Transcript for 2008 VeHU Session #130

Tips and Tricks from "O" to "I" (Outpatient to Inpatient)

Just by way of reminder, this is class 130, Tips and Tricks from "O" to "I" (Outpatient to Inpatient).  My name is Ako D. Bradford.  I'm one of the hospitalists at the Amarillo VA Hospital, and I have the pleasure of co-presenting this class with Mr. Bruce Boland.  He is one of our CACs at Amarillo VA Hospital. 
Now, this will be a provider-sponsored class, which will give us a behind the scenes look at a patient hospitalization, but the twist that we'd like to add is giving you guys an idea of what happens as the patient transitions from the outpatient setting, be it from the clinic or the emergency department.  Once they get into the hospital, having the patient transition out of the hospital, and most importantly, how CPRS is most helpful in facilitating this event.  Many of us are familiar with how to use CPRS in the outpatient side, but we'd like to show you some things that could be helpful from this aspect.  Again, ultimately, we will be utilizing CPRS functionality for the inpatient provider.  Something new for this year is that we will also be looking at CPRS for the first-day resident.  What are some of the things that residents, on day number one, may want to know about CPRS?  
Now, as many of you may already know, the term hospitalist was coined back in 1996.  So, things are still pretty new with this concept, and the vision was to have a specialist of inpatient medicine, who is responsible for managing the care of hospitalized patients in the same way that a primary care physician is responsible for managing the care of an outpatient.  
Well now, you may have known that because of the cost pressures, managed care organizations typically reward professionals who can provide efficient care.  Well, we took that same concept and brought it to the inpatient side with hospitalists, and italicized in red, we can now see that since the inpatient setting involves the most intensive use of resources, it is the place where the ability to respond quickly to changes in a patient's condition, and to use resources judiciously, would be most highly valued.  This should prove to be the hospitalist's forte. Most importantly, and for our reasons here, this is the reason why CPRS is so important to the hospitalist.  
So, ultimately, CPRS, and then, a hospitalist's job in general, has been birthed from two principles, comprehensiveness and continuity, and the question is how does CPRS help us achieve these things for inpatient medicine?
First of all, you guys may know that there was an article in December 2006 that showed that the VA has about two-thirds of the number of hospital - two-thirds of the VA hospitals employ hospitalists.  Of the 400 total employed, VHA is considered the largest single employer of hospitalists, and there was even one estimate in this paper saying that about 75 percent of VA's will utilize hospitalists within two years.  Now, these data are from 2006.  We're now in 2008.  So, I wonder how that number has changed.  Again, much of this is able to come about because of the efficiency of the electronic medical record.  
About two years ago, Dr. Brian Laufer brought up this idea of 'did you know,' and it was a great and very well received series.  Well, did you know that we would be looking at CPRS functionalities today from various numbers and various aspects?  We will first start with the idea of the admissions process.  We will start with delayed orders that will be written, either in the emergency department or in the clinic, and we will even review some of the admission order sets.  Now, many of you who may have come from paper systems may remember various mnemonics that you used for admitting patients.  Mine was ADCC VAAN DIML, you know admission, diagnosis, you know, code status, condition, vital signs, allergies, nursing, dietary, eyes and nose, IV fluids, medications, labs.  Well, that gets pretty old, pretty quickly.  Thankfully, because of the admission order sets that we will be reviewing today, we will look at how CPRS helps with admissions to the ward, admissions to the ICU, and then, we will even review the very specific instance of a neutropenic admission.  
We will move from admission to the hospitalization itself.  We will review the efficiency of CPRS and helping with templated ICU notes with our procedure, and time out notes, and then, also as part of the hospitalization, we will review how to establish your personal list if you have a consultation service.  This is particularly helpful for any VA's that support residency programs.  
Also within the hospitalization, we will look at laboratory functionality, as far as establishing test groups.  We will look at graphing features, and certainly, with such an emphasis on medication reconciliation, we will look at how to faithfully be able to copy medications from the outpatient setting to the inpatient setting.  
