Transcript for VeHU 2007 Session #214

Bridging Pharmacy and Clinical Informatics (Tightrope)
Good morning everyone.  My name is Dan Papell, and I’m a pharmacist, a CAC, and an ADPAC all rolled into one in Cleveland.  This is the course called 214, Bridging Pharmacy and Clinical Informatics (Tightrope).  Now back when I started in the early 80’s we had just paper, there weren’t computers back then.  We would actually get of course the prescriptions like you see for the C2 still today, they would come to us and we would then have to pull the patient’s profile out of a big Rolodex that was probably from here to that table over there in size.  So the patient’s profile consisted of cancelled prescriptions and regular prescriptions in there, and so as far as our interventions and being professional pharmacists, when we got the script that’s when we’d looked at the profile and then we saw that there was something that would interact, or the dose was too high.  So that was it back then.  Then we were fortunate when DHCP first came in, which we call VistA now, and that gave us this way to print labels and kind of store refills and the profile all in one place, so you wouldn’t lose profiles, and we had some ability to look for order checking, like duplicate drugs, adverse reactions, things like that.  Now in those days, and you still have them in VistA now, you had what we called the roll and scroll, a character-based interface, and actually when I started in high school we actually had a PDP 11 that NASA didn’t need any more for what they were doing, so I worked on a terminal and it literally was like a little keyboard with paper that rolled off of it.  If you always wondered what a terminal emulator program was, like our KEA and SmartTerm that we have now, it keeps the history of the page that rolls by.  So when we’re talking to the computer it’s sort of a conversation, asking a question, it gives us an answer, asks us another question, so it’s back and forth like that.  And that’s what we had with DHCP.  But still guess what?  When we got the prescription from the window, from the patient if it was outpatient or an order on inpatient, we would only be able to intervene right there on the spot based on what the pharmacist was inputting in the computer.  Fast forward to when CPRS came in, where we had computerized provider order entry, we now have the ability to intervene before the order is created.

Now the tools of the pharmacy ADPAC, they started way back when DHCP was there.  We were able to as ADPACs maintain the drug file, maintain the application, put in things like drug messages that the pharmacists when they were processing the orders could find out if a drug was formulary or if it was restricted to a certain person or service.  We could have dose limits for number of tablets.  You’ve probably all have seen that, you’re all ADPACs.  In fact, why don’t I find out, how many people are pharmacy ADPACs here?  Good crowd.  How many are CACs?  We’ve got some, good.  How many are providers?  Alright.  And nurses?  Okay, I can talk bad about nurses.  No, I wouldn’t do that.  I work very well with nurses, they’re my favorite customers.  One brief thing about interventions, why do we as pharmacists intervene?  We add value to the process and one of the things we want to make sure it’s the right drug, that it’s perhaps the most effective drug.  We as individual practitioners may not influence that as much as the larger groups like the PNT committee, the Pharmaceuticals and Therapeutics Committee, or the Pharmacy Benefits Management that we have now, where they decide in algorithms perhaps the best drug to use for an indication, and then the second best if the first one doesn’t work.  Those are also based on safety, we don’t want medications with a lot of adverse reactions, you want to pick the ones that are the safest.  And then of course you want to have a cost conscious choice, one that if everything else is equal, that it’s the most inexpensive, and that’s so we can use those resources on other patients, to stretch things farther.

So what I’ve done is created a mission statement for our little talk here.  I’m going to read it, normally I don’t read from PowerPoints, but one of the missions of the pharmacy ADPAC is to assist pharmacy service in shepherding providers to utilize medications effectively, safely, and in a cost conscious manner through adept manipulation of clinical software tools.  Now the clinical software tools, the tools of CPRS, guess what?  The pharmacy ADPAC doesn’t have access to those unless they’re also a CAC.  And that’s where we’re able to intervene before the order is created, for we create these pathways in CPRS, they’re kind of roadways.  Instead of having your provider get into his off road vehicle and go running over the countryside and suddenly there’s a fence there and they crash through it, we actually have them on nice roads with little road signs saying detour, use this formulary agent.  That way it doesn’t abruptly stop the provider and we’re able to as things change in pharmacy every couple of weeks it seems like there’s a new product that there’s a contract for that’s perhaps cheaper than another one in the same class, and we have to think about let’s convert over to it.  We don’t want that to be every time a big disaster, we want to be able to move small little roadblocks or little signs to be able to get them on the path.

