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Surgical Orders...What's Working and Where We Are Going
Welcome everybody.  This is one of my great privileges is to talk about surgical informatics, we don't get to do that too often.  I'm seeing more and more surgeons at this conference than I've ever seen before, I've been coming for the last five or six years, and so I'm happy that you folks are interested in this topic.  I'm Doug Rosendale, I was Chief of Surgery at the Grand Junction VA, now I'm the enterprise system manager for provider systems, which is a mouthful to say that I took Hank Rappaport's job to represent you as the customer for all your IT needs.  So if you're a physician or a pharmacist or a clinician, you have IT needs, and that comes to our office so that we can translate that into a requirements document so that you can get your development done.  This is an area where the perioperative period has been quite a gap in CPRS, and the reason I went into informatics is we discovered that patients were being managed pretty well through CPRS, but when they went into the operating room that perioperative period was a huge hole where documentation in fact for 70% of our medical centers was still on paper.  Anesthesia records keeper paper, etc.  I don't want to belabor that, I want these folks to talk who've actually done all the work on this presentation, talk about the solutions in order to fill in those gaps, and so I wanted to take a poll.  How many nurses do we have in the room?  Wow.  They always outnumber us, isn't that amazing?  How many physicians do we have in the room?  And how many surgeons do we have in the room?  Most all of them, so excellent.  This is a grand day for me.  How many clinical applications coordinators do we have?  How many OR techs do we have in the room?  Who else is left?  Tell me what you are.  Pharmacists, excellent.  BCMA, perfect.  That's another huge hole.  ADPACs, okay.  Well welcome everyone and all of you, because this is an exciting piece of informatics, it's something that we need to build stronger and stronger.  So with that let me have the speakers that are going to talk introduce themselves, and that would be Sally Kellum.

I'm Sally Kellum.  I'm the clinical applications coordinator from the Durham, North Carolina VA, and we'll talk to you a little bit about how we use the software.

And Nancy Clum.

I'm Nancy Clum I’m from the Palo Alto VA and we use the IMO for PACU orders and that’s what I’ll be focusing on. 

And Greg Strandberg.  I moved to Alaska a year ago and I use to be at NF/So. Georgia where this process was developed that we’re going to talk about today.
So what these guys did is they figured out the tools within CPRS that would work for managing patients through that continuum of care, and they figured out all kind of features and tools and things they've done to enhance that process.  So with that why don't you start off, Sally.  Oh I forgot.  They actually built me some slides.

This presentation is about not only their process, but to identify where their opportunities to build in the ability to capture performance, and so for that time period where we're actually capturing the time out and we're logging that information and people want to see that information in a national roll-up, there are features within this process where you can actually capture that.

I'm not really used to these slides, so I'm going to skip through them and let Sally talk.

Well good morning, and welcome, and we'll try to keep you on track.  

The opening session this morning was fairly inspirational for me, I'm sure it was for a lot of people in the room, and it ran a little over so we'll try to catch up a little bit.  To give you some background about the Durham VA, we do about 85 to 90 surgical cases a week, we're a teaching facility, we have 12 different surgical specialties, and our guys rotate monthly, every three months, every day if somebody has to rotate out and rotate on.  So I'm sure some of you all can relate to this.

What I'm going to speak about is how we use inpatient meds on outpatient, how we continue to use it in our ambulatory surgery area.  And we started using it, I have to keep looking back to the calendar because I can't believe it's this long ago, June of 05.  So we've been using it that long, and it really did help us in that process.  Now that floor for us is not just ambulatory surgery.  I had to sit there and study them for about six weeks.  They do same day surgery, they do the pre op and post op orders for those patients.  It is where we actually put our observation surgical patients that are admitted to surgery obs, so they have inpatients in that area as well.  We do the preoperative assessments by our anesthesia PAs that can be done up to 30 days prior to the surgery, that's done there.  And they also check the patients in for some outpatient procedures, and check them out, for the cardiac caths, for our liver biopsies, and for radiology outpatient procedures.  So that floor does a whole assortment of outpatient tasks that required many different medications.

