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Bar Code Expansion (BCE) - Raising the Bar for Patient Safety
Jan:  We’re going to go ahead and get started.  I’d like to welcome everybody to Ruth’s and my show, the Bar Code Expansion Project class 110.  My name is Jan Zeller, I’m the education project manager for the BCE project, working for Value/IT national training and education office.  With me, my wonderful partner is Ruth Petrich, some of you may remember her as Ruth Jara from Dallas, and she is one of my able-bodied training group members and assists me with presentations.  She gets the good job, she gets to go over the applications and show you the meat of the topic, shows you how everything ticks.  Every time we choose to see who’s going to do this presentation I always end up with the short straw and I get to do the project overview.  Sometimes I have to cheat a little bit and look at my notes, I hate to read, but the OI project manager couldn’t be with us to do that, so I get the task.  We were originally signed up for a class of 100 seats and apparently there was quite an interest in this project so they increased the size to 200, and the rumor I heard was that Becky Monroe found out it wasn’t interest in the project, it was that I had promised all the class attendees that we were going to have class out by the pool.  And we were.  But she found out about that.  So I think we have a mole among us.  Anyway, a little bit of housekeeping to get started.  Like I said, I’m going to give an overview and then Ruth is going to give a demonstration of the individual applications that are involved with the Bar Code Expansion Project, and then I’ll finish up with a little bit of a summary.  We figure this to be anywhere from about a 60 to 75 minute presentation, trying to leave about 15 minutes for questions.  We have yet to give a presentation and not have at least 10 or 15 questions afterwards.  So this is a 90 minute class, restrooms are located outside somewhere.  I do ask that you turn your cell phones either to vibrate or turn them off, sometimes it actually helps wake the person up next to you during this presentation, but we are asked to tell you to do that.  If you do have to answer a call please leave the room to take that call.  So the objectives of this class, in case you didn’t know, are to provide an overview of the Bar Code Expansion Project, review the available and future applications, identify a proposed timeline for implementation, and recognize the pre-implementation facility requirements, and also identify potential users of the individual applications.  
Overview of what we’re going to present.  Like I said, I’ll be giving a project overview, I’m going to tell you why BCE came about, where it is today, when bar code expansion will be arriving at your site, because I’m sorry to say it will be.  You can run but you can’t hide.  Who will be affected?  Who are going to be the users of the applications?  Ruth will be giving the overview of the individual applications and then we’ll leave some time for questions.  
Project overview.  The initiative started in 2004, $25 million was allocated for the project.  It was to include funding for devices, servers to run proprietary software, vendor/client software, vendor software installation, and vendor super user training.  Servers and a limited number of personal display assistants, or the hand-held computers, were to be distributed to each of the 171 facilities and that was basically to get them started with the applications and then they would be responsible for purchasing additional equipment, the hand-held computers.  Although the project started in 2004, almost three years passed before IT funding was available, and the National Center for Patient Safety was actually the organization that initiated the project.  It was patient care services that managed the project once the National Labor Board approved it.  So why BCE, why bar code expansion?  Well, first of all, patient misidentification is a real problem.  It’s a persistent cause of adverse events in VA facilities and these adverse events include wrong blood product administration, wrong medication administration, inaccurate admitting and recording of documentation, mislabeling of laboratory and blood specimens, and incorrect surgical procedures.  Bar code wireless technology functionalities will improve the accuracy of patient identification at their episode of care, and reduce the incidence of adverse events due to misidentification.  2003 revealed the RCA databases by the National Center for Patient Safety exposed vulnerability in labeling of blood samples, laboratory specimens, and pathology slides.  Mislabeling is more likely to occur if patients have similar names, if patients change bed or room assignments after the order for laboratory studies have been entered, or if multiple labels appear on one sheet for application by the nurse, the phlebotomist, lab tech, or physician.  These factors can result in a blood sample being drawn from the wrong patient, a blood sample or lab specimen labeled for the wrong patient, or the wrong blood product transfused.  One of the many examples of an adverse reaction at a VHA facility occurred back in 2003.  Two patients, we’ll call them Patient X and Patient Y for this purpose, were inpatients at this facility and one was in the acute care setting, one was in a nursing home care setting.  Patient X had a blood type of O negative.  Patient Y had a blood type of A positive.  Type and screens were ordered for these patients and when the lab received the blood specimens the specimen for Patient Y was actually analyzed and then labeled as Patient X.  When the nurse administered the blood, the nurse actually gave two units of red-packed cells and unfortunately the patient had an adverse reaction and expired two hours after the second unit.  There were several opportunities to have caught this event before it ended up with the outcome that it did.  The blood specimen that was processed could have been checked by the blood bank, the nurse who administered the blood could have identified that it was the wrong blood product for that patient, and when it was drawn by the phlebotomist, that was another opportunity.  So anyway, the fact remains that current processes for lab and pathology specimen labeling are vulnerable to patient misidentification at all VAs.  Patient safety managers are receiving a steady report of these adverse events that usually end up in RCAs, they also have event reviews with staff and unfortunately, the events are not decreasing.  So obviously there’s something else that needs to be done, and therefore that is the purpose of this project.  So we’ll go to the next slide and tell you where the Bar Code Expansion Project is today.  