Now the people that we’re going to be working with as pharmacy ADPACs to actually accomplish this, to use these tools in CPRS, are CACs.  Clinical Applications Coordinators.  And so let’s look at ourselves first as ADPACs.  Some of us perhaps have other jobs, I knew one fellow who was a pharmacy chief and an ADPAC.  Some people work some days in the pharmacy and other days as an ADPAC.  Some people are fulltime pharmacy ADPACs, and they may even be fortunate to have a technician perhaps helping them as an ADPAC, or even a Clinical Applications Coordinator that works for pharmacy service like I do.  So there’s two kinds of CACs.  The first kind is the clinical CAC.  Now those are people with professional license with significant IT access, and the first kind, the majority of them are nurses.  You’ll find of course knowing nurses that they administered meds before they got into an IT position like this, so they have some familiarity with medications and that’s good, when you talk with people like that they know spelling is important on medications, and the little things are important like milligrams, micrograms, things like that.  Dieticians, they were the first ones.  They were the first CACs because believe it or not, the dietary package was the first one that they actually got into the GUI, got into the graphic user interface of CPRS that we have.  So those were the first ones.  They don’t know that much about meds, it’s like the dieticians of today that are practicing, they really do know their interactions with foods and medications, it’s kind of surprising to me, more than even pharmacists they know it.  Of course they’re experts in that.  And the other kind of professional is the pharmacist, and they’ll know medications, they’ll know all the important things, but you’re still going to have to use the methods and I’m going to show you how to communicate with the CAC as an ADPAC, even if you have a pharmacist CAC.  The other group, teechnical CACs, are usually folks with an IT background.  They know the technical part, they perhaps have been to school and certified in things, and the different types of software you can use.  They don’t know meds, they maybe don’t even understand the clinical processes.  You’ll want to kind of talk through what you need and then you always have to look back and make sure that they did it the way you wanted it.  They’re very helpful when you approach them one on one.  The IRM programmers, those people, they’re really a busy lot because at your facility if there aren’t any CACs because it’s so small or because perhaps vacancies due to dieticians retiring, because they’ve been around for a while, your programmers will take over that.  And they’re awful busy, programmers, there’s all new patches coming out almost every week.  I know pharmacy packages seem to come out every week.  Obviously they take care of all the different applications in VistA for all the different services, so they’re really busy.

How do you contact these people?  I find e-mail, as far as when I’m working as a CAC, is the best way for someone to approach me that I don’t know.  Even if it’s somebody that I work with all the time, I like to get the e-mail because then I can kind of triage it in my mind.  How much work it’s going to be, is it something brand new that’s going to take a lot of time, or is it something that we can use in one of our existing pathways, builds that we have?  So what I would recommend for pharmacy ADPACs, and when you do get --- I just want to say that you as a pharmacy ADPAC probably aren’t going to come up with ideas that you want to use necessarily to change these things.  There’s these drivers, people are going to be on you.  Your pharmacy management, your clinical pharmacy department, and your providers.  They’re all going to want things done in CPRS, they’re going to want to optimize their experience in CPRS to make it as smooth, least amount of clicks.  Information that’s digestible, so that they know which way to turn, left or right.  Cold phone calls.  I added this only because I don’t know if you’ve ever been, even as an ADPAC you’re working on some patient safety issue that came on a Friday morning before going on leave for the weekend, you know how that goes, that you have to do a Fileman search and there’s 1200 patients that you’ve got to fix before 4:30.  Do you guys ever do that?  Maybe it only happens in Cleveland.  But anyway, they call me in the middle of one of these things when I’m trying to work on the spreadsheets, it’s just like well just send me an e-mail, I can’t listen for 20 minutes to the story.  

