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The BCMA Puzzle: The Connection Between Pharmacy and Nursing
Ron:  OK.  So, what are our objectives today?  
I can't wander too much here.  We want to assess and enhance BCMA competency and knowledge for pharmacy staff.  Why do we want to do that?  Because the only way you can assess what your training needs to be, which is what this course is going to be about is if you assess what their needs are.  You may think that they know stuff.  But, they might not.  Things that you think they know, they may not know. We're going demonstrate the interface between CPRS, VistA, and BCMA.  It is a team.  Doctor enters the order.  We do something with it.  The nurse can administer it.  We're going to learn some techniques to improve patient safety.  We're going to demonstrate some common problems and some best practices.  And, were going to identify local and national BCMA resources.  That's me and Kathy in the back there.  

OK.  So, why do you want to test your staff?  They may not know everything about BCMA that the nurse does.  They don't need to know everything that the nurse does.  But, they do need to know some things about BCMA, so they're talking the same language when the nurse calls down and says, "It doesn't appear on the VDL."  And, they go, "What's a VDL?"  So, whenever you have new staff and they're coming on board that need to be trained, you have part-time staff, you have your regular staff.  They need to be trained also every year.  I was talking to one of my friends who's a nurse, and he has on his badge "Nurse Educator."  I want a show of hands of how many pharmacy people in here have a full-time pharmacy educator?  Why not?  Usually it's the BCMA coordinator who comes down to pharmacy or it's the pharmacy ADPAC that has to train all the people.  OK.  There's a plug for a new FTE for your pharmacy department.  You need to determine the needs.  You know, people - we don't know what they know until they tell us what they know.  You've got to understand the pharmacy interaction with BCMA.  How many people think that BCMA is a pharmacy package?   How many people think it's a nursing package?  Well, what about the rest of you?  How many of you think it's pharmacy and nursing?  That's correct.  Pharmacy is very critical to BCMA, because if we don't do something right, the nurse is not going to be able to administer right.  Do you train super-users for when you're not there to answer questions on the weekends, holidays, evening shift?  Unless you're like me when I was a BCMA coordinator and I gave them my pager number and they would call me at 2:00 or 3:00 in the morning.  So, I turned it off after a while.  With training, walk the walk, do it.  Don't do like some of us do.  We hand out questions.  We hand out the answer sheet.  Say fill in the blank, turn it in, you're now trained.  Let's do real training programs.  It's not only for BCMA, inpatient meds, IV room, outpatient meds.  OK.
You did not expect this next thing.  But, you're going to take a test.  There is no cheating.  There is no cross-communication.  Close all your notebooks.  Put away everything else.  And, what Jennifer and I say are the right answers are correct.  Seventy or above is passing.  We're going to give you approximately ten minutes to take this test.  That may not be enough time.  The important thing is these are questions that have come up over the years with BCMA.  
OK?  Testing is in progress.  [Ten minutes pass.]
The importance of this is to realize that you've got to give people enough time.  If you're going to make up a question survey to see what their knowledge is, you've got to validate the questions and make sure that they are all right, that everybody can answer the questions.  We actually did this in DC.  I had one of the pharmacy practice residents work with me and we gave everybody that worked in the inpatient pharmacy a pretest, trained them on the basis of their answers, and then gave them the exact same test as their post-test to see if they scored higher.  These are the actual results that we got.  Our pretest score was 66 percent, which isn't too bad if you consider 70 is passing.  We did move it up to 83 percent, which was not as high as we had hoped for, but that was a significant P value.  So, we did do what we thought we were going to do.  We think that the reason we didn't get it higher was because there was some variation in the testing.  Some groups were two-three people.  Some groups were five and six.  And, the presenter was not doing a script.  So, there was some adlibbing for each time.  And, one time the server went down in the middle of the presentation.  So, that didn't help.  One of the questions on there is your confidence level in troubleshooting BCMA.  Before the test, it was 53 percent.  That wasn't too good.  It meant if a nurse called down with a problem, half the time they weren't going to get a right answer.  We did move it up to 71 percent.  Which again was a significant P value.  So, we did what we intended to do and I hope this continues on.  We have moved this out to Baltimore, which is also in VISN 5, and hopefully we will get it out to the entire VISN in Martinsburg.  And, also, hopefully the residencies this year will pick up on this theme and may do something nationally with it.
We're going to move on to Slide 9.  Is there anybody that doesn't know what BCMA stands for?   What is BCMA?  The award-winning BCMA.  It's bar code medication administration.  For those of you who are pharmacy people, BCMA now is the accepted generic term for all bar code medication administration systems at the point of care.  They have taken what we did, our name, and used it.  So, if you see a report and it says, "BCMA really doesn't do what it's supposed to be doing," read the report.  They're probably not talking about the VA, they're talking about BCMA in the private sector, which is still years behind us.  Very important multidisciplinary approach.  It's not just pharmacy.  It's not just nursing.  You need other people too.  You need providers.  They need to understand order entry and what they do and how it's going to affect BCMA and pharmacy.  Some of those comments they put in there are not really necessary. Pharmacists finishing the order correctly is the key to getting the medication on the VDL in the proper place.  Nurses are going to be doing the medication administration and the documentation.  Information resource management, whatever you want to call those people, you got software and hardware.  Printer breaks, who's going to fix it.  Software goes down, who's going to fix it.  You need all those people on your team.  And, of course, the BCMA coordinator.  They're going to tie it all together.  We need those people.  We have the software interface between CPRS, VistA, BCMA, allergies, you know all the packages.  