Earlier this year the Bar Code Resource Office became the business owner representative, Patient Care Services also a business owner, anyone who’s going to be using the Bar Code Expansion Project applications obviously are going to be business owners.  Bar Code Resource Office is representing the majority of these users, and when they received this project they initiated a statement that was sent out to the medical centers to kind of give an overview of where the project was, where it is today, and where it’s heading.  So I would like to read that verbatim so I don’t miss anything, and that way you’ll actually get the gist of the whole statement.  “In fiscal year 2006 there was no VA funding for required VistA interface development for Care Fusion’s BCE applications.  In January 2007 the Veterans Administration Office of Information and Technology, or VA OI&T, approved the necessary funds to move forwards with these VistA interface development efforts.  These VistA interfaces will be developed by VA OI&T in collaboration with Care Fusion.  The schedule to develop these interfaces to support the applications is being developed by the OI&T at this time.  In addition, VA OI&T has raised concerns regarding the ability of facility wireless networks to support additional wireless applications.  Discussions with VA OI&T concerning facility level wireless network infrastructure have identified the need to create a wireless infrastructure standard within VHA that will support all wireless application deployments now and in the future.  VA OI&T has conducted a wireless survey with facilities, and is in the process of analyzing the results.  VA OI&T has strongly advised the deployment of BCE be accomplished in tandem with VA OI&T proposed wireless infrastructure upgrade schedule.  Also, Care Fusion has received a 510K green light from the FDA to promote the BCE applications on a new device that will improve device compatibility with wireless infrastructure and bar code scanability for the end user.  This new device is the symbol MC70.”  For those of you that are familiar with the hand-held, or that you might have seen down in the exhibit booth, this would basically be a newer model and increased functionality, and also a faster wireless device.  “The above actions have created project delays, however, through these delays opportunities have been identified that will enhance the development, deployment and support for BCE applications, and improve the ability of Care Fusion’s BCE applications to meet the needs of the end user community.  VA OI&T will be working with the BCE test sites regarding scheduling changes once they are known.  Your continued support for BCE is greatly appreciated as the project team continues to ensure these applications can be adequately supported within your wireless infrastructure and improve the ability of BCE to meet the business needs of the business community within VHA.”  So there you see that obviously it has identified some of the problems in the past and some of the needs in the future.  
Where we are today, obviously as I mentioned before, the project has been delayed.  Further application development is necessary for at least several of the applications.  The need to acquire project staff, which is occurring at this time.  Implementation of wMA, wCareAssist and wCareView, these applications are complete and actually being implemented at some facilities, approximately 17 or 18 facilities at this time across the country.  
Wireless infrastructure issues.  As mentioned in their statement, the need for replacement wireless standard, that is currently underway, they’re talking about actually testing that at several facilities throughout the country at this time and in the near future, and where we are with that is looking at implementing our applications, kind of piggy-backing or in tandem with that deployment, the wireless infrastructure deployment.  So when will it be coming to your site?  I’m going to give you kind of a breakdown throughout the years for the next three years actually because the project is supposed to complete, as of this time they’re looking at fiscal year 2010.  So you can imagine implementing these applications throughout the country at all 170 sites, and also trying to get satellite clinics and the CBOCs up and running on this, because they are expected to use these applications also, would be quite a task.  Originally it was intended to be a phased approach, a phased roll-out, and that is still the plan.  So for the remainder of this year, which we have about a month left, we are acquiring project staff, completing project planning, developing training materials, starting development of some of the applications, and acquiring additional test sites.  In the next fiscal year, fiscal year 2008, we’ll continue software development, test specimen collection and blood administration, which I’d also like to say are actually two mandated applications.  The ones that will be mandated by the VA to be run at every facility, whether the facilities decide to use the other three or four applications actually will be up to them.  Test specimen collection and blood administration, develop implementation processes, deploy system servers, new PDAs, and continue deploying the three applications that work.  Also releasing the VBEC’s interface, or the release of the VBEC’s interface will also work in tandem with the wireless blood care application.  And activate inputs and outputs, which is part of the wCareAssist application.  In fiscal year 2009, continue infrastructure and software roll-out behind the wireless infrastructure replacement project, add specimen collection deployment and the lab anatomic and pathology patch, continue deployment now with all software, all applications, and begin deploying lab patches along with wCareCollective sites previously installed with all other software.  And then complete the implementation by fiscal year 2010.  When this project started it really involved five applications, and kind of an additional six applications which was kind of off in the wings, and they were talking about that before they had completed the other applications, which was interesting, but that application is called Code Blue and it’s still under development.  But the applications started out as five, but there’s actually sub projects now and that’s what I’ve been asked by the OI project manager to convey to you, that when we talk about an application like wCareCollect, and also I need to tell you in case you don’t know, the little “w” stands for wireless, these applications all start with W for the wireless aspect.  CareCollect consists of two applications, actually the specimen collection and then the chemistry.  So the chemistry part of it where you can collect your CBCs, chem 10s, and those type of labs that exist in that lab file, that application is done, but the anatomic pathology application is the one that really needs development.  The CareAssist application, it consists of vital sign entry and inputs and outputs.  Currently the vital sign part of the project is available, and that’s one of the applications we’re deploying now, but later on the inputs and outputs will be deployed.  Blood, we’re kind of contingent upon the VBECs, or working in tandem with them, but for those of you that are familiar with VBECs, you know that’s a phased roll-out approach too, and of course nurses hate to hear that they’re still going to have to fill out the 518’s and do the paperwork, but eventually all that is supposed to go away.  Famous last words.  So anyway, fiscal year 2010 is what we’re aiming for the project close-out, so stay tuned.  It was originally supposed to be 2008.  