Once I know what’s going on, I can send back an e-mail asking for more details.  Actually in Cleveland we have an official request form for templates, as a CAC we can call the pharmacy ADPAC or whoever the stakeholder is, asking for more information.  Interestingly enough, the no response one you see at the bottom there, that sometimes happens.  People get really, really busy, and what do you do?  My recommendation, what I find is e-mail them once, if you don’t hear in a week, e-mail them again.  Now these kind of builds are not emergency stuff, it’s not like oh, we can’t scan something in BCMA, the patient can’t get it.  These are kind of like we’re being asked to perhaps convert a medication to something else, or there’s been too much prescribing of something without the appropriate monitoring labs.  So it can kind of like wait a little bit because you want to get it right.  So e-mail once, don’t get a response, e-mail again the second week, and then if you don’t get a response the third week, then you call.  Now it’s not a cold phone call in that case because they know you’re out there, they’ve seen those e-mails.  No matter how busy you are, as an IT professional you live in Outlook.  We do a lot of stuff in VistA, in our VistA mail, but Outlook is where we interface with everybody.  So we’ll read our mail, and we know you’re out there, just hiding until we can get caught up on the most important things that we think at the time.

This is the example of the request form.  In Cleveland, actually I’m a  pharmacy CAC, the regular CACs work for QIRMS, which is Quality Information Resource Management Service.  Some of the CACs will work for IRM, it just depends where you are.  We get a dozen of these requests a week, and actually they have one fulltime person working on templates, both easy kind and the reminder dialog kind, and I’ll show you these later, and two part-time people, all day long.  Providers need their experience to optimize what they need to do, and this is how they request it.  Now we of course have to triage it.  If there’s only one user, it’s going to wait a while.  But if you have 40 users, or like when we did medication reconciliation, I guess you guys just had one before this, some of you did template for that.  Now everybody’s going to use it, so that was like number one priority, everybody drops everything and gets that one done.  

This is the meat of how you would communicate with the CAC of what you want.  You’ve got to put it in writing, in a detailed electronic document, going to leave nothing to chance that way, they know exactly what you want.  Your IT CAC is very busy, they don’t have time to figure out what do we think you want, just show us what you want and we’ll build it.  We’ll go over and over it to get it right.  Oftentimes what people ask for is not really what they want, it’s just the starting point.  Once you see it actually built, then you say oh no, we need to change this.  Kind of like moving a piano, it doesn’t really look good by the window, you’ve got to actually move it over perhaps by the fireplace or something.

This is just getting started as far as to be one whole cycle of this.  The first part here would be the Word document, it’s on the left for those of you that can’t see my laser.  They write down the things that they want.  In this case OVH is Ohio Veterans Home, just in case you were curious.  They’re asking for a box to write in that turns out when you code it to be field word processing log.  These aren’t all international fields, sometimes they’re labeled locally.  I don’t want you to go home and say that’s what it’s going to be called at your facility.  This one they wanted to pull in the allergies automatically, we actually have an object called ADR, adverse drug reactions, just like you would see on the cover sheet in the adverse reactions, a listing of those.  Active inpatient and outpatient medications.  We have an AMIO, Active Medications Inpatient and Outpatient.  And then here’s some labs, cholesterol, HDL/LDL, dates.  I’m just trying to show you the difference between what you get as the requested Word document and then what the coding is going to look like.  

In CPRS of course it looks really nice for the providers.  Allergies, there’s your text box to write in is the first one, then your list of allergies and your medications.  

There’s some more of the labs, what they look like in CPRS.