Within the hospitalization, we will review a surrogate - how to establish a surrogate recipient of lab results, and even how to do a pathology consult for things such as a peripheral smear.  Again, along the lines of medication reconciliation and making sure that we are properly serving our patient, we will look at patient transfers between various wards, so between the normal medical ward and the ICU, and we will even review how CPRS helps in an interservice transfer.
Finally, from the discharge aspect, today we will primarily focus on copying medications from the inpatient back to the outpatient setting, again, with an eye toward - with somewhat of an eye toward medication reconciliation.  We've already had a number of excellent talks and medication reconciliation, and that will not be a large focus of today's talk.  Also, although the discharge summary is a very significant aspect of the hospitalization, Dr. Kanga has done a number of lectures in the past, has done a phenomenal job in this aspect, and the discharge summary will not be a large focus of today's talk.  
Finally, which is new for this year, we will look at some of the top ten things that residents may want to know when it comes to using CPRS.  We were able to poll a number of our residents, and these were some of the issues that residents say, "Hey, we would really like to put this out there, some things that may be helpful for the first-day resident," and we will review these in due time.
Next, I have the pleasure of introducing Bruce Boland, who will give us some of the nuts and bolts of how we're doing certain things with CPRS, as far as establishing order sets, and after Bruce, I will continue the talk, and we will go from the outpatient setting, with the admissions, the hospitalization, and the discharge.  Bruce.
Bruce:  Thank you, Doctor.  Did you know Thomas E. Creek Medical Center and Freedom, our quarter horse statue, is located on an original stretch of historic Route 66?  Route 66, now I-40 was the first paved transcontinental highway from California to Illinois.  26,000 veterans from a 120-mile radius, approximately 180,000 square miles called Thomas E. Creek their hospital of record.  
Let's go ahead and take a look at what the CAC or your clinical coordinator can do for you.  How many CACs are in the room today spying on us?  Okay, alright.  You recognize the situation in your work routine, in a clinic, in a patient, that you routinely see, a type or group of patient that you routinely see.  Some new directive from headquarters or, most importantly, something your service chief wants done now.  We'll take an example of, simple example, of just ordering a hemoglobin A1C.
Different facilities have a place to communicate with the CACs.  We have our names and pagers located on business cards in most of the patient care areas where the providers are at.  We attend service meetings and committee meetings, and provide facility-wide training programs.  We're a smaller facility and our providers know who we are and what we can do, and do, and do, and do for them.  
The CAC is always seeking input from the users.  They solicit suggestions from the direct patient care services, from patient care support services, and of course, the administrative services.  
The provider explains their situation, their problem or background for their request.  Then, the CAC starts the cogs to turning.  The developers have created us a wonderful tool for healthcare, but with everyday, comes a new and exciting need.  They try to be as responsive as they can in providing us the tools we need, but sometimes, the software does have it's limitations, but the CAC identifies the end product that the provider needs, and starts using the CPRS CAC tools.  
VistA is the background tool for creating tools to use in the graphic user interface, or Windows version of CPRS.  These menus aid in creating generic orders, the instructions to work personnel, quick orders for medications, lab tests, diet orders, imaging requests, consults, and procedures.  For more involved, extensive, or other needs, order sets can then pull these things together, but in our example here, we're just gonna do this one lab test.
And this is the technical nerdy stuff that the CACs do just for you.  They create this test, the hemoglobin A1C.  
Then, a menu is created, and the test is added to it.
The menu is assigned for use, to one user, to a location or to a whole service.  
When you open CPRS and need to place the order for the A1C is needed, it's there available.  There are multitudes of options within each service as to how the request present information, who, what, when, where, what if, or even 'because I said so,' but that never seems to work for me, just the providers.  Now, back to Dr. Bradford.
Ako:  Bruce, I promise you that 'because I said so' doesn't work for us either.  Guys, let's begin with the admissions process.  Now, a lot of this will be very familiar to you, but again, we will kind of look at things from the inpatient side.  We would start off, simply, by clicking our 'orders' tab, and then, we would choose to write delayed orders.  One thing to keep in mind is that your delayed orders can be written in the emergency department, in the clinic, or with anyone that has admitting privileges.  So, for patients who are coming from the clinic, there are some things that can actually be started even before they are sent to the emergency department, or before they are directly admitted to the hospital.  
