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INTRODUCTION

Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the VHA National Center for Ethics in Health Care and a physician at the VA NY Harbor Healthcare System. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Center provides an opportunity for regular education and open discussion of important VHA ethics issues. Each call features an educational presentation on an interesting ethics topic followed by an open, moderated discussion of that topic. After the discussion, we reserve the last few minutes of each call for our 'from the field section'. This will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the focus of today's call. 

ANNOUNCEMENTS

Remember, CME credits are available for listeners of this call. To get yours go to http://vaww.ees.aac.va.gov/ethics.

Ground Rules: Before we proceed with today's discussion of Copying, Pasting, and Duplicating in the Electronic Medical Record: An Ethical Analysis, I need to briefly review the overall ground rules for the National Ethics Teleconferences:

· We ask that when you talk, you please begin by telling us your name, location and title so that we continue to get to know each other better. During the call, please minimize background noise and PLEASE do not put the call on hold.

· Due to the interactive nature of these calls, and the fact that at times we deal with sensitive issues, we think it is important to make two final points: 

· First, it is not the specific role of the National Center for Ethics in Health Care to report policy violations. However, please remember that there are many participants on the line. You are speaking in an open forum and ultimately you are responsible for your own words, and 

· Lastly, please remember that these Ethics Teleconference calls are not an appropriate place to discuss specific cases or confidential information. If, during the discussions we hear people providing such information we may interrupt and ask them to make their comments more general.

PRESENTATION

Dr. Berkowitz:

Today’s presentation will focus on the ethical problems that can arise when clinicians copy, paste, and duplicate progress notes in the medical record. Joining me on today’s call is Dr. Robert Pearlman, Chief of the Ethics Center’s Ethics Evaluation Service. He is also a physician at VA Puget Sound Health Care System, and a Professor of Medicine, Health Services, and Medical History and Ethics at the University of Washington. 

Do all instances of copying and pasting raise ethical questions?

Dr. Pearlman:

First, I want to stress that not all copying and pasting is bad, or raises ethical concerns. Copying and pasting can be a wonderfully efficient way to quickly enter complicated data and findings that might be relatively consistent over time and only need minor modification from day to day. It would be hugely inefficient to force clinicians to rewrite an entire note when all they need to do is change the value for X. When used that way, copying and pasting is a real advantage to the electronic medical record. A real concern, however, is with careless copying and pasting, where clinicians turn off their own thought process and mindlessly or carelessly copy and paste redundant or misleading information.  Of course, another concern is with false documentation of behavior.

Dr. Berkowitz: 

Can you give us an idea of how widespread a problem this is?

Dr. Pearlman:

There are two published studies that deal directly with the issue of careless copying and pasting in VA Medical facilities. One study, conducted at the Salt Lake City Health Care System, studied copied entries in 60 randomly selected medical records. This study demonstrated that copying was occurring, up to 20% of the time, but it was limited in scope because it could only evaluate copying within a record—so presumably this study would not catch information that was being copied from one patient’s record into another’s. The limit was introduced because that studied relied on two researchers to personally go through each progress note, and it would be impossible for researchers to evaluate every progress note in the medical record against every other progress note in the entire CPRS system. To make that sort of evaluation would require a computer program designed to detect copied text. 

That is exactly the idea Kenric Hammond and other researchers noted in their paper published in the Proceedings of the 2003 American Medical Informatics Association meeting, entitled, “Are Electronic Medical Records Trustworthy? Observations on Copying, Pasting and Duplication.” They modified a program initially designed to detect copying in college papers to run through a randomly selected sample of VA Puget Sound patients. The program identified strings of forty consecutive words occurring between the progress notes, and output the copied text in a side-by-side comparison with the copied portions highlighted. The side-by-side comparisons were then evaluated by the researchers to determine what kind of copying they represented. The sorts of copying they found ranged from what they refer to as artifacts (e.g., automated templates), to human, clinically misleading and high-risk information (e.g., same history of present illness but years apart, consult history of present illness duplicated in later emergency room visit, time-referenced material copied from day to day (e.g., “yesterday the patient…”).