Now the question, who will be using the Bar Code Expansion Project applications?  All VA medical facilities, clinical staff, who will that involve?  That will involve nurses, respiratory therapists, CNA’s, laboratory personnel, lab personnel who are working within the lab, inpatient lab, outpatient lab, the phlebotomists, and then operating room.  The anatomic pathology part of the CareCollect application was really one of the driving factors for a surgical procedure where a specimen was removed from a patient that should not have been removed from that patient.  I told you about the blood mishap, well there was also a mishap with a specimen removal.  And now we’re going to get into the applications overview, I’m going to hand the presentation over to Ruth, and she is going to tell you about the five, and we hesitate to say six, but five and a quarter applications.
Ruth:  I see a lot of familiar faces in here that are nursing, but are there any lab or transfusion medicine or any folks like that in here?  Not a single one.  Wow.  Oh yeah, one back there.  I bring that up because most of you all know when BCMA started with nursing, nursing and pharmacy, how much conversation went on ten years ago between nursing and pharmacy?  Honestly.  Not much.  This is going to be a major change, especially for lab and phlebotomy because phlebotomy and nobody else has really talked that much before.  Nursing now talks with IT, with pharmacy, with biomed, everybody else.  So it is going to be a major change.  So that’s why I was kind of hoping maybe we might have some more lab folks in there.  In the last BCMA conference when we kind of did this we talked about you know, we’re going to have to embrace laboratory a little bit because like I always say, they’ve never had to play in our sandbox before, and that is a big change.  Think back to the way it was when nursing and pharmacy first got to know each other.  But look at us ten years later.  Aren’t we the best friends now, y’all?  So we asked about lab.  How about your IT folks?  Come on, don’t be shy.  Okay.  Is everybody else nursing?  Really?  Wow, that’s pretty cool.  But the thing that I have to remind everybody is this is not a nursing project, just like BCMA is not a nursing project.  It is an interdisciplinary project between nursing, IT, phlebotomy, lab, everybody.  The nursing are leaders now, as is IT, but nursing are leaders because we’ve gone through this whole painful process once before.  So I know that nursing is going to step up to the plate.  That’s my rah-rah, okay?  Alright.  
Anyway, we’re going to talk a little bit about the applications.  This is just a screen shot of the PDA, and as you can see it’s got wCareCollect, like Jan said W stands for wireless.  CareCollect is specimen collection, Blood Care is blood transfusion documentation, WMA is wireless medication administration, which basically they took BCMA, reconfigured it to where it would fit on a PDA.  wCareAssist is vital sign entry currently, we’re hoping very quickly that it will include intake and output.  How many years has nursing been asking for intake and output to be in CPRS?  About a thousand it feels like, doesn’t it y’all, where the doctors are begging for it, the nurses are begging for it.  Won’t that be a great thing?  I can’t wait.  wCareView is the cover page of CPRS is a read-only view, and I’ll kind of explain how that can be helpful when we go over the applications.  And it also has, just in case, it has a functioning calculator.  So that’s just real briefly.  Okay, just a little bit about the scanner.  The scanner is about 3 inches wide, 6 inches long, weighs 13 ounces, just in case you guys are worried about it because of OWCP, workers comp injury claims, things like that.  Because that’s one thing we don’t want to increase is something that’s so heavy.  Just to refresh you all back in memory, years and years ago, because I’m from Dallas, before BCMA came around we had a system from McKessing called AccuScan.  This was before the mandate came out for BCMA.  The first scanners that came out, they call them now lovingly a brick.  It was about this wide, this thick, and it had an SD ram card that you had to pull out.  It didn’t run like that on wireless.  So that thing caused all kinds of injuries.  So I look back ten years from where we had that to what we have now, and what we’re going to get in the future.  Sorry, I have a tendency to digress, I apologize.  Anyway, it has a red power button here at the bottom, it has two of these scan buttons on the side, you don’t have to depress both of them to make it work.  The scan light comes out the top up here.  
Here’s the different applications.  Just a little bit more about this, at the top where it says “symbol ap center”, you see that, where it’s a little house?  That’s to where you can maneuver to all the applications, if you’re in the middle of one.  Next to that is a battery indicator, and then it has a timer, a clock on there.  Now a little bit about the battery.  These devices come with a long-life battery, which will take six hours of continuous use.  Now I don’t know any nurse out there that’s going to be passing meds six hours continuously, although I know they swear, 99% of them swear that they spend six hours constantly passing meds.  But you know, we would never get anything done if that’s what we did.  Now maybe in long-term care they do though, they pass a heck of a lot of meds.  Twenty meds per patient, twenty patients.  That’s a lot of meds.  So on the back it has a tethered stylus, now does that mean you’ll never get nurses to type on it with pens?  Of course not, we’re evil.  These are the function buttons.  Now there’s four function buttons right here and they’re assigned to the different applications.  This first one is WMA, the second one is CareAssist, the third one is CareView, and this last one is CareCollect.  So I asked the vendor, I said well what are you going to do with the other applications?  They’re like oh.  So they’re working on that, but I thought that was kind of funny myself.  Let’s go on to the next screen, but that’s just basically it is an overview.  Now, who here has had the privilege of working with those new scanners?  Had to scan it for the class.  What was it, four second delay between scanning?  Yeah, they’re working on that.  That’s a back version of what we’re going to get.  Those are MC50’s, or MX50’s, we’re going to get MX70’s or whatever.  