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Bar Code Medication Administration (BCMA) - Pharmacy Troubleshooting (A Fistful of Bar Codes)
I’m Ron Schneider, pharmacist consultant for the Bar Code Resource Office, and my co-presenter today is Daphen Shum, who is the BCMA Coordinator and pharmacy ADPAC from VAM HCS Perry Point Maryland, which is just over the bridge going to Delaware.  We’re going to present A Fistful of Bar Codes.  Before I start, how many of you here are BCMA Coordinators?  How many of you are pharmacy ADPACs?  Okay, so most of you are pharmacy ADPACs.  So we’ll try and gear our presentation towards that.  Keeping with the Clint Eastwood theme, we’re A Fistful of Bar Codes.  Really what it’s going to be is we’ll tell you some stuff about our office and Daphen is going to tell you a lot about clearing up problems.

We have to have objectives, so here are ours.  I’m going to give you an update on our office.  Are any of you familiar with the equipment purchasing directive of 2006-069?  BCMA coordinators should be, okay good.  Are you familiar with the Bar Code Quality Directive?  That is due October 1st.  We’re going to explain that to the rest of you, and we’re going to go over the enterprise results that we have been collecting.  

Daphen is then going to give you some very helpful hints on troubleshooting problems that occur on pharmacy side, and on the nursing side.  How many of you have heard of the Closed Loop Verification Program?  Okay.  I’m going to explain that, and this is something that we’re getting a lot of international recognition on.  Then I’m going to go over the results of what we’ve been doing with that.  

If you were listening really closely I said that I’m from the Bar Code Resource Office, I’m not from the BCMA Program Office.  That doesn’t exist anymore.  We’ve changed our name.  Now why would we go and change something that everybody knows, it’s been so familiar for the last seven years?  

Well, very simple.  They put a lot more stuff on us to do.  They’ve added us surrogate owners for BCP, which is formerly BCE, Bar Code Expansion Project is now called the Bar Code Project.  That’s taking a lot of time.  We have become experts on bar codes for the VA.  Anything that’s coming into pharmacy with a bar code, anything that’s going to come into lab with a bar code, anything that’s going to blood bank with a bar code is going to be put on us, we’re going to make sure that those bar codes work.  We’re going to get standardization of products that read, print, or have bar codes on them.  How many of you were around in 1999 when we started BCMA version 1 and we told you go out and buy scanners, printers, and all this other kind of stuff, we didn’t tell you what to buy.  We’ve changed that.  We’ve really been working hard to standardize stuff for you.  And we’ve become the liaison with suppliers, GS1, which is global standards 1, which is an international bar code organization and they are the people that enforce bar codes across the world.  The Food & Drug Administration is now our friends.  They didn’t want to hear about bar coding problems before, they do now.  So we’re going to go over a lot of these things and explain them to you, and show you what we’ve been doing.

VHA Directive 2006-069.  Purchasing bar code scanners, wristband printers and wristband media.  As I said before when we started this in 1969 none of us knew what a bar code scanner was, we’d seen it at the grocery store, it was built in and all that, we had no idea what to do for nursing, what to do for pharmacy.  Just to give you the perfect example, our VISN at the time, VISN 5 is four sites, two from VAM HCS, Washington, D.C., and Martinsburg.  We all bought different scanners.  We didn’t know what we were doing.  We are going to standardize products.  That’s the whole purpose of this directive.  We do not want you guys going out and getting a ton of products in, not knowing what to test, not knowing what to look for.  You tell us you want to test a new product, we’ll test it for you.  We have standardized parameters that we will test every product out there, and that way we’re testing apples versus apples rather than apples versus oranges.  So we’re going to come up with products, and I’ll show you later on where this has really helped us, having standardization of products.  You can only purchase equipment, bar code scanners, wristband media, wristband printers, that our office has approved.  If we haven’t approved them they will be blocked on IT tracker, and we are testing equipment every day.  Those scanners that you see that you’re waiting to get out of the room for, well we’ll be testing an upgraded version of those.  Again, you don’t have to go out and buy all new equipment today.  This is when your equipment goes out of its life cycle then you have to purchase our equipment.  If you want to see the directive and read all the details, this is our website where you can find it.  It still says BCMA program office, I don’t know when they’ll change the website, but we will get around to catching the website up to our name.

This is our approved equipment.  There are only two approved scanners, it’s the same model, one is wireless and one is wired.  It’s the only one that has security approval so far.  We had to go through the Office of Information cyber security to get them to approve the fact that it goes over the airwaves when you scan the wristband, which has social security number.  So these are the only two scanners that you can use.  They work great, they will read 99.95% of the bar codes out there.  If they don’t read it, it’s a manufacturing problem, believe me.  Wristband printers, we have three.  These are the traditional wristband printers that are printed on a roll and the wristband comes off.  The Zebra was just added, so we are constantly testing equipment.  Sites are asking us to test stuff, manufacturers are asking us to test stuff, we just tested another wristband printer and wristband media and we did not approve it, it was not equal to what these were.  So we’re not going to put anything out there that doesn’t score as good as what we already have out there.  For wristband media we have two products that are normal rolls on the wristband printer that you’re used to, that’s the two PDC products.  We have three products that will print on laser jet or inkjet printers.  The last two, the Laser Band, have just been added.  We did not test all the inkjet and laser jet printers, that was an impossible task.  We did test the wristbands.  So we tested them to hold up for two weeks under normal conditions, we swab them down with alcohol, we smear creams on them and all that kind of stuff, spill Betadine on them, rinse them off, that kind of stuff.  They hold up for two weeks.  We don’t want to go beyond that because it may be an infectious disease problem.  So they will last longer in some cases, but that’s as far as we tested it.  So that’s our approved equipment, you have to buy these products.  