Now for our set-up for ambulatory surgery, now this is for the clinical coordinators in the room, the pharmacists in the room, that actually do the set-up in the area of how they configure, because you can configure it by clinic name.  We did the number of days until we stop the order is 2.  We did auto-DC inpatient med orders set to yes.  Nursing wanted it that way because these orders don't show up in the same place as inpatient meds do for the inpatient nurses, so they didn't want the inpatient nurses to have to look in multiple different areas on the orders tab for their current orders.  So that was a nursing decision and everybody on the team supported that.  We do not send it to BCMA, and our 4b currently, the ambulatory surgery area, is still using the electronic MAR, and by that I mean the medication orders are already printed on the paper form when they print the paper form.

A key piece for us was serious, serious communication.  With all these patients moving in all these different areas, we almost needed like an air traffic controller on that ward.  They have three clerks on that ward because they have so much patient movement, and we really needed to sit down and talk with the groups and still communicate with the groups about quick communication on where the patient's going.  And it was really, really important that we focused back then and we continue to focus on the patient location box in CPRS, for providers to look there before they start entering orders, to see if the patient is in an outpatient location, or if they've already been admitted to our inpatient ward or to our ICU.

And since we did this all the orders now in that area are electronic, so pharmacy gets them, lab gets them, radiology gets them, everybody gets electronic orders.  We've got the order checks going on, the allergy order checks, the duplicate order checks.  The nurses document on the electronic MARs, and it closed the loop for ordering because until then all of our surgeons in the inpatient areas did electronic orders, but when we went to 4b we were doing paper orders.  So in 05 we took them to all electronic orders.

Some more of the pros is we have anesthesia PAs on this ward, and they do the ordering of the pre-op antibiotics.  So we have consistency with those providers because they're not rotating clinicians, they stay there, they're fulltime staff.  We created quick orders for them, and the surgery attendings and microbiology decided on the appropriate pre-op antibiotics for the different surgical specialties, and we have been very, very successful in getting anesthesia to enter the order, and then the antibiotic is available in the holding area, so it's started and administered to the patient while they're in the holding area before they go into the OR.  By doing this there's that performance measure about giving the appropriate antibiotic so many minutes before cut time as it's written, so that happens.  And these are some of the order screens that we did.  And we have this, it's the surgical prophylaxis screen, and you'll actually see some posters, there's several sites that have done similar things across the nation and they're demonstrating them on posters, and I think one of them might even have another talk on it later this week, solely on this.  So we have one for each of the surgical specialties.

This is just the ortho one.  You'll see that they've got different antibiotics that they can choose based upon the patient's weight or what kind of surgery they're having, and then they have some post-op orders that they can order.  But we ask them to put in the comments why they're going to give it if they're giving it more than two doses.

We also created quick order screens for the post-op orders for the patients that are going back to the ambulatory surgery area, so all of our surgeons were used to doing quick orders and order sets for their admissions, we created the same thing for them in that area.  

And it's just a lot of them are text orders, talking about doing the vital signs, discontinuing the saline lock, doing the patient education.  

We have the clerk, they will schedule an appointment, a follow-up appointment in the surgery clinic, so the clerks in that ward will do that based upon this order.

We take them to the inpatient order screen, because these were the quick orders that most of them said that they would use on that ambulatory surgery ward, and we customized this or changed this as the services request.

And then we take them to the outpatient meds order in case they wanted to order some discharge meds for the patients went they went home.

Now some cons on this, where we really, really, really had to communicate.  It was really straightforward if we knew the patient was leaving the ambulatory surgery area, going into the OR, coming back to the ambulatory surgery area.  That was clean.  We knew if they were going to ambulatory surgery, going to the OR, going to the inpatient ward, that was clean.  Where it got interesting is when you get into the surgical procedure and you either find more or less when you're in there, you need to communicate real quick, we actually had the circulating nurses communicating to the clerks so that we made sure to already have the patient movement and the location appropriate, like if they didn't find what they thought they were going to find and he was supposed to go to the intensive care unit but now he's going to come back to 4b, we deleted the admission for that going to the ICU so they could enter their orders and everything was fine when the patient came out.  But that communication needed to be consistent and timely, and that's still, particularly at this time of year, in July, August, we are continuing to reinforce that on the new folks that have come in.  