Just quickly going over the usual course of the project, once a CAC builds it in CPRS you’re going to contact the person to tell them that it’s done, because it could have been maybe the next day or six weeks or six months later.  That person will sit down with you or look at it if you send screen captures, and like I said they want to have it perhaps a little different, and you go over these iterations, you go over a couple of times and you get it right.  It’s kind of like in a garden, you have it actually put together sometimes it looks like well there’s too much red over here, or you really want to put a tree over here and move something.  It’s always fluid, you’re never done, but you can get to the point where it looks good for the season, you get what I’m saying?  Okay.

We’re going to move into the basic tools that the CAC has.  The first one is quick orders.  They’re kind of like templates.  We in pharmacy we love medications, we love medication orders, that’s what we work with.  What the CACs are able to do for us is actually create a template so they don’t have to fill out as many fields.  If you were at the plenary session this morning, you had one of the providers talking about how nice it is to have the fields filled in, that they want less clicks.  If you don’t have order management, which would be how to create these, in fact I’m going to take a little survey here.  How many pharmacy ADPACs can put in quick orders?  It’s like a third, that’s good.  I would recommend, the other two-thirds of you, if you’re pharmacy ADPACs, to go home and beg for this because it’s very important that you have the pharmacist put in the quick orders or at least check them, because one provider can only put in a certain number of orders a day, but from a quick order you get hundreds of these, and if they’re all wrong, your pharmacists are good, but they’re not that good to catch every single one of them.  So you want the orders to come good to verify.  This is a simple Z pack, you could probably spell it out if you’re putting it into order management yourself.  

This is what it looks like in CPRS.  Interestingly enough, this is a very old quick order.  Actually before I – I’ve been doing this for three years.  I’m not sure what they were thinking, they actually have daily and QD in the same complex order there.  Did you notice that?  I don’t know what you’ve done at your facilities, QD is still okay to use in the software here, but some people have gone to Q day, every day, or daily.  I really want the Standards and Terminology Committee to say everybody should be using every day, because you only want to make this conversion once.  So we’re still using QD in Cleveland at this point.  I don’t know if we’re the last site.  The top part here, pharmacy orderable item, you guys are all familiar, you have dispense drugs chosen by dose, providers are always choosing by dose.

This is what it looks like in order management for those of you who don’t have the ability to get in there.  It’s kind of surprising in CPRS it’s so nice and slick and graphic user interface, but all the set-up for it, most of the set-up is still the old VistA kind of set-up, roll and scroll.

Second group of quick orders, we go from outpatient to inpatient.  Inpatient is much more complex than outpatient.  I don’t know how many of you started in inpatient, I started in inpatient, I actually spent 18 years doing it, so I’m very familiar with inpatient.  Simple unit dose quick order here is oseltamivir, which is Tamiflu.  75 mg twice a day for 5 days for influenza.  

The way you look at this is you want to fill in in the dialog all the boxes that need to be filled in for the provider.  Now if you remember with VistA, it was the sheet of paper going by.  With CPRS it’s the windows.  It’s a bunch of pieces of paper on a desk, some you can write on, some you can’t, and they’re kind of organized into a grid in some places where you can pick a small title and then you can open up and read the page or add something to it.  So you want to make sure that those are filled in, in the template in quick order so that providers can get all necessary fields.

Simple IV solutions.  These ones are the large volumes, they come from the manufacturer pre-mixed.

Infusion order.  This is from the current CPRS version.  We actually have 27 in test, which has some more fields, and if you were at the reengineering class you saw some of the fields that are coming to make a provider have more choices and of course us in the quick order put in more fields.

Compound IV solutions.  These are the ones that are made in the pharmacy.  Anybody know what MAP means within MICU?  Mean Arterial Pressure. 

We’ll get onto IV piggybacks.  These usually come premixed from the manufacturer or they’re some sort of system that you twist together.

This is again what it looks like in CPRS.