Going to move over to Slide 10.  What are the primary objectives of BCMA?  These are my primary objectives, right?  We're going to reduce medication errors.  We've shown that time and time again.  We're going to provide online patient medication at the point of care.  No longer do you have a piece of paper that's out of date a couple of hours and you're writing meds down and adding on meds and things like that.  We all know this.  We increase the access to information.  The nurse now has everything that she needs to know about the patient in BCMA and on the tools menu, they can go and go out to web links so they can see PBM stuff.  They can go out to Micromedics, things like that.  We're going to increase efficiency in medication administration.  Efficiency doesn't mean you're going to do it faster, but you're going to do it better.  Again, I can't emphasize enough the multidisciplinary approach.  And, we'll be doing some conferences with ASHP on the multidisciplinary approach and how important it is.  We're going to capture drug accountability data.  This is not the drug accountability data that goes to ProClarity.  But, you can run reports now and you can find out where all those missing doses are, what ward is requesting too many inhalers and maybe just losing them or may be they're in the patient's drawer, but they're requesting missing doses.  You can run a report of all the medications out of inpatient meds.  So, this is not the same thing that goes to ProClarity.  We standardized procedures.  How many of you when you first started with BCMA had BID and it was nine in five?  Nobody?  Come on.  So, we've standardized schedules, we've standardized procedures, we've done all kinds of stuff.  We have improved communication between nursing and pharmacy.  That was the key of BCMA, the interdisciplinary approach.  That's why it's key to have your multidisciplinary meetings all the time.
We're going to go on to Slide 11.  And, you'll notice there's a difference in slides as we go further along.  Mine of the slides are like this.  Jennifer's are the ones with pretty pictures in them and arrows and kind of stuff like that.  She's a little bit more neater than I am.  You've got to remember how to set up your users.  If you don't give them the right keys and menus, they're not going to be able to use BCMA.  And, that's key, because if your nurse doesn't know how to use BCMA because she doesn't have the right keys, it's going to be a problem.  Pharmacist needs to understand the impact that they have on BCMA.  They're the key.  Used to be the MAR was run by nursing.  Now, the MAR is run by pharmacy.  What does your pharmacist need to know?  They need to know how to finish orders.  They need to know how to finish orders consistently throughout the entire pharmacy so that everybody is doing the same thing.  When nursing calls to report a problem, what should the pharmacist do?  And, what are some of the best practices?  So, if we can get that information out to you today, you can go back to your sites, then we're going to be happy.  

User access.  You've got to allocate menus.  Everything has a menu and a key, OK?  Remember when you're setting up your patient or your pharmacist, you've got to give them the PSV, GUI user context which is on Screen 4 in the setup.  I haven't don't this in four years.  I think that's where it is.  Pharmacists should have read-only BCMA.  That allows them to see exactly what the nurse is doing, so when they call down they can talk in the same terms, but not accidently give a medication.  And, I know I didn't have read-only, I had actual access to BCMA.  And, I would accidentally give a med every once in a while and have to undo it.  And, then my initials are in the audit trail.  So, we've got to be careful.  We don't want that to happen.  We want the pharmacist to know what's going on, see what's going on, but not accidentally give a med.
So, we're up to Slide 13.  If any of you haven't seen these slides, how you sign into BCMA.  First thing, you've got to have your access and verify codes.  Some sites require the nurses to have an electronic signature to sign into BCMA.  That's on the BCMA parameters tab.  That's on another lecture next door in a little while.  And, then they will scan the patient's wristband.  I'm going to emphasize scan the patient's wristband, not type in the number.  Because we want to make sure the wristbands are scanning.  