Some other cons is we are not using BCMA because we do not admit the patients on the ambulatory surgery, they are outpatients, at this time you can't use BCMA unless you have them as inpatients.  The docs can't enter these orders on time delay, that's part of the clinic orders, the IMO piece at this point.  And they can't be copied to inpatient orders.  So if they had entered them accidentally for the outpatient area and they were now going to be admitted, they have to reenter those orders on the admission side or enter them as time delay.  And the admission date and time currently is tied to the clinic visit, but that doesn't bother us at this point because we're not using BCMA.  If we were that could be an issue.  Now a lot of those will be changed, and Greg will be talking about some of that I believe in the future development or in a new service request that's out there.  

I will tell you before I go on to Nancy that even with those cons, the 4b nurses and docs would never give this up.  They would not go back to that dual world where in some places they did paper and in some places they did electronic.  We've taken it to oral surgery, we're going to take it to GI for the GI clinic, we're going to take it to the bronch lab, and we're probably going to end up taking it to chemotherapy once we have the IntelliDose software, because we want to have that software in ordering the chemo.  But it has got many, many, many more pros to the cons, even in using it in its current functionality.  Now I will turn you over to Nancy, and she'll talk about how they used it in their site.

Good morning to everyone.  I'm Nancy Clum from the Palo Alto VA, I'm the clinical applications coordinator there.  And I'll be talking about the process that we use in the PACU only.  We have an average of 65 surgical cases a week, and 12 surgical specialties, and 180 surgical house staff that rotate each year.

So some of the challenges, you've already heard some of the other speakers talk about, and I think people in the room I've seen you nodding, so you realize the challenges in this area.  Just having three types of patients, those patients who remain outpatients, the ones who get admitted after surgery, and then the inpatients who go to the OR.  The differences in patient statuses make this area particularly challenging.  And then the three phases of care where different services are ordering different sets of orders for patients.  Post anesthesia orders written by the anesthesiologist, and the post operative orders written by the surgeons.

You talked about an air traffic controller, I compare it to a symphony conductor.  You almost have to say okay, now you do yours, now bring the trombones in now, in order to make it all work.  And there need to be people in the background doing their job carefully and accurately so the surgeon can just sit down and write orders.  The anesthesiologist, as long as they know when to come in, you come in now, then things can work.  So if not that, it requires careful configuration and workflow design.  And I took me, I will say, we did this probably a year ago is when we started, it took me six months approximately of changing the design, and I would map it out on the white board and say okay, those orders will be there, no if I do that then I'll lose these orders.  It took a long time, but it is working well now with a few disadvantages.

So switching to using IMO in the PACU allowed us to convert our post anesthesia orders to electronic, they were on paper before.  We were able to keep the anesthesia orders separate from the surgeon's orders.  And the anesthesiologist has a consistent process, they don't really have to think well if this, then that.

This is our write order screen, the write orders list has an anesthesia menu for them, 

which actually leads them to one more menu and then they pick PACU orders.  This is our PACU screen, the common medications that they order on the left, IV fluids and nursing orders, and then any other miscellaneous orders that they place.  They tend to do their orders about 45 minutes to an hour into the case right there in the OR while they're keeping a good eye on the patient.

So location, as Sally mentioned the location is critical, although the anesthesiologists don't really have to keep track of it.  If the patient is in outpatient the location is unknown to the computer, so the computer prompts the physician for the location.  They're taught to do new visit in PACU, so that is a one key teaching point for the anesthesiologists.  They tend to accept the default of now for the time, but I've had one or two who've picked a clinic visit in the past, and then they're not able to write orders properly.

So as long as they just kind of accept what's here, in both cases, inpatient and outpatient, they'll end up on this screen.

In this case they've placed morphine and some other orders.  The morphine orders are all preconfigured to say in PACU as a signal to the pharmacist, it stands out to the pharmacist to finish those orders correctly, because they have to shorten the stock date for these orders.

Ringers order also PACU, and this is the oxygen order.  

When they're finished these list out, you can see that they're clinic orders here for the nurse, actually they all list this way because of the way I've configured it in the background.  The location is here, PACU-NC, and so we have the display group and the location. You'll also see here that we have the anesthesia orders that are active, and then we have delayed surgical orders.  So we have two sets of orders for this patient.

