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Executive Summary


Announcements 

None

Content Overview 

· This call will review successful improvement HIV documentation projects that address both elements of completing informed consent for HIV screening testing which include the documentation of oral consent in the record and assuring that patients who refuse testing have updated documentation if later the patient agrees to testing

· Take home messages 
Inclusion of stakeholders in determining effective strategies (providers) 
Streamlining process through developing an ideal flow process map 
Leadership support and involvement 

· Slide Set and Full Faculty Notes



Question and Answers/Discussion 

None 
[bookmark: _GoBack]

Next Calls 
 
Next PE Call will be February 9.  
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FY2015 Requirements

2015 IntegratedEthics (IE) program metrics include a requirement that identified facilities complete a Preventive Ethics (PE) improvement cycle to address documentation of oral consent for HIV. 

Identified facilities are those facilities where;

data showed that oral consent for HIV testing was documented for fewer than 95% of tests ordered and/or

at least one HIV test was obtained from a patient who had a documented decline of HIV testing and no subsequent documented consent.
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2014 Summary HIV Improvement Cycles

Nationally, improved from 50% to 76%

Increase in occurrences where documentation shows Veteran refused testing but test results were available 





FY14 HIV PE ISSUES Cycles

James H. Quillen VAMC

Mountain Home, TN

Jill Stephens

Preventive Ethics Coordinator

jill.stephens@va.gov

423-926-1171 x7119





Hello.  My name is Jill Stephens and I am the Preventive Ethics Coordinator for the Mountain Home Healthcare System.  I am a former Systems Redesign Coordinator and currently work in Healthcare Analytics in Quality Management.  I am also a Veteran, retired from the Air Force.  Today I will describe our HIV Preventive Ethics ISSUES Cycles.
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HIV PE Team

Reported to IE Council

Leadership Champion:  

COS:  David Hecht, MD

Members:

Clinical Application Coordinator (CAC):  Heather Brewer

Laboratory Information Manager (LIM):  Tommy Good

Preventive Ethics Coordinator (PEC):  Jill Stephens





First, a little bit about our structure.  PE Teams at Mountain Home report to our Integrated Ethics Council.  Membership for our PE Teams is tailored to the needs of the team.  Our HIV PE Team leadership champion was our chief of staff, Dr. David Hecht.  He was instrumental in providing guidance for change affecting provider staff.  Key members of our team included:  One of our clinical application coordinators, Heather Brewer, who has in-depth understanding of CPRS and is empowered to make changes to health factors and clinical reminders, with concurrence of our CPRS committee.  And our Laboratory Information Manager, Tommy Good, who has an in-depth understanding of the lab package and who could change things such as ordering processing and lab names.  A few others were adhoc’ed into the team as consultants as the team progressed to address special issues.  I served as the facilitator and data analyst.  We only met a couple of times face-to-face, but our team was very active via emails and phone calls.  I was also presented the PE team progress at IE Council meetings.
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Baseline FY13 EPRP Data

		Records with documentation of patient or surrogate consent to HIV testing				Records where patient or surrogate declined HIV testing and consent is not documented		

		n/d		%		n/d		%

		18/32		56.25%		2/32		6.25%



Step 1:  Get patient fallout list

Step 2:  Chart review (CPRS)

Step 3:  Flowchart current process

Step 4:  Root cause analysis of issues/barriers





Our baseline EPRP data for documentation of consent to HIV testing was a dismal 56.25% in the FY13 pull done by the National Center for Ethics in Health Care.  The goal was 95%.  We also had two patients who had a refusal documented without a consent documented when the HIV test was administered.  The goal was zero.  So we had to do both HIV ISSUES Cycles:  One on consent and one on refusal.



Our first step was to get the patient fallout list, which our EPRP coordinator provided.  We then chart reviewed every case on the list to determine the process and to identify root causes of issues and barriers keeping the process from producing goal results.
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Map of Current Process

PE Cycle #1

Consent Documentation



PE Cycle #2

Test with Refusal







Here is the current process map drawn from our baseline data. This is the process that was in place before improvements are made.  Note the process is the same for both consent documentation and for test refusal.  The issues with the process, shown in the clouds, are mostly different.  