This one’s a neat one, syringes.  In hemodialysis they do something called an antibiotic lock where they mix two antibiotics in heparin in certain amounts in a syringe, there’s two ports on one of our veterans who’s a hemodialysis patient, they actually put this in, flush it and then cap it until the next dialysis.  

This is one practical application.  Even our pharmacist couldn’t get this one right as far as when it was asked for, and the providers didn’t have a clue.  You have to order it in grams and milligrams, see at the top there?  This puts all those fields in, comes good to verify.  Comes off a quick order menu so they can pick which one they want, and we’ll get to those in a minute.

The problem with quick orders is that you’ve got to get the provider to use them.  If you’re like most providers, you go to the Meds tab and you click on add new order, and you have a nice drop-down of everything we carry it seems, and they pick what they want.  They don’t know that they can actually save time if they go to the quick orders.  An option that the pharmacy ADPAC can ask the CAC for is to limit medications to quick order.  And what that means is that the provider can’t find that on the drop-down, and the only way a patient can be started on it is if the quick order is used.  Now there’s of course a downside to this that it’s only for new orders on a patient who’s never had the medication.  If the patient has already had it, the provider can go in and change or copy.  It only works the first time the cow gets out of the barn.  Once the cow gets out of the barn, you can’t get him back in without sending somebody out there to do a report and herd him up, herd him up.  

What I came up with, which it’s Class I, it’s just kind of an unusual use.  We call it the dummy drug file item, called used meds limited to quick order menu and the dosage form miscellaneous.  As a synonym we put all the medications that are limited to quick order, so the providers, they can just find it that way, they’re not looking at a list and saying I can’t find something, maybe because they didn’t spell it right or whatever.  They’ll actually see that oh, I have to use this menu, this meds limited to quick order menu.

Here’s a quick picture of what the dummy drug file item looks like when they click on it.  Can you guess how many of these I get a week that are actually verified, or actually accepted by a provider?  Yeah.  When I first started it was a bunch more, now it’s like three to five a week.  I’m sure it’s not because they’re not reading all these stops, they probably see them and go oh darn, they go to something else, and then at the end everything’s blue and they just kind of sign it.

(inaudible question from audience)

The gentleman asked what dispense drug would I link this orderable item to.  Actually a dummy drug file item, there’s sort of a dummy dispense drug called used meds limited to quick order, then I link it to a pharmacy orderable item called same thing, used meds limited to quick order miscellaneous.  It’s something that’s not going to survive data standardization for the drug file, but that’s not coming for a bit.  And with this little thing here we have a nice path for the providers to find.  We love using limited to quick order menu orders.  

This is the menu.  I have 3000 providers at Cleveland, actually a little more than that, and I have a personal agreement with every one of them, if the med is limited to quick order it’s on this menu.  So they know my name, every one of them do too.

One last thing about these things is when a provider orders a pharmacy orderable item, when they order something brand new in the same session, a flag, an alert, VA alert, can be sent to either provider or group.  And that came in very handy with the oseltamivir, the Tamiflu.  Infectious disease wanted to know if someone had a flu case, so they were able to just follow up on this.  They get the alert, they go look in the notes, is this a real case of flu, then they can report it.  So that’s a very useful flagging new medication orders, if that comes up that’s a good tool that you can ask the CACs to do for you.

We’ll talk a little bit about putting these quick orders, which are the basic building blocks, onto menus, and the path through the menus.  What we want to do, as I alluded to earlier, is there’s a provider going along and you want to have them have the best path through CPRS, you don’t want to have them go out of their way, go out of one option into something else, because they have a patient sitting in front of them and you want to have them spend as much time with the patient and not facing the computer.  So in this case the menu driven paths start either on the order tab or the meds tab, that’s where you write meds.

Let’s pick the outpatient medications, come up with a path where general outpatient orders, order menu by location, and by medication.  Those seem to be the three groups that we’re able to do in Cleveland, that kind of gives us the path.  This is one way to do it, there are other paths as long as you get your providers to always go to the same place, we had one presentation earlier in VeHU here where they used a reminder that was always due, and they went through that way to get the paths.  There are other ways, but this is sort of intuitive and easy.