This is the screen you will see.  This is your confirmation screen.  This is where you can talk to your patient and say, "You are Patient 1.  This is your Social Security number.  This is your date of birth.  Etc."  You're validating everything here.  Now, we're going to click cancel here to show you something.  If you click OK, you go right into the VDL, which you all know.  We're going to cancel, because we want to show you something on the toolbar.
The toolbar has a lot of options now that it didn't have before.  This is just showing you that you do have a read-only.  On the toolbar now there's all kinds of reports from the GUI that weren't there when we first started BCMA.  That's Nancy's presentation next door, in case any of you want to come.  You can set up links to Micromedics so the nurse doesn't have to sign out of BCMA anymore, go into MSN, wait for that to open up.  There's a lot of things that you can do from the toolbar now that you couldn't do originally.  So, we're constantly improving our product. 

OK, with read-only, you're going to see what the nurse sees.  The pharmacist can go in and pick up the patient.  They can do - I like to call this the pharmacy dashboard - because about five years ago I saw the nursing dashboard and I haven't seen it since.  But, this is a way you can pick up your patients.  You can type them in by Social Security number, the obvious ways, but that's how you would get to it.  So, the pharmacist doesn't need a wristband in read-only.  Who's going to get read-only besides pharmacy?  QM.  Other people that might get it within the medical center.  That's something your multidisciplinary committee would decide.

This is a screen with a do list.  Shows you all these little arrows of all the indicators, all the things that you need to know.  Does anybody not see these, have never seen these before?  Because I don't want to have to go into a lot of detail on them.  The key things that you need to look at are the do list parameters, which is set up by your site.  That's how far the window is going to open.  So, that when a nurse signs in, she's seeing medications one hour before, one hour after, two hours, whatever. You'll notice that there's green boxes on the schedule type indicator.  That means there is a medication of that type due.  We do not have an on call here or a PRN.  Doesn't mean that it's due within that two-hour window.  But, there's something on that -  You will look down on the bottom, you will see the same little green boxes.  If you're colorblind to green, I apologize.  But, you will see that does not mean again that there is something there.  It may be there at a later time.  That's why many nurses will open up their administration window much further than they need to go.  You will also see that there is a scanner status that's green.  That means you can scan.  You will see there's a scanner box.  I don't want to scare you, but that's going to go away.  You will not be able to see that scanner box anymore.  You will have to do some other things.  That's part of managing scanning failures.  What you do now, if you scan you see that little number in there or you type in the number into that box.  You won't be able to do that.  Coming soon.
Last action column is extremely important.  Unfortunately, it may show a previous administration.  When a patient was discharged and they went back into the hospital a couple days later, you may see a medication there.  It's not going to display medication.  It's not going to display information if you use something like given, not given, like held, missing, because that really wasn't an action.  You didn't give the medication.  It's going to populate with the first administration after you refresh.  So, there's a little button up there on the do list that says refresh.  So, go in there and refresh it, you will see the last action column will populate with the doses that you just gave.  The data in the last action column is related to the orderable item, not to the specific order.  So, if you have a Tylenol, it's 325, which is PRN in a Tylenol continuous, you're going to see the last action of whichever one was given.  It could be the PRN or it could be the continuous.
We're going to go to Slide 19.  This is the BCMA coversheet.  BCMA does not open to the coversheet because it takes a few minutes extra to load.  If you have a patient in a nursing home, it could take up to 15 to 20 seconds longer and we just felt that was too much time.  Unfortunately, we have a lot of people who don't use this powerful tool.  And, we would like to get more and more people using it.  You will see medications here in the future.  You will see expired medications, discontinued medications, and we have them separated out for IV, unit dose, help me Nancy.  IV, unit dose, PRN overview and discontinued and expired.  So, you can see more of what's happening.  So, if a nurse has to - thinks she's going to be giving a medication at 2100 and it's going to expire at 1700, you'll be able to see that by using the coversheet.  And, they will be able to see something that's going to be new that's going to be started at bedtime that they won't be able to see until they pull up their thing.
We go into Slide 20.  Some of us have mouses, some of us have keyboard mouses on a laptop, some of us have touch screens.  If all else fails, you still have these old fashioned keyboard strokes that many people have forgotten that you can still use Windows and operate without a mouse.  I'm not going to go into them.  They are available if you want to print out that slide, you can.  But, there are things that are there that people probably have forgotten about. 