The surgeon obviously writes the post op orders, they write active orders for the outpatients.  The patients come in as outpatient and go back home the same day.  The write delayed admit orders for the to be admitted patients, and the delayed transfer orders for the inpatients.  This was the worst part, trying to figure this out.  And it seems confusing and it probably is confusing for the new house staff, but the process is consistent for our hospital, not just surgical orders.  They also delay orders for transfer.  Every service does that.  All transfer orders are delayed.  And we say some admission orders are delayed, depending on the location box.  So if the patient has been admitted they write active orders, if they're still outpatient they write delayed orders.

That just shows you a list of the surgeon's delayed orders.  Delayed here, delayed stem there, they're all set to go.  I will point out this order here, this is the admit order, and I'll come back to it again but this is the order that the PACU nurse prints to the OR clerk as a signal to the clerk to do the admission on the patient.

The PACU nurses document in a commercial anesthesia record system, PICIS, so we don't use BCMA in the recovery room.  They view the orders in CPRS, we printed them at the beginning and they decided they don't want to be running back and forth to the printer.  The workstations are right there at the head of the bed, so they look at the orders online.

The inpatient pharmacist is the one who verifies all the PACU meds, so we have a consistent person watching for those in PACU on the orders.  And the stop date is set at T @ 1159.

How does it work in the background?  This slide is for the clinical coordinators in the room, and you saw Sally's slide about this, so later you can do your own comparisons.  We have a clinic setup, it's set to non-count, and administer inpatient meds is set to yes.  And this is the trigger that allows the anesthesiologist to write an inpatient medication on an outpatient.  In the pharmacy package the number of days until stop is one, which Sally said hers was two.  Auto-dc IMO orders, ours is set to no, hers was set to yes.  I set this to yes for about one hour the first day, and then we had the patient was signaled to go ahead and do the admission, and I lost the anesthesia orders.  So now this works quite well for us to auto-dc no.  And send to BCMA, no, and I'll come back to that later.

You've probably realized that the orders have to work with the way we do delayed orders, and so our nursing orders auto-dc on admission, but the clinic orders are excluded from auto-dc so that we don't lose those oxygen orders, etc., in the PACU when the patient is admitted.  All our delayed orders come and go based on treating specialty changes, so that's consistent for the hospital.  And then as I said, the PACU nurse is the one who determines the appropriate time for admission.  

And the OR clerk.  We didn't have a strong OR clerk when we started and it was really rough.  We have a very strong OR clerk now, and she keeps on top of things.  The one thing she really has to keep track of is the inpatients who are going to surgery.  She transfers those into PACU-WD, time in holding is when she's supposed to do it.  So by the time the anesthesiologist goes to write PACU orders the patient is in a proper location and the pre-op orders have auto-dc'd so  the surgeon is ready to write their orders as well.

Special challenges, I still am having trouble with the PCA and the epidural orders, because they like to start those in the PACU for the comfort of the patient, so you need an order for the PACU and you need an order for the ward, otherwise you may lose the PACU order by the time it gets to the ward.  Those are the boring details that make or break the system.  The anesthesiologist writes the epidural orders and the surgeon writes PCA orders.  We have order sets for those, so I've built in two orders into each of the order sets, one for the PACU and one for the ward.  

These are the delayed epidural orders, just for the physicians in the room.  We do have them delay for manual release, so this is the order that says the RN or MD to manually release when the patient is in the proper location.

This is our epidural menu.

And this is the first morphine order to start in the PACU.  

This is the ward morphine order, 

and then the precautions of warfarin and oxypurine heparin are contraindicated.

The anesthesia must communicate with the surgeon so that everybody knows that anesthesia is doing the epidural, 

and only anesthesia may dc,

 and then other standing orders.

The OBS patients are also a special challenge because of the timeframe, you can only be in OBS 23 hours.  We keep those as outpatients until they actually reach the observation unit, and then they do the admission there.  So the surgeon writes delayed admit orders for observation.

The advantages, orders are electronic, now they're legible, and part of the medication profile.  Order checks are available.  The medication process is the same for the anesthesiologist, and the pharmacist can verify the medication theoretically before it's administered.

We keep the orders separate, anesthesia versus surgery, and we don't do any pseudo admissions that have to be tracked or deleted because we knew we could never keep track of it.