What they found in this study was that 9% of progress notes have copied text, and clearly, of those, some can be considered high risk. I do not want to get into the specifics of how Hammond categorized different kinds of copying, but he did report that 1% of copied notes can be considered high risk. That sounds like a really small number, so some people might be inclined to think that this is not really a problem, and say, well, 99% of the time our notes are not a factor in putting patients at risk. But think of it in human terms. According to VA’s Office of Public Affairs, the VA health care system treated 4.5 million veterans in FY 2002, and each veteran had at least one progress note. 1% of 4.5 million veterans is 45,000, so copying notes has a huge potential for harm in human terms. Sure, 1% does seem small, but when we think of 1% of the population we serve as 45,000 veterans, and at least 45,000 notes. I think we would all agree that that amount of risk is high.

Dr. Berkowitz:  

That is exactly right—we cannot simply dismiss this as a small problem, because its ramifications throughout the system really adds up quickly. I am sure even from your own experience you have seen first hand how copying notes can be ethically problematic. Can you share some of your experiences?

Dr. Pearlman:

A number of examples come to mind right away, since I care for outpatients and attend on a medicine service each year. For instance, I have observed cases in which the patient’s outpatient medication list and dosages are copied to the inpatient list—including errors. I have also observed a consultant copying a student’s note with recommendations to do procedures that have already been done.  A colleague noted house staff copying the attending’s extensive neurological examination repeatedly.  Another example is when health care providers erroneously copy a physical examination finding, such as not having a heart murmur, when the patient, in fact, does, or a problem list being copied with any errors it includes.

Dr. Berkowitz:

We all know how important medical error is. The 1999 IOM Report, “To Err is Human,” estimated that as many as 98,000 preventable deaths occur annually in the United States because of medical error. When you consider how crucial the medical record is to patient care, this could really introduce a source of medical error, and put patients at risk. 

Dr. Pearlman:

But it would be an overstatement to say that all copying puts patients at risk. Some copying does, for example, copying vitals from a two-year old outpatient note to a current inpatient note. For cases like that, the ethical analysis is pretty straightforward—we, as clinicians, should not be doing something that risks the well-being of our patient. But that does not mean that we need to outlaw all copying in the medical record. Copying can be a very efficient use of time, and only rarely, according to Hammond et al., puts patients at risk. Clinicians should definitely consider how copying a particular note might affect patient care, and whether it introduces error, but simply banning copying would overlook the benefits of efficiency that copying gives to busy physicians and students.

To say that patient risk is the only ethical concern here, however, oversimplifies the problem as well. Some forms of copying represent plagiarism, and has similar ethical implications. Copying can undermine honest documentation and communication about behavior, observation, and thinking. Copying may undermine trust in the medical profession, and health care institutions, and undermine interprofessional communication and reliance on another’s note, i.e., notes in the medical record are no longer trustworthy. Copying also lengthens the medical record and overwhelms readers and interferes with effective communication by making if difficult to identify significant findings or comments. And finally, copying can lead to the overuse of disk space, which can slow computer speed and wastes resources, and is therefore an irresponsible use of shared resources. 

Dr. Berkowitz:

A common theme throughout many of the issues you raised relates to professionalism—the idea that we, as members of a profession, ethical obligations above and beyond those of the general public, and that those obligations extend to our patients, but also to our colleagues. We have an obligation not to take credit for findings or observations we did not make, we have an obligation to provide a trustworthy record of our patient’s treatment, and we have an obligation to effectively use the resources we must share. So, this is really a question of professionalism, but I wonder if you can give your thoughts about how copying and pasting can erode professionalism.

Dr. Pearlman:

Sure. The first problem that comes to mind is that of professional integrity. As professionals, we need to demonstrate integrity in all our actions, and this includes being honest and forthright about our clinical judgments and thought processes. The medical record, beyond a collection of medical facts about a particular patient, contains a record of how the clinician came to make certain treatment decisions, diagnoses, etc. The medical record, then, exists as one form of professional accountability. I can look in the patient’s record and say, “Oh, I see how you determined that the patient has ‘X’, but I think you did not pay careful enough attention to this lab result over here, or this neurological finding over here.” Dishonest medical records strike at the heart of professional integrity, because it removes that idea of being accountable to our peers and colleagues, as to how we are approaching a medical problem. So, that is the first problem—the effect copying and pasting has on the health professions as a whole.

Dr. Berkowitz:

I think you are right that this question of professional integrity is the most important one that copying and pasting poses. But, in my own experience, cutting and pasting raises other problems in the area of collegiality and professionalism. For example, reading a progress note that has obviously been strung together from all over the medical record is incredibly frustrating, confusing, and, at times, just nonsense. So, the next question I want to address is that of the trustworthiness of the medical record when copying and pasting large portions of the note is relatively easy.