Because I told them if that’s what you’re going to put out, there’s no way those are going to work for a nurse.  They’re just going to ask for workarounds to occur.  So they’re going to work on that.  In wCareCollect, that’s going to be the first application we’re going to talk about.  This is the PDA right here, this is a printer that tethers attaches to the bottom of that screen.  Now what’s the point of doing this?   wCareCollect, like Jan said, how many of y’all work in an inpatient setting?  Okay, a lot of y’all.  So, if you have ward collect labs, and you print out your ward collect list, what do you get for your labels?  About 15, 20 feet of labels?  And what do you as the nurse?  You go through there and you said well this is your half, this is your half.  You start down your hall and you rip the labels apart and you put them on this patient and this patient.  So what happens inevitably?  They get mixed up, they get mislabeled, it increases the chance of mislabeled specimens.  So the point of this is to print the label at the point of care.  So the label doesn’t get printed until you’re ready to draw it.  The other benefits you get off this too is if your doctor comes in and the ward collect list prints at 5 a.m. or 6 a.m., whatever your site chooses.  If they come in at 7 a.m. and they add a new specimen to be drawn, or they add it on, or whatever the case may be, they go in there and at 7:10 well naturally the previous patient would have got stuck twice.  Now when you go to the room you can update that, it will automatically get updated, and you’ll get all the specimens right then and there.  So hopefully it will decrease the amount of recollects that the staff will have to do.  So how many people the nurses are drawing labs still for ward collect?  About 30 or 40%.  Pretty high still, yeah.  Little bit about the application.  We’re going to start looking at the actual application, and I apologize, these are screen shots, I usually do it with the PDA, showing with the PDA, so you all bear with me.  This is a log-in screen, I’m only going to show it to you once.  It uses your VistA CPRS access code, so the nurse would put in their access code right here, the second line you put in your verify code, and you tap enter.  Now people always say well it’s so small, I can’t see it.  How many people have a cell phone?  It’s the same font size basically as a cell phone.  Resolution is getting better and better on these devices, so over time it’s going to get better and better.  I noticed with those MC whatever’s they’re much better resolution right there, sharper, better font, all that good stuff.  So once you’re logged in it will take you to this screen.  Now, sometimes it will allow you in some packages to override and not scan the wrist band.  But in lab collect and blood care it’s a mandate.  You can’t get past this, and they don’t do this just to be mean.  Nurses I swear think that we sit in our offices in IT thinking of ways to be creative to torture them more.  I know I do.  But anyway we really don’t.  So you have to scan the wrist band, and once you do that you’re going to confirm that this is the right patient, and then if patient has an allergy you’re going to confirm that also.  It will bring you up to this next screen.  Now a little bit about this.  Let’s start at the top of this screen, and it tells you what it is.  It says “collection list”.  We have the little house still, the battery, it tells you who the user is.  I used to have a patient name in there but obviously I was not 508 compliant with it, but that’s where your patient’s name would show up.  That is supposed to be a little upside down sideways triangle, if the patient name and social is too long it gets truncated off, but if you want to see the whole name you can just tap on that and it will show up.  This grey area here is like a key to what’s down below, so it gives you what the sample ID is, what the test is, collection date and time, who the user is, and what the container that you need to draw it in.  And then is it stat, is it routine, whatever.  Now if there are collection details, say it’s a timed test, or it has to be drawn first thing in the morning, you can tap on that and it will tell you whatever the doctor has put in that order for that collection details.  It also tells you the collection type, if you just want to print your unit test, you can just do your unit collections.  If you just want to print all your lab collects, you can do that.  If you want to print all of them, you can do all active tests there.  Now does anybody know the difference between ward collect and lab collect?  You think you do, but you don’t.  Kim Lyttle back there, she knows.  But who knows the difference between a ward, an order number, and an accession number?  Very good.  But most nurses, when you work on the inpatient unit, when you see that order number in CPRS, do you know that even though that order number gets printed out and it gets put on the tube and everything, do you know when that goes down to the lab to be received in the lab, do you know that whoever receives it has to reprint labels and re-label that tube with an accession number?  I know, it shocked me too.  But what happens in that scenario then?  It really opens up the chance of mislabeling that specimen.  So hopefully with the redesign of all this, when this order number gets printed out, and it’s blanked out here, when that order number gets printed out it will not be an order number, it will be the accession number, which would eliminate the workload for the lab and decrease the chance of errors occurring.  So when you’ve printed up everything you want to print you’re going to tap on that little thing that says “labels” there.  Now if you want to actually see this in action come by the booth and we’ll be more than happy to demonstrate it for you, it’s kind of hard to see here, but you’ll print your labels.  Your labels print out.  After you obtain the specimen and place it on the tube, the staff will scan the bar code, which rescanning that bar code the second time puts a date, time, and initial stamp.  Now how many of you all remember to always put that on your tube when you draw it?  Not me.  Did you all know that, we’re supposed to do that?  Y’all are probably better than I am.  You’re always supposed to date, label, and time the tube for contents.  So that saves the nurse or the phlebotomist quite a bit of time also.  The process.  