Looking at PE Cycle #1, Consent Documentation on the left, the process starts with the provider deciding he wants a HIV Antibody Screening Test for a patient.  The provider may complete the clinical reminder or may go directly to the ordering package and order the test.  For many reasons, the clinical reminder may not be available , especially if it had been satisfied once, as it is a one-time reminder.  Events happen in the care for a Veteran that could cause a provider, or the Veteran, to desire another HIV Anitibody Screening test.



Let’s assume for the moment that the provider used the clinical reminder.  If so, then the reminder populates the provider’s note with language documenting either consent or refusal and the provider either orders the lab or does not order the lab.  Review of the records from the EPRP pull showed no issues with this process.  It was working correctly.



So go back up to the top of the process and assume the provider does not complete the clinical reminder and just orders the lab.  The provider selects the test to be ordered.  It is up to the provider to document consent in the note.  If the provider does the documentation, then the lab is ordered with consent.  If not, then we have the undesirable outcome of the lab being ordered without consent.



On the right is the current process for PE Cycle #2, testing with refusal.  Again, there were no issues with the clinical reminder side, when the provider used it.  However, if the provider did not complete the clinical reminder and ordered the lab, then the provider was not reminded to document consent.  There was also no reminder to check for documentation of consent that may have been entered by others who had the ability to complete the clinical reminder.  If the last consent documented was a refusal and this was not overridden with a documented consent, then it appeared that the provider ordered the test when the patient refused, an undesirable outcome.  



This situation also applies to anyone who was asked to place the order on behalf of the provider, such as a clerk or nurse.  Without a process for look back for consent or documentation of current consent, there was the potential for undesirable outcome of ordering a HIV screening test when refusal was documented.



So there were plenty of opportunities for process failure.
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Current Process Barriers

PE Cycle #1

Consent Documentation

Barrier #1: Not completing clinical reminder (when available) prior to ordering the test or ordering the test when no clinical reminder was available and neglecting to include consent in the progress note.

Barrier #2: Lab “service corrections” where providers contacted medical technologists when they had difficulty ordering the test or ordered the wrong test.  Medical technologists then put in an order for the correct test based on provider orders.  However, documentation of consent would not be completed since reminder was not completed by the provider.

Barrier #3:  Occupational exposure to blood (a.k.a. needlestick) process would automatically order a HIV AB Screen test for the source patient when an employee was exposed to blood.  No discussion or consent with the source patient.  The ordering provider was rarely involved in source patient care.  Process in place did not follow local policy on employee exposure which required source patient consent.

PE Cycle #2

Test with Refusal

Barrier #1: Consent documented by non-ordering providers.  If a refusal is documented, the ordering provider may not be aware.



Barrier #2: Non-ordering providers able to order HIV Screening Test.  Clerks, nurses, and lab techs are able to order without checking for refusals or obtaining consent.







I apologize for the number of words in this chart.  But I felt it really important to spell out exactly what our team felt were the top barriers, the root causes, in the process.  The three barriers on the left side address barriers to getting the consent documentation into the patient record.



Barrier 1, not completing the clinical reminder prior to ordering the test and neglecting to include documentation in the progress note – This was the first, most obvious barrier found in the original baseline data. But as we made improvements and progressed through analysis of follow-on data, supplied through our VISN, which I will discuss later, we found additional patterns of undesirable results that led us to include two more barriers in our list.



Barrier 2, Lab “service corrections”, which the team found upon further review of data, prompted our team to dig deep into the data to find out what was going on.  We found that there were many HIV tests for providers to choose from when they wanted to order a HIV test and did not use the clinical reminder.  If they wanted a HIV anitibody screening test, but chose any of the other HIV tests, the med techs would correct their order for them (with provider concurrence) and order the HIV antibody screening test – no consent documentation required.