Jennifer:   But, those of you who don't know me, my name is Jennifer Barker.  I'm a pharmacy ADPAC for Fresno, the Fresno VA in central California.  I've been in the position for a little over six years.  And, yes, nurses can be pharmacy ADPACs.  Today, I've been asked by Ron to present some basic examples.  And, I know he did emphasize that.  When I saw the class roster, I was shocked at how many people registered and at the level of experience.  So, it may be redundant for a lot of you, but I'll try to do the best I can.  Basically, what we want to do is paint a picture or show you the pictures that the nurses are seeing in BCMA as they are processing our orders.  The ADPAC has a lot of responsibilities.  But, drug file management or maintenance especially of Drug File 50 is a key responsibility.  And, we've got to make sure that the drug is entered correctly.  The manufacturer bar code for the product has to be scanned and the synonym filled as a quick code in order for it to work in BCMA.  That is if it's available from the manufacturer, otherwise we are labeling these manually in pharmacy.  It must be marked for inpatient use, either through the unit dose package or the IV package.  And, the doses must be set up properly, especially when you're setting up doses that are local possible dosages.  Those dosages do not pull in the BCA units dispense filled automatically.  So, you will have to populate that in order for that to come across in VistA appropriately for the finishing pharmacist.  We have to do schedule setup, dosage form management, routes.  We have to make sure that our routes are correct and orderable items setup.  And, there's lots of other responsibilities, like troubleshooting and making sure that your staff is trained, their competent, and they're aware of all enhancements to the software.  Lots of patches, as you all know.  And, you have to have a good working relationship with your BCMA coordinator.  And, any pharmacy ADPAC should be a member of the BCMA multidisciplinary committee and maybe involve another pharmacists and a pharmacy technician from inpatient.
I'm going to move into the pharmacy orderable item, because here's where we can do a lot of neat things for BCMA.  We can promote accurate provider order entry and standardization in CPRS if we prepopulated or default the fields here in our orderable item.  Now, we're assuming that the drug is set up correctly in file 50.  I really didn't want to focus on that for this presentation.  But, in this example, I chose Peginterferon.  So, we have the pharmacy orderable item name.  And, this will display on BCMA and I did want to mention as a best practice - is Naeem here? - Naeem Mian had set up high alert medications by signifying that in the orderable item name with the two asterisks, high alert, and two more asterisks.  So, we adopted that in Fresno and that's actually been very successful.  It comes across not only to the provider, but also in BCMA the nurse can see that on the display.  We have the dosage form, which injection powder in this case.  The dispensed drugs that are associated with the orderable item.  And, then moving down to the drug text inter-edit, this is kind of a hidden field.  A lot of people didn't know about that.  I learned it a couple years ago here at VeHU.  We use this frequently to communicate information to the providers in CPRS, because it's displayed in a blue text line.  So, in this case, we chose "for subcutaneous use only."  This will not translate into BCMA.  So, you don't need to worry about that.  We have the day or dose limit.  And, if you populate this field, it will automatically once the order is being finished in VistA, it will default to a stop date that you have notated in this field.  We use this field for high-risk drugs that we don't want long regimens for, such as warfarin, antibiotics, etc.
OK.  This is a CPRS example.  What a provider sees during order entry.  As you can see, the default that we've entered in our orderable item have translated over.  We have the drug text display at the top, for subcutaneous use only in blue, the route is defaulted, the schedule is defaulted.  Be advised, these are only defaults and they can be changed by the provider during order entry.  The comment section at the bottom can only be pre-populated through a quick order setup.  So, unfortunately we can't do that.  At the left bottom, the order will start to build itself and the provider should really review that prior to accepting the order to make sure everything is accurate and intended to what he wanted.  