Blood Care, we’re going to move on to Blood Care now.  Blood administration, don’t we all love blood administration?  So, this is Jan’s lovely picture he took of fake blood.  The process is the same, you log in, you scan your patient, it tells you what your blood unit is, you can record vital signs, presence of informed consent, documentation of a reaction.  It will eventually replace the paper 518 and will put an electronic document in CPRS.  So my gosh, what do you get when you get an electronic document?  It gets something that you can search, run reports on, do all sorts of things.  It is coordinated with the VBEC’s package, which you know the problem comes up is when you’re doing all this coordination between packages, what happens?  VBECs get a little delay, it all floats downhill.  This gets a little delay.  Hardware reassessment and reinstallation gets a delay, this gets delayed.  So you all be patient with us, it’s not that we’re trying to be horrible, it just happens that way sometimes.  So after logging in and scanning the patient, the same thing, the user, the patient, if your area, it will tell you what the patient’s blood type is, if you have a blood bank number it will have it right there.  The same key is in the grey area, it will give you the order number, the unit ID number, the date and time it was released, the product type, the status, priority, and what the unit blood type is.  Just in case they’re different.  On to the next screen.  Now, the first step we all know after getting that blood out of the blood bank is we take the pre-transfusion vital signs.  It allows you to enter the vital signs here.  The nice thing with this is these vital signs when you enter it, guess where they go back to?  They go back into the vitals lot from CPRS.  So that’s another set of vitals that you get to keep in CPRS.  It doesn’t currently right now cue you, or a hand doesn’t come out and slap you on your forehead reminding you to take those vital signs, we still have to remember it.  Because believe it or not, each facility is different on their requirements for vital sign entry.  Some have every 15 minutes for an hour, then every hour after.  Some have every 15 minutes for an hour and then every four hours after.  Typically the blood all has to be transfused within four hours of getting it out of the blood bank.  So once you enter -- and I just picked temperature, you would tap on “continue” and that would take you through all your vital signs.  And once you’re through there, you would hit “save” and go back, and it would take you to the next screen.  Here is the screen where you can enter your second verifier, that person enters after you verify the blood.  You would look here and on the blood caution tag, and after that’s all been verified as correct you would tap in the access and verify code of the second person, and tap okay.  This is just a screen shot of the example of what kind of information is going to show.  The unit ID would show up here, the order number, was it a match, priority, release date and time for the blood bank, when it was going to expire, and then if you scroll on down, and this is an up and down scroll bar here, you can scroll up and down and it would have all that other information about who gave it and everything.  Then you would tap on “begin”.  Now, you don’t have to stay in this application for your 15 minute vitals or anything.  You can log off or go and do something else with another patient, and then to get back into the patient you would just scan that patient’s wristband and then pick up on his blood transfusion.  And you would click on this thing that’s here, it says “transfusion activities”.  When you tap on that it brings you back to here, and so you can verify with this, there’s your unit ID, your order number, all that stuff.  So at some point in time you would enter additional vitals.  Now if you want to enter additional vitals there’s two different ways you can do it.  You can manually do it the way I showed you a minute ago, or if you’ve entered vitals or your NA or somebody else has helped you, and they put in vitals in vitals lot, you can actually import vitals.  So if you tap on that you can just go select the vitals that you want to import into that record and put it right in.  Then you would either, if you were at the end of your completion or stop, you can stop the transfusion at any time if your IV gets infiltrated, if you stop it you can re-begin it.  If you complete it you would document how many cc’s of blood that has been transfused.  That’s basically Blood Care.  
So the next application I want to talk about is Wireless Medication Administration, like I said earlier, and I’m sorry I’ve been going really fast on this.  We just kind of only have a certain amount of time.  So Wireless Medication Administration, like I said, takes the BCMA software and reconfigures it to display on the PDA.  It’s currently used at 18 VAs, can be used as an adjunct to med carts with laptops, or as the only device for med passes.  Now technology is really coming along.  Who’s gone by and looked at the tablets and some of those things?  Up in Hines they’re trialing them, and they’re going to be looking at that for different applications.  Now if you go to this it’s not a sole use.  Dallas happens to use it for 95% of their med passes, but a lot of places are using it, like Pittsburgh just implemented, they use it for their PRNs and for IV’s, because how many times do nurses complain about they have to drag that big old med cart down the hall every time they have to give a Tylenol or a Lortab or whatever, they have to hang an IV or discontinue an IV.  This makes it easy to just go down there, scan it, hit done.  So when you scan and you log on your screen it’s basically the same thing.  Up here you have your start menu and we’re just going to go down the line here.  You have your start and stop time, end time.  If the patient has an allergy, it shows up here as a scarlet letter A, then it will tell you your medications, your administration date and time, and you can reconfigure these like you do in BCMA, you can shuffle them anyway you want.  If you tap on “medication” it can alphabetize it, reverse alphabetize it, if you click on “admin” you can make it PRNs first, PRNs last, the time in order, the time in reverse order, whichever way you want to do it.  If you click on this little plus sign here, the magnifying glass, the font will expand to like a 14 font, but then you lose something, you only have the word of the tab right here, it doesn’t tell you the other stuff.  Here’s the green dots that are down here, similar in BCMA, you have unit dose, IV push, IV piggyback, IV.  Here are your continuous, on-call, P, PRN, and O for once.  You can do PRN effectiveness from this screen.  The only thing currently that you cannot do on the PDA that you can do in BCA -- I’m blanking, I don’t have my notes.  You can edit the med log from here, that’s a new version.  You know how in BCMA you’re used to your bars at the top that do all your actions and everything?  On the PDA everything is down here under an action tab.  When you tap on that you have all these available options.  If it’s bolded, you can take an action.  If it’s grayed out, you can’t take that action.  So to activate that you would have to highlight your medicine, then go down here to action, and then you could come up here and do whatever functionality that you want to do.  You can hold, refuse, not give it, look up the IN if you had to, and edit the med log.  You can also look up patient demographics, you can print reports off here, and options, you can look at different options of setting up your printer list and things like that.  So that’s basically WMA in a nutshell.