Barrier 3, Occupational exposure by an employee was another big data drill down by the team.  It was noted that when occupational exposure source patients fell out, emergency department employees were ordering their HIV antibody screening tests.  These were usually patients who were inpatients or undergoing outpatient surgery.  There would be no documentation of consent for these patients.  What was strange was the patient had not been an emergency room patient.  The same data pull would also have patients who were employees with HIV antibody tests and no consent documentation.  We finally put the two together and realized we needed to address the occupational exposure process, which turned out to be the root cause for no documentation in the source patient’s medical record and was the root cause for the strange orders we were seeing by emergency department providers.  



The two barriers on the right side address ordering a HIV antibody screening test when refusal is documented.



Barrier 1, consent documented by non-ordering providers was a communication deficiency that can occur, for example: 

when a nurse was doing the consent and a provider was doing the ordering.  If the nurse collected a refusal and did not communicate this to the provider, and if the provider did not look at the nurse documentation for consent, the provider might order the test with a refusal documented.  Thank goodness this did not show up in our data.

In addition, the data contained patients who had consented to the test at their last visit, maybe a year ago, with the provider using the clinical reminder, who then showed up for a follow-up appointment.  These patients would have the lab drawn that morning with all their other labs, then would see the nurse.  For some reason, maybe the lack of test results, the clinical reminder was not satisfied by the time the patient saw the nurse.  The nurse would complete the reminder with a refusal (since the patient did not need another test – it was just drawn).  When the test was completed, it would appear that the latest consent on record was a refusal.  This was one of our two fallouts.



Barrier 2, non-ordering providers able to order the HIV antibody screening test – the data showed this practice created other opportunities for ordering with a refusal on record.  

In one case, a clerk received a phone call from a patient.  The patient was requesting a HIV test.   The patient had seen his provider the month before and refused the test.  The patient changed his mind and now wanted the test.  The clerk relayed this information to the provider and the provider said to go ahead and order the test.  No consent other than the refusal was in the record. 

In another case, the provider could not figure out which HIV test was the correct test to order.  The provider would order the wrong test and the lab would contact the provider.  The provider was educated on which test should have been ordered.  The med tech then did a “service correction” and changed the HIV test ordered by the provider to the HIV antibody screening test.  Consent was not documented.  If the last consent documented was a refusal, it would appear the provider ordered the test when the patient had refused.



Barrier 3, the occupational health issue, from PE Cycle #1, also could have caused a patient with a documented refusal to be tested.  Because it was being addressed in Cycle #1, and because we had no actual fallouts for this reason, we chose not to include it in Cycle #2.
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Next Steps

Step 5:  Flowchart a “ideal state or future state” process to mitigate barriers

Step 6:  Create a process control strategy to eliminate barriers

Step 7:  Measure results

Step 8:  Tweak process/measure again/repeat to obtain desired results





Once we had our current process documented and had identified the barriers, we next flowcharted the process the way it should work, the “ideal state”.  Through measurement and drill down of results we were able to determine if we had created a process control strategy that eliminated barriers.  We thought we had an error-proof process, but as we drilled down any fallouts, we found there were work-arounds and other factors that we were initially unaware of.  So every measurement became an opportunity to further tweak the process, measure again, and repeat to see if we obtained the desired results.
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Map of Improved Process

PE Cycle #1

Consent Documentation



PE Cycle #2

Test with Refusal







The obvious issue in our current process was the side of the process that concerned what to do when the clinical reminder was not available to the provider.  We decided the process needed structure that would mimic the clinical reminder.  We decided to do this in the form of a HIV note to be completed by the provider to ensure specific consent was documented in the patient record.  When a clinician went to order the HIV antibody screen test without using the clinical reminder, the lab package would direct the provider to the HIV note.  This note documented the consent in exactly the same language as the clinical reminder.  This note was available anywhere in the healthcare system.  So providers in any location:  inpatient, outpatient, CBOC, DOM, ER, CLC, etc. could access this note.  It did not matter if the provider was in primary care or a specialty care clinic.  If the provider wanted to order a HIV antibody screening test without completing the clinical reminder, they did it through the note.  It was not possible to document a refusal in the note and then order the HIV screening test.  Consent was always documented when the note was completed.
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Process Control Strategies

PE Cycle #1

Consent Documentation

Strategy 1:  Elimination of any other ordering avenue except through the reminder or through a note that generates the same dialogue as the reminder.  This also included ensuring the DOM providers used the reminder or the note instead of the DOM template.