BCMA is not used by the PACU nurses.  We didn't want to use it because you can't use it for outpatients, so we didn't want to have a mixed system in the PACU.  This disadvantage right here is one that kept me awake for a while at night, the fact that the PACU orders show on the orders tab for the ward nurses but they don't show in BCMA because I had my setting set to send to BCMA, no, and they're administering from BCMA.  So this in fact has not caused any trouble.  And the drips, I've already talked about the drips.

And I think that's all.  Greg, it's your turn.

Thank you.  I'm going to talk about the North Florida/South Georgia approach, again we're a large integrated teaching facility, and the oweness for us was a little bit different.  We had a patient safety incident.  We had a patient that received an antibiotic that they shouldn't have gotten, and wouldn't have gotten if we'd had had the electronic systems.  Part of this conference today was innovation and the what if, and that's what our chief of staff and our clinical applications coordinator at the time, Ruth Gorman, posed that question.  What can we do, what can we make and change, and use the existing systems that we have in order to make a better product for the surgery folks.  And so that's what we did.  So our approach differs in that we actually created a virtual ward that leverages all the inpatient functionality, allows us to use BCMA, works very well in a large teaching integrated facility because it cuts down on the training that we have to teach about the surgical event.  So that's what we're going to go to today and just kind of show you that.

What we did is we have a Lake City division and a Gainesville division, so we created a surgical day stay unit and an ambulatory surgery unit for surgery.  And we created a G-OR and a L-ASU for both OR locations for both of those two divisions.  So now we're writing orders to a particular location, just like you would do anyplace else in the hospital.  So the staff are real familiar with how to do that, you do an admission to the ward, you do admission to the OR, you do a transfer to the ward, you do a transfer to the OR.  And what we did was we created an OR treating specialty, we linked it to the 23 hour observation, and we designed some pretty elaborate MAS procedures.  Again we wanted to shift the workload from this process from the clinical staff to the administrative staff, and we had administrative staff buy-in.  They were willing to pick up what needed to be done in order to make this process work.  It created some different discharge procedures and a different process for doing the admissions that we had to create.

What we did is actually compartmentalize the surgical event.  Now we have a discrete event where the patient gets admitted that can be tracked in CPRS through the event views that we have.  We used the surgery time in OR parameter, which is now time in OR, it used to be time out of OR, which was giving them some problems but thanks to Dr. Rosendale we had some real help getting that parameter changed.  We used the transfer to ward and discharge.  Each one of those are now separate events that you can go back into CPRS and look at, and they don't interfere with another.  When the patient goes out of the OR, the orders for the OR event are actually cancelled, so the new ward orders that come in are not integrated or mixed in together so there's no overlap between the ward staff and the actual OR staff.

The patient service assistants receive the OR schedule for the patients that are coming in and they do, working in conjunction with the nursing staff, actually do the admission which releases all the admission transfer orders for the patient.  We have a pharmacist assigned to the OR locations that process the antibiotics, and we've also written some routines for them that allow them to look at the orders in advance so they can do some of the prep work before the orders actually get released.

Since we're using the 23 hour observation, we have the magical midnight where patients have to be moved out, and part of that what if we can, we had to look at how would this impact if we use this.  So we had to make sure that the GNO was accurate, wasn't messed up, also that the PTF file that the patients had had accurate data at the end of the day and it was correct.  The processes that they developed for MAS made sure both of those take care.  It doesn't integrate, works with financial and the billing process and does.  So one of the systems that we developed was the 8 p.m. and 10 p.m. notification that sends the MAAs a message that says wait a minute, there's still people in the OR location, are you sure that they're still there, or is it just that somebody forgot to discharge somebody that went home.  So it's just another fail safe to make sure that this process works.  If the patients were there after midnight, it was a real late case that they're recovering in the OR after that time, we can administrative clear that up the next day.  So the MAAs look at that, we don't discontinue the orders or anything after midnight if somebody's still there, but we just make sure that there's a procedure in place to clean that up afterwards.

So the MAS ADPACs went together and created some procedures so it tells them step by step where the patient is coming from, what location they're going to, exactly what you do, these are the steps you follow to make sure that you're doing the admission or discharge procedures or transfers correctly.  Again just to reiterate, the patient treatment file and the gains and losses are correct.