Now, this screen shows a multitude of admission possibilities that are available at our hospital.  One thing to keep in mind in writing your admission orders is that we want this to be a delayed release of new orders.  Reason being is that when the patient "changes service," or changes their position from either the ER to the hospital, or from the clinic to the ER, if those orders are slated to release immediately, they will be lost upon that transfer.  So, the first thing is to make sure that this is a delayed release of your new orders, and then, you choose the patient's particular disposition.  For these examples, again, we'll be looking at an admission to the medical ward, to the ICU, and then, later a neutropenic admission.  
Notice, again, what's highlighted.  That this is a delayed admission, in this instance, to the medical ward and attending is assigned.  

And you next see a multiple of order sets.  Obviously, this is a much longer version and a more extensive version of what Bruce has already explained to us.  We will start off by looking at a simple, general admission.
At our hospital, the ward and the ICU admission order sets are very similar, at least initially.  One major part of the order sets is this admission orders compressed box.  Now, I know it's grayed-out in this area.  It may be a bit difficult to see, but when you pull this box up, it gives you a preview of some of the orders that will be coming up, and particularly, some of the prompts to remind you of when doing a medical admission. 
After all of the prompts are followed, you have the opportunity to then sign your orders.  The orders are activated once the AOD, the administrator on duty changes the patient's status from outpatient, meaning from the ER or the clinic, to an inpatient status. 
When we look at the admission orders to the medical ICU, we once again have our grayed-out box, and we see some similarities as with the medical ward admissions, but we see some things specific to the ICU, whether we're dealing with particular ICU drips, whether we're ordering a pre-albumin, whether we're dealing with chest tube care, et cetera.
When we're specifically looking at a neutropenic admission, one - at our hospital, one reason that this came about is we saw that various subspecialty services wanted very specific things done for their patients upon admission.  So, for this particular example we will look at how CPRS helps the inpatient provider with a very specific type of admission, particularly a neutropenic admission.  Obviously, this is very, very essential when you want to remember certain antibiotics or certain precautions to take in this particular patient population.  
Once again, you will have a grayed-out box that will serve as a prompting tool when you are admitting a patient with neutropenic fever.  
As you go through each prompt, you will be reminded about various things to keep in mind for the patient, whether its neutropenic precautions, hand washing techniques, central line usage or even recommendations regarding antibiotics.  Again, these are some of the 'can't forget' features that our subspecialists will work with our CACs on to serve as a prompting tool for anyone writing these admission orders.  
So, when it comes to doing an admission, generally speaking, what's the bottom line?  You start off with your orders tab.  You establish that you are writing delayed orders.  You select that this will be a delayed release of the orders, because again, if you do an immediate release, when the patient's status changes from outpatient to inpatient, those orders will be lost.  You choose the patient's disposition.  You follow the grayed-out box of order sets, and then, you can eventually sign your orders.  

Bruce:  Did you know that Amarillo, Texas is the international headquarters for the American Quarter Horse Association and the home of the American Quarter Horse Hall of Fame and Museum?  Freedom, the horse statue located in front of our hospital, is one of many statues located throughout the city paying tribute to our quarter horse heritage.  No, not everyone in Texas rides a horse, but we are proud of our Western heritage.
Ako:  So, now once the patient has been admitted to the ward, to the ICU, or to some other subspecialty care, what are some of the ways that CPRS assists in their hospitalization?  Well, for this example, let's look at a potential ICU note that may be used, or an ICU template that may be used.  Again, this is helpful for anyone taking care of an ICU patient, but again, particularly, in any hospitals where you may be doing any resident teaching.  It helps the resident to order their thought processes if you're dealing with a patient who has multi-system organ failure, or some other multitude of issues, where you want to make sure that certain things are addressed.  
Your ICU note, obviously, also helps from a billing standpoint, as far as documenting time spent, and documenting an appropriate number of organ systems.  