Dr. Pearlman:  

That is absolutely right—these strung together and oftentimes extremely long progress notes do not meet the expectations of your colleagues when they have to read through them. In a paper addressing this topic, Charlene Weir and others pointed out that we, as professionals, approach the medical record with certain expectations about what the record will tell us, and how that will be communicated. For instance, we expect that information recorded in the progress note contain what is minimally necessary. This expectation may be an artifact of when notes were written by hand, and succinctness was necessary to save time, but it is also trains those doing the writing to be clear in their thinking, and it makes it easy and quick for the person who has to read the progress note to understand what is happening with this patient. With the ability to cut and paste large amounts of data, progress notes can now be 8-10 pages long, and much of it will contain data that can be found elsewhere in the record. This makes it difficult for the person who has to read the note to find the information he or she needs. So it burdens other clinicians who are also responsible for caring for the patient. It is not an issue of patient safety, but an issue of frustration on the part of team members who must communicate effectively with each other. 

And, as I said before, we expect progress notes not to just provide information, but also to reflect the decision-making process of the clinician. Progress notes that overwhelm the reader with 8-10 pages of clinical data may conceal the clinician’s actual thoughts of the case, and so offers no cues to fellow clinicians on how the clinical data led to a particular diagnosis, or orders for certain tests. This can be a source of confusion for someone who has to come later and try to interpret the clinician’s meaning and intent.

Dr. Berkowitz:

I have personally experienced that frustration too—wading through long progress notes that contain little in the way of the clinician’s thought process. And the other thing that strikes me is that, as a clinician, I rarely want to sit down and read straight through a progress note—especially one that is 8-10 pages long. I think one expectation we have as clinicians is that clinically important information will appear in certain areas of the note, and we want to be able to skim and skip through the note. Most of the time, a large amount of clinical data can be synthesized without having to read though the entire note.

Dr. Pearlman:

Exactly. And Weir pointed out that one way our colleagues expect to approach our progress notes is to be able to skim and skip through them to find the clinically relevant information. Expert readers can synthesize large amounts of data without having to read the entire record or all of the progress notes. Copying and pasting in the medical record can make progress notes more disjointed and inconsistent, so clinicians have to take more time to read more carefully. Again, this puts a burden on other clinician’s who need to understand the patient’s condition to provide treatment.

A final expectation that Weir points out is that we expect data in the progress note to be relevant at the time they were entered, and accurate. She writes, “in the paper record we are accustomed to records where information is recorded as needed, each datum following the previous as a function of time.” So, in the paper record a clinician knows right away that a second note is older than the first, and that information contained in the first note is not always contained in the second. Electronic notes in CPRS function differently. Though the notes are time-stamped, it may be impossible for the reader to actually know when they were written, and the reader cannot be sure that the information on yesterday’s note was accurate to yesterday, or to the day before yesterday, or to the day before that. Weir gives the example of the following written into a progress note, unedited, for four consecutive days, “Pt. had episode of recurrent ataxia yesterday, MRI/MRA was done this afternoon and was negative.” This information was all true the first day it was written, but it’s continued inclusion in subsequent progress notes is significantly misleading given the way we expect progress notes to timely and accurate. Clinicians are then forced to carefully read through each note, instead of being able to skim over them. Moreover, clinicians may have to review primary reports to figure out what happened when, and this can waste clinician time.

So, in the way we are talking about it, professionalism requires acting as a member of your profession, and part of that is being part of the community of professionals who share similar goals and have similar obligations. Being a member of a profession in this sense, then, entails obligations on our part to other members of our profession, who are working towards the same goals along with us. A medical record is the major way medical professionals communicate with each other about a patient—and obfuscating or otherwise confusing communications hinder the profession as a whole in discharging its ethical obligations to patients. 

Dr. Berkowitz:

I agree that is all part of professionalism, but another facet is misrepresenting your work.  Copying a note that contains a physical examination you did no personally perform, or findings that you did not actually make, is taking credit for work you did not actually do. That kind of misrepresentation of personal work and thought processes is completely dishonest. 

And this brings up a further question about billing. For instance, I just gave the example of someone copying a note with a physical exam that was not actually performed. Will the patient be billed for that exam, even though it did not happen? An exam might be a bad example, but what about the note you mentioned earlier, where for four consecutive days an MRI/MRA was recorded in the chart. Would for a coder bill for four MRIs/MRAs?