Strategy 2: Change to the lab processing instructions to not allow medical technologists to order the test and to have the medical technologist advise the ordering provider to order the test either through the clinical reminder or through the note that generates the same dialogue as in the reminder.  This process was reinforced in the Knoxville outpatient clinic, including provider education.

Strategy 3:  Removal of the occupational exposure automated order.  Source patient orders now use the HIV note, which documents consent.

PE Cycle #2

Test with Refusal

Strategy 1:  Limit Clinical reminder to Providers and Resident Physicians



Strategy 2: Remove ordering ability from non-ordering providers (clerks and nurses)



Strategy 3:  Change lab processing instructions so that Lab technicians can’t modify an existing order for another test into a HIV AB Screen Test.







Our strategy of having the note and the clinical reminder as the only two processes to order a HIV antibody screening test consistently documented consent at the time of test ordering.  Any other ordering avenue was eliminated.  For example:

Domiciliary clinic providers had their own template that documented HIV consent, but did not include the specific consent wording.  The DOM provider template was revised and the DOM providers now used only the reminder or the note. 

Med techs were educated to advise the ordering provider to order the correct test either through the clinical reminder or through the note in order to keep the providers from using the med tech to circumvent the process. 

The occupational exposure automated order was eliminated.  To order a HIV antibody screening test for a source patient, the provider must use the HIV note, which documents consent.



These strategies controlled the consent documentation process.  For the test with refusal process:

The clinical reminder was limited to providers and resident physicians, eliminating the opportunity to order without communicating consent or refusal.

The ordering ability was removed from clerks and nurses, again eliminating the opportunity to order without obtaining consent.  This also eliminated the opportunity to order with a documented refusal.

Lab processing instructions were changed for med techs so that instead of modifying an existing order for another HIV test into a HIV Antibody screening test, the med tech was able to give specific instructions to the ordering provider to complete a HIV note so that consent would be documented and the correct test could be ordered.
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Measurement and Analysis

Patient list for FY13 EPRP data received from facility EPRP coordinator

Chart reviewed every patient and documented

Who/when was the lab ordered?

Who/when was the consent documented?

Was the clinical reminder used?

Important to search all notes for “HIV” in CPRS

VISN created a data tool that went beyond primary care

Summary by facility for selected time period

Patient level data





As mentioned earlier, I want to spend some time on the data analysis as this drove all of our strategies.  Back in November 2013, we had only the patient list for the EPRP data, which we obtained from our facility EPRP coordinator.  We chart reviewed every patient on that list and documented who ordered the lab, when it was ordered, who documented consent, when it was documented, and if the clinical reminder was satisfied and what satisfied it.



We went through each patient’s notes for the time frame of the HIV order and searched for “HIV” to find out who had documented anything about HIV in that patient’s record and why.  We then made a timeline for each patient and started searching for patterns.



Our VISN started holding cross-cutting meetings in January on HIV.  As part of these discussions, the VISN created a data tool.  This tool provided a summary by facility of what percent of patients having a HIV test had consent documented, for a time period specified by the tool user.  It also provided patient level data for further drill-down.  Data from the tool was available to the field by the end of April.
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VISN Data Tool:  Compliance Summary by Facility







This is the summary tool.  As you can see on the right side of the screen, I selected my facility, the start date of the beginning of September and the end date of the end of September.  The VISN tool pulls data by looking for consent back 6 months, consistent with the baseline FY13 EPRP pull.



When we were making rapid change, I was pulling and analyzing this data weekly, instead of monthly.



In the results, which has our station number, 621, we have: 

the numerator, the number of unique patients with verbal consent documented (either the reminder was completed or the HIV note was completed), 

the denominator:  The number of unique patients who had a HIV antibody screening test during the time period chosen.  