From the ICU note, you can also have various procedure notes that are available.  Again, very important in the inpatient setting where you have to document that consent was obtained, and document the details of the procedure.
And as many of you already know, the time out note is no longer just for our surgical colleagues in order to establish laterality, but now, with any type of invasive procedure, we have to make sure that the time out note is completed, whether it's for a thoracentesis, a paracentesis, lumbar puncture, et cetera.  
Also, within the hospitalization, let's say you have a resident  service, and you are seeing your consults.  Well, how can you set up a basically a patient panel for your consult patients that will be separate from your regular panel of admitted patients to the ward or the ICU?  Well, as before, you can start off clicking any of your lower tabs.  As long as you have your tools option, your tools bar, on the - as a top option.  Select 'tools,' and then, at the bottom of the tools menu, you select 'options.'  
This next screen will then allow you to select 'lists' or 'teams,' and after selecting 'lists' or 'teams,' you will then move to establish a personal list.
Your next screen will then allow you to identify a patient in the same way that you always do, the first letter of the last name, last four of their social.  You have the opportunity to then add that patient to this column, and later, add the patient to your personal list.  You then  have the opportunity to name the list whatever you so choose, and for this example, internal medicine consults, and after you've added as many patients as you need to your personal list, you then select 'okay.'  
At this point, you will then be able to have your same default list.  Let's say of your - of your patients who are, again, on the ward or the ICU, but then, you can also pick up your team or personal list, which has been named internal medicine consults, and you will then be able to see the patients that you have set aside, particularly for your consultation service, and just as with any other list, you can save this patient list setting as your default setting so that every time you pull up CPRS, you see your consult patients.
So, what's the bottom line as it relates to the consult list?  Because many of you are already familiar with the idea of templating for progress notes, so we'll concentrate on the consult list.  The bottom line is that you select tools in your tool bar, select 'options' at the bottom of your menu list, select 'lists' or 'teams,' and then, choose your personal list.  You add your patients, as you've always done in the past.  You name your list, and then, you press 'okay' for you list when everything's done.  

Bruce:  How many first time attendees do we have here today?  How many of you have your own personal list set up?  Very good.  Well, did you know that the Paladora Canyon is in Canyon, Texas, about 25 miles south of Amarillo?  The canyon is 120 miles long and 20 miles wide, and has a maximum depth of 800 feet.  It's elevation at the rim is 3500 feet above sea level, and it is often called the Grand Canyon of Texas.  Of course, there is a larger one west of us somewhere.  The lighthouse trail for this rock - is named for this rock formation, and you can get to the plateau in a nice little scramble and a few trips and falls, here and there, gets you to the highest peak of this formation, and the musical Texas, a historical reenactment of the settlement of the area plays nightly during the summer in an outdoor amphitheater located just outside of our state park.
Ako:  My wife and I have hiked this area quite a few times.  It is hard, but it is definitely fun.  
So, the patient has been admitted to the hospital.  We have established a few templates to help provide their care.  We've established our consultation list.  Well, what about test groups or graphing that we can do for the patient?  This is a very quick way that many of you may be familiar with, which will allow you to customize and batch certain labs that you would want to see on your patients.  As you already know, you would start off with your 'reports' tab, and then, go to worksheet.  
You would then choose the laboratory tests that you want in your particular test group, and then, select 'add' in order to show the tests to be displayed.  Now, for many of you who have seen some of the other CPRS tips and tricks classes, you will remember that you can only have seven tests per test group.  Yet, you can have as many test groups as you so choose.  So, again, you choose your test of choice.  Add it to the tests to be displayed.  You will remember that you can only have seven tests to be displayed at one time in a group.  Yet, you can identify as many groups as you so choose.  
Once you've established the tests that you want, you select 'new' in order to define a new test group and you will then have the opportunity to confirm whether or not these tests are the ones that you desire.  
After selecting 'yes,' you will then see this test group, which consists of these tests, and you will be able to name that particular test group or specifically put your name here with that particular test group.  The benefit of that is that your colleagues can then share that particular test group.  