Dr. Pearlman:

I do not know of any data on that particular question in the literature, and even then, it would depend on how billing actually occurred at a particular place. But again, that raises the whole question of professionalism—not only are you potentially misrepresenting yourself to your colleagues, but you are also misrepresenting yourself and work to whoever has to pay that bill. That is more than unethical behavior, it is also fraudulent, and a clinician who received compensation for work he or she did not do could probably be charged with fraud. But I want to stress, this is only a possibility, I really do not know of any literature that directly addresses the concern about billing.

Dr. Berkowitz:

I think we all have a pretty good idea of the ethical problems that can arise when copying, pasting, and duplicating in the electronic medical record. But what should we do?

Dr. Pearlman:

Hammond and colleagues make some recommendations, and I will summarize a few them:

1. Use fewer boilerplates.

2. Empower teachers to monitor copying. 

3. Develop new policies.

4. Promote changes in note writing and documentation by clinical departments.

5. Educate clinicians not to duplicate information in the narrative that is found elsewhere.

I think if these recommendations were followed, it would go a long way towards ensuring that copying and pasting in the medical record would be used only when appropriate.

Dr. Berkowitz: 

As part of the literature review that we did for this call, I found a tutorial on the Puget Sound CPRS website that points out some differences between the hand-written and the electronic medical record, and it offers some simple points to consider when writing electronic progress notes. The first is that needless text should be omitted, because short notes are more readable, so long templates and checklists should be avoided. The second point is that practitioners should reread their notes to see if it clearly communicates the practitioner’s observations on the history and physical, and that the note does not use information recorded elsewhere in confusing way. The third point is that copying should not be done without attribution, and electronic signature blocks from another note should never be copied. Fourth, the tutorial suggests that you summarize laboratory data and pathology and radiology reports rather than copying them in their entirety into your note. The readers can always look up the details elsewhere, but this way, the readers will have a much easier time getting the point.

Now that we have had an opportunity to discuss the ethics of copying, pasting, and duplicating in the medical record, I want to invite Linda Nugent, RHIA; Director, Health Information Management to tell us about a directive, currently in the concurrence process, that addresses this topic. Linda?

MODERATED DISCUSSION

Linda Nugent, RHIA; Director, Health Information Management: 

We announced on the February 13, 2004 Weekly Director’s call that the old M 1, Part 1, Chapter 5 was rewritten as VHA Handbook 1907.1, which is currently in final stages of concurrence. It has been completely reformatted, and we expect it to be signed within the next month or so. The handbook contains a section on copying and pasting in the medical record that makes similar statements about the practice as those made on the call today. 

Specifically, the handbook requires facilities to develop policies to monitor copying and pasting, which would include a process for documentation review, either by the medical record committee, or the clinical executive board. 

Dr. Berkowitz: 

Thank you very much Linda. Before we open the phones, Bob Pearlman referred fairly extensively to Ken Hammond’s data. I don’t know if Dr. Hammond is on the line. If he is, I’d like to know if he has any comments, or has anything else to add to the presentation.

Kenric Hammond, MD; VA Puget Sound Health Care System: 

I think one of the really interesting things was getting some quantitative data. That seemed to add a lot of power to the message. By using this quantitative methodology, we are able to get an idea of how prevalent copying and pasting is, and it also gives some indication of how burdensome monitoring this behavior will be. Right now, the state-of-the-art of monitoring is fairly primitive and laborious. We made some progress in automating some of that, e.g., identifying specific text as belonging to a physical exam. Psychiatric resident Stephen Thielke and I did some work recently focusing more on the prevalence of copying physical exams. This may lend itself to automatic monitoring. Also, in regard to billing, we did report in that American Medical Informatics Association (AMIA) paper that multiple billing is occurring. I think the business ethics issues are certainly salient. 

Copying, however, is just part of the larger issue of how we are going to develop a really good electronic medical record. The electronic record revolutionizes accessibility of data, and now we have to think about how to make a more readable and useful record.  There are some interesting tensions in our documentation process. Some of the templates were introduced to meet Joint Commission for the Accreditation of Healthcare Organizations (JCAHCO) requirements, or to assist in billing, but the templates have actually made the record more difficult to read. It is entirely possible that some information could be cut out of current templates and the record will still provide enough information to satisfy JCAHO or support billing. We have had at least one circumstance where a clinic that did a lot of copying and not-too-careful editing of notes because they felt they needed all this information for the billing, went back and talked with the billing people and realized that they did not have to include as much information to bill for a visit. 