And the resulting rate of tests with consent documented.  



The difference between the numerator and the denominator is 11 patients.  The station number is underlined, and can be clicked on and drilled down to the patient level.
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VISN Data Tool:  Consent for HIV Compliance - PHI



Name and SSN Columns





If the station number from the previous slide is selected, then patient level data appears.  All patients from the denominator are shown.

The first two columns, not shown on this slide, are the patient name and social security number.  

The test name is included.  This was a barrier to VISN reporting until standardized as each site in our VISN called the HIV Antibody screening test different names.  Our laboratory information managers within the VISN met and implemented this change.

I blocked out the location and staff, but left enough of the location showing so that you can see the data included other clinics besides primary care at the main facility.

A health factor was created by either the clinical reminder or by the HIV note.  Our Clinical Applications Coordinator implemented the changes in the reminder and created and implemented the note.

The consent order date was a column used by other sites in the VISN that were trialing a different process than the reminder/note process we used.

Wherever there is a missing health factor, there is a possible fallout.  These patient records are those we chose to drill down using the same method we used on the baseline EPRP records.  Not all patients are shown on this chart due to space limitation, but there are 11 patients with blanks in the health factor column.
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Analysis Results of Possible Fallouts

After CPRS chart review of 11 cases:

There was consent documented in 6 cases prior to the 6 month cutoff used in the report.

There was no consent in 3 cases where the test was ordered prior to process improvement implementing the HIV note.

There was one case of an inpatient with a signature consent.  (This may be an opportunity for improvement.)

There was one case of an employee occupational exposure.  It is unknown if this employee had a consent in the record.





Because our VISN results only looked back for consent for 6 months, when we reviewed the patient records in CPRS, we found consent documented within 12 months in 6 of the 11 cases.



We also found no consent documented in 3 cases where the test was ordered prior to our April 19th implementation of the HIV note.  So we presume these fallouts would be fixed if the test was ordered today.



We found an inpatient with a signature consent.  This is the first time in the last 6 months that we have seen this occur.  We will watch for more of these as it is a deviation from our process.  If a pattern of these emerge, we will consider improving our process.  At least the provider attempted to document consent prior to ordering the test.



Our VISN data, like the FY14 EPRP data, contained employees receiving HIV tests as a result of occupational exposure like needlesticks, etc.  These employees usually were seen in a ED Fast Track outpatient clinic appointment.  Their notes are occupational health notes.  No consent is documented and no health factor is populated.  Our team considered employee encounters as outside of the scope of the team.  They are not really an ethical concern as the employee is seeking testing.



For each of these fallouts, we also go back into CPRS and look at the provider notes for the date around when the test was ordered.  In the past this was how we found that a test had been ordered with a refusal documented.  In the month of September, none of the Veteran patients have a refusal documented.



So the bottom line in our September data is our process continues to work as we had no testing without consent and no testing with refusal.
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Improvement Cycles & Sustainment

PE Cycle #1

Consent Documentation



PE Cycle #2

Test with Refusal









On November 3rd, I pulled our data for the month of October.  I will be pulling data monthly now, instead of weekly, for the next 12 months to track sustainment.  Sustainment will be reported at our IE Council meetings.  If I see a pattern of non-compliance emerging, the team will get back together to work at solutions.



As you can see from the top chart on the left, our weekly data after implementing the HIV note in week 1, was showing patterns of occurrences of non-compliance with documentation of consent.  

The blue lines were occurrences of the med tech correcting HIV orders.  We published the instructions and thought we had the process fixed, but it happened twice more, and that was when we determined the lab at a CBOC was not following the same instructions.  We made changes and educated both the lab and the providers and have not had another occurrence.

The red lines were occurrences of the employee occupational exposure.  It took a few of these occurring to finally find the problem and to get approval of an alternative process by the COS.  With him onboard, we implemented the change and later, at the request of the ED we did some provider education on the new process.  We have not had another occurrence.

The green lines were occurrences where the DOM primary care provider was using a DOM template instead of the clinical reminder.  Removal of the HIV portion of that template seems to have eliminated these occurrences.