In the next slide, I'm going to detail another order dialogue a little more carefully and notate some key fields here.  During order entry, provider must build the order that makes sense.  And, we talked about that.  Key fields are standard ones, the dosage, the route, the schedule.  We have the PRN box that the doctor can choose if perhaps in the schedule, some sites have schedules with PRNs in them already in their standard schedule file.  Comments, providers use this a lot.  They use it to communicate specific information to the pharmacist, any special instructions for the order, or any other clinically significant information.  The expected first dose, if you can see that - I don't have a pointer- towards the bottom there, is one of the newest enhancements to CPRS.  It allows the provider to see what the software has calculated for the next administration time.  And, it's based on the schedule selected, from the way we set up our schedules in the standard schedule file or the way they built it in the schedule builder in CPRS.  If the provider would like a dose to be administered prior to that time or in addition to that administration time, then they "give an additional dose now" will need to be checked by the provider.  The provider will have to confirm once again if that box is checked that he will understand there will be an additional order of now along with the standard scheduled time for that medication.  And, then of course, that translates across to VistA in two orders.  As the order is built, again it expands in left lower column and it needs to be reviewed for accuracy and accepted.  
So, let's take a look at some of the - or the same order in the inpatient non-verified pending pharmacy package in VistA.  The pharmacist needs to review each field carefully and should have a general understanding of the principles that will create a successful medication in BCMA.  This looks like a simple view, but really it's very critical.  The orderable item, that looks correct.  The dosage order, the dosage ordered is directly associated with number 12 the dispensed drug.  So, you've got to make sure if you're giving 1000 mgs and you only have a 500 mg tab of Neomycin, that you're actually giving two of those dispense units.  Med route in this case is oral.  Schedule type, continuous schedule or Q6.  The admin times again come from your standard schedule file if they're populated and will pull into the order automatically.  These can be edited but generally are pretty standard for your facilities.  Start time, this is a key, key field and I can't spend enough time on this.  And, I would love to give a lot of examples, but for lack of time we can't really do that.  This will default to the next admin time associated with the schedule automatically. So, in this case, it defaulted to the 2300 administration because I was working late that night and put it in after 5:00.  Or, if there's no admin time in this schedule file for the schedule selected, it will default to the next hour.  So, if you have a schedule maybe that's an odd schedule like Q36 hours, with no administration time associated with that, it will pull over into the start field as the next hour from when the provider entered the order.  So, note the start time is when the order will be displayed on the VDL, not when the nurse is going to administer the medication.  There's a lot of mix-ups here.  And, there has been a lot of medication errors based on the misunderstanding.  In 99 percent of the cases, the default start time will be now.  And I say that carefully.  There are exceptions to that.  Perhaps the order is going to be given in the future.  You have a dosage change coming up, so you want to make sure your start date is at a later time and has the day and the time associated with that, if there's an overlap in the dosing.  And, also, medications that the provider doesn't intend to start for a week or two weeks or three weeks, you're going to need to change the start time to be in the future, just to prevent confusion.  The stop time is calculated by your ward parameters or orderable item.  If a provider chooses a duration, that will also override these defaults.  Reminder on the schedule it pulls in admin time as I mentioned before.  The dispense drug filled at the bottom is also a critical field.  This determines what drug the nurse is going to have to scan.  So, the UD column indicates how many units of this medication will need to be sent to the nurse and/or basically can be looked at as how many times they have to scan to dispense that order, with the exception of fractional doses.  In this case, the nurse will need two of the 500 mg tablets and he or she will be required to scan each one one time which equals two scans.  Please note the pharmacist should know these formularies to allow the nurse the ability to retrieve medication from such machines like the Omnicell or the Pyxis machine.  So, you want to make sure, if you want to avoid missing doses, that you're choosing the strengths that you actually have loaded in those machines.  Also, range doses should be entered as one to two tablets and in the unit dispenses, number 12, you should allow for the maximum possible administration by putting 2, for a 1 to 2 dose.  

After the order has been reviewed and finished by the pharmacist, the provider comment will display and require action. These comments should be reviewed carefully for significance in the drug administration and the decision is based on safety, clinical judgment, and/or local policies in your pharmacy.
So, if you answered yes, the comment will display in BCA in a bold red field.  If you answer no, nothing will come across to BCMA and if you do the exclamation mark will come across in bold red and a popup.  So, read them carefully.  So, let's continue to edit the order.  We'll change the start time to now so the nurse can view it immediately on the VDL.  Granted, they have to have their VDL parameters within the time that that start time will fall in.  Stop date, now plus five, we're going to edit it to that.  Please note if the provider wants a certain number of doses within the time of administration, we will need to change the date and make a specific time.  For instance, at 1300 which will prevent the 1700 and the 2300 administration times.  This is common at our facilities.  The pharmacists will forget to edit that stop time to eliminate additional doses being given when it's been specified as such.
In the special instructions, the pharmacist can add other important information to communicate the details of the order to the nurse in BCMA.  In this case, the day that the medication was started was added in the provider's comment, because the pharmacist felt that was significant.
So, the pharmacist will also get a display saying, "Would you like to flag these special instructions?"  Yes will also continue with the popup and the red bold displaying in BCMA.  And, the no will not have a popup, it will also have the red bold line.
So, in this case, we are going to answer yes.  So, here's the final order with all the fields edited by pharmacy.  The order is ready to be verified.  Note the start time is 2023.  And, at 2300, the nurse would not have -  If left at 2300, the nurse would not have seen the order until one hour before the start time on VDL.  So, most sites are set up so the nurse can see the order one hour before the start time and can administer of course one hour before and one hour after.
So, here's the same order as it displays in BCMA.  Note the red bold message.  And, also, I want to point out in the verify column, the second column over, there's three stars and I'm going to talk about nurse verification and it's important that you understand what that means.  It actually means the RN hasn't verified the order yet.  
So, the nurse scans the drug to be given and will see the popup for five days started on 5/15/08.  

When there is more than one dispense unit to scan, as there was in this case, in this order a multiple dose dialogue box will display and the nurse must scan the second dispense unit to complete the administration.  Then the dialogue box will close.  

So, how can a nurse administer a medication without scanning?  And, Ron said that's going to be going away soon.  But, there is a way for the nurse to right click on a medication and the drug IEN code option will display.  And, that's how the nurse gets the IEN code.  If they call for it in pharmacy, don't give it over the phone.  So, let's see here.  Managing scanning failures as I said and Ron said is coming soon and hopefully we won't have to worry about that anymore.  