The next one we want to talk about that’s currently available is wCareAssist, which is wireless vitals and hopefully intake and output, and it will be on this screen at the bottom.  I’m going to show you two different ways to enter vitals.  One is to manually enter vitals and one is to beam them over via an infrared beam.  So the functionality allows staff to do it either way, whatever equipment that you do have.  The vitals recorded in the PDA go straight into vitals lite CPRS, so you’ll be able to see that.  You can mark errors, you can view vitals, and you can view allergies.  So same thing, you log in, you scan the patient’s wristband, you would acknowledge the patient demographics, and tap on “okay” to proceed.  The vital sign entry screen, like I said we’re going to enter vitals.  The first one we’re going to do is we’re going to enter vitals manually.  To do that you would tap on that icon and it would bring you to this screen.  You would start at selection of vitals, put in your temperature, then you would go to next, do your pulse.  The only thing that you can’t record on there -- hang on.  So you go to temperature, so that just looks this way.  So I just selected “pulse”, so if you put in your pulse, I just put 88, then you can either select “unavailable” or “refused”.  You can do all your qualifiers here and I just happened to pick carotid, palpated, he was lying, and it was on his right side.  And these all are the same.  Whenever you have something set up in vitals light, it’s the same setting as you use here.  Then you would tap on “next” and it would take you next, next, next until you’re through.  Now the quicker way, I want to show you a quicker way of doing it if you haven’t seen it, and that’s to beam the vitals over.  Right now DynaMap is the only one that can do this, but I know they’re working with the CASMED company and device to get this functionality available in the CASMED device.  So you would tap on “DynaMap”, you go to the next screen, you would do your vital signs, you would tap on “update”.  When you tap on “update” it instructs you and gives you an audible chirp, and it tells you to align the infrared ports.  Now if you see at the bottom here, or if you ran by the booth, you saw that infrared beam.  On the back of the PDA is an infrared port.  So if you wave that infrared port in front of that beam, it will populate this screen right here.  So all your values will be there.  So the only thing that you have to enter manually on the other thing is going to be your pain score and your respiration of 16, because we know all our patients only breathe 16 to 18 breaths a minute.  We all do.  So that’s it.  So that’s basically, very rapidly, CareAssist.
Now on wCareView on read-only, like I said it is a read-only version of CPRS, and you’ll notice that the tabs here are the same as in CPRS but they’re at the top.  You have your appointments, reminders, orders, problem lists, allergies, whatever post notes, vitals, labels, medications.  You can set whatever time interval you want.  If you want to look at a day, a week, a month, you can also graph it out here.  But the biggest functionality for nurses at least is the vitals and the lab.  If you’re passing meds and you’re in the middle of trying to give the guys metoprolol, and instead of trying to track down and run around and find your NA to find out what the guy’s blood pressure was, if they’ve used this to record the vitals you can go in here and see the most current vitals right there.  So you don’t have to do that.  And to do that, remember all you have to do is go up to this little house, even if you’re in the middle of medication administration, you go up to that house, tap on that, tap on “CareView”, it takes you straight into that patient’s record.  So it brings you in here, and you can look at that thing.  It doesn’t log you out of the Medication Administration, it just takes you here.  Then you can go back into the other, tap this, go back into your Medication Administration, in and out.  So it’s just like pulling up views at the bottom of your computer.  Like I said, it’s read-only.  You cannot enter orders, you can’t change or alter anything.  You can see notes and everything, but it’s a lot of scrolling up and down, and it gets a little confusing, so we don’t really recommend it too much.

The next one that we talked about briefly is Code Blue, and that really is under development.  They’ve only done a little bit of testing of that application in Washington, D.C.  I actually got to see the first application.  One thing we have to remember about VA, and I know we all know this, is it’s a data rich environment but sometimes it’s not always very easy to pull that data out, so I think they’re working on getting reports readily available that you can extract that data.  Because do we really know what effects really improve our survival rates for our veterans after a cardiac arrest?  We don’t really know.  We’re just kind of making assumptions based on our current functionality.  Do we know if high-dose epi really prolongs survival rates for our guys?  So it’s going to enable us to give us a lot of good information, and see what our best practices are.  

Now those are very briefly the applications.  So I’m going to hand it back to Jan, and like I said, I know this is really fast, we don’t intend to have to be fast, and it’s a little bit different way of us doing it.  So if you have any questions please ask us.  Like Jan said, it is coming.  I know in the next two or three months Care Fusion is going to be coming to a VA near you, I know they’re going to Sacramento and another site right there in Northern California, they’re going to be going and implementing Care, WMA and CareView and CareAssist.  So it is coming to your sites, so be prepared.  Be happy.  It will be alright.