The chart on the bottom left is our overall performance.  This data is based on the VISN’s summary data, which is a 6 month look-back.  We hover right around the 95% goal with such a short look-back.  We do much better, as you will see in the FY14 EPRP data, with a 12 month look-back.



The chart on the right is our performance for PE Cycle #2, Test with refusal.  With 4 cases of refusal in the fist month of our data, we really drilled down in the charts for these patients.  This is when we realized we had the communication issues.  Just implementing a reminder and a note was not enough.  The person doing the ordering had to know if the patient had consented.  We decided the easiest way to control this was to keep non-ordering providers from documenting consent.  So the reminder and the note were limited.  And then the lab instructions we were already implementing for consent documentation and the fix to the occupational exposure process further ensured no more tests would be ordered without consent documented.  Our data shows no occurrences since this process was fixed.
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Spread

Initial focus:  Primary Care due to baseline EPRP data

VISN data helped us spread to all Veteran patient locations and all levels of care

VAMC, CBOC, Domiciliary

Primary and Specialty Care

Inpatient

Emergency Department





Of course, due to the nature of the baseline FY13 EPRP data, our initial focus was on Primary Care.  All of our drill-down and resulting current state process was initially based on the primary care process.  But once we had the VISN data tool in place, we were not limited to Primary Care only data, and were able to take the idea of implementing a note and trace how that worked in all Veteran patient locations and all levels of care.  



We believe it was critical to ensure our process of specific consent for HIV testing worked for every Veteran patient being treated by a VHA provider as VHA Handbook 1004.01, Informed Consent for Clinical Treatment and Procedures did not limit the expectation of documentation of specific informed consent for HIV to only primary care.  We will continue to be vigilant in drilling down any fallout as we collect our sustainment data to ensure there were no areas where we did not spread our HIV Informed Consent processes.
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Goals Met

Goal:  95% Tests with Consent Documented



Goal:  0 Tests with Refusal Documented



2014 EPRP Data 





Finally, how well we do?  



In the FY14 EPRP data, which had a 12 month look-back instead of a 6 month look-back for consent, we improved our documentation from 56.25% to 97.14%.  Our only fallout was an employee being seen for an occupational exposure.  If the National Center for Ethics in Health Care limits the FY15 EPRP data to Veterans and excludes employees being treated for occupational exposures, we should do even better.



Also, we improved from 2 to the goal of zero for the number of records where the patient or surrogate declined HIV testing and consent is not documented.
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?

Questions 





I hope this has helped you understand how we determined our problems and to measured the results of our solutions in order to achieve success.  Please contact me if you have any questions.  Thank you.
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Documentation of oral informed consent of HIV testing and refusal

Presented by: 

Kelly Lora Horrigan,  PhD.,  VHA-CM

Preventive Ethics Coordinator 

Eastern Kansas Health Care System 





HIV PE Consent Team 

Local PE Coordinator

Front line clinical staff from 2 sites (Leavenworth and Topeka) 

Chief of Staff

HIV Lead Physician

Infectious Disease Staff

Veteran Input 



Representatives from each service line

Clinical Application Coordinator 

Medical Records Supervisor 

IntegratedEthics Program Officer

Business and Compliance Officer 





Eastern Kansas Health Care System is a facility with two campuses 60 miles apart and 9 CBOC’s, it is very important to convene an active, interdisciplinary team to successfully redesign and improve the HIV consent process across campuses. The PE Team consisted of 17 employees that regularly collaborated with the Medical Center Director, COS, HIV Lead Physician, Nurse Executives, Infectious Disease Specialists, Medicine and Behavioral Health Service Line Managers, and PACT frontline staff. The Team was committed to the engagement of frontline staff as drivers of change. 
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Baseline Review (prior to March 2014)

		Test Ordered By:		Consent Prior or Day of Test    
Goal = 95%

		Behavioral Health		0%

		Medicine		0%

		Infectious Disease		0%

		Home Based Primary Care		0%







Baseline data was collected via records review for all HIV Combo tests ordered at VAEKHCS.  A systems-wide approach was utilized after data was pulled and employee focus groups convened. 
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Review Findings: Major Causes for Lack of Documentation of Informed Consent 