Again, by way of reminder, although you are limited to only seven tests per group, you are unlimited as to the number of groups that you can generate.  Now, one of the benefits of establishing this test grouping is that you can graphically view your data.  
Again, this is familiar to all of us, and we have two ways of graphing our data or viewing the data, whether it's through the comments section, or the graphical section.
You know already that once you've established your date range, and once you've established your test of choice, which in this case, will be hemoglobin, you can then select to graph out that data, and even - and just as nicely, you can select to see what the particular values are for those data.  
So, when it comes to graphing or test grouping, again, what's the bottom line?  Start with your laboratory tab, move to the worksheet in the left column.  You must then choose to add seven or fewer labs per test group, although you can define as many test groups as you so choose.  Confirm your test group by selecting 'new.'  Name your test group, and then, you have the option of being able to graph out those particular values.
Bruce:  I already knew that.  Did you know that Amarillo is the home of the Pantex nuclear weapons disassembly and storage Facility?  That tends to put us on a lot of people's top ten hit list.  

Ako:  So, we've gotten the patient in the - or we want the patient to come into the hospital.  We've gotten all of their orders squared away.  We have various templates in place.  Well, what about their medications?  One thing that's good to know about this aspect of bringing the patient's medications in is that this can all occur even before you write your delayed orders, and we will see a bit more of this in later slides.  Start by selecting medications, and again, keep in mind that this patient is still considered being in the outpatient setting.  We can see that our inpatient medications list is empty, and hidden behind this menu, this line actually says 'outpatient medications.'  Select your medications tab, choose 'action' from your tool bar, and then, scroll down to 'transfer to inpatient.'  
One brief thing, it's hidden beneath this red bar, but there's another option that says to 'copy to inpatient.'  That is not what we want to do.  We actually want to make this a full transfer to the inpatient setting. 

As before, you choose the patient's disposition, and also as before, you establish this as a delayed release of transferred orders.  So, just as with the other orders, it's the same thing with the medications, where if it becomes an immediate release, the information is lost.  
We've seen this screen before where we choose a specialty and an attending.
And then, from this point forward, all of the medications that we were able to highlight that we want to follow the patient to the outpatient to the inpatient setting, we're then able to confirm each medication, the dosage, the route, the scheduling, or any comments regarding the medication.  This is obviously very important because, as was explained very nicely in the medication reconciliation class yesterday, clinical context is everything when it comes to patient care, and for the patient who gets admitted for an upper GI bleed, we do not want to resume their Coumadin.  For the patient who gets admitted with sepsis, we do not want to resume their antihypertensives.  So, here we have the opportunity to either accept their current medications or not.
So, that process is repeated for each of the medications that you selected from the outpatient setting, such that on one of your latter screens, you will show.  You will be able to see what their current outpatient medications are.  You will be able to see the inpatient medications that are slated for signature, and as we're already familiar with the bright blue meds that are slated for signature, but haven't been signed yet.  
Now, keep in mind that these are still delayed orders, as far as the medications, and how do we know that?  Well, we were able to click our 'orders' tab.  We select our delayed admission orders, and we're able to see, not only the specific orders that we placed, but we're also able to see the medications that are slated to follow the patient into the hospital.  Again, more redundancy to make sure that these are the medications that we truly desire.  

So, when it comes to copying our medications from the outpatient to inpatient setting for an admission, what's the bottom line?  Start with your medications tab.  You highlight your medications of interest.  Select 'action' in your tool bar, and then, you will transfer these medications to the inpatient setting.  You will confirm that this is a delayed admission, and then, you can either accept or cancel or alter whatever particular medications that will follow the patient.  Go to your orders tab to then choose 'delayed admission to medical,' and that will allow you to confirm the particular medications that you're transferring.
Bruce:  I knew that, too, but did you know that located on the grounds of the Don Harrington Discovery Center, the helium monument is a testament to Amarillo's role as the helium capital of the world?  Gleaning stainless steel columns roughly outline the atomic structure of a helium atom, and each one of the columns holds a different time capsule.
