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Scenarios, Goals, Objectives and Key Data

Scenarios:

· Walkthrough of patient appointing process

· Walkthrough of ambulatory chemotherapy/medication administration processes

Goals:

· Understand and map current patient care processes

· Understand how oncology-specific orders and medications are processed, administered, managed and tracked

· Understand the pain points faced in the current IT systems

· Understand goals, objectives and expectations of oncology-extension services

Objectives:

· Walk through the patient appointment process step-by-step

· Walk through ambulatory chemo/medication administration process

Key data:

· How are vital signs and nursing notes input?  What (if any) VS trending tools are available?

· How is pain assessment performed/documented?

· How are treatment plans received from physicians?

· How are chemo sessions scheduled (e.g. calendar tools with alerts)?

· How are chemo orders retrieved and processed (including Pharmacy to Nursing hand-off)?

· How is chemo administration documented?

· What medication alert functionality is available?

· How are adverse events documented, reported, and tracked?

· Are any patient tools available (e.g. med calendar/reminder system)?
NOTES:

· Nursing and Pharmacy functional group members commented that a primary goal is to assure clear delineation of what medications are used with a focus on quality and safety. Other priorities include PIXIS and billing. The group indicated that the processes for the inpatient and outpatient areas are very similar, but the outpatient area is totally paper based. 

· The Cancer Center’s Infusion Center will require substantial effort to involve community physicians into the deployment process. 
· The group clarified that workflow references to non-chemo treatments include epogen, neupogen, transfusions, antiemetics, etc.
· The group highlighted that patient registration can be a significant pain point. Patients are registered to a numbered clinic unitized account. It is desirable to put the patient identifier into the Eclipsys system; however, patients must first be registered in the Siemens system to be registered in the Eclipsys system. It is not possible to register patients directly into the Eclipsys system. The CPOE receives patient information directly from the Siemens system, which does receive or import registration data from other systems. A patient coming in for chemo would be treated at the infusion center, but may have relevant chemo orders at Radiation Oncology as well.

· The group advises that the account process should be examined for gaps.
· As the group walked through the Outpatient Chemotherapy Workflow diagram, the items below were discussed. Note that key points and possible enhancements are in bold.
· Referral Management
· Private practice offices need a registration function. 
· Regarding Node 3 (Has the Center received patient’s orders?); Dr. Thompson inquired how the center knows that it has received a patient’s orders. The group explained that they try to get orders 24 hours in advance so the chemo treatment is ready when the patient arrives. However, if the chemo is ordered on the same day, the physician may hand carry or fax the order. The pharmacy wants to receive the order as soon as possible to allow time to verify that the medication and appropriate dosage is available. It is ideal to prepare the night before a patient visit to ensure a real-time turnover for the patient. This requires physicians to be diligent about putting in orders while seeing the patient, which would only be practical with CPOE. 
· Scenarios: If a patient is seen at a registered clinic, the information shows up in the Siemens system. Other sites may see patients that have not been seen at Hartford Hospital so these patients cannot be entered into the system. The group indicated the need for a capability to rapidly register patients not seen at Hartford Hospital (referred to as QuickReg). If patients are seen at a private office, it would be ideal to be able to quickly call in and get the patient in the system.  A quick registration process exists for Rheumatology and Nephrology and these groups may be able to book appointments as well. The physician sees the patient, attempts to register the patient, registration is not possible until a call is placed to Hartford Hospital, but at this point, the physician has moved on to the next patient and will have to return to complete the order later. The desired end goal for node 3 is to have the orders in CPOE before the patient arrives for treatment.  
· The goal is to reduce/eliminate phone calls for non-chemo orders. Per the group, approximately 0.2% of orders are verbal.
· Node 4 (RN contacts physician’s office) could be replaced by a real-time alert provided by CPOE.
· Chemo Management
· There is a policy for zero verbal or telephone orders for chemo agents.

· A majority of phone calls are regarding clarifications of parameters for the medications. This could be mitigated by providing drop down menus to add parameters to the orders (chemo and non-chemo). An emphasis was placed on reducing the risk of chemo protocol exceptions.
· Node 12 – the Chemotherapy Order Verification Checklist could be made electronic if not part of CPOE.

