EMPIRIC QUERI
0

EHRM Partnership Integrating

Rapid Cycle Evaluation

to Improve Cerner Implementation

SimLEARN Moderate Sedation Simulations:

End User Experiences and Recommendations



mailto:Seppo.Rinne@va.gov

Introduction

EMPIRIC is a mixed-methods (interview and survey) evaluation of end-users’ (clinician and staff) experiences during
EHRM, with a goal of capturing and amplifying the voice of the end-user. Preliminary findings have identified key lessons
from Spokane VAMC (go-live 10/24/2020) and Columbus VAMC (go-live 4/30/2022) and have led to targeted
recommendations for future EHRM sites. SImLEARN has partnered with EMPIRIC to continue ongoing evaluation of end
user experience and to evaluate SimLEARN’s EHRM related efforts.

This report describes the end user experience of the SimLEARN workflow simulations that took place September 18-22,
2023. Approximately 1 week after the event, we conducted semi-structured interviews with 12 of 15 intended
simulation participants (including 2 who were originally scheduled to participate but instead observed). Findings from
these interviews are divided into two key categories: 1) perspectives about the EHR content and workflows that were
being simulated, and 2) perspectives about the simulation process.

Summary: EHR content and workflows
e Simulated workflows were viewed as diverting too much attention from patient care

e Unintended technical challenges during simulation mirrored real problems after go-live
e Participants identified specific EHR features that were difficult to navigate
e Some default medication dosages were seen to be inappropriate

e Participants believe successful training will require hands-on experience and locally-tailored demonstrations
of intended workflows

Summary: Simulation process
e The quality of simulation was viewed favorably, with human actors and real equipment contributing to
realistic representations of clinical settings

e Some simulated workflows did not account for key preparatory activities that normally occur before patient
encounters, and excluded key personnel typically involved

e lack of clarity about simulation goals, and intentional vs. unintentional features of simulation, contributed to
participant stress

Findings

Interview findings were highly supportive of the value of conducting simulation, and even identified ways in which some
apparent limitations of the simulation event may in fact provide an accurate representation of the challenges
encountered at facilities immediately after go-live.

EHR content / workflows
e Drawing attention away from the patient: Several noted that the workflows forced them to attend to the EHR
during the encounter at the expense of attention to the patient, and in doing so, compromised patient safety. This



was not limited to simulations that encountered technical problems, though it was a more prominent issue for those
simulations.

o "The more time that you're focused on your charting, the less time that you're focused on your patient,
which is setting yourself up for patient safety issues" (Gl_1);

o “Ifeltlike | want to be there, with the patient. But instead I felt like | was looking more at the computer,
trying to find things" (ICUED_7)

Unintended but realistic technical issues: Technical challenges that were not intended by SimLEARN (“things
weren’t working and they were so apologetic”) were described as significant barriers to simulation, many of which
were resolved in later rounds of simulation. Examples include vital signs not automatically loading into the EHR, and
needed macros not being configured. Importantly, some participants, especially those who work at VA facilities that
have already implemented the new EHR, observed that the technical challenges experienced in early simulations
mirrored challenges during go-live.

o “The difficulties that we experienced at the simulation... felt very similar to when we went live. Like 'oh,
people don't have access. Oh, this isn't set up. Oh, the vitals aren't coming up. Oh, this information, it shows
up wrong.' ... those technical pieces that were happening was exactly how the first week of go-live went
for us, except we were taking care of real patients when that happened. Versus, we could fall into the safety
net of ‘well, at least no one's gonna die today, because this is just a simulation,’" (Gl_1)

Difficulty navigating the EHR: Beyond a lack of familiarity with the new EHR, several participants noted features of
the system that were difficult or counterintuitive to navigate.

o "Navigation band under procedural sedation part was hard to find" (ICUED_7)

o “When you go in to chart, a huge section was taken up by just the temperature alone ... it takes up a bulk of
the screen... what really needed to be there was the [rest of the] vitals, you know, and being able to
document the medications.” (ICUED_6)