Provider unfamiliarity with requirements of VHA Handbook 1004.01 and VHA Directive 2009-036

Providers not documenting oral informed consent or documenting via order tab instead of within the patient’s progress note

Nurses and Clerks ordering HIV labs





It became apparent that one of the major causes of lack of documentation of verbal informed consent was provider unfamiliarity with requirements of VHA Handbook 1004.01 and VHA Directive 2009-036. In addition, providers were documenting oral informed consent via the Order Tab in CPRS instead of within the patient’s progress note. Additionally, there were clerks and nurses ordering HIV screening labs.  
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Strategies: 3-Month HIV Informed Consent Educational Training Plan

Gauged frontline staff understanding of written and oral consent processes

Convened interdisciplinary PE Team

Requested support from Executive Leadership Team and Service Line Managers with regard to developing an HIV Informed Consent Educational Training Plan

Implemented a 3-month (March through May of 2014) Educational Training Plan to leadership and frontline providers regarding documentation of oral informed consent for HIV Testing





With our initial information from the focus groups and data we convened our team and knew we had to increase understanding of the requirements for documenting oral informed consent throughout the facility.  We also knew we needed support from leadership (executive and middle management) if our training and other strategies were to be successful.   As we are a multi-campus facility, we allowed 3 months to complete the training plan.  As part of the training plan, we needed to determine what would be the process for documentation.  
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Strategies: HIV Informed Consent Educational Training Plan

Standardized way HIV Combo tests were ordered (Electronic Clinical Reminder activated)

HIV Quick Order sets removed from orders sets on the Lab Menu

A dialogue box was added to the HIV Combo test lab order: “WARNING-HIV testing requires pt’s ORAL consent and MUST BE documented in CRPS note.”

Presented at monthly Medicine/PACT Meetings; Medical Executive Board; Annual Medical Staff Meeting; Joint Leadership Council; Behavioral Health Prescriber Meetings; and Performance Improvement and Compliance Fair





As part of the Educational Training Plan, a standardized approach to ordering HIV Combo tests and documenting patient verbal informed consent was developed. EKHCS activated the National HIV Program electronic Clinical Reminder (CR) function for CPRS, which includes a documentation function that automatically adds text to a progress note indicating whether a patient has consented to or declined HIV testing in March of 2014. Eastern Kansas was not using the HIV Screening Clinical Reminder when data was pulled for FY13. The PE Team revised and tested the HIV Reminder and educational links were updated. In determining what process was to be used for documenting HIV oral informed consent, we removed the quick order sets and added a dialogue box for the HIV combo test lab order as a cognitive reminder.   To educate leadership and staff at various levels throughout our system, we presented at several meetings and our performance improvement and compliance fair.   
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Strategies: HIV Informed Consent Educational Training Plan

Education provided to leadership, frontline staff, and business office regarding who is authorized to order HIV Combo tests and obtain informed consent per VHA Handbook 1004.01

Article published in Employee Newsletter

Updated HIV Diagnostic Testing Health System Policy Memorandum (HSPM) to establish guidelines regarding diagnostic testing of patients for the presence of HIV infection







Education about the Clinical Reminder was provided, including key features (i.e., applies to all Veterans without prior HIV diagnosis or life expectancy < 6 months; satisfied by previous HIV testing performed at the facility or documented as performed at an outside facility; if patient refuses, reminder is turned off for one year; allows provider to document outside testing done; if outside positive test recorded, provider can consult to Infectious Disease Clinic or document that patient declined; CR inserts progress note text documenting patient verbal consent and provides link to patient handout to satisfy written information requirement). 



A local PowerPoint presentation with CPRS screen shots of the HIV Clinical Reminder were disseminated to all Service Lines and providers. Group emails were sent to healthcare providers at all facilities and CBOCs. Hard copies of VA HIV Testing Information for Health Care Providers Fact Sheet and NCEHC Information for Providers about Standards for Obtaining Informed Consent for HIV Testing were given to all practitioners.