This is simple menu, you just go A to Z.  The only thing about these is the same as the outpatient quick orders that the providers like to use, saves them time.

Another way to put quick orders together is in order sets, so instead of putting individual quick orders onto the menus, you actually put the quick orders all together, tag them together and they fire off all at once, bang, bang, bang.  This is very useful for compliance because if it comes out of CPRS the providers will actually sign anything.  I like to be educational, but there are some things that are safety that you really want, like insulin protocol.  What if a patient actually is hypoglycemic as an inpatient, and what is the nurse going to do?  She just does a test and blood sugar is really low.  She’s got to have orders there, and this will have them, they’ll all be there for her when she needs them, or him when they need them.  Also, there aren’t just medication orders.  I want to bring that up.  You can actually do lab quick orders, you can do consults, and text orders.  So put all this together.

And this shows what it looks like when they all fire in a row from CPRS, and this is order management, how you create a quick order.  Now if you have access to it that’s how you’d do it, otherwise you’d have the CAC make them for you.

This menu was really cool about two or three years ago.  I don’t know how many of you have seen it, it seems like it went out to almost every VA to at least look at.  The a la carte menu.  It makes so much sense in a way, in that you order the medications and any kind of labs that you need, or consults, the provider just a la carte clicks on what they want.  Interestingly enough we find out providers will only click on the medication order and they don’t come back and click on anything else.  So it looks good but it doesn’t seem to work like we thought it would.

A decision tree menu, you guys saw that, there was that antimicrobial class that you saw, they went to town with this.  They created a decision tree menu that all these different menus kind of like you would do on the Internet, go from one to another to get to your quick orders.  I have an example of clopidogrel by indication.  My philosophy is trying to keep it lean, because things change so quickly that you want to have kind of like the military does with these light mobile forces now, you want to get them right where the action is to change things, you don’t want to take forever to build some huge invasion.  But if you can get the invasion transferred to your own database pretty quick that also helps too, I guess.

Another tool, template fields.  They’re pretty useful, if you’ve all been on the Internet, and I’m sure you all have by now, these are very similar to the type of things you’d see on a web page for getting information from the user.

Edit box good for one line of text, in this case it’s a drug name.  Combo box, you can give them a drop-down of choices, you can also make it so that they have to choose one of these choices, that they can’t free text anything.  That’s kind of important, though it’s not computable fields you want to have certain choices.

Buttons, yes, no, maybe, hot, cold.  You have a lot of choices on those.

Check boxes, if you have a list where a provider may need more than one item checked, in this case there’s two of them.  Radio buttons like the old time car radios, actually when I started I had one like that.  You can only do once a day or twice a day, you can’t click on both of them.  So these are your choices.

This is the template field editor.  This is a CAC function normally.  I’m just going to ask quick, how many people have access to the template field editor?  Cool.  About an eighth of you I guess.  These are great to use in quick orders.  We actually use these templates to come up with a reason for request to give decision support information right at the point of ordering, and I’ll show you a bit of that in a little bit.

Date field.  You can actually click on the three ellipses, put an actual date in.  It’s at least a uniform date, you don’t have people writing in little – it’s always the same way so it’s good to use if you need dates in your templates.

Number, you can actually do 1, 2, 3, 4, or 10, 20, however you want to do, you can come up with a list.  Hyperlinks, you get a lot of people that like these hyperlinks because you can get information.  You can put into a reason for request, progress note template, or reminder dialog template.  Where if the provider clicks on this in CPRS it will take them right to the Internet, intranet, or a virtual drive where you can have documentation for them.