Ako:  So, what do those of you do who have - what do you do for - let's say the instance you've come here to your VEHU conference, and you ordered an ionized calcium, or an erythroprotein level.  At our particular hospital, these are all sent out labs.  Now, many of you have probably established a clinical surrogate in order to take care of your view alerts, but what about someone who would also review some of your lab data, or if there are particular labs that you don't want to lag by the wayside while you're gone?  Well, you can also establish a surrogate recipient for lab results.  As before, you select 'orders,' go to 'action' in your tool bar, and then, select the option to 'alert' when you have a particular result.  This has been done after you choose the particular lab that you want to be sent to a particular surrogate.  
In this instance, we'll be looking at an ionized calcium, and this screen allows you to confirm the lab or labs that you want sent to a surrogate, and it allows you to alert.  It allows you to choose the particular surrogate.
So, very short section, but I believe one that can be pretty important.  You simply order your lab as before.  Select your 'orders' tab.  Highlight the lab in question.  After selecting 'action,' you then want to alert that result to your particular recipient, and this allows you to establish a laboratory surrogate.  
Now, specifically for pathology orders, did you know that you can establish these orders, obviously, in CPRS and specifically put very particular information in that you may need?  Now, as we always - as we already know, if there is a stat order, nothing beats picking up the telephone and calling your friendly neighborhood pathologist directly to let them know what's coming down the pike.  But there are some - but obviously, instances also arise where you need a peripheral smear on someone and need to put that into CPRS.  So, as before, your 'orders' tab, select, at our hospital, the 'inpatient consult' menu.  

From my inpatient consult menu, we can then choose 'pathology.' 
And what's nice at our institution is that after choosing one of these five options, and many of them are actually very similar, as far as what the next screen will show, we then have the opportunity to electronically generate that magical carbon copy form, that SF 515, for your particular pathological study.  
At this point, you are able to fill in the relevant clinical information for your pathologist in as much detail as you can, and then, select 'okay.'  
So, if you're doing a pathology consult, go to your orders tab, select your 'inpatient consult' menu, choose your pathology order set, select your study of choice, complete the details of your consult, and you're ready to move.
Bruce:  Did you know that astronaut Rick Husband was one of Amarillo's finest pilots?  Rick commanded the space shuttle Columbia that broke up upon reentry in February of 2002.  His love of space and things yet to be explored is captured by the larger than life statue that stands on the main concourse of our Rick Husband Amarillo International Airport.
Ako:  Did you guys know that this patient transfer system actually allows you the opportunity to, again, faithfully transfer the patient's information, regardless of where their service is?  So whether ward to ICU, ICU to ward, or even an interservice transfer.  We have the ability to faithfully reproduce that information and reduce the chances of error.  To start a patient transfer, as before, select your 'orders' tab, then you will select to 'write' your delayed orders.

And for this example, we will be transferring, not admitting, but transferring a patient from the ward to the medical ICU.  Same as before, this is still a delayed release of new orders, because again, just as when the patient was going from the ER to the ward, or from the clinic to the ward as direct admission, if it's established as an immediate release, when the patient's status changes, those orders will be lost.  So, this is still a delayed release.  
We've seen this screen before, identifying this as a delayed transfer along with our disposition.

And here is where we have a pretty important screen when we are transferring information.  With this screen, you are then able to highlight the particular things that you want for the patient as they transition from the ward to the ICU.  The reason that this screen is important is because - and this is something we definitely have to, you know, continue sharing with our residents.  We want to make sure that there's not just kind of an indiscriminate highlighting of all active orders.  Because you can see that these two orders are active, but this particular order was active back in 2005.  This particular order was active back in 2004, and they are not relevant to the current transfer from the ward to the medical ICU.  This prompt reminds us that any orders that we highlight here will be copied to our delayed release as we transfer the patient to the medical ICU.  
Just as with the admission, we have the opportunity to review all medications as the patient is transferred from the ward to the ICU.  
There are even prompts that tell us if there are any potential drug-drug interactions, again, with transferring the patient from the ward to the ICU.