All pharmacies are required to have quality management programs in place to prevent these types of situations.  They are the bar code quality directive.  We have to ensure bar code scanning before our products are leaving the pharmacy and so how is your site really doing?  Everybody's reporting 80s and 90 percent, but how are we really doing?  BCMA managing scanning failures.  Once again.  All bar codes that will not scan should be reported to pharmacy and the BCMA coordinator and you should have a process in place that you're actually fixing these or determining what the problem is and advancing it further, such as sending it to the Bar Code Resource Office for evaluation and that would be wrong.  You can work with the manufacturers to actually get bar codes fixed or applied.
These two error message are what the nurses see when they scan a medication and it is not the correct medication.  When I was testing this, I really couldn't see any rhyme or reason.  I got both for the same order if I scanned the wrong drug.  So, they will see one of these.  Ron seems to think that the "do not give" is the first one that shows up.  If you scan it again, then the second one shows up.  But, they will be alerted to that.
By right clicking on a drug in the VDL, now we're still in BCMA here, the user can select and option of med history.  And, this is useful if a medication order requires a history review for a medication - for administration times or any other audit trail information.  If a nurse has entered this manually, this will show in the audit trail comments.
This is an example of a fractional dose dialogue box that displays to a nurse for BCMA.  Some sites are still using the .5's or the 1.5's.  So, if the units dispensed are less than one, this box will show.  If it's greater than one, 1.5, 2.5, etc., with a fractional unit, then it will also show and the nurse will be required to scan and make the comment of how much they actually gave of that medication.
So, for sites still using fractional dosing for tablets, Ron wanted me to let you know the Joint Commission is now requiring the dispensing of doses as ordered.  So a pharmacy will have to split and repackage tablets or purchase the unit dose formulations if they're available.  Also, some states do not allow nurses to split tablets at all.  So, for partial tablets that you're repackaging, you're going to have to create a new drug file entry.  And, if you need more information on that, we can provide it to you after the course.  

So, let's look briefly at the BCMA VDL for IVs.  I'm not going to go into this in-depth, because we don't have time, but notice the IV tab looks different than the unit dose and IV PNIV piggy back tabs.  There's no start and stop time shown for the VDL.  So, it's grayed out.  You cannot adjust those times.  That's because IVs do not have specific schedules associated with them.  The order frequency is based actually on the infusion rate.  Note that the left lower hand display box where unique bag numbers will display IV numbers and basically - I just learned recently - IV numbers are composed of first the patient internal entry number followed by the letter V for IV and then the bag sequential numbers at the end.  Now, the ward stock IVs will be created as the nurse scans the ward stock bags.
OK.  So, by right clicking the IV bag number and choosing a comment, the nurse can add any information about an order change, flow rate, start and stopping of the IV, and any comments that are necessary for further documentation of that order.
The only action that can be taken on an infusing IV is to complete it or stop it.  So, what's the difference?   A completed IV means that all the fluid in the bag has been infused into the patient.  A stopped bag is when the order was interrupted for a reason, maybe the IV infiltrated, the IV site was changed, the order was discontinued or changed, etc.
So, I talked about the three asterisks.  So, we're going to talk about nurse verification.  This should be mandatory at all your facilities.  It really allows the pharmacists and the nurse to work together.  It's kind of a checks and balance system.  You can identify transcription errors or interpretation differences and the nurse can call pharmacy immediately to ask questions regarding the order.  Like I said, best practice should be that the RNs verify prior to administration, but it's not a hard stop at your facility.  If the nurse does not verify, the medication can still be given.
So, what happens if the nurse tries to administer a medication before it's due?  Maybe pharmacy wonders.  They will get this display box that shows them that they, in the message field, that the administration is 138 minutes before the scheduled admin time.  At this point, they should be entering a comment as to why they're administering outside of the correct time.  But, in a lot of cases, this may be necessary.  Perhaps the patient is leaving for a procedure and the medication has to be given early.  Now, this will display if it's too early or too late.  And, it will be in the comment field of the auto log.
So, what happens if you need to edit an order and the nurse is already in the VDL and you're thinking, "Oh, I better hurry.  What if she gives this medication?  What's going to happen?"  Well, she will see the - or he, he or she will see a popup that tells them that something is being done to this order.  It's being edited or somebody else is giving it.  So, they will have a message to alert them and they will not be able to take action on that medication.  So, once the nurse acknowledges and clicks on the OK, the VDL will refresh itself and display the order correctly as edited. 