My favorite topic for the BCMA coordinators, the Bar Code Quality Directive for unit dose packaging and bar code labeling.  If you don’t mind I’ll just call it the directive.  It was developed in 2005, I was one of eight pharmacists, and we had a pharmacist from patient safety on there also, so I am one of the people that you can blame for designing this product as well as having to annoy you to get all your results in.  On February 9th, 2006, about 4:30 in the afternoon it was approved by Dr. Perlin.  I was a Blackberry addict in those days, I got threatened with divorce so I had to put it away.  But I was driving home and I had the Blackberry set to vibrate because I was waiting for the message from PBM from Mike Valentino, and we got it, and thank goodness I was stopped at a red light because I was going yeah, it’s finally approved after a year and a half!  It took a year and a half to get it.  Dr. Perlin insisted that we do a baseline survey to see where we were.  We had no idea where we were as an entity as far as scanning results were.  Nobody in the country had tried to do something like this, so we were really hoping for the best.  We required a quick and dirty 200 scans, 100 in pharmacy, from each of the monitors which I’ll go over, and 100 at the end user.  The theory is that if pharmacy is doing good, getting everything scanned properly, checking their synonym file, when it gets up there to the nurse it’s going to scan.  The results are showing that too.  The first quarterly reporting period was April 1st, we decided to make them government quarters, which is really throwing people crazy because the stuff that they’re collecting now is the fourth quarter 2007, October 1st will be the first quarter of 2008.  So even though it’s not calendar year, it’s based on government fiscal year.

So what are the objectives of the Bar Code Quality Directive?  Plain and simple, we wanted to ensure that all products from pharmacy are in the VistA drug synonym file.  We knew that in March of 2006 the FDA mandated bar codes on all products manufactured for use in a hospital, with a few exceptions.  We knew there was going to be a lot of products coming in at the pharmacy that were going to have bar codes, that didn’t have bar codes the last time we received them.  So we wanted to make sure there was a way and place to get these things done.  We wanted to identify and correct problem bar codes before they reached the point of care, and I’m going to use my buddy DC here as an example.  Last week DC checks everything as it comes into the pharmacy, everything is scanned by the technicians before it’s put on the shelf.  They received a new acetaminophen 325 mg, it didn’t scan, it didn’t scan at all, it was worse than these things.  The reason it didn’t scan, it was just poor print quality.  The bars that go straight up and down, it had white spaces on the bars, it was terrible.  They brought it up to me, and I sent it to everybody out in pharmacy and said don’t put this product out on the shelf.  They had already pulled it, they had already written up the requisition to Amerisource to get it back.  That’s what we want.  The directive was right.  It didn’t let this product get out of the pharmacy and get upstairs.  If we can reduce the scanning circumvention at the point of care, because now the nurses know that things should scan, they’re scanning in pharmacy, theoretically they should scan upstairs.  If they don’t it may be something else, it may be the scanner, it may be the lighting, it may be the dead spot in the wireless zone.  We set the compliance rate at 95% because we thought that was doable.  Dr. Perlin wanted it set at 98.  We talked him out of that.

We have some pharmacy monitors, and the first two are machine readability.  These are the things that the manufacturers are putting on there.  Got controlled substance monitor and the manufacturer’s monitor.  I’m asked every week why is controlled substances different than pharmacy manufactured items?  They’re not.  We put them in a separate category because one, they’re high risk items, we wanted to make sure that they got scanned and didn’t get missed in the thousands of other products each quarter that needed to get scanned.  Also being controlled substances, at this time most of the sites did not have a scanner in the vault, we didn’t want to have those items taken out of the vault like I did in D.C., take them to my desk, scan them, and then return them to the vault.  We just didn’t want to have that issue.  So we said okay, everything gets scanned in the vault, do it that way, get yourself a scanner and go from there.  

We have three monitors for things that we relabel.  IV labeling, you never know when that pixel is going to break, again since I work out of D.C., their IV label printer broke today.  They noticed it because they’re doing the directive, that the IV labels weren’t scanning down in pharmacy.  They have a back-up.  Before I left I made sure that they bought three, one for the little Zebra labels, one for the IV labels, and one is a back-up.  So when one goes down they always have another one, so they’re putting the other one in place as we stand, so that’s working again.  The automated unit dose packaging, for those of you who are nurses here, that’s the little thing that packages those little strips of drugs that you get in your dose.  And the pharmacy relabeled is anything that doesn’t have a bar code on it yet, or has a bar code in a place where it’s going to get messed up, like an ointment tube where you have to roll up the ointment tube and it’s at the bottom and it doesn’t hold up.  And by the way, that does not meet FDA regulations, I found that out.

The end user quality monitor.  This is the one I used to love when I was BCMA coordinator in D.C., because I got to go up there and see what was happening with the nurses.  Being a pharmacist I was down in pharmacy most of the time, this gave me a chance to talk to the nurses and they could show me what wasn’t scanning and what was scanning, and I could fix it if it was a drug problem right then and there.  So we want the nurses or the nurse manager or the BCMA coordinator to try and scan equal products in each of the pharmacy monitors.  That way you have a good representative sample.  The better your sample, the better off you’re going to be, because you’re going to have better results at the point of care.  If you scan one or two products, well you’re not doing a real representative sample, so you may have issues.