Dr. Berkowitz:

In your physical exam prevalence data, how much copying was copying “your own note,” as opposed to copying someone else’s? Any idea how much of the copied information was still really felt to be accurate?

Dr. Hammond: 

There was self-copying as well as other copying. We did a breakdown into three categories of physical exam risk. Of the 1,100 exams that contained copied material, 607 were of the highest risk category, where either 180 days separated the exams, or there was a different author.  That constitutes about half. The other half were self-copying and less than 180 days. 

In our automated study, we were unable to evaluate how much of the copied data was accurate because we used statistical methods and did not clinically review the exam. In the manual review, the ones we rated as very high-risk and clinically misleading, introduced a considerable potential for error or a mistake.  Some of the duplications, like mentioning the neurological consultant report getting reproduced into the ER note, were simply improbable, but we did not have a good way of assessing for that, and I think we could say that the risk is potential rather than actual. We were worried by the fact that 10% of our charts have some of this copying in them, and that means that probably 10% of cases that go to court have something in there that might create a real difficulty.

Dr. Berkowitz:

And again, that’s 10% of charts that have high-risk copying.

Dr. Hammond: 

Right.

Dr. Berkowitz:

Thank you very much for adding that. Does anyone find the extent of the copying and pasting that has been reported similar to their own experience? 

Nancy Nedoma, Gainesville VAMC, FL:

I am the GI Clinical Coordinator, and I handle a lot of the pre-liver transplant records that go up to central office and the transplant centers for evaluation. Many times those records will contain cut and pasted notes, even from the ICU. The notes can be very misleading, unless there is someone going through them everyday, weeding out the old data and ensuring only the new data remains.  

Dr. William Kavesh, Philadelphia VAMC, PA:

Our medical records committee has spent time reviewing cutting and pasting, and developed a policy for this that recognizes the value of cutting and pasting, especially to primary care providers who often have to deal with seven, eight, or more problems in a single visit. The policy also takes into account the weaknesses of the electronic record compared to the paper record. You can flip through a paper record and flip through four or five visits and pull information out. You cannot do that with the electronic record. Cutting and pasting facilitates a quick review of the electronic record. At the same time, we have put in restrictions that do not allow someone to copy someone else’s note, and also requires people who carry forward, for example, a social history, or other reminders within the note so that they can keep track complex patients, to date the most recent update. If you are copying previous history and physical information, the questions you ask are limited. If you are going to ask the same questions over and over again, which some people do with check-off lists in the paper record, you should reorder the information so that it is clear that you attended to each line of the note without having the potential to copy erroneous information.

Dr. Berkowitz:

Were some of the restrictions that you mentioned accomplished through local software modifications, or are those just policy restrictions?

Dr. Kavesh:

It is policy. We have a ways to go to get people to follow it, but at least we have had the policy in place since September of last year. We are working to get people to review a note when it is copied, so that nothing is carried forward that is erroneous or dated.

Dr. Pearlman:

It seems to me that the Philadelphia VA probably has house staff and trainees that rotate through other University of Pennsylvania medical centers or hospitals. What challenges are posed when there are different kinds of cultures going from hospital to hospital, to the VA? Have you tried to deal with that?

Dr. Kavesh:

The University of Pennsylvania has an electronic records system that is much worse than the one we have here, so the house staff tend to appreciate what we do here. We try to encourage them to understand that there are limitations on this kind of copying, and try to explain to them that it interferes with patient care to have erroneous information in the chart. They seem respectful of the system even though there are people who will misuse it.

Michelle, Philadelphia VAMC, PA:

When we do our three-hour CPRS training with residents and students, one of the key areas we concentrate on is copying and pasting in the medical record. We let them know that we do not promote copying and pasting here. We understand that there are times they may want to use it, but we tell them not to copy and paste, but refer to another part of the record. If you are going to copy and paste someone else’s comments, attribute them to the author.

Dr. Pearlman:

It seems to me that for those VAs that are affiliated with universities and have trainees that rotate through multiple sites, it would be important to go “upstream” and think about how all people are being trained to use electronic medical records so that there is a coherent, consistent message that permeates the system.