After all the orders are completed as a part of the delayed transfer, just as before, we have our pre-signed orders available in light blue, and we're able to make sure that all of our services are represented, kind of a truncated version of the ADCC VAAN DIML that we spoke about before.  We also notice that those two orders that were back in 2004 and 2005 are not there.  
Now, let's really take a leap of faith, and let's say we're transferring a patient from the medical ward to the orthopedic service.  Once again, for the interservice transfers, everything is pretty much the same.  You choose the particular service.  You establish this as a delayed release of new orders, but this is, instead of a transfer from one ward to another, we can see that we're moving this time from one team to another.  
This is very familiar to us.  You choose your particular disposition.
And just as before, you choose the particular medications or orders that will follow the patient.
So, when it comes to doing an interservice transfer, whether it's between wards or between services, you select your 'orders' tab.  You choose to write your delayed orders.  You choose the patient's destination, whether it's the ICU or to a different service.  As before, you highlight the relevant orders.  You adjust your medications as necessary, and then, you sign your orders.
Bruce:  You do know its hurricane season down here, right?  Did you know that Amarillo's located in Tornado Alley?  Approximately 1,200 tornados have already been reported this year in the United States, according to the national weather service, and there have been 22 tornadoes of F4 or greater, causing devastation in their wake, and there have already been 30 killer tornados this year, but I'm glad we missed the hurricane.
Ako:  So, we've admitted the patient from the ER or the clinic.  We've had the opportunity to admit them either to the medical ward or to the ICU.  If it's a neutropenic patient, we've addressed that issue.  We've established our consultation list.  We've established care for the patient, gotten them over their acute issue, and now, we have the opportunity to transition the patient out of the hospital, whether it's back to their primary care provider or to a long-term acute care facility, et cetera.  How do we go about our medication transfer?  As before, a lot of this will be familiar to you.  Start with your medications tab, and highlight the medications that you want the patient to have upon discharge.  
Afterwards, you would select 'action' in your tool bar, and then, you would choose to transfer to outpatient, seems pretty straightforward enough.  
Here's the one time where things get a little bit different. I told you guys beforehand that we always choose to delay the release of the transferred orders.  Well, this is the one time where we do want an immediate release of the orders.  In this way, the patient has the medications available, either to take home with them or they may go down to the pharmacy to pick up the medications or they may have the medications mailed to them, but the big point is that after you have chosen the medications that the patient will go home on, this is the one time when you select that this will be an immediate release of the orders.  
As before, you confirm each medication, whether or not you want it, any comments, and then, as many of you are already familiar with, you can choose where the patient picks up the medication.  
You are then under your medications tab, able to confirm what the patient's new outpatient medications will be.  
So, very briefly, but importantly, our bottom line for transferring medications for the patient as they leave the hospital, start with your medications tab.  Highlight the medications to be transferred.  Select 'action.'  Transfer those meds to the outpatient setting, and then, remember that this is an immediate release event, not a delayed event.  Just as you've done before, you review your medications.  Then confirm those medications by selecting your 'meds' tab, and then viewing the new outpatient meds.
Bruce:  Amarillo's true bumper crop, not just cowboys, horses, and cows.  Ten Cadillac's are buried nose-down in a wheat field just a few miles west of the city limits on Interstate 40 west.  One of the country's first public park displays.  It was designed by the Ant Farm, and is owned by Amarillo entrepreneur Stanley Marsh III.
Big money Marsh.  So, as we're closing, what are some of the top ten issues that new residents may want to know about?  
A lot of you have already attended the great classes that are taught by Donald and Neil regarding some CPRS tips and tricks, and some of the time savers.  So, a lot of this will be very familiar to you and we won't go over these things in detail, but these were some of the things that in talking, and in serving our residents, they said that they really wanted to get a handle on, and I look forward to briefly touching on this befriending Bruce Almighty, and we'll get to that a little bit later.  But the whole point of this is for those of you who do teach residents, these are some of the things that may be of concern and of help to them.  The first of which we'll start off with simply the reports tab, and we actually went over some of this, I believe, on yesterday.
After going to your reports tab, a very helpful tool will be the clinical reports option.  You can see past history and physicals here, past path reports, and right under clinical reports, we will actually focus on the health summary option.  