These are testing recommendations, and I emphasize recommendations.  I am not going to call you up and say hey, you didn’t do 360 scans on your manufacturer’s products.  We realize that people are on vacation, short-staffed, something happens, you can’t get these numbers done.  The numbers are not as important as having a process in place.  So if you can’t scan 360 but you scan 200, that’s fine.  The more you scan, the better off you are.  What’s going to happen is if you scan 5 or 6 items and one of them fails, that number goes down awful quick.  So again, I don’t yell at anybody about the numbers that they send in, just that they send in numbers to me.

These are the directive results from the baseline that we did and the third quarter of FY07.  You’ll see during the baseline there were three monitors that we looked at, controlled substances, manufacturers, and end users, because they were the lowest percentages.  So we figured we better concentrate on those and get those up.  ATCs weren’t really a problem, relabeled really wasn’t a problem, so we figured we would focus on those and put our attention on those.  Where did we go to?  Third quarter of 07 controlled substances went up to 99%.  Manufacturers at 98%.  End users at 98%.  This is a fantastic turnaround.  It doesn’t sound like a lot, but 5% in a year is tremendous when you figure how many items we actually scan.  Yes, we still have a ways to go.  Even though it’s 99% it’s not perfect.  We do not want to have to be the person that says to that nurse well you got the 1% that didn’t scan.  

I’m one of those people that can read the numbers but I can see it more effectively if it’s in a graph, so this is the results of the baseline in the third quarter of FY07.  For any of you that are interested, you can see all the enterprise results for the Bar Code Quality Directive on our website.  It’s an interactive graph where you can pull up by your VISN and compare yourself to the other sites in your VISN with the numbers.  It just looks a lot more dramatic when you see the controlled substance and the manufacturer and the end user, how they’ve gone up over the year.  

Now this is one that actually Russ Carlson in our office did for the FDA, which really stunned the FDA.  We pass 600,000 medications on an average day in the VA.  That’s a lot of meds.  This is based on calendar year, not fiscal year, that’s why the numbers are slightly different than mine.  We have a 93% success rate back in 2006.  So that means we scanned 559,800 items with no problem.  2007 we moved that up to a 97%, which means we scanned – you can see the numbers.  Tremendous numbers out of 600,000.  So we now have 24,600 more items that consistently scan on a daily basis.  That’s great.  But that means there’s 15,600 items, or 2.6% that don’t scan and are still problematic.  Imagine you’re the nurse in a nursing home and you have all of those 2.6% that don’t scan.  You’re not going to be a very happy person.  When the FDA saw these numbers that we pass on a daily basis they were just stunned, they had no clue that we were passing this many meds, because we are the only entity doing this on a really large scale, over 140 hospitals.  And showing people our results.

This one here is the most important slide of this portion of my presentation.  This is the facilities achieving the 95% threshold.  We’re at 99%, but that’s total scans added up.  This is where we were.  For the controlled substances, the manufacturer, and the end user, back on the baseline, barely half, a little bit over half of the sites made 95% success rate.  Again, this was the baseline, we had no idea where we were, so this really showed us that we really needed to work on those and we have.  These are the preliminary numbers for the third quarter FY07, these slides had to be turned in before I begged and pleaded and got everybody to give me the final results, so the numbers are a little bit higher, they’re a couple of percentage points higher.  But you can see, controlled substance now 74% of the facilities make the monitor at 95%.  Well that means 26% of you aren’t.  And it’s those 26% that I have to work on, see what’s wrong.  Some of it is related to older equipment, they have the older scanners that don’t read the double stacked and triple stacked bar codes.  Well if you’re doing a monitor in pharmacy but your end user is okay, that means pharmacy is intervening, and pharmacy is doing what they’re supposed to be by relabeling something.  So maybe some of the controlled substance problem is being caught in pharmacy and it’s being relabeled, and it’s not affecting what gets up there to the end user.  That’s what we’re trying to analyze right now.  Manufacturer again is at 74%.  Some of it is not the site’s fault.  Some of this stuff doesn’t scan.  IV labels, ATC, they’re staying pretty steady.  But again, we’ve got to get everybody up there to where they’re about 95%.  The end user is at 81%, again, would you like to be that one nurse who has 21% of her meds don’t scan.  Think if you were a nursing home nurse where you had 800 meds on one pass.  That’s a lot.

Again, this is the number of facilities only on those three monitors that we’ve looked at.  If I had the final numbers on here for the third quarter, those numbers are a little bit higher than this, so again, we have seen a steady increase each quarter, and that’s what we’re looking at to see the increase, we know we can’t just turn it around on a dime.  Turning around this much in one year is tremendous.  Again, some of it is related to equipment, some of it is related to manufacturers, and I’ll talk about the manufacturer issues in a little while.

And now I get to turn it over to Daphen, and I’ll be back later.

Daphen:  Okay, now BCMA usually is considered the medication documentation system for nurses, but pharmacy has a major impact on this because what the pharmacist does with a medication order affects what the nurses see in BCMA.  We’ll take a look at some troubleshooting, what happens if a nurse calls with a problem, what can a pharmacist do to fix that problem, or at least identify it?  And then we’ll consider some best practices.

What is the pharmacist’s impact on BCMA?  As I said, the medication orders are the basis of BCMA.  The order will not appear in BCMA unless it’s finished by the pharmacist.  And how an order is finished affects what the nurse sees in BCMA.  And as you probably know, except for emergency situation JCAHO says the pharmacist must review all orders before a nurse administers medication.

The order affects what’s available in the automatic dispensing cabinet, such as the Pyxis and Omnicells, assuming you have the profile system.  How the order is finished affects what you can see.  You have to know what you stock there, whether you stock all strengths.  Say your Pyxis contains all controlled substances, you only stock let’s say lorazepam 0.5 and 1, so you don’t stock 2’s, you have to consider that if the order is for a 2 mg dose.  Your start, stop date and times, administration times, affect when the order appears in BCMA and whether it appears at all.