The approved HIV Testing educational materials were also made available in relevant clinic areas. The Facts about HIV Brochures and HIV Testing Information for Veterans Fact Sheets were provided to all PACT and BHIP teams. Posters (HIV Testing for Veterans Get Checked) were placed throughout the facility. 
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Major Causes for HIV Testing Obtained on Veterans with a Documented Refusal

Provider unfamiliarity with HIV Screening Clinical Reminder

Providers Ordering HIV Combo test after completing the HIV Clinical Reminder documenting patient’s decline

Provider or Clerk ordering HIV Combo test before completing the Clinical Reminder





We also reviewed why would there be documentation of refusal when testing results were reported.  In this case we found that staff were unfamiliar with the clinical reminder and the sequence of events within the process allowed labs to be ordered prior to the oral informed consent.  
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Major Causes for HIV Testing Obtained on Veterans with a Documented Refusal

Educated providers identified in data pull that were not completing the Clinical Reminder appropriately

Requested Service Line Managers provide education about the Clinical Reminder process, to include HIV testing, in NEO

If testing was completed on a patient who declined HIV test, provider was informed that a clinical disclosure may need to be completed, including notifying the patient of their right to request that information pertaining to the test be expunged from the EHR 

Educated staff that HIV screening could only be completed after oral informed consent obtained and documented in EHR





It was discovered that providers were signing their notes at the completion of the day so lab time draw occurred prior to entry or signature of the progress note; plan to edit the CR to meet this scenario. Providers were adding the HIV test after completion of the CR to previously drawn labs that morning (add on test). As redrawing the patient for HIV testing is not justified, the CR will be edited to meet this scenario. 
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Results 

Number of completed HIV Combo tests increased significantly from FY 13 to FY 14 (581 to 2212) with implementation of CR

Data pulled for HIV Combo tests from 06/01/2014 through 07/31/2014 following activation of HIV Screening CR and completion of 3-month HIV Informed Consent Educational Training Plan (March through May of 2014)

June: 257 Combo tests ordered (24 without documentation of consent) (Compliance = 91%; Goal =95%)

July: 262 Combo tests ordered (13 without documentation of consent) (Compliance = 95%; Goal = 95%)









Results indicated that the CR is regularly being used by providers and patients are routinely being offered HIV screening in accordance with VA guidelines and regulations. 



Indeed, the use of the HIV Screening CR and provider training and educational strategies resulted in a significant increase in HIV testing informed consent documentation with an overall improvement rate of 93%. 
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Results 

Data pulled for HIV Combo tests from 06/01/2014 through 07/31/2014 following activation of HIV Screening CR and completion of 3-month HIV Informed Consent Educational Training Plan (March through May of 2014)

June: 257 Combo tests ordered (of those, there were 7 instances where HIV tests were performed on patients with a documented decline for HIV testing) 

July: 262 Combo tests ordered (of those, there were 0 instances where HIV tests were performed on patients with a documented decline for HIV testing) (Compliance = 100%; Goal = 100%)
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FY 13 and FY 14 EPRP Results

		Study Denominator		FY 2013		FY 2014

		# Records with HIV Test Reported		32		35

		# Records with Documentation of Verbal Informed Consent		0/32 (0%)		33/35 (94.29%)

		# Records where patient or surrogate declined HIV testing and consent was not documented		0/32 (0%)		0/35 (0%)







The PE Team continues to monitor the quality improvement process. Data are pulled and reviewed on a quarterly basis. A VISN 15 SharePoint was also created to share ideas and resources and track progress for the new ISSUES cycles. This enhances our collaboration and provides an intranet portal for group communication and a way to share improvement strategies. 
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EKHCS HIV Consent PE Team

Questions?







Please contact Dr. Kelly Lora Horrigan, Preventive Ethics Coordinator, at VA Eastern Kansas Health Care System at 785-350-3111, x52032 or via email: KellyLora.Horrigan@va.gov for any questions or assistance with FY 15 ISSUES Cycles. 
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