Jan:  The way we usually present this, well the way we did it last year, I don’t know if any of you came by the booth down in the exhibit hall, but if you did you got to see actually an image of the PDA up on one of the monitors, and that’s the way we’ve actually presented it in the past.  It gives you kind of a more real world view as Ruth goes through the demonstration, but we weren’t able to do that for this presentation since it’s being recorded live via Live Meeting, and that’s kind of a software application that doesn’t meet VeHU’s needs.  Anyway, if you do come by the booth, if you haven’t come by there, we can actually show you how the application works on the actual hand-held, and if you don’t want to look at it on the little hand-held, or if there’s several people around, then you can actually watch it on the monitor.  It’s kind of a slick application, that’s also the application that we use for super user training, and these sites will actually have a copy of that and be able to use it for their end user training in the future.  So to kind of finish out the presentation, I just want to kind of go over some additional things that we haven’t covered, and one of those are key activities with the Bar Code Expansion implementation.  First of all, forming a local implementation team and plan.  For those of you who are working with the BCMA interdisciplinary committees, you realize that it’s not just nursing, it’s not just pharmacy, there’s various groups involved.  Bar Code Expansion, the application, is going to be even larger than that, so you’re going to have to bring in people and identify who are going to be the most advantageous to have on your local facility as the Bar Code Expansion application team members.  You’re going to bring in laboratory, you’re going to bring in nursing, you’re going to bring in pharmacy and respiratory.  So quite a few disciplines are going to be using these applications.  You’re going to want to consider what clinical areas you should implement these applications first.  The mandate specified that it would have to be brought up in two inpatient areas, two outpatient areas, lab, inpatient/outpatient, and inpatient ward, whatever ward you decided would be the best.  Here we talk about VA standards, a lot of times those words just don’t even go together because there is no standards.  We as nurses definitely realize that if you know somebody at a different VA, they can do things that are almost totally different than they do at another VA.  I can’t go through a presentation without saying one of my favorite sayings that you hear people say, if you’ve seen one VA, you’ve seen one VA.  Unfortunately, the vendors find out they’re going to get a contract and they’re going to implement these applications, and they think this is great, we’re going to implement to the VA system-wide, 170 facilities, we’re going to train them all with this training plan and it’s going to be boom, boom, boom.  Well unfortunately, they found out rather quickly that that wasn’t the case.  Also with the business process and work flow at the various facilities, they found out that it wasn’t going to be as easy as everyone had thought in the beginning.  Another thing that we just found out lately was the hardware shipping, receiving, and set-up.  As out in the weeds as that sounds, if you’re only getting a handful of scanners, somewhere between a dozen, twenty scanners or so, it’s probably not going to be that big of a deal.  But Ruth had the privilege of receiving 400 of these PDAs because they’ve been using these things for years, and a lot of them were failing and they needed to replace them, so she volunteered to take 400 of these PDAs they had sitting in the warehouse.  I volunteered to take 50 at the Salem VA to use for training purposes.  So here I get this pallet of 50 boxes and everything is in a separate little box.  The battery, the back of the PDA, so you spend ten or fifteen minutes just putting together the PDA, and you haven’t even gotten into configuring the software and doing all that stuff.  
Ruth:  It took just as long to unpack the device as it did to load the software.  If you’ve ever gotten a new computer you realize real quickly how many pieces of Styrofoam and bubble wrap come on these things.

Jan:  So software loading and testing is obviously an issue.  You’re going to need the IRM staff, you’re going to need computers to upload the software because it’s not like a PC or a laptop that you buy at the store and have the applications already loaded.  IRM training, the applications that are loaded on the sites, the hand-helds that are imaged, we have two different phases of training.  We have the IRM training and the super user training.  Currently we are working on the training documentation, the documentation that the vendor had for training, the IRM support was adequate but not good enough to really send out to all the sites, and have it available in case your lead IRM contact for BCE decides to leave and then you’re wondering how you’re going to image these new PDAs that you’re getting in.  So then the super user training, and of course this is my baby with the actual training, I save this part for the last part of the presentation.  It gives me something to look forward to.  The super user training is part of the contract by the vendor, but what we found out rather shortly after the beginning of the project was contract modifications were made and one of the contract requests, or the request of the project, was to request more money.  The other option was well if we can’t get more money for the project to pay the vendor for this delay, then what’s the other option?  Well the other option was okay, the VA will be responsible for full implementation at 20 to 25 sites.  That meant no vendor IRM training, no vendor super user training.  All of a sudden I thought about my job description and my 10, 11 days of travel a month was going up to like closer to 28, 29 days of travel a month.  So I employed people like Ruth and a couple of other people who were integral with the beginning of the project and asked them to be part of my core training team.  So they have been able to get support from their people back at their facilities to actually assist with the super user training, and also with the training that occurs afterwards.  End user training, how is that going to be done at the facilities?  Some facilities are going to say the BCE coordinator will be responsible for training all the end users, they may set up classes.  The super user training, the way we’re doing that right now is we schedule dates, anywhere from four to eight weeks ahead of time due to nursing schedules, and things like that, but the end users are going to be trained either in a classroom or just in time training, on the floor by the super users who have been trained.  Support, of course we’re counting on the super users to be the first line of support as you all remember with BCMA, your BCMA super users were kind of the ones if you had a problem with doing something with BCMA you hopefully could get support from them first.  And then of course application support will be available by Care Fusion, the vendor.  I also like to include this slide for those people who are interested in becoming intimate with bar code expansion.  A little food for thought, these are things that you need to think about, these are a fraction of the things that you need to think about.  We’re still finding out things that really weren’t uncovered when this project came about.  Vendor super user training and IRM training, as I mentioned before one of the things that we require this is a wireless application, so if your facility doesn’t have a training area that has the wireless environment, that’s going to be necessary.  So hopefully with this wireless infrastructure replacement project that won’t be an issue.  BCE coordinator pre-implementation involvement.  The plan was that a BCE coordinator would be designated at each and every site.  I also work on the BCMA project and I get to go to the bar code conference every year, and I get to see all the BCMA coordinators, the claws and the fangs, you know darn well the BCMA coordinator is going to become the BCE coordinator.  So short of issuing everybody guns and knives to fend off the people that delegate those responsibilities, the Bar Code Resource Office right now is working on trying to come up with a mandate that specifically states that those two responsibilities will not be shared by the BCMA coordinator.  And that varies, of course, there again site to site.  Some BCMA coordinators may not think that’s a big deal, whereas other, everyone has collateral duties.