Word processing.  If you want to write a book.  Actually, providers can actually put in a number of lines of text there.  And then the text one, what’s good about this, especially if you’re doing a consult, you want to give the provider some information, what they need to know while they’re looking at the consult, but you don’t want that included in the note.  The gatekeepers that are going to be looking at these consults, they don’t want to read the same thing and it’s not necessary.  You can exclude it from the note, that’s real nice. 

I alluded to earlier the reason for request in quick orders.  This is a very powerful decision support tool.  If your provider’s actually using a quick order, in this case resperidone, 
the monitoring criteria can just like pop right up, right when they click on the quick order, in what is called the reason for request.  You can bring in the labs, in this case there’s glucose, body mass index, cholesterol, all the things you would need to monitor to see how it’s going.  In this field, this reason for request, that right now is our best way in Class I software to do decision support for the providers.  You can actually put reminder information in here, and make them into TIU objects so they can be pulled.  I’ll show you a little bit of that later.  

Then there’s the quick order, and of course the downside for putting these objects in there is that in the comment field, though you can exclude some template fields from it, the objects, the lab objects and stuff, they actually appear in here, so you’ve got to make sure that your pharmacists know not to copy this into the actual prescription.  Because otherwise the information will be too long and CMOP will reject it, and it takes a lot of time to clean up CMOP rejects.

The secret of course is in the order setup in the actual quick order itself, in the comment field.  You can kind of see, when it starts with field, that is the template field that I showed you, all the different kinds like you have on the Internet.  And then with the pipes as we call them, those two things straight up and down, that’s where you’ll put your TIU objects in between there in your lab objects so you can display them.

Not only did we make it easier on the providers with the quick orders to fill in some of the fields, you can actually make it easier on providers, especially since we’re interested in pharmacy on our pharmacy providers when they’re doing perhaps conversions.  Mometasone conversion, you probably remember that, that was a while back we did that.  We can put these templates, and this is something the CACs can create, into what’s called the template drawer on the Notes tab, and they can be dropped into any note.  A pharmacy note, in this case with the conversion, and look what we did.  

All this text drops in just like that, so that our pharmacists when they’re doing the conversions don’t have to type it all in.

Another group, we leave quick orders and go to consults.  Now sometimes you really have to have a gatekeeper, somebody there.  If you have your providers following along they can actually get to the quick order that they need and you can’t really like stop them, if there’s so many of them.  Some drugs are either so dangerous or so expensive that you really kind of want to have a specialist look at the criteria and say this makes sense, this doesn’t make sense.  You don’t want everything to be by consult, but some of them it’s important to use the consult process.

The thing with consults is you have to complete them with a note, they all have to be completed in this case it’s an approval note.  There’s a national performance measure that all of our medical centers have, that they have to have a certain completion rate, a certain number of completed, and there’s talk with service-connected veterans with 30 days and non-service in 120, that their consults have to be completed.  I don’t think we’re quite there yet, but this is big time when you actually have a person involved.

Clinical reminders.  Very, very powerful.  We get a lot of press on that.  What happens is of course they only work when a provider has a patient sitting in front of them and it comes up as due.  Actually I’ve been a CAC for three years, and this one and I’ll show you three other ones, only four have we done in the three years because there’s a lot of politics involved.  But the thing with Lithium was we actually had patients admitted, a whole rash of them unfortunately, where they hadn’t had Lithium labs in years.  So this way we’re able to get the providers, and you probably have other examples in your practice, to meet the criteria.  If they’re on Lithium and they’ve had a lab done in the past six months, the reminder pops up.  

The way it’s satisfied, I’ll just show some of the logic involved in it.  And actually just tell them in English, the CACs is going to know what the logic is to be able to put in Lithium lab, on Lithium and not a Lithium lab in the past six months.

That’s the lab tests.

That’s the due now.

The reminder resolution.  That’s what reminder dialogs were originally for, believe it or not, to resolve reminders.  Kind of makes sense.  And when the provider orders the lab, the Lithium doesn’t turn off.  So only when the patient actually shows up to get the lab.  So for these kinds of things that are useful for pharmacy, the resolution isn’t necessarily done right on the note.  And that shows the lab here.  