This of course is a pharmacist’s view in finishing a medication order.  The start time affects when the order first appears in BCMA.  Your admin time is 9 o’clock for your daily order here.  Your start time is the time that the doctor signed off on the order, assuming you’re set-up is for now as the first start time.  The requested start time is the time that the system calculates as the time when the order is going to begin.  And as you see that’s a day later, because the order was entered after 9 o’clock, which is your standard administration time.

For the BCMA view if you look at this screen, this is from July 11th, which is the day the order was entered.  During that time at 9 o’clock you won’t see the aspirin order because it’s not due to start until 7/12.  On 7/12 you’ll see the order, the aspirin order is there.

Looking at a so-called odd schedule, q3d.  Your standard administration time is still 9 o’clock, you look at the calculated start time, the requested start, it’s going to start 3 days after your order is entered.  And that’s how the software calculates it.  Now the physician has the option to change that time, or request a different time and say start the next morning say 6/20.  In that case you would put in the comments and the pharmacist has the option to change that order.  Now CPRS when the doctor enters the order tells the doctor when the next dose is due, but we don’t really know how many doctors actually read that.  So he may or may not get what he wants.

If you were to edit, you can edit the start times to say start at 6/20, which is the day after the order is written.  You can have the order start at 9 a.m., which is the administration time, in which case the order will appear on BCMA one hour before it’s due for administration.  However, you can also have the start time earlier than say 9 o’clock, you can 8 or 6 o’clock a.m., as I did here.  In which case the order will appear earlier for the nurse to see.  The requested start time will not change as that was still calculated by the system.

We’re going to go look at the dispense drug and the number of units dispensed.  For this order we’re going to use clonidine .1 mg, and we’re going to dispense a .2 mg tablet because that’s what we have in stock.  Since it’s a .2 mg we have to dispense a half a tablet, so you make that notation there as the unit to be dispensed is one half.  If you were to dispense .1 mg of course you would have to change that unit per dispense to be 1, to make it match.  Because if it didn’t match the nurse would see something differently and it has to match what you dispensed to the floor.  If you dispensed .1 for a .2 the nurse would see it on BCMA and try to scan it, it would get an error message.  Of course the nurse can still administer that dose, but of course that would be considered technically an error, or a work-around, which is not a good thing to do.

This is the BCMA screen for half tablet, you can see it gives you a pop-up box for a fractional dose.  It prompts and reminds the nurse to give a half a tablet.  

You can also dispense multiple dispense drugs for one order.  For example, a simvastatin 15 mg dose, you can dispense a one and a half of a 10, a 10 and a 5, or 3 5 mgs.  Of course your order has to match what you’re going to dispense.  And if you were to use the special instructions to prompt the nurse or to help the nurse see what they’re looking for, it shouldn’t match.  Like you see the one above doesn’t match.  It’s a check for nurses to be able to see.  

Also for the multiple dose it also gives you another pop-up box for a nurse, and that prompts them to look for another tablet to administer the full dose.  So you see the 5 mg has already been administered, and you’re looking for a 10 mg.  

Okay, go back look at the day of the week schedule.  We have a clonidine patch which is administered once a week, the schedule here is weekly, we’re going to give it on Monday.  This is not very clear, if there was no special instructions there there’s no way anyone would really know when the dose should be administered until it shows up in BCMA.

A possibility here is also to have a different type of schedule where you say Monday at 0900, which would make it clear exactly when it was due.  In this case the system also calculates when the start date would be, you don’t have to go figure that out.  

Back in the previous screen you would have to calculate the start date of 7/9, actually it’s a Monday, and adjust the start date to make that match.

Next to provider comments and special instructions.  Special instructions appear in red for the nurses on BCMA.  Providers can enter comments for pharmacy or for nursing for any reason.  The pharmacist has the option to copy it or not.  So your choices are copy, not copy, or exclamation point, which means flag it.  And flagging it would cause a pop-up box to appear for nurses.  So this depends on the pharmacist’s judgment what they want to flag, because nurses are tired of seeing flag pop-up boxes.  Some things you might want to include in your special instructions are like sliding scale instructions, IV titrations, things like take with food or remove patch at bedtime.  Some of those instructions you can set up in the pharmacy quick orders requisition order and it will make it appear in the comments automatically for pharmacists to transfer into the special instructions.

Complex orders.  Complex orders appear as one single order from the provider, and when it comes to the pharmacy it appears as multiple orders.  This is a prednisone titration, and you can see it shows up as three orders in pharmacy.  

When you go through and finish these orders it’s going to automatically calculate the start and stop dates, and it should do it correctly.  If there’s any adjustment that needs to be made to the order as far as administration times, it has to be done during the time of verification, otherwise you cannot edit after it’s verified.

Okay, we have the first component.  This one I copied the provider comments into the special instructions because it gives you the option as it appears on all the components, but you may not want this here in this case.  So you can edit that out either now or later on, that’s one of the exceptions.

This is the second component, you can see the start and stop date is calculated by the system.

And then the last one, and you want to leave the special instructions here.

Now you can see in the pharmacy profile that the order is finished correctly, the appropriate start and stop dates, and it appears as three separate orders.

Okay, here we’re going to try to edit field #11, which is the special instructions.  It’s going to allow you to do that.

When you try to edit field #9, which is the administration time, it will not allow you to do that.  If you need to adjust administration time you will have to create a whole new set of complex orders and just basically start over again.