Ruth:  I’ve never met a BCMA coordinator that didn’t think it was a big deal.

Jan:  Yeah, well, I have yet too.  And then also, laboratory and blood bank involvement.  Going back to what I said before is lacking standards.  We have visited several sites in Washington, D.C., several of the test sites, and we did walk-throughs through the lab to see how their processes worked and I mean it was amazing.  I’ve only worked at one VA, in Salem, Virginia.  I was a nurse in the ICU and I was there for several years, long enough to at least have some idea of how the lab process worked.  Your inpatient phlebotomist, and of course we were responsible for drawing all our own labs.  I’ve talked to other nurses over the years where their inpatient areas, they have lab come and draw all of their labs.  Of course if we have ward collect scheduled at 7, or -- but I mean we usually drew the labs to help them out anyway.  But anyway, when the labs would come back, and how they were processed was drastically different from one site to the next.  So that’s where I talk about work flow processes and business practices.  All that stuff has to be assessed way out in advance.  Loma Linda was one of our, I guess they were called the pre-alpha test site.  We had two alpha test sites and I think four beta test sites.  Loma Linda was working on the applications and the BCE coordinator out there was working day in and day out and just doing a stellar job, and he was finding probably two or three problems with a lab application a day.  Well, one person to troubleshoot one application we found out was not nearly enough, therefore the development need that we’re experiencing now.  Anyway, a lot of testing is needed, the long and short of it.  The need for a cohesive team, I don’t have to say anymore about that, if you don’t have a cohesive team, if you don’t have everybody being a team player, it’s going to be much more difficult to implement the applications.  Need for effective communication, obviously.  Who should be part of a local team and decision-making processes?  That’s another thing that a lot of thought needs to be put into. Obviously nursing is going to want major buy-in.  Nursing is going to use all of these applications.  Respiratory is going to want some say, pharmacy, and where should BCE be implemented and tested?  We can test it in ICU or a med/surg ward in one site, and another site that just may not be suitable.  They may want to do it in an acute care setting or long-term setting.  I’m not sure what’s going to happen with the contract after it’s redone, finalized, whatever, if that will specifically state like it did originally that it’s going to have to be two inpatient areas and two outpatient.  We’ll just have to wait and see.  When should BCE be implemented at your facility?  We have these close to 20 sites that are implementing the three applications currently.  What we’re experiencing, as you all are, is the nursing shortage is definitely impacting what we’re trying to do.  We communicate with the site team and ask them how far out do you need to make these schedules with nursing.  Some sites say four weeks, some say eight weeks, and some sites, especially during the summer what we’ve been experiencing is a lot of staff has been on vacation.  Those things need to be thought of also.  JCAHO visiting, probably not a good time to implement at your facility.  Also who should be your super users?  Just because you’ve got a couple of nurses that like to play with computers, and techno geeks, that’s not going to make them your best super users.  Think about who you want to be assisting, who’s going to be there for the support, and who’s going to be able to help out facility wide?  And how you train your end users, like I said before, are you going to use just in time training, super user training, end users, or is your BCE coordinator going to schedule classes?  And how will you receive the support?  Are you going to depend on your super users?  And then also the overall support, the application support, the ideas that if you can’t resolve the problem, if something happens to your PDA, you know we never threw a PDA form, we didn’t mention the fact that these things are drop tested at like 6 feet or 4 feet on concrete.  That’s one of the things during training you’ll see.  Just don’t sit close to the trainer because they have a tendency of throwing the PDA at you.  But if something happens to the hardware who are you going to call?  That’s obviously not something your super user’s going to be able to fix.  Right now there’s a help desk and if your facility, if biomed is going to be responsible for these devices, or if IRM is, then it will go to the next tier, and currently the applications that we’re using right now or implementing right now Care Fusion has a 1-800 number, so they are providing support.  So in summary, we have to remember that this project is focused on patient safety.  You would think over the years as technology has grown and how much more technology we use, you’d think that life would be getting a little easier, you’d be able to accomplish more in less time, but I think the more that we try to do, the higher tech, I think the more work we create.  I was there on the front lines when BCMA came out, and CPRS, so nurses that had not been using computers ever, now they had to learn two computer applications, BCMA and CPRS at the same time, and as time goes on all of these computer applications, these clinical applications, keep rolling out so we always tell people to remember that these applications are not supposed to make your life easier, or your job easier, they’re supposed to make your job safer, and also make the patient care safer.  Need for further development, I can’t stress that enough.  A lot more development is needed on several of the applications.  Appropriate wireless infrastructure, until the wireless infrastructure is done nationally we are not going to be able to roll out the full suite of applications.  BCMA coordinator involvement not appointment, that’s also what I try to convey at the bar code conferences, that the BCMA coordinator of course your greatest fear is that you’re going to assume that responsibility, but you have to remember that you are probably going to have more knowledge closer to what’s needed with these applications than anybody else at your facility.  So if there’s some way that you can sign a contract that you will not be the BCMA coordinator, look into that.  Facility workflow and process assessment, there again, not just with lab, although I think lab is the largest audience we’re looking at where that really can be such a difference and such a challenge, but these are things that are going to need to be done months in advance of implementation.  And then also I like to include the website, the National Training and Education Office website, where the documentation for the Bar Code Expansion Project resides.  We have just currently populated that site with user manuals, user guides, for the three applications that are currently being implemented.  We will also be continuously adding information so please visit that site, and that’s also going to be kind of a support mechanism also for after we implement the site for additional training.  
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