition has improved, and let's now review the current and recent vitals.  I'm telling you that he's stable, so let's look together.

Noreen:  Now can you tell me why some of those vitals are in red?

Dale:  Yes, any vitals that are outside of the norm, what's set at the high or the low, are going to appear in red.  This can be very helpful to unlicensed persons looking at the dashboard, letting you know, and it lets you quickly run down and point things out.  We're going to go also over to results.  We're on assessment and we want to look at results.

Noreen:  Now what sort of information are we going to find under the results headlight?

Dale:  You're going to find results of the labs, X-rays, nuclear medicine, if there was a bone scan, an ultrasound, consults, and what I especially like with the load of diabetic patients that we all have at all of our VA's, is you'll see all of the finger sticks.  And that's really a nice thing.  Here's the latest dilantin level, which has increased since admission.  And you can also see that his PT was on the low side.

Noreen:  Now is this similar to the events section where I could set the time parameters?  Can I do that here too?

Dale:  Yes, actually as I said earlier, you can reset default settings as a user, and this includes the events also.  The default is actually T-2.  I have mine set for T-3, it really depends on your area of practice and which timeframe that you want to pull.  So one thing particular to the results column is it allows everyone to acknowledge results and it doesn't affect anybody else's review of the results.

Noreen:  Okay, there's really nothing major of significant here.

Dale:  I agree, I agree.  Now here as we're using a slide bar and reviewing the labs you can see the ethanol level on admission was up to 264 and the liver enzymes AST was at 44.  

Noreen:  I can see the sodium chloride levels here.  It's very easy to identify those abnormals with the highlighted in red.  It's a great feature.

Dale:  Yes, I like that myself.

Noreen:  So it looks like he's going to be scheduled for an outpatient substance abuse treatment following discharge.  Is that correct?

Dale:  Yes, as you can see from accessing the consult from Care Management, you can see social work is assisting with placement issues.

Noreen:  I see.

Dale:  We're going to move to recommendation, so what we're going to do is we're going to review the nursing text column.

Noreen:  Now I see on here he has cleanse wound.  When exactly did he have his wound site cleanse, and is he still on that 1:1 sitter that's mentioned?

Dale:  The wound was last cleansed about an hour ago.  Now the 1:1 sitter may be released shortly I'm anticipating.  Of course he's going to continue until he's discharged on alcohol withdrawal, fall precaution, and seizure precautions, but there's a potential that this individual may be discharge tomorrow.  Now these are more nursing text orders that we would review.  

Noreen:  So I see his activities as tolerated, and also his vital signs are q8 hours.  Is that right now?

Dale:  That's correct.  His activity is as tolerated.  As far as the vital signs order, of course using nursing discretion we were following that much more closely.  Now that he's stable we have backed off.  And let's move on and look at unverified orders.  I don't want you to be surprised by anything.

Noreen:  Thank you for that.

Dale:  You're welcome.

Noreen:  Now I see there's IV fluids, have they been discontinued, and how about that lorazepam?  Is that still active?  

Dale:  Okay, when you were coming and putting your purse away for beginning your tour I took the IV down, and he did receive a one-time dose of injectable lorazepam this morning, and that is also DC'd as it's not felt that it's needed to have that order active any longer.  Now let's move to the task column, and let's review that.  Remember we're reviewing every single column.

Noreen:  Okay, now again with tasks, what am I going to find here?  What information would I look for?

Dale:  Okay, well actually you can enter anything that's not showing under one of the other headlights that you feel is important for communication to any other nurse for example in hand-off.  You can also enter an electronic sticky note to remind yourself to complete something prior to the end of your shift.

Noreen:  So now it looks like they have several outstanding tasks that have been entered, and when is that next SEWA scale due?

Dale:  That would be due at 2000 hours for you, and also since we reviewed already that the IV fluids are discontinued, I jotted in that there's no diet order.  I took down that IV and it was overlooked getting him a diet order and I wanted that as a reminder for us.  So I'm glad I made a note of that and the patient is going to have that ALF interview tomorrow on Friday.  So Noreen, could we go through any questions that you have that I haven't addressed in this hand-off?

Noreen:  The one question I do have is that patients pending discharge.  Is that dependent on a successful ALF interview tomorrow?

Dale:  Actually if the patient is not accepted by the ALF he does have a willing family member, remember we saw he has a son in the local area.  Well he has agreed to take him temporarily until adequate placement happens if there is an issue with the ALF.

Noreen:  You know frankly since we reviewed everything together I haven't found a need for read-back or repeat-back since I was able to review everything in real up to date information right along with you.