Long Beach, CA:

It has been recognized here that it is quite a problem, and I think the consensus that the problem seems to be more about sloppiness and misuse of the copy and paste function as opposed to the copy and paste function itself. It’s the difference between the use of the technology and the technology itself being inherently bad. Along those lines, what do you think about computer technology automatically filling out a form? E.g., some sort of automatic transcription device.

Dr. Berkowitz:

I think the same ethical underpinnings would apply to that situation. If you are dictating a note saying “use normal chest x-ray template,” that implies that you are taking the responsibility for saying that you have looked at the x-ray, you have assessed it to be normal, and you feel that the particular wording applies to that chest x-ray. I think that that is very different from taking the normal chest x-ray template and using it for all chest x-rays. 

Dr. Weinshenker, Minneapolis VAMC, MN:

I think we should continue to be able to use copy and pasting functions, because it is extremely useful in certain circumstances, but we also have problems here in Minneapolis.

I think there might be ways to use CPRS that would minimize the need to copy and paste notes. For instance, you can create your own short templates, e.g., physical exams, or vital signs, and insert them into your own note at the appropriate point.

A few changes to CPRS would also help. For instance, automatically inserting the problem list in the notes would be very useful, as would a place to write the patient’s social history and family history and the date of the last time it was reviewed. 

Dr. Berkowitz:

You mentioned the use of the problem list in the note. From my reading on this, that is one area that people have flagged as being potentially problematic because if the problem list you bring in addresses problems that were not handled in that particular encounter, then they may not be appropriate to include in that note. Health information management might want to comment more.

Dr. Weinshenker:

When I look at a patient, it is nice to know what a patient has had. I wish that there were some way to have, instead of a problem list, a past medical history. Say you are dealing with someone’s lipid profile and you know that they have coronary artery disease and they have a history of MI. I find that information useful even though I am not dealing with that particular issue. It is relevant to what is going on in that particular visit, and I wish that there was some way to put it into my note. 

Dr. Pearlman:

When entering patient data into the medical record that you did not personally take or test, you need to attribute the information to the person that did it, e.g., if the vital signs were taken by the nurse, write, “per nursing staff at this time,” in the record. Otherwise, I think it communicates that you took the blood pressure, and you reviewed the temperature. Another thing is, why not have a template saying “see note dated X for social history?” So you don’t have to read it, but in fact to respond to the one line asking that the social history be documented, you could respond, “agree with social history documented this day in this note.” 

Dr. Kavesh:

Our policy permits people to use problem lists, because they allow you to keep going back and forth to the problem list, just as the old system that set-aside the problem list on the left side of the chart and allowed you to write your progress note on the right,. The key is to separate out the problem list from the current visit. We have it physically separated by dotted lines and spaces so it is very clear that what’s above the dotted line is the problem list in it’s complete listing, and underneath it, you have something called the current visit. Under that, you go problem by problem according to which problems you are dealing with on that particular visit.

Dr. Berkowitz:

If people put the problem list in the assessment or plan portion, then that implies that that is something being addressed in that current encounter.

Dr. Kavesh:

Our policy makes clear that the problem list in its entirety is for reference to make sure that you do not miss something on a particular visit, and not part of the assessment or plan portion, which should include only current problems and current information.

Dr. Hammond:

I participated in the expert panel that developed the first CPRS problem list. The experience of copied and pasted problem lists illustrates that our first effort was not meeting the needs of clinicians, and that the assemblage of diagnoses collected at visits just did not serve as a functional problem list. I think these are excellent suggestions, as far as segregating it out. If it were better segregated, maybe people could take better care of it. One of the things we did suggest was perhaps to try to improve the problem list functionality, although that is quite challenging.

Dr. Berkowitz:

Dr. Weinshenker also mentioned things like social history and family history that do not change much as being segregated out. I think about how I use those, and I would not normally look for a social and family history in every day’s progress notes. I would think that that is unnecessary, and excessive. I think what we are seeing now is people sometimes copying the admission note, which really has a different purpose than a regular progress note. If you know where to look for the things that do not change much, I do not think that you would need to repeat them over and over. And I don’t think this is much of a problem.

Dr. Weinshenker:

I agree that though family history and social history is important, it is not something you have to look at every time. But it would be nice if you knew exactly where to look for it, that would be great. The suggestion to write, “for family and social history, see note dated XYZ,” I think that is good, and I think that is what we do to a certain extent. But again, it would be nice to have that in a particular place, similar to part of the problem list.