Reminder dialog templates, that I said that answered the reminder dialog, they’re not clinical reminders, not the cover sheet ones.  A lot of confusion on that.  Also, there’s reminders due report, and a patient reminder list.  They’re data mining tools, that aren’t what we’re talking about either.  The problem with reminder dialogs is that you can only use them in Notes, and if you’re menu driven, like I said with the quick orders, meds limited to quick orders and different kinds, how do you get your provider to know hey, they got to go from the Orders tab to the Notes tab?  

So again, we show the atypical, when they click on one of them, like olanzapine, have a menu that tells them to use the Notes tab.  Click on Notes tab, new note, and then non-formulary restricted drug request note.  This is one solution that you can use to kind of make a pathway to CPRS.  Now your providers that are ordering a non-formulary drug or something new for the first time, they’ll know to go over here and actually use the reminder dialog template from the Notes.

This is very similar to the way we did it when it was menu driven, but it’s done using this reminder dialog technology.  

Same reason for request can pop up, same labs displayed.  But what’s cool about this is the reason why you go to a reminders dialog template is because you can put in health factors.  In this case I’m just kind of showing you an example of these.  First time atypical antipsychotic.  The monitoring of atypical antipsychotics, it’s come up now where it’s not either.  With a reminder normally it’s kind of like you’ve got an alarm clock, it’s only going to be due every six months, every year.  But if you have something odd, like with these where it’s got to be due now, one month, three months, six months, the A1C I’m talking about, you have to use more than one reminder, more than one alarm clock.

This is showing you orderset that goes in, the initial one.  Ordering the drug, ordering the optometry consult for the slit eye exam, and nutrition consult.  These actually go to menus, I’m just showing one in here, but depending how big your facility is, you may have nutrition at each CBOC and then each facility.  Here are the quick orders, hemoglobin A1C now, 30 days, three months, six months, and lipid profile is today and six months, so that’s pretty easy.

What we can do, if you haven’t thought about this before, is to use the health factors as one of the criteria.  It’s kind of like when you’re doing a query you look for a patient who has a first time atypical health factor, that they’re on an atypical medication, and they haven’t had an A1C done in the past month.  So that’s the first one.  So that will cover your due now, because what happens is patient writes for atypical, the reminder will say that A1C is due now.  Once the patient gets the lab the A1C it will go off, then a month later it will be due now again, the patient gets the lab, it goes off, and then two months later that’s the best we can do because you only can go in even amounts.  So that takes care of the uneven one.  Then every thing is six months after that, that could be your second one.  Now how many of you have seen any of these reminders as far as the logic behind them?  You kind of understand that, yeah?  What happens is you’re not programming it, but you’re going to ask somebody simple what the logic is.  And these are very simple ones compared to the national reminders.  They have many, many, many exclusions, many criteria.  So your CACs aren’t going to, when they actually do these they’re going to say wow, this is easy, something simple.

I can show you after you’ve seen this slide what you’re looking for.  First time atypical, there’s the health factors, the first one, second one is the lab test, again we talked about one month ago and then the active drug.

We’re going to leave the logic of the clinical reminders and talk about the reminder dialog templates for the specialty clinics.  Now believe it or not, the bulk of what CACs are asked to do is that they have providers that are in a special clinic, like for us in pharmacy it would be like a lipid clinic or a warfarin clinic, where they see the same kind of patients every day and they have the same diagnosis and the same kind of orders.  They want to build in these reminder dialogs that they pull up on the Notes tab, that will take them step by step through the ordering of the drugs, give them all the information they need.

Here’s the example of a reminder dialog template that we use in the lipid clinic.  And you’ve seen these before, you just click on them and they go to the different choices here.

We’ll take a new patient.

I went through this very fast, but this is something very useful for the providers to get so they can have the path they go through.

Does anybody have any questions?
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