· Regarding node 14, there are standing orders for test results, lab results, etc. 
· The group expressed a desire for parameters based on lab results. For example, treat if above/below/within a certain threshold. This is related to node 18.
· Treatment protocols exist on paper and are referred to by reference number. These protocols may be located in files, textbooks or other paper sources. Electronic protocols would be very beneficial. This is a decision point for Hartford Hospital and they are exploring products on the market for electronic protocols. It will be critical to gain buy in on the protocols. In some cases, the physicians would like to select the drug and allow the pharmacy to do the dosing.
· The checklist referenced in node 12 is a paper, non-legal part of the patient record. It is a work tool that might be customized per facility. A custom verification checklist would be beneficial. 
· As a policy, Hartford Hospital wants nothing to go to the eMAR until it is signed/verified by all appropriate parties. This is critical for networking with other facilities such as Sloan-Kettering.

· Regarding nodes 17 and 18, if a patient is seen at a private practice, at Clinical Lab Partners (CLP) or at Quest, the results have to be entered manually. CLP artificially separates inpatient and outpatient. Quest does have the ability to interface to the Hartford Hospital system. It would be ideal for CLP and Quest to be able to send labs to Hartford Hospital though this is not solvable by CPOE. In some cases, data is hand carried so can it be added as a discrete data element.  
· Physician aborts/edits – CPOE would need the functionality for prescribing MD to edit or discontinue a chemo order after the order has been received and reviewed by nursing and pharmacy.
· It would be necessary for the CPOE to capture the physician’s justification for changes from protocol (dosage changes or drug changes). See node 30. Currently, the reason/justification is stated on a paper note, in a section on the paper order form. It would be ideal for the system to require the prescriber to provide the justification when ordering. For example, the system could notify that the order is outside of protocol and then provide justification options. The justification would only be required if the order is off protocol or outside of the order set. A deviance from protocol could occur when a physician chooses to reduce a dose or omit an agent, or when the order originates at another organization that uses a different protocol.  
· The group desires multi-state checklists as well. It would be beneficial to have a final chemo admin checklist on the day of treatment. See node 31. The RN needs to verify patient condition at check in. The height and weight must be confirmed because the order may have been placed in advance and the patient condition may have changed. It would be beneficial for the nurse to be able to plug the actual values into a worksheet to compare against the expected values/acceptable ranges per the protocol. Currently, if the patient requires a dose change or delay in treatment, the order goes back to the physician for changes, but this begins the checklist process all over again. 
· Private practice physicians may need to sign on to a different computer/portal to access the system so this would be a slower process and would not be as user friendly for those who see many outpatients. It would be faster to be hardwired to SCM. A verbal order or co-signed email would be acceptable for giving “yes to treat” or “no to hold” orders – see nodes 30 and 41. The nurses are not able to change orders for chemo, but they are able to change the other orders for items such as antiemetics. Thus, CPOE would require different levels of privileges (physician versus nurse).
· The group indicated a need for an updateable formulary with formulary checks and required justification to go off formulary. The formulary check is an ASCO requirement. Hartford Hospital currently has an item where non-formulary items can be written in, but this is sub-optimal. The ideal system would be dynamic and changeable, include all possible chemo drugs, and would not allow write-ins. In addition, it would be beneficial if the system could suggest alternative choices when the desired agent is not available.
· Additional features could include:

· Height and weight capture from SCM
· Auto-calculation of BSA (Note: Hartford Hospital does not have a standard method for calculating BSA right now and there are many considerations about standardizing this method as it will have a large impact on other stakeholders beyond Hartford Hospital). There would need to be an exception for carboplatin or for clinical trials that require AUC/Cockcroft/Jeliffe instead of BSA. This could be built into the electronic protocols. For example, the CPOE would use the patient’s condition to provide an electronic replica of the appropriate protocol and forms. Ideally, electronic protocols would inform the CPOE process as to which dosing calculation method to use.  Alternatively, there should be a way for the ordering physician to indicate which dosing calculation they used (per protocol) for certain chemo agents (e.g. carboplatinum).  The calculation would be automatically performed by CPOE based upon entered variables (e.g. height and weight).

· In node 42, the PAA refers to the unit secretary.

· In node 43, there could be an automatic communication between the CPOE and eMAR.

· The pharmacy has a 3 check system (nodes 50 – 53) involving a label check and verification. There is an open question of where the pharmacist verification can occur within the CPOE.
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