Dr. Berkowitz:

We have a few minutes more on the call. I think we have pointed out that the technology is not inherently bad, but we simply cannot allow the sloppiness and misuse that we think is ongoing. As all of the presenters have pointed out today, the solution, if there is one, will have to rely on strong policy, strong education, and sound role modeling. 

FROM THE FIELD

Dr. Berkowitz:

Now I want to turn to our “From the Field” segment, where we take comments from our listeners on ethics topics not related to today’s call. Please remember, no specific consultation requests in this open format, but I invite you now to make your comments on other ethics-related topics, or to continue our discussion on Copying, Pasting, and Duplicating in the Electronic Medical Record.

Elaine, North Hampton:

About the policy from Philadelphia, how is accountability established there, what monitoring do you have, and do you have copy-paste as part of the peer review monitor?

Dr. Kavesh:

We are piloting a program of monitoring by peer review. People look at each other’s charts and at their own charts and answer a series of questions having to do with comparing the previous note to the current note, and seeing if the same information is there, and if it appears that it was erroneously copied. 

Dr. Berkowitz:

Elaine, I think your question is a great one because if we are hearing that every facility is going to be responsible for developing policy in this area, and every facility will have to monitor this behavior, we are going to have to come up with ways to monitor it. I think that will be a tremendous challenge.

David Howard, Little Rock VAMC, AR:

The Ethics Center was going to go to the NLB this month with the recommendations for the iMedConsent forms. I think this fits in fairly well with the copy-paste function as far as far as standardizing the risks and benefits for procedures in the informed consent forms across the country. Can you give an update on that?

Dr. Ellen Fox, Ethics Center, Washington DC:

I presented a proposal to the NLB last week for national implementation of this iMedConsent, and for those of you that do not know, it is a software program that will facilitate entry of informed consent documents as well as things like advance directives, and research consent. It incorporates signature capture into forms in CPRS. The NLB approved the national purchase of iMedConsent. It still has to be negotiated with the vendor. If a reasonable price is negotiated, it will be purchased. I hope that will happen very soon.

Peter Kotcher, Cincinnati VAMC, OH:

I have a question on the copy-paste issue. I want to suggest that it would be very helpful if we could arrange CPRS so that keyboard entry was distinct from other kinds of data entry into notes, and that would deal to a considerable extent with the problems of copying and pasting.

Dr. Berkowitz:

When we were thinking about the content of this call, we thought about the possibility of changing the font somehow if you copy and paste so that it would be distinguishable. Anyone from CPRS or health information management, has that ever come up?

Ms. Nugent: 

Yes, we were actually in a discussion last fall about requirements for notes and what needed to be done. The copy and paste issue was high on that list. The font was one of the things that was mentioned. Finding some background software that would help to identify copy and paste was another issue that was discussed. So it is high on the list for development. Exactly where it is right now, I do not know.

Susan, Puget Sound HCS, WA:

Another solution we thought of was to integrate in CPRS a way to click on a piece of text to see where it had come from, so the attribution was actually built into the note itself.

Dr. Berkowitz:

Another great idea that is way beyond the scope of the ethics for that problem – certainly the idea of labeling the text differently would solve a lot of these issues.

CONCLUSION

Dr. Berkowitz:

Well, as usual, we did not expect to conclude this discussion in the time allotted, and unfortunately we are out of time for today's discussion. We will post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review today's discussion. We will be sending a follow up email for this call that will include the links to the appropriate web addresses for the call summary, the CME credits, and the references referred to.

I would like to thank everyone who has worked hard on the development, planning, and implementation of this call. It is never a trivial task and I appreciate everyone's efforts, especially, Bob Pearlman, Leland Saunders, Ken Hammond, Linda Nugent, and members of the Ethics Center and EES staff who support these calls.

· Let me remind you our next NET call will be on Wednesday, March 24, 2004 at 1pm EST. Please look to the Web site at vaww.va.gov/vhaethics and your Outlook e-mail for details and announcements.

· I will be sending out a follow-up e-mail for this call with the e-mail addresses and links that you can use to access the Ethics Center, the summary of this call and the instructions for obtaining CME credits, and the references that I mentioned. 
· Please let us know if you or someone you know should be receiving the announcements for these calls and didn't. 

· Please let us know if you have suggestions for topics for future calls.



· Again, our e-mail address is: vhaethics@hq.med.va.gov.

Thank you and have a great day!
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