KENDALL ROGERS:
I did not want to comment on the wiki before introducing myself to you all, I run a hospital medicine group at the University of New Mexico and am the chair for the Society of Hospital Medicine's IT Task Force and my interest area is CDS and EMR usability (as you know these two are tightly entwined!)  Jerry, I have been a large 'fan' of your work for sometime and quote and reference you often.  I have been working on VTE as an example to MD CDS for a few years and teach it at conferences for SHM, I am a mentee of Greg Maynard who is a national leader in QI and VTE prophylaxis in hospital medicine.  I recently asked to join the CDS Work group and hope to contribute, I have just gotten access to the wiki and have not made it though everything or figured out all the navigation - forgive me if my below comments are already covered.

 

(In response to the thread below:)  There really should be a risk assessment to decide the correct prophylaxis, otherwise you are achieving 'some prophylaxis' but 'not appropriate prophylaxis.'  Many have used scoring systems which disrupt workflow, I support and teach the 3 bucket approach endorsed by the Society of Hospital Medicine (low risk, moderate, and high - should be a <10 second MD evaluation if data available.)  Effective CDS should lead a variety of clinicians to the same decision that reaches the patient and without a risk assessment we saw great variability in prophylactic orders, thus the method of just listed the options was highly ineffective.  Coming to the right diagnosis or risk assessment is more important than CDS on the backend.  The steps in the risk assessment should be outlined and transparent, then it can be replicated by a pharmacist or in audits to ensure the clinician followed it appropriately (to identify good and bad variance and adjust the form as needed.)

 

In sharing and disseminating CDS on specific clinical guidelines, we need to outline the clinical decision making steps for each decision maker in the process (MD, nurse, pharmacist), when each branch point in decision making is identified, the needed information to make decisions can be identified with the different clinical outcomes (or orders) they lead to.  This is what we did with VTE, we sat down with VTE experts in the Society of Hospital Medicine and outlined their thought process.  It was decided that first they assign a risk level (which on further questioning led to the 3 bucket method: are they high risk? Are they low Risk? if not they are moderate - quick assessment), then the evaluate for contraindications, then they take into account some clinical factors (surgical or medical patient), then they choose the prophylaxis available at their institutions that is appropriate for that patient.  We took this information and developed this PDF.  This was quite complex for something we though was as simple as VTE, glycemic control has proven much more difficult.

 

Since we have not found a EMR with the capabilities to allow us to build effective CDS into it we resorted to developing an interactive PDF form that guides people to the correct risk assessment with appropriate ordering associated with it.  We have not found a CPOE system that can replicate this process.  I am attaching it here and would be very interested in your feedback.  We are not computer programmers and this was developed completely by MDs without IT support, so it is by no means perfect.  You will note that it has guidance throughout the form, limiting options and providing checks to ensure accuracy (if you select low risk, it will bring up a screen that asks you if your patient has any of the following risk factors and if they do it changes your response to moderate risk.)  If you wave your mouse over the risk levels it will show you guidance to help select the correct risk level.  If you choose a absolute contraindication you are not presented with pharmacologic options, when you select heparin the labs associated with that are automatically ordered.  We also tried to limit data being presented on the form to aid in decision making.  After putting the form into use we noted variation in a specific patient population and identified the 'surgical population returning to surgery within 24 hours' and added this to the form.  Is this form helpful at all in your processes? 

 

Sorry for the long email, and I am in between meetings so did not have a chance to really proof read it.  I look forward to working with you all and hope my contributions are helpful.  I was uncertain who to include on this email, please feel free to forward.

 

SIRAJ ANWAR
 

Kendall,

 

Thank you for taking the time to bring this discussion forward. Brief introduction: work for a large integrated healthcare delivery network in Houston, Texas (Memorial Hermann). I currently manage the CDS program at our institution along with our CMIO. I have also volunteered to take the lead on the work around the CDS VTE WIKI to help collaborate and bring value to participants participating in the WIKI discussion. Jerry is the chair of the HIMSS CDS Task force to which our group reports to.

 

I completely agree with you that it is important to complete some sort of a risk assessment otherwise you might not be ordering the appropriate or sufficient prophylaxis. I have gone through your document and am truly impressed! 

 

So, how do the physicians use this form? They would have to be online to do this, and if they are using an EMR how is this form integrated with their workflow?

 

We would love to take this discussion to the WIKI, so would like your permission to upload your discussion and the document onto the WIKI. Do we have your permission to do so?

 

We look forward to working with you.