Okay, what happens when the nurse calls with some problems?  What should the pharmacist do?  These are some of the common problems.  Bar code won’t scan.  The order does not appear in BCMA.  Nurses sometimes are required to run the missed med report, and sometimes the med they consider administered still shows up on the missed med report, why did that happen?  Sometimes an order they claim doesn’t make sense.  And then sometimes after scanning, patient refused medication, they don’t where to find it to unmark the given, to mark it refused.

First we’ll look at bar codes that won’t scan.  I think Ron mentioned a few of these problems.  What you can do locally is they contact you, is identify the drug in the package, depending on where you’re located and whether you’re in a single building or in a campus-like setting, do you have time to go out and get the package yourself or have the nurse send it back, or you can just have them read to you over the phone what that bar code is, what the medication is, or you can have them possibly scan the medication into an e-mail and send it to you, or send it to your ADPAC.  If you can identify that package you can check the same stock in the pharmacy and see if it scans in the pharmacy.  If it does scan in the pharmacy, then it might be an issue on the unit, basically see if the scanner is working, if it’s fully charged, if it’s wireless, see that the scanners match the correct base.  Does it need recalibration?  Were they trying to scan the bar code in an area where it might be problematic, like in a dead zone?

Some reasons why the bar code won’t scan, for a manufacturer bar code you look at the bar code type.  Is it linear bar code, which is a readable one, looks like a line, regular, where you usually have a number underneath of it.  Or you have the stacked bar codes, like the box with blob of stuff.  If you have an older type scanner it may not read the new stacked bar codes.  You would consider replacing with the new mandated scanners.  Is the bar code in a drug file?  If you scan it and it comes up with a lot of question marks, it’s probably not in the drug file.  Then you would have to enter that bar code into the drug file.  Is the bar code in the drug file on more than one drug?  That would also give you an error because it doesn’t know which drug to associate with.  You would have to identify which drug is the correct drug and remove it from the incorrect drug.

For bar codes which are coming from the automated manually bar coded packages like your ATC machines, you check for obvious defects.  For packages which are relabeled, for ophthalmic products, insulin, topicals, you would see is the bar code wrapped around a curve?  Even the new scanners, the HHPs, won’t read those.  Is the bar code folded, if you’re missing part of the bar code it won’t read those either.  Is the bar code worn, does it need to be replaced?  Those are other options.

IV labels.  Check and make sure it’s a valid order.  If the order was changed it may not show up here, depending on how your parameters are set up.  Available bags, you can see that in pharmacy, you also see it in BCMA.  The label has to be printed before it becomes available.  It could have an available bag on the ward, where the bag physically has a number on it, has a bar code on it, it’s not available to the nurse.  It could be somebody else already used that number.  For the Baxter IV solutions you have those lovely white labels, white bar codes on those clear plastic bags.  They ain’t going to work very well.  Ron’s been talking with the Baxter and FDA people on that and they’ll take care of that for us.  And if there’s any other reason or you can’t figure out why it doesn’t scan, contact your BCMA coordinator or Ron.

This is just a view in BCMA which identifies the available bags.

At times the bar code could scan but you get an error message where the drug’s not found, and these are some possible reasons why they’re not found.  You check the medication order, dispense drug, the strength of medication dispensed.  Was the wrong drug dispensed but what was ordered?  Going back to the same thing whether your dispense drug matches what you dispense.  It could be the wrong drug or it just could be a replacement strength for something that you don’t have in stock.  Just remember that you have to go back and change those order.  If you repackage a drug, the label is correct, but it could have the wrong IEN bar code on it from the ATC machines.  Somebody inadvertently retyped the bar code on there.  If the order is correct and it’s a manufacturer bar code, check to make sure that bar code is in the synonym field in the drug file.  There’s an option that should be available in most pharmacist and maybe pharmacy tech menu called drug file inquiry, and you can scan that, it will tell you what drug comes up or it could give you a question mark which means it’s not in the drug file.  If you scan and they give it more than one name then that means your bar code is in there for two drugs, and the option use there is synonym enter edit to check that.

If the order the nurse is looking for is not in BCMA, first time you do is check to make sure there’s a current active medication order.  The order has to be finished, it cannot be pending.  Check the start date and time, go back and see when the system calculated a start time.  If it’s going to start tomorrow it’s not going to appear today.  They may think it should be now, but if the order is entered after your administration time it won’t appear today.  Checking your administration time and the VDL window time, when you open up VDL there’s a certain time that it’s set for, usually one or two hours before when you open up that window.  If the dose is due not within that frame, it won’t show up.  So they can either need to open it wider to see if the order is there.  The schedule type check on VDL, there’s some blocks in the BCMA VDL that gives you an option to check on or off the one-time orders, on-call orders, or PRN.  If those boxes are checked off and looking for an order under those statuses, then it won’t show up.  And then there’s the medication location, particularly for IVs.  IV pushes, actually should show up on the unit dose tab, whereas IV bags and IV piggybacks show on different tabs.  And there’s the text orders.  physicians enters text orders in CPRS they will not appear anywhere, except for nurses in CPRS.

This is a screenshot of the BCMA cover sheet, which basically gives you an overview of all the medication orders available for that patient for the next 24 hours.  It shows your active orders, your future orders that are going to be due the next day, which will not show you in the regular VDL screen.  And it also shows you the recently expired or discontinued orders.  This was done on July 20th, so you see orders from July 20 and 21st I think.

Sometimes you have nurses calling saying the meds appear on the missed med report but they already administered it.  The main cause of this is if the pharmacist had to change the administration time basically due to request by nurses to change the administration time.  This causes a problem where the previously administered dose for the previous days appearing on the missed med report.  There’s two patches, the PSB*3*30 and PSB*3*39 that are supposed to correct this problem, there is no due date that I know of when it’s coming out, so I’m not sure when that’s going to be resolved.  The current solution is for the pharmacist if you need to change the administration time is basically create a whole new order.  So discontinue the original order and change everything to create a new order that has the correct administration time on it.