So, what if the nurse calls and reports that the drug isn't displaying on the VDL?  And, this is one of the most common calls we get in pharmacy.  How can you help?  What's our troubleshooting process?  So, determine first is the order verified by pharmacy?  It could be that you just didn't see the order and it's not verified.  I should have added, but I have it on my side.  What are the start and stop times?  Remember we talked about how important those are for the nurse to be able to see it.  Many times if you have like a Q36 hour medication, if you put the start time too late, then you can actually - the nurse won't see the medications for another 36 hours to give.  So, you want to make sure you have those times correct.  What are the VDL time parameters?  Remember it has to fall, the nurse has to be looking at the administration time that falls between her virtual do list parameters.  So, you can ask the nurse, "What is your screen open to?  What are the times that you're looking at?"  And, is the right schedule type checked in the top right hand corner?  You can maybe see - it's really small.  They have the option of picking on call, PRN, continuous.  So, make sure they've chose the right type of orders that they want to see.  And, also, do they just need to perform a refresh?  Sometimes that's all the nurse needs to do.
So, if the provider comments - I'm going to touch on this again, because this is really important and we find a lot of these on our facility that may or may not be appropriately transferred over - but if the special instructions are clinically significant for the order, then flag it.  You don't want to bombard the nurse with all these popups.  But, if it's something that helps with the - to provide a safe medication administration, then you do want the nurse to see the popup and the bold red, of course.  But, avoid putting extraneous information in.  Here's some examples of some appropriate comments.  
And, again like I said, refresh, refresh, refresh.  This simply could be the only thing you need to do on the VDL for the nurse to see the medication order.  So, a general rule that is if an action's been taken on a medication or if everything appears right in VistA, but the nurse still can't see the medication order, simply have her verify or have her refresh or him.  You know, being a female nurse, it's hard for me to say that.

OK.  Best practices.  Purchase - this is kind of a busy slide too - purchase and send all products in the unit of use.  So, by unit dose when available.  Ensure your bar codes are readable and properly applied to all drug products that do not contain a manufacturer bar code of course.  Do not wrap the bar code so you can't scan it or cover information like the drug name, lot number, expiration date. That's not appropriate.  Eliminate fractional doses when possible by splitting in the pharmacy and repackaging.  Randomly test all products to be sure they scan.  And, Ron's instituted the bar code quality directive.  Also, our demonstration here of an IV bar code on the outer wrap may be different than the inner bag.  So, pharmacy would be required to actually open and scan the bag on the inside instead of using the bar code on the outside of the bag, because that gets thrown away by the nurse anyways.  Train your pharmacy super users on all shifts.  Teaching troubleshooting basics, you can evolve into BCMA experts.  I have one in the audience.  Where's Viral?  He works in the Fresno VA and a few years ago I was troubleshooting BCMA all the time, but now they call Viral.  So, that was a blessing for me.  I just get the FileMan stuff now.  

Involve your staff in successes.  So, did somebody in your pharmacy identify a potential error or actually intercept a medication error?  Make sure you acknowledge that.  Make sure your sending out emails and saying, "This is the mistake that was made.  This is what is correct."  And, our inpatient supervisor is very good at that.  I have a whole stack of those examples and I would have loved to included those, but maybe later, another advanced class will do those.  Check your print list for errors.  A lot of times the dispense units will be wrong and you can catch those before you send those out to the floor.  