The procedure for the nursing home was another challenge.  We had patients that would just come over to day surgery in the nursing home, so we had to do something a little different from that and there's a G-nursing home OR, so we created that ward location so we wouldn't have to set up the requirements of the patient actually being discharged from the nursing home and coming back in and then causing all the admission paperwork.  So by creating this G-nursing home OR location we prevented all that, so now it's just a trip over to the OR and back without any negative impacts.  We also used the same G-OR treating specialty, it's just a different location for them.  So everybody's still writing to the G-OR, the Lake City one.

All of our orders in the North Florida/South Georgia facility were controlled by treating specialties, so this integrates with the same processes that we were using before, and what we did is because you can tailor these a little bit for the clinical applications coordinators to know that, we had the orders auto-DC on events on the treating specialty change, but we exclude microbiology and pathology.  So if they get something done during the OR, we didn't want the order cancelled as they had the results come back and cancelling the orders.  So those are written into the transfer event to exclude those two.  We developed some menu for surgery and the anesthesia, and we talked about the pharmacist being assigned to the preoperative area, and they routinely look at the surgical day stay unit and the Lake City day stay unit locations looking for orders for those patients.  The MAA admission that they do in coordination with the nurse provides the pharmacist the time to prep the orders, so they do do the admissions in advance.  That was something that just worked better for the workflow.  And they also, we spoke about develop the medication routine to kind of look at the orders for the pending orders so they would know this patient is going to have this antibiotic and they could do the prep work on that in advance.

Inpatients are processed in the normal manner, I mean like any other way we teach them to do in the hospital, you're just admitting to the OR, so it was really easy to teach it in a high volume surgical residency program where the changeover occurs every month.  Outpatients are all reviewed and processed via a coder/billing team, that was no change from what they were doing then, it's the same process that they were using to capture the workload and the financial information.

So this is kind of a workflow analysis, we'll just kind of show you some screenshots of what we go through.  You see that it doesn't matter where the patient comes from, whether they're coming from home or the nursing home they all get delayed orders written to that G-OR location and it all goes to one unified place.  They write the event delayed orders, which are either the admission or transfer depending if the patient is already admitted or is an outpatient

And this is just a sample screen of us hitting the delayed orders, and you see the admit to G-OR, this patient is going to be an outpatient location that's listed there.

We have some additional, we created a custom admission prompt that actually lists the OR date that they're scheduled to have so that these orders can be written in advance, and any instructions, and this was just pager instructions, they can put anything in there.

We created, just like Sally and Nancy, an ordering menu for surgery and we have one solid menu, we didn't have a discharge menu and an admission menu, they all wanted it in one place, one easy menu to go to, so that's why it's kind of integrated.  Each one of those orders that are up there, we have order sets and then we have the individual orders called out, so they kind of go through the normal routine orders.

This is an example of the allergy prompt that comes up when the patient's entering and the order set that's developed for surgical.

This is the order check, this is showing the previous allergy to this and that's what we missed on that very critical patient, that we didn't want to happen again.

The admission notification that we created, it also created an orderable item that sends a flagged alert to the fifth floor surgery, our main OR location post-surgery, and the head nurse wanted to know when those patients were admitted so she'd have some kind of a track log for when these patients were coming in or scheduled to come in, so as soon as these orders are placed, even in delayed status, she gets when the anticipated surgery date is going to be out of the orders.

We did add in the comments to be given in the surgical day stay unit, kind of in the early evolution of this, just to ensure as another added step that if somehow these orders ended up on the floor in BCMA that the nurses would know.  That's not really an issue anymore because of the way that the movements are set up.  When the patient gets admitted or transferred to that particular ward, the orders automatically discontinue.  So it took the whole human error factor out of that just by the actual transmission.

So the treating specialty is completed, the patient goes to preoperative event, and orders are activated and they show up in BCMA.  So the pre-op nurses and the post-op nurses in the unit all are using BCMA to document, so those are in there and captured.

This is an example of delayed admission orders that they use, 

and this is an example of BCMA with the order integrated in it.  And just if you haven't seen a comment field to be given in surgical day stay unit, that's what the comment does if it's brought in that way it displays.

The patient is then finished in the perioperative period and he's discharged from the OR and actually goes to post-op recovery, and from there the anesthesia folks write their orders.  We have the trigger event time in OR set up so that when the nurse enters the time in OR it separates the pre-op event from the interoperative event.  So the OR orders and the post-op orders are grouped together.  In the past it was time out of OR, and we all know at the end of a busy case is a lot of activity, and what was happening is there would be documentation delays as they were getting the patient moved to another care unit they would come back, set that field, and when they did it would cause all the orders to discontinue.  So moving that trigger to the time in OR where the case is a little settled down, they have time during the OR to do that has eliminated that problem.