Nurses call and say the order doesn’t make sense.  You’ll see a couple of dots behind the name of the medication, insulin.  It’s a little bit squished, the little dots don’t mean anything.  What they can do is basically widen the screen, widen that particular column, and they will see the complete order appear.  This has already been improved from previous years where actually the special instructions were even squished and they made even less sense, so this is already an improvement.

When was the last action?  It’s not there.  Again, widen the last column, you can see little narrow space on the right there, you widen that, you see the last action.

Sometimes, well the nurses usually basically they’re supposed to scan the medication before they administer it to the patient, sometimes when they get to the patient the patient doesn’t want it, but they already marked it given.  Occasionally if it’s an order for a one time or on call it kind of disappears off BCMA and they can’t find it again.  So you have to go looking for it.  In this particular case the acetaminophen and codeine is still there, so all they have to do is select that, right click, mark it refused.  

If that order were not there anymore, they would have to go under the BCMA VDL screen, go into file, edit medication log, and the medication log would appear.  Only one medication showing up right now, but that was the medication they wanted changed.  You can see the type here is on call.  All they have to do is select that medication order and you get another screen, which gives an option to mark it, to undo the given, or mark it refused.  And of course enter comments.

Unknown action.  You may see some of these e-mails occasionally, or frequently, depending on the case.  Usually the cause is from nurses using the manual medication entry in VistA to document medication administration, and at some point they usually get disconnected without finishing their action.  In that case the system can’t figure out what happened, so they have an action status of unknown.  And this e-mail will continue on until it’s corrected.  So every time another nurse enters that patient’s record it’s going to generate another message saying this is a problem.  Usually it’s only the person who actually administered the medication.  The nurse who administered the medication should be the one that corrects it.  For one thing, you really have to identify and see whether the medication was administered or not, so that would be the only person that should know.  If there is a particular problem where they can’t fix it, you basically have to contact IRM, have IRM go through a medication log and edit that status to the correct status, but you still have to contact the original nurse, and that could take weeks.

Some possible best practices.  The BCMA GUI should be available within pharmacy, inpatient pharmacy.  If the nurse calls with a problem and you don’t know what they’re talking about, it helps to be able to go into that particular patient’s record and see what they’re talking about.  Sometimes they’re seeing things that aren’t there, or sometimes they just need to refresh the screen, things that’s happened.  Communication, you should encourage the nurses to report problems to the pharmacy.  If we don’t know about it, we can’t fix it.  They can complain or comment to their colleagues.  If we don’t know about it, we can’t fix it.  Pharmacists should read their entire order.  I think some of you might have seen e-mails going around with how do you make pharmacists read the provider comments and transfer it to instructions when needed.  I don’t know how you make them read it, you just have to make them read it.  Part of the job.  And of course the provider comments, you have to make sure you read that to make sure that whether you have to copy that into special instructions for the nurses or just to see if you have to take any further action or that’s different from what your standards are.

Of course all meds must be bar coded, says Ron.  All manufacturer bar codes of new items should be checked on check-in.  Enter manufacturer bar codes of new items on order check-in.  Check bar codes on repackaging, and there’s bar code scannability.

For insulin sliding scale there’s a controversy concerning whether they should be continuous order versus a PRN order.  With the continuous orders the nurses have a check to automatic order, to routinely check the sugars on schedule.  With a PRN order of course they don’t have to document anything if there was no dose administered.  For now orders, the physician has the option to check that on CPRS.  What do you do if it’s too close to the next scheduled dose?  That’s probably assuming they didn’t read the next dose due.  So you can flag the order back to the physician or you can just automatically adjust it, give the now dose and adjust the start dose for the continuous order for later on.  Okay, dosages should be specific.  Basically use like a milligram dose rather than using the units like a tab or a patch.  This is particularly important with combinations, like sinemet, you don’t know one tab or what.  And also to consider is you want to use a separate orderable item for each combination tablet.  Training and competencies, the BCMA program office now has a training website, which is available now.  VISN 5 is working on some competencies and some troubleshooting manual which we’ll make available when it becomes available.

A few BCMA reports, you have your missing dose report, which is basically when the nurses ask for a missing dose.  You have your medication log and medication administration history, MAH, which are both available on BCMA and through CPRS.  You have CPRS order detail, and then you have Fileman for those of you who have access to that.

Here’s the familiar missing dose report.  Whenever a nurse requests a missing dose it should print into pharmacy, hopefully.  

Your medication history log.  This is one view, and this is found in your CPRS order details, also found under BCMA report and under CPRS report.  And this is under one medication, so it just lists that one particular medication.

Here’s MAH, it looks familiar, looks like the old MARs.  That’s available through BCMA or CPRS.  This tells you when the doses were administered.  Just keep in mind that if you’re missing some doses, they may not line up exactly with the administration times, so if you actually administered on 6/28 the 2100 dose of clonidine, it just wouldn’t appear with the 0900 dose if there was no 0900 given, it had the time when it was administered initials but it doesn’t line up correctly.  You can use this MAH also to check for your like q3d orders, the qod orders, because it will block out the days when it’s not due, so you can see the schedule when you think it should be scheduled for.

This is an example of Fileman report, which was created down in Martinsburg.  They basically was tracking the missing dose request and perceived there was a trend of what particular medication might be missing more often than others.  They’ve actually identified a potential diversion problem because of that.  So basically someone created a report, and then they made a menu option available to all the staff with IRM approval.