KENDALL ROGERS
Thanks for the response.  To integrate this form into the work flow we built 'quick order sets' also in pdf, the VTE form drove the rest of this development as the 'carrot' to get them on the computer and do the VTE screening.  We have a robust EMR and we go live with CPOE on 10/25, but in the process we are taking a huge step back in terms of the CDS we can offer our providers with Cerner Powerchart.  Let alone these pdf forms, we cannot even replicate the CDS we had built into paper order sets.  It is one of the most disappointing and frustrating processes I have ever been involved in.  This led me to leading the IT Task Force for SHM and trying to get usability and CDS on the venders agendas.  I have also tried to replicate this type of form in Epic and other EMRs without success.  Here is an example of our quick order sets.  This particular version does not have the VTE PDF, but you can get the idea.  

 

I am fine with uploading the discussion.  I would need to check with my team on how widely we can spread the PDF as it was tremendous time sink for us and I want to be sure they are OK with widespread distribution.  We have freely shared it with many institutions, but have not made it available on any websites as of yet.

JERRY OSHEROFF
Kendall,

Many thanks for your interest and input on the HIMSS CDS efforts, and for your kind words.  Lots of important synergies, and I’m optimistic that your participation will be highly mutually beneficial.

As Siraj mentioned, he’s been leading a community of around ½ dozen organizations (mostly led by their CMIOs) that’s synthesizing successful approaches to applying CDS to VTE prophylaxis, and hopefully returning significant value back to their individual roles/organization in the process.  Your PDFs are impressive (e.g. by combining a variety of workflow enhancing/informing interventions); the community participants should be able to provide useful feedback to you, and hopefully leverage key points from the work you’ve done in their own efforts.

Of note, we’ve had some exploratory interactions with IHI around potential synergies with their performance improvement collaborative (e.g. VTE Expedition, led by Greg Maynard).  Your work (and connections with SHM) may fit nicely into that mix.  Also, members of the task force have connections with CCHIT’s advanced CDS workgroup, and ONC’s meeting next week around CDS and meaningful use, so there may be opportunities through these connections to address your concerns about vendor systems being a ‘step backwards’ in your efforts.  Also, EHRA (the EHR vendor association) has a newly appointed participant in our CDS Task Force, so that’s another potential point of contact. 

As for next steps, it would be great if you could get permission from your team to post the PDFs to the wiki.  Even if that’s a problem, it would still be valuable (if this is OK), to share them via email with the other current participants in the VTE community and foster discussion around them that way; e.g. in workgroup meetings and on the wiki, without publically posting the documents themselves.  We’d be very interested in your feedback about material already posted on the wiki – looks like you’ve started poking around.  Please feel free to dive right in!

I’ve copies David Collins and Pat Johnson – HIMSS staff liaisons to the TF and WGs – on this message.  Siraj, given that Don and Kendall have jumped in with such new and valuable insights and materials, might consider having the next WG meeting sooner rather than later.

Thanks again to all.  This influx of great new folks and ideas is very exciting!!!

Best,

GREGORY MAYNARD
Thanks all,

 

I looked through these impressive materials, it is great to see HIMSS working on collaborative efforts like this. 

 

I note a few things from the materials posted, and have my own bias about a few things presented there. 

 

First, there are process maps for both physician and nursing VTE risk assessments. While nursing risk assessments can work well as an ancillary method for those not on prophylaxis after admission, and can sometimes work well in relatively small close knit units, I think physician performed risk assessment is a superior strategy for the majority of centers. I have seen many institutions where they have attempted nursing VTE risk assessment, and they routinely have poor results, as their prompt to the physician for VTE prophylaxis is ignored, or filled out and signed but used in an incorrect manner. 

 

Second, many sites are trying to integrate the point based models into the flow of care. There are some examples on the links you sent where they do so pretty elegantly, but by and large, we think this method of VTE risk assessment is needlessly too complex, and docs often do not fill it out reliably.  Many, many, many examples of this from our collaborative efforts! We think a much simpler text based method is better, and I'd hope your group can start showing more examples using this method. (I am attaching a paper version example, and there are many CPOE examples in use as well). 

 

I've also copied Jason Stein of Emory. Jason and I have worked on many of VTE collaborative efforts and he has been a great collaborative partner, pioneering many of the concepts of CDS for VTE in the real world setting. 

 

We look forward to exploring future synergies, and we would also encourage you to look at the Society of Hospital Medicine as a great partner in improvement as well. 

 

Regards,

Greg M

LOUIS DIAMOND:

Gregory, you obviously raise some interesting and important issues---about the “best” way of completing tasks,     My next point/question is obvious, I think.    Should these kinds of collaboratives foster a single way of completing tasks, or provide clearly description options, e.g. nurse vs. physician completion of risk assessment, as an example, with some description of the pros and cons.   

              Lou 