Now, Ron said IEN number issues.  Now, he said there's been sites, and I haven't had this happen, where they've actually scanned in or, I'm sorry, typed in IEN numbers and the synonyms, the wrong IEN number in a drug that wasn't supposed to have that IEN number and that created scanning problems.  So, just make sure that's not happening.
Duplicate numbers.  Don't scan - I guess that's not it - don't give the RN the number by phone.  Inactive drugs.  Don't dispense inactive drugs to the floor.  Drug products with two NDC numbers, which one is right.  I've only seen one that I can remember where there was two bar codes and one was just a manufacturer's little NDC number bar code and the other one was the actual bar code.  So, we would scan the actual bar code in and the nurse was trying to scan the little bar code.  So, we had to send out a little flyer educating the nurse which bar code to scan, because the other bar code was actually bringing up a different drug.  Available bags.  Remember reprinted IVs will remove previous available bags.  So, you have to make sure your staff is aware of that.  What does a nurse have on the floor?  Make sure that those bags are appropriate. Duplicate synonyms.  Be careful.  We have - I know I'm lacking time here - we have given a couple of our technicians the ability to scan in synonyms.  We've trained them.  And, to be honest, we haven't had - well, we've had one problem where our unit dose warfarin was scanned into both our bulk outpatient warfarin and the unit dose inpatient warfarin, which we caught and we fixed it immediately.  But, besides that, it's been very successful.  So, we're glad we shared that workload.  Policy for the RN returning nonscanning products.  What happens in your pharmacy?  Who do these go to?  Do you have a process?  In our BCMA committee, we do talk about every month what drugs weren't scanning and what the problem was and if it was fixed.  Create a spreadsheet with schedules.  This was a good one.  Our facility created a spreadsheet with the schedules and the standard times associated with them, even by ward.  We distributed those to providers and we also included that in our BCMA policy, just to give the users an idea of what our schedules really mean and how they're being translated.  With the addition of that new field, for the providers in CPRS, that really helps.  But, before that, they really had no idea.  And, I had added, I don't know what happened to it, trading places.  Recently, over the last year, for the new pharmacists coming into our Fresno VA, we've sent them to the ward to work with nurses there.  I generally send them to SCU because it's the most complicated orders they'll see.  And, then they'll work with the nurse for a couple of hours.  And, we've offered for the nurses to come over to us as well and sit with the pharmacist.  But, they're seeing shortage.  They haven't been able to make it over to our pharmacy.  But, it's a good idea for facilities to train your staff what each other does and let them ask questions.
Ron:  OK.  We're on Slide 50.  OK.  For your BCMA resources in your medical center, nationally.  There's a BCMA coordinator in every site, that's mandated.  Do you know who yours is?  Some people are nodding yes, OK.  When we did that little survey in DC, only 14 percent of the inpatient pharmacists knew who the BCMA coordinator was, and it was a pharmacist.  I was still listed on three of the forms.  And, I hadn't been there in four years.  So, got to make sure people know.  If it's a pharmacist, maybe the nurses don't know.  If it's a nurse, maybe the pharmacists don't know.  But, you've got to know who that BCMA coordinator is and get that information out.  Of course, your pharmacy ADPAC, they're going to help you enter the drugs in the file right.  So you won't have any problems.  Your nursing ADPAC.  They're going to be doing some of the nursing troubleshooting for you.  Clinical informatics coordinator, your peers, people in this room, people at other sites.  Don't be afraid to ask.  The Bar Code Resource Office.  Is there anybody here that does not know that we have an office dedicated to bar codes?  Good, that means we're doing our job.  I breathe and sleep bar codes.  We have our staff, which is a virtual staff.  We have people that are centralized in Topeka, Kansas where it all started.  That's where our boss is.  Cathi Graves in the back is working out of North Carolina.  I work out of DC.  We have people in Ashfield, North Carolina, Richmond, Virginia, Erie, Pennsylvania, and we now have somebody from Dallas, Texas.  So, we're all over the place.  We have a great website.  A lot of information on that website. This is the link.  If you need it, send me an email and I'll give you the link.  There's equipment standardization on there.  There's the bar code quality directive, just to let you know, in case you don't know, your data's due next week.  So, I don't want to have to have any calls.
OK.  We have a sharepoint for BCMA coordinators.  We also have one for BCE coordinators now set up also.  You can share information.  People want job descriptions.  How did you get to be a GS14 and I'm still a GS9?  Well, the information is posted on our sharepoint.  

This is our website.  Every time we put out a new product that's approved for purchase, we will put it out here.  We also send emails out so the people will know.  There's a wealth of information that we've gathered over the last several years on this website.  

There is an NTEO website.  Jan is in the back.  Jan developed this.  This is a BCMA training program.  Pharmacists as well as nurses can utilize this program and hopefully with Jan’s help we're going to get one up for pharmacists too, that will be specific for pharmacists on how to do order entry and what things work.  But, Jan spent a lot of time on this.  It's a great website.
It's web-based training.  OK.  They don't have to do it.  They can, you know, OK, you take an hour, go on a web-based thing.  You don't have to do a live training sometimes.  Sometimes that's very helpful.  There's a slack at 3:00 or 4:00 in the morning, they can sign in, do a portion of it, come back and do a portion of it later. Your target audience is anybody that uses the BCMA.  
There is a help thing on the toolbar.  So, you can go there.  It will give you some help.  
There's a 1-800 number that's actually a 202 number.  That comes to me.  So, if you need help, call.  As Jennifer will attest to, I do take calls in the evening.  I answer Blackberry messages while I'm driving home.  I do take messages, I sign in at least once on the weekend to see if there's any problems that I can solve on the weekends.  You need to train your staff.  At least annually.  Should be a BCMA competency no different than any other competency in the pharmacy.  There are some best practice guidelines from ASHP, ISMP, etc.  We're putting out some guidelines also on things that you should be doing, that fractional dose thing.  You know, got to do what you can do within your site, but you really should be sending stuff up in unit of use.  Define your practices for verification.  One thing that really bugs me is when you've got one pharmacist verifying an order one way and you've got another pharmacist verifying the same order another way on the same day.  Make sure all your staff is doing it the same way.  There is help.  If you are a new BCMA coordinator, call one of the older BCMA coordinators.  They'll be glad to help you.  Some of us that have been around for a long time know what it was to start up, know the learning curve, will be glad to help you. And, again, there's our office.  You can call anybody in our office at any time and we'll be glad to help you.  If we can't help you, because we don't use the software every day, we'll get somebody that can answer your question and have them get back to you.
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