Another example of a Fileman report was the recent patient safety alert that you might have known about, where the people were documenting inappropriately by scanning the second dose, so the dose was appearing was the IEN number of the drug rather than the actual dosage.  So we used a Fileman report to identify the entries which were inappropriate from the BCMA medication log file.

Okay, back to Ron.

Ron:  Okay, you’ve already done all your troubleshooting that you possibly can on your end.  What are you going to do?  Who are you going to call?  Do not panic!  

This is what I turn into when I see a bar code that’s bad.

Call R and R, Ron and Russ.  Call either one of us, send us the bar codes, we’ll do something about it.  

Send anything that doesn’t scan.  We don’t care what it is. You’ll see my address here is different than my Outlook address simply because in D.C. we still get mail irradiated for anthrax.  So if you send me a wristband in a nice VA envelope, by the time I open it up it’s going to be black on black.  I’m not going to be able to read it.  So either Fed Ex it to the medical center or send it to this address.  Russ doesn’t have that problem in Topeka, you can send it directly to him.  All bar codes grade A through F, just like everything else.  A bar code is given the lowest grade on what it scans.  There are nine parameters, they’re internationally accepted, so if I call up the manufacturer and I say you failed decodability, they know exactly what I’m talking about.  If anything scans bad, it fails.  We accept in the VA A, B and C.  That’s the accepted industry standards.  We do not accept D or F bar codes.  They may scan perfectly fine, on the second or third try, but that’s not acceptable.  We don’t want that, we want them scanning the first try every time.  

If it’s a VA product we’re going to try to give you a recommendation on how to fix the problem.  It may be your printer is too dark, it may be your printer is too light, it may be that it’s your end of a cartridge, which is something a lot of us don’t think about, but the bar code quality at the end of a cartridge is different than when you first put one in.  So we will just try to give you some helpful hints, and I’ll show you later where that’s actually showing up, that we’ve actually done something.  If you send us a supplier bar code that’s D or F, first of all we’re going to send a letter to the manufacturer, and at first these letters were going nowhere.  They were just going to the manufacturer and we weren’t hearing back from them.  Now we’re hearing back from them.  Some people, like Hospira have told us send the letter only to a certain Vice President.  So we are getting some answers.  We also send a copy of the letter to GS1, which is global  standards unit.  For those of you who were at our Bar Code Conference, we did have John Roberts, who is head of the healthcare unit for GS1, who acknowledged we had the best system in the world for reporting problems.  Namely because nobody else reports problems.  Jeff Ramirez is with ASHP informatics, and they are now starting to do an online reporting system.  You just report it online, they’re going to collect the data and try and see where they have issues.  We’ve gone one step further, we contact the manufacturer and we do something about it.  This letter also goes to the NAC, which is National Acquisition Board, those are the people that purchase the products.  Again in my Blackberry addiction days I was looking at messages on a Friday evening, and there was a message from one of the COTRs for contracting for purchasing the product, telling the manufacturer’s sales rep they had 60 days to comply with a proper bar code or lose the contract.  I thought that was great.  We also report the information to PBM, which is Jeff Ramirez over there so pharmacy benefits management knows about the issue that we have with any particular manufacturer.  And we report stuff to the FDA.  We were not doing that in the beginning, we were not doing that up until about six weeks ago.  We met with the FDA in Rockvale and they said send us everything, we didn’t know that we had an issue.  So every copy of a letter that we send out now goes to the FDA.  I fax them a scanned copy of the problem so they can see what it looks like, and they are acting on it.  We took them IV labels, we took them ointments, we took them products that didn’t have bar codes that were just manufactured a few weeks ago, and a lot of these products are not in compliance.  The ointment tubes, and I haven’t checked with the plastic ones yet, but the old ointment tubes were, I won’t mention the company but they have a bar code on the box and a bar code at the bottom of the label, that is not in compliance.  The regulation which we didn’t see but they actually have a copy, says the bar code must last through the unit of life of the product.  So we also send a report for Med Watcher to the FDA if it’s a patient safety issue.  That has now changed as a result of this meeting.  Every complaint we get is being filed with Med Watcher so that they can follow through on it.  It goes to the person that we met with at the FDA, and then I fax her the actual product.  When we send a letter to the supplier we send them the actual product that you send into us, because we weren’t doing that in the beginning and they said well, we have nothing to go by.  So we’re showing them the actual product.  When they check something for a bar code, they’re checking the flat sheet that the printer sends them.  Well it’s different when you put it on a unit of use product and it’s been handled, and they don’t take that into account.  So our Med Watch reports are going to increase dramatically.

In 2004 before I came to the office we started to collect the data.  We had no clue what we were going to do with it, we had no idea how big it was going to be, so we just developed a spreadsheet with the manufacturer’s name, address, and all that.  In 2005 we formalized the letter to the supplier, and of course we started to contact the sites with improvements.  For FY 2006 we had 64 different VA facilities submit problematic bar codes.  Some of you more than once, which was great.  Some of you the same product, a different lot number, different expiration date, that’s important.  Printing varies and we need to show the manufacturers that they’re not doing their quality control checks.  Whoever is printing this stuff for them says yeah, the first one printed fine, but what about that 1000th one that they printed?  That’s all part of their quality assurance program that they need to look at.  We had a total of 356 bar code products submitted for verification analysis.  That’s tremendous, it’s just unbelievable.  And these are different manufacturers, we’re able to sort by manufacturer, when I get back there’s an e-mail that we now have everything sorted by manufacturer and we have graphs so we know which manufacturers have the most common problems, and you can guess who they are.  We have sent 57 letters out to suppliers, and we maybe got about 5 or 6 results back.  We did not insist you do something about it, because it could have just been one product that was bad.  But that’s all changed.  And we have manufacturers calling us two days after they receive the letter and saying what can we do, how can we change this?