Inappropriate default dosages: Some reported issues with the default dosage for medications which could lead to
errors if not manually adjusted. In one case, a participant suggested this discrepancy reflected the difference
between giving a medication in increments vs. a single dose.

o "l'don't understand why they put 8 mg in there. You never give 8 mg. It's always one or two mg" (ICUED_7)

o "When | would select the medication, it immediately populated over into my SA note as 0 mg...And then |
would have to double click on the zero and then | was able to change it to the 2 mg. And it did that both for
the midazolam and the fentanyl." (GI_2)

Training needs: Several participants, especially those who participated in the ICU and ED simulations, described
feeling unprepared to function in the simulation environment due to insufficient training. Some suggested that they
were trained on software modules that didn’t match the simulation scenario they took part in. As with the technical
issues, the mistargeted and insufficient training prior to simulation may in fact accurately reflect the experience of
users at facilities that have gone live on the new EHR. Participants emphasized that to adequately prepare end users,
training should include hands-on experience and locally-tailored demonstrations of intended workflows.

o "The main thing for me is to have adequate training before we go live with the new system ...[including] a
computer based training first... then after that, hands-on training for the new system in general, and then go
to specific training on, like ... [for an ICU nurse,] drips and moderate sedation. So, specific training for that
procedure, or for that part of documentation." (ICUED_3)

o “In the [EHR] training...they talked about care compass... [but] my two simulations were emergency room,
and there was no care compass on that...so | was a little bit confused” (ICUED_5)

o “[Training needs] depend on how they're doing it at [their] VA at the moment ... Chicago might do it
differently than Texas. They might have different requirements. They might have different note types... If



they're not documenting anything expect for a "no" at the end in CPRS, then yeah, it's gonna be a whole lot
of new training.” (ICUED_2)

o "[For example,] you need to really get familiarized on what exactly is phase one or what criteria goes to
phase two, because that's part of the documentation" (ICUED_7)

o "lt's so helpful to see somebody do it the correct way one time, you know?" (ICUED_6)

Simulation process

Simulation quality: Several participants noted the high degree of realism of many aspects of the simulation,
including the use of human actors (in place of dummies) and the full range of real equipment. These distinctive
features helped the simulation event compare favorably to other simulations that participants had encountered
previously.

o “It was wonderful having basically 95% of all the equipment that you would want during those things, and
to actually have your hands on it ... the way they put it together, | think, was awesome.” (ICUED_2)

Participant stress: While some participants reported enjoying the event, others expressed intense discomfort,
describing the simulation experience as “nerve-wracking,” or “like a nightmare.” Several described experiencing
evaluative pressure and personal scrutiny in the simulation, despite reassurances from SimLEARN that their personal
performance was not the subject of evaluation. This pressure may have been exacerbated by the simulation
configuration (single participant, two actors) which rendered social support from other simulation participants
mostly unavailable. Participants also noted that a lack of direction and unclear expectations for what to do in the
simulation contributed to this stress.

o "Even though they said, 'Oh, it's not your performance...you know it's still in the back of my head, like 'Oh
my God, | did so horrible" (ICUED_7);

o "l was so disappointed. I feel | failed. I'm so anxious, you know, like, even though they keep telling you, ‘it's
not about you as a nurse.”" (Gl_6);

o "l'wish | could have gotten a grade and known what | did right...but I still don't know how I did." (ICUED_5);
Accounting for preparatory activities: A key critique of the simulated workflows, particularly those early in the
simulation event, was that they seemed to presume that several important actions that would typically be
performed in advance of a patient encounter would instead occur during the encounter. Examples included
reviewing and pulling up the patient’s record and preparing medications. In some situations the lack of pre-
procedure preparation appeared to be a function of the workflows themselves, but in the majority of cases, it
appeared to be a feature of the simulation. Participants reported that SimLEARN staff noted this early obstacle and
adjusted some simulations accordingly.

o “Typically you would have ... talked to the doctor, you pull the meds you need out of an Omnicell, and then
you either scan them beforehand with the full doses available and then you are giving the drugs as you go...
but to have to scan in the middle of a procedure? That's just — I've never seen anyone do that. And it was
pulling people away from the actual care that they needed.” (ICUED_6)

o “So the second scenario, they gave me a little bit better pre-briefing, like ‘ok I'll give you time. You can
prepare your meds now before we even start the scenario’ (ICUED_3);