As was discussed yesterday in the medication reconciliation class, when you go under health summary, and then, pull up your medication reconciliation option, you not only can review the inpatient medications that the patient was on, you can review their outpatient meds, and very importantly, any non-VA medications that the patient is on.  This obviously is very helpful during the medication reconciliation process, and during the time of the discharge summary.  
What's also helpful is that for patients who are still in the hospital, the residents are able, through the same screen, to review any remote medications that the patient may be on.  This is particularly helpful for patients who are admitted, or who are maybe seen in the emergency department, who present for refills and they're from out of state, if someone is visiting an elderly parent and they need refills on medications.  
So, from our reports tab, simply select 'health summary.'  Then, go to the second medication reconciliation option in order to review any inpatient meds, outpatient meds, non-VA meds, and even the remote medications.  
We already talked some about the laboratory tab and the worksheet.  Let's briefly touch on the templates.  
Again, these are things that you guys have all seen before.  You select 'notes' or - mainly 'notes.'  Select your 'templates' option.  
You can then choose to create your own template.  

And as was very excellently described yesterday, by one of the other speakers, you then obviously have the option of going through and establishing templates for yourselves or the residents can go through and establish templates for themselves.  Much of this kind of go - is helped out by the CAC and the residents obviously can't do this on their own, but we can help them through this process.  
So, as you know, notes tab, choose your template.  Right-click in order to create your new template, and then, the resident can get started.  
Now, our residents really like this option, as far as being able to review their emergency department list when it's time for admissions.  Everyone kind of wants a 'heads up' when they get that call from the ED that someone will be coming in.  
So, what do they do or what do they learn to do?  They can go to - at our hospital, they can go to the clinics option.  Then, simply pull up the emergency department, and obviously by way of patient privacy, you can't see the names here, but what you can then do is pull up all of the patients who are currently in the emergency department, and the residents then select that particular patient and can begin to pull up their old data.
We've already talked about keystroke shortcuts.  You guys have already heard quite a bit already about VistA imaging and determining the EKGs.  The residents wanted to - the residents found out that you can open up multiple CPRS windows, but one very simple thing that they did not know about is the simple quick log-in process.  Again, something very easy to us, but something that would be helpful to them.  One thing that may be worth mentioning is that the keystroke shortcuts that doctors Weinshenker and Evans talk about, I think that that - personally, I believe that that class is so instrumental that it may be something that should be included as a part of new resident orientation.  It's a very good foundational class.

And as a part of the quick log-in, as many of you already know, but the residents may not know, if their access code is 12345, and their verify code is ABCDE, one nice thing about the quick log-in is that all they have to do is write their access code and verify code in sequence, and simply separate it with a semicolon.  

Now, you saw that one of the options I put down was befriending Bruce Almighty.  Well, our CAC is named Bruce, and so, it's pretty helpful in that regard, because the main thing that we try to teach our residents was to remember to use their CAC as a great resource.  There are things that we don't know as providers, and that the CAC can help them out with, and so, they should see their CACs as an invaluable tool, as an indispensible tool.  
So, in summary, we have reviewed the admissions process with both delayed orders and admission order sets.  We have reviewed how CPRS helps the inpatient provider from the aspect of the hospitalization, whether it's related to establishing templated notes or establishing a personal list for your consult service.  
Within the hospitalization, we have also looked at laboratory test grouping and graphing functionalities.  We've been able to faithfully copy the patient's medications by way of - well, this is outpatient to inpatient, but this is still helpful, as far as medication reconciliation.  We have been able to establish a surrogate recipient of lab results.  We've worked with our pathology package to write an appropriate consult for peripheral smear, and we've even reviewed patient transfers, whether it's to another service or to another ward.  
For the discharge process, we have actually looked at how to assist in medication - perform medication reconciliation by faithfully copying the medications from the in - copying and reviewing the medications from the inpatient to the outpatient setting, and then, we finally looked at a few things that you guys may be able to take back to your residents as some particular issues that may help them on their first day using CPRS.  I thank you guys very much, and at this time, we will take any questions.
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