This is a copy of the letter that we send them.  We list the product, the lot number, the expiration date, and whether it’s provided to Topeka or D.C. because we each have different verification tools, and we tell them what the results were of our scanning results.  This is one thing that ASHP is asking for is symbology, unless you have a verifier you have no idea what that symbology is.  I mean, I’ve learned to catch on and probably some of you all have – but you’re not really going to know what it is.  So we tell them.  Then we staple the product to it.  This goes out to them, and we have records of this.

This slide is a pie chart of what happened in 2006.  The important thing on this chart is look at the facility wristbands and look at the manufacturers products.  Facility wristbands were 41% of those 356 products reported.  Manufacturer products were 43%.  Now those of you who are BCMA coordinators, you know we have an annual wristband survey, where you send us a wristband and we tell you how to correct the issues with it.  Well that paid off, that standardization has paid off, and you’ll see in the next slide.  So it was equal with manufacturer products and wristbands.  So the first thing we could tackle was wristbands, and that’s what we did.  That’s part of our bar code directive with standardization of products.

For 2007 we have an additional ten sites that have sent us information.  After we have our Bar Code Conference the numbers go up tremendously.  We had an additional 77 products, and I can tell you this is over 125 right now.  And we sent 16 more letters out.

Look at this slide.  Facility wristbands are 4% now.  Manufacturers products are 92%.  We’re not concentrating on the wristbands, you guys have done what you needed to do with wristbands.  We’re going after the manufacturers now, we’re going to work with them.  So you can see IV labels are not a problem, the directive for unit dose is working, they’re checking the IV labels.  Most of the time when an IV label has been a problem, it’s actually been a patient identifier problem and not an actual printing problem.  So we’re seeing that the directive is doing what it’s supposed to be doing, our checking of the wristbands is doing what it’s supposed to be doing, so we see we’re getting positive results.

What are the results that we’re getting?  IV solutions, and I have to say this because it’s now been confirmed by three different manufacturers of IV labels, the white bar code is the best bar code for scanning.  I don’t believe it either, but three different manufacturers have told us that.  The problem with the Baxter bag is it being at the top of the bag, there’s a dead space where there’s no fluid, and that causes the issue with the scanning because it’s no longer against an opaque liquid background, it’s against a blank background, and of course their bar codes are so close together.  Because of John Roberts speaking at our conference, Russ Carlson and I were invited to become members of the GS1 international standards group for bar code products in hospitals.  They’ve been doing some preliminary work, starting next month they will be doing the standardization for the bar codes.  Guess whose group is chairman of that?  Baxter.  It’s going to be very interesting.  But we now are on an international body that’s going to start doing something about these bar codes.  I told you briefly about the FDA involvement, this was very unexpected when they invited us.  When the regulation first came out the FDA said they were not going to be policemen, and that was in their fact sheet.  That’s changed.  They now are going to enforce it, they send out letters to the manufacturers stating that your product is not in compliance, and I expect we will see a lot of positive results from that.  We will not be privy to what they send to the manufacturer, but suddenly when you see bar codes on products that were not there, there’s a morphine PCA pump that the bar code is on the outer package and not on the pump itself, the little syringe, well that’s in violation and I tried to tell the manufacturer that.  They didn’t believe me.  When the letter comes from the FDA they will change.  GS1, something I didn’t know that came out of our Bar Code Conference again, when we send this letter out to GS1, they call the manufacturer.  Now maybe that’s why I’ve been getting manufacturers calling me, you know, right after they get one of our letters.  We heard there was a problem, what can we do about it?  Some of them have already said well we’ve already done something about it because we realized it was a problem.  If you realized it was a problem, why didn’t you do something about it beforehand?  For those of you who are in pharmacy and go back a little while, you remember we had unit dose cups of medication and they had great dimpled foil wraps on them.  They scanned great because the red beam went right back into the scanner because it reflected off the aluminum foil.  That’s changed because of your complaints.  Manufacturers did come back and say yeah, we agree with you, this is a problem that we didn’t realize.  Percocet is the same way.  Brand name Percocet wouldn’t scan, and that was the reason.  It was also those foil dimpled things, so was fluconazole.  They all changed.  Not because of what I said, because you sent in a complaint, we sent them the letter, and they realized that they had a problem.  For those of you who go way back, you’ll remember there were small vials of injectables, and they had a bar code that went right around the label.  Well, I don’t care what scanner you have, they are not laser levels, they do not go around corners, they do not do curves.  They changed.  They realized that they had an issue.  So we are doing some good work, and that’s all coming from you guys giving us the information because I sit in an office in D.C. up on the fourth floor where nobody can find me.  I would not be able to know these problems.  You all sending me this information is really helping.  

These are some of our office websites.  First one is our office website, we have equipment guidance on there.  If you have purchased the new scanners and they lose their memory, there’s a set-up sheet which is two scans, that’s all you have to do, and it will reprogram it to read everything that’s out there.  The training material that is on the web is released now.  It is set up by the Office of Education and Training, Jan Zeller, who if you want to go by the Bar Code Expansion booth, he is there.  It is geared towards nursing, it shows you everything about the VDL and how to pass a med and how to do that.  VISN 5 is going to try and do something for pharmacy, which will be geared toward pharmacists, so that they will know what they did  in the unit dose package and how it affects what they did on the VDL.  We’re going to start working on that and hopefully we will have a working version of that by March.  That’s my timeline is by March, because the resident leaves in July so I’ve got to have everything done.
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