Dale:  That's really great, and that's part of looking at it together and doing the dual review.  We've got the up to date information here, we can see if there's been anything while we're there we can hit the famous F5 key that we all know from BCMA to see if anybody's been writing orders while we're doing a hand-off before we walk away, and I think that now that we've handed this patient off, let's go in, take a quick look together at the patient.  Every patient needs to know that their nurse is leaving and who the oncoming nurse is, so that is what we would be doing next.  We hope that this was helpful to you, this simulation, and Noreen is going to recap here.

Noreen:  Now just to recap on what exactly we looked at with SBAR and also the nursing dashboard, we started out with situation, we looked at the name, demographics, age, date of birth, length of stay.  We went into background where we want that brief history and relevant data.  In that case we looked at the events section.  We looked at the progress notes attached to appointments such as the ED note, and any information that was pertinent leading up to admission, such as the diagnosis, etc.  We then went to the cover sheet where we found allergies, advanced directives, we looked at the med tab.  For assessment we went to vitals, which we saw that anything abnormal was highlighted in red.  Then we went to the results section, looking at labs, X-rays, consults, finger sticks, and anything in red again is abnormal.  We went to recommendations, we went to the nursing text column, and we looked at precautions such as falls, seizures, vital signs, orders.  We then went to unverified orders and then to tasks.  And finally we followed up with any questions, read-back, repeat-back that's necessary.  And just to further condense it, for S we looked at demographics, for background the events section, the cover sheet, the meds tab.  For assessment we looked at the vitals section, results.  And for recommendations we looked at the text, unverified orders, and tasks.  So that's sort of a recap and a way of systematically going through the dashboard and fulfilling the SBAR process.

Dale:  Thank you, Noreen.  Again, we hope that everybody will think what if.  

Now in closing I would like to just go over the latest enhancement that Care Management has done, for anyone who has not put this in place as of yet.

We have a latest enhancement and it's ORRC*1*7, I know that doesn't mean a lot to everybody in this room, but this is how we do patches and how they come out.  The main themes of this patch, it brought out the coexistence of the clinician and nurse perspective, and it has now a search for the correct Java version, which has been problematic for several sites.  So this is really a great thing that we now have a search for the right Java view.  And it supports 508 compliance, which we really were not in compliance with.  So we have these three enhancements.

Let's talk about the Java Run Environment.  I'm talking about what version of Java you have on your workstation computer.  With this patch it assures that Care Management will launch only with the correct Java version.  No it no longer requires removing higher versions.  If you've got version 1.6 or a higher version, it doesn't need to be removed.  Care Management will search for the right one.  And so there's no need to uninstall any other Java Run Environment version that is on your computer workstation.  This is really a major, major help for sites.

Now what about the nurse and clinician dual view?  This patch finally enabled the existence, the coexistence, of both the provider and the nursing dashboards.  This allows users that are given this perspective to work in either one.  They can just quickly click from one to the other and make their choice.  We have many doctors that really like the nursing dashboard as opposed to the provider dashboard.  Nursing actually has more on their dashboard than the provider dashboard, so it's very helpful.  We recently had someone who left an acute care staff position and has their ARNP now, and called and said I want the dual dashboard.  They're used to the nursing dashboard, they're just finding their way with the clinician, but there's one example.  We have QM nurses, we have patient safety, we have many people in positions where they want to go back and forth.  We have doctors that ask for this.  So this is the first time we can offer this to people.  We were also a test site, and one of the things we identified when we tested is that when this patch was going to be released the dual clinician and nurse dashboard was only going to come out with the query tool, there was no choice in that.  Some of you know that some of your IRM departments have an issue with handing out the query tool to the right and to the left.  They want to really contain who has the query tool because they're afraid it's going to bring the system to its knees for people that are untrained and don't understand how to limit what they're looking for and what time of day to do it.  So when were in the test environment we lucky had the power to say this is wrong, we need to be able to release this with or without the query tool.  So they worked that in very quickly and that was really a great thing.  So when you ask for a dual view there's no reason for someone to refuse giving you the dual perspective.  If they don't want to give the query tool, they can give it out without the query.  So that was a big plus.

Now 508 compliance.  Now this is for people with limited color perception.  A lot of us have difficulty, and remember we have red and blue and we have all these things.  If this is a challenge to any of the users, we now have the 508 compliance feature, and what that does is it provides a theme choice.  It gives you an alternative if you're having issues.  You go into the preferences and you click on desktop, and the dropdown box will allow you to choose a Windows theme as opposed to the HealtheVet desktop theme.  So that's how we brought in 508 compliance.  

Now I'm going to show you a screenshot of that and what that means in English to people.  So this is how it appears for people that choose the Windows theme.  The symbol meaning is the asterisk means critical, the X is normal, and the checkmark means that you've acknowledged something.  So that basically are the three main things of this patch.  
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