That's where the old trigger used to be, it's since been moved.  This is just a quick screenshot, you see that that event is controlled in CPRS package parameters so it can either be set yes or no to turn it on.

This is a little bit of talk we just covered about the change and now we're having those individual events and we've changed the trigger.

So the patient is then finished in the recovery, if they're discharged to home then they follow those procedures.  If they're getting orders to the ward they write delayed orders just like they would to any other location.  For the surgical ICU folks transferred directly from OR to the ICU, they have delayed ICU orders entered in advance.  So as soon as they do the admission to the ICU all those orders get released.

This is just an example of some standing orders that we have.  We run into the same issues with the PACU orders and the epidurals, and our solution has been you write them in two places at this current time.

Hospital or home, this is just the discharge procedure and the process, depending upon where the patients go they write delayed orders, or they're actually discharged.  Upon discharge the MAS folks have a criteria that they have to go through to make sure that the clean-up process occurs.

And this is just an example of the patient event, and so you can see that now just integrated into CPRS with one change in the view you can see all the activity that happened to the patient related to the surgical event.  So it's integrated into CPRS, no lost records, no more wondering about what happened or what occurred, it's all integrated into CPRS.

The pros of this is from definitely the patient safety and the clinical order checks that we got from this process, no more hand trying to transcribe medications, making sure it stops it at the point of entry.  Definitely the record continuity, you see it's now just another integrated part in CPRS, it's not something different, some event.  Single order entry process that works for both inpatients and outpatients, we don't have to have two different ways of doing things.  You go into surgery, it's through one process.  It allows for BCMA integration, and from BCMA integration then we can use some of the metrics in looking at how fast and how soon those can be administered before the time that they actually cut on the patient.  It automated the surgical event, you see that now it's just the time the patient is actually admitted triggers one event, the time in OR separates the intrasurgical event, and then when the patients are admitted they're discharged from the ward, it separates the two.  So there's not a lot of monitoring or time coordination that needs to be done, they just have to do the movements correctly like they normally would.  And it provides the hooks for different event triggers.

There are challenges to it.  It does require strict adherence to the procedures, so the MAA folks and the PSA clerks have to make sure that they're doing the procedures correctly.  Otherwise we don't get the clean GNLs and the PTF, and those are big things because we know this process is outside of the norm.  Surgical cancellations, if the patient because we're doing some of this preadmission to make sure that we have enough time for pharmacy to process everything, if the orders get discontinued it's up to the surgeons to rewrite the orders for the case that they have to do.  And again, that's not too challenging because all their orders are there electronically, they just have to recopy and reactivate them, but it is a challenge.  There's no automatic software restoration, like the event didn't happen and restored the orders in the process.  Surgical procedures had to be modified so anesthesia had to start entering orders and doing delayed orders when they didn't have to before.  So that was a challenge.

I think high praise is deserved for these three folks, they've done really great innovative work.  Before I field some questions I want to make a couple of comments.  As you can see, this is sort of a tricky area where you have some challenges.  They have three slightly different approaches to managing patients through that period.  You have to kind of cheat the system and have pseudo admissions sometimes, and you have to make sure you purge that patient at the end of the day.  The other issue is whether or not you can use BCMA and be able to log your medications in our electronic medical record.  Inpatient for outpatient meds was a solution for that.  What's happened nationally is we've concluded that there are some challenges for these patients in making sure all those details end up in the electronic medical record properly and to be able to process them through the perioperative period.  So what we've done is pulled all of these ideas and these innovations together into a new project called clinic orders, and the idea is that there are a number of domains where patients are being treated for oncologic reasons and radiology and GI and surgery and everywhere, and we need this process in the electronic record to kind of match those efforts.  And so there will be a team hopefully in the future, it actually was number one on the list for prioritization, so it scored very high.  I'm not supposed to tell you that, but I was very proud of that because as I mentioned earlier, it's the reason why I went into informatics because this process had a lot of gaps, and now this particular project is going to be a high priority for our institution.  So I'm very happy about that.  
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