Participants’ prior experience: About half of the participants attending the ICU/ED simulations indicated that they
had not personally encountered the procedural scenarios that were simulated. Some had experience with moderate
sedation; some were loosely familiar with the scenarios because of their administrative functions or experience
outside VA; and others were entirely unfamiliar. Most of the participants in the Gl simulations were routinely
involved in procedures comparable to those simulated.

o “l have never done this procedure at the VA" (ICUED_7)

o “Me personally, I've never been a part of [this procedure]. | know we do them [at my facility].” (ICUED_2)
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o “It was supposed to be like ICU critical care set up, but they were kind of set up in a procedural room, which,
in reality, we don't have.” (ICUED_3)

o “It was very, very accurate for what we do on a daily basis.” (GI_3)

o “Yeah, we do these all the time” (GI_2)

Fewer hands than expected: Some suggested that the simulated procedures were unrealistic because additional
personnel besides the provider and RN would typically be involved (e.g., a respiratory therapist or scrub nurse). It
remained unclear whether the clinical roles involved in simulation were dictated by the EHR workflows themselves,
or whether it was simply how the simulation was designed. Importantly, the lack of additional personnel was not
only described as unrealistic, but problematic if implemented in a real-world setting.

o “Typically, there might be a respiratory therapist there as well in the ICU in these types of cases."
(ICUED_6)

o “They were having me give the biopsy bottle to the provider [but] | don't do that. Moderate sedation nurses
don't typically do that. That's the scrub nurse role." (GI_2)

Ambiguity about intended vs. unintended features of simulation: Many expressed uncertainty about which aspects
of the simulation were intentional. For example, the absence of expected clinical personnel and the lack of robust
workflow-specific training were variously interpreted as either unfortunate accidents or as intentional obstacles. In
rarer cases, participants were confused about the goals of the entire simulation event until they arrived, with some
anticipating that the event would involve simulation-based training.

o “It was almost like setting us up for failure ... Do you wanna see how we do the process, or do you wanna
see how it looks [when its] really bad? Because this application is not hard to use if we know the basic
things.” (Gl_4)

o “The agenda or expectation was totally different from what happened,” (GI_6)

o “I thought there would be training [at the simulation event]” (ICUED_8)



Recommendations

EHR content:

Continue to employ simulation to identify important workflow challenges before they threaten
patient safety

Ensure that workflows in the new EHR do not preclude users from conducting key preparatory
activities in advance of encounters (e.g., chart review and medication preparation), and do not
exclude important personnel (e.g., respiratory therapists, scrub nurses), to avoid drawing users’
attention away from patient care during high-risk workflows.

Be mindful of default settings (e.g., in medication dosages) that differ between CPRS and the new
EHR, and either adjust the new EHR’s defaults to match user expectations, or directly communicate
and justify changes in defaults to users.

To adequately prepare end users, training should include hands-on experience, locally-tailored
demonstrations of intended workflows, and, ideally, simulation.

Simulation process:

Clarify what is intentional vs. unintentional about the simulation (e.g., “we’re trying to replicate a
typical clinical scenario” vs. “we want to stress-test these workflows by seeing how they occur in
the context of suboptimal staffing, suboptimal training, and no time to prepare before the
encounter”).

Err on the side of overcommunicating the specific goals of simulation to participants — both during,
and well in advance of the simulation.

Mitigate the stress that can accompany a high-pressure, single-participant simulation involving
many observers. Simply acknowledging the potentially stressful nature of the situation may be
reassuring, but it may also be necessary to increase communication about what is expected of
participants.

For participants not yet exposed to the new EHR at VA, improve the applicability and interactivity
of pre-simulation EHR training while ensuring that it matches (and does not exceed) the training
available to real end users.

Similarly, improve technical preparations of the EHR and simulation equipment, but ensure that
these preparations are carried forward to implementation sites, and do not surpass the
improvements made in real-world settings.
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