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Moderator:
Good morning or good afternoon and welcome.  This session is part of the VA Information Resource Center’s ongoing Clinical Informatics Cyber Seminar series.  The series aims are to provide information about research and quality improving applications in clinical informatics.  Also providing information about approaches for evaluation clinical informatics applications.  Thank you to CIDER for providing technical and promotional support for this series.
Questions will be monitored during the talk in the Q&A portion of Adobe connect and will be presented to the speaker at the end of this session.  A brief evaluation questionnaire will pop up when we close the session.  If possible, we ask that you please stay until the very end and take a few moments to complete it.  Let us know if there is a specific topic area, or suggested speaker that you would like us to consider for a future session.  At this time, I would like to introduce our speaker for today’s session.  Jonathan Medverd is a staff radiologist at the Seattle VA and a faculty member of the Department of Radiology at the University of Washington.  Without further ado, may I present Dr. Medverd.
Dr. Medverd:
Thank you very much for that kind introduction.  Good morning or good afternoon, depending on where people are sitting.  Thank you very much for your interest and the opportunity to tell you about what we have been doing out in Seattle with the RAPTOR Project; Radiology Protocol Tool Recorder.  I am trying to advance the first slide.  My apologies.  I’m clicking on it.  Is that what I’m supposed to be doing?
Moderator 2:
You should be clicking on that arrow moving to the right at the lower left hand corner.
Dr. Medverd:
Oh right.  You did tell me that.  There we go [laughter].
Moderator:
Perfect.  There you go.
Dr. Medverd:
[Laughter] Okay, first off I have no financial interest in—myself or my family in what we have been doing out in Seattle.  I’d like to acknowledge the VA Center for Renovations, who has been funding this project.  Also, SAN Business Consultants, who have been acting as the developers of the code, working with us closely.  The Radiology Protocol Tool Recorder, RAPTOR, is a decision support and workflow tool geared towards radiology within the VA.  It is designed to work with how departments currently do their work and in so doing improve the safety, quality, efficiency, and compliance simultaneously.
It does that through tailored electronic workflow of a current paper process.  The objectives of this overview will be; why is RAPTOR needed?  What is it?  What do we expect to result from using it, employing it?  Then finally, I think the most interesting aspect of the RAPTOR Project, is its implications, or lessons learned for other modernization of the VA Legacy Healthcare Architecture. 

With that, let me just jump into giving folks a background of my world in radiology and the workflow needs.  There is a category of imaging referred to as advanced medical imaging, which is defined as cross-sectional things for the most part; CAT scans, MRI scans, nuclear medicine scans.  Including PET, positron emission tomography.  Scanning and imaging.  For each of these, an order is made and the joint commission, as well as the VA, would like a radiologist to review every order and assure an appropriate protocol.  Which is the instructions to the technologists of how to obtain the images.  If it is assigned individually for each of those orders.  Then of course its best practice whenever making medical decisions to have documentation and storage of those medical decisions. 

In reality, in most facilities throughout the VA and even outside of the VA, many facilities use a paper workflow for this process.  There are in turn weaknesses with paper workflow including, lost paperwork, duplicated paperwork, mishandled paperwork, etc.  Also, paper does not have the advantages to be augmented with additional information except if done manually.  Oftentimes, radiologists are forced to choose between efficiency and effectiveness for the protocoling duties of advanced medical imaging.  Particularly because they get no work credit for that effort put into things.  They want to be as quick as they can be to be safe.  Of course, accuracy is always important.  We always want to optimize information and outcome.  Then there is a requirement for responsibility, accountability, and documentation of accountability.  The paper systems are weak on all these bullet points.  An optimized electronic solution is what RAPTOR represents to improve upon the current practice. 

When a provider makes an order for, let us say, a CAT scan, they get this miniaturized VA form 519-a.  It has the patient name.  It has the location or clinic.  It has the ordering provider as well as the attending primary care provider.  It has a few lines; you can maybe see depending upon how big your screen is.  It has a few lines, a reason for history, a reason for study, and clinical history.  In this case, lung cancer’s surveillance follow-up.  After that order is made, frequently technologists or somebody non-M.D. in the department will place some information on the paper form.  This is laboratory information.  Presumably from December 7 and September 6 that there was a creatinine of 1.2.  Probably representing a 59 estimated glomerular filtration rate.  Based on the information on this paper, a radiologist has scribbled down at the bottom.  Shortening of “without through the adrenals.”  That implies to me that it was chest CT scan without contrast.  Carried the images down through the adrenals in the upper abdomen.

You will notice that there is no signature.  We do not know if I signed this, or if somebody else signed this.  We do not know who loaded in the clinical supplementary laboratory information.  We have very limited clinical information.  Perhaps in this case, adequate to make the decision, but in other cases perhaps, sub-optimum.  A poll question for folks out there.  Maybe if I’ve put you to sleep.  How long does it take to progress from an advanced medical imaging order, placement by provider, to a completed protocol using the existing paper system?  Choice A is four minutes.  Choice B; four hours.  Choice C is four days, and Choice Four is four weeks.  Then there is a no vote option.  I will wait a little while just for some responses.
I will tell you that the answer I have will depend on which facility you are on.  We did a quality review at our facility, and I will give you the answer from my experience.  In the interest of time, I will broadcast the results at this point.  I clicked to the broadcast.  I hope people can see it.  Basically, it looks like one-third said four hours.  One-third said four days.  One-third said four weeks.  If there was a choice E, all of the above, that would be the true answer.
In a facilitated situation, a human being can walk this piece of paper around and get it done in four minutes, but in practice in our facility, it was taking about four days to get from the order to the protocol.  That is because it went from the CPRS electronic screen to a printer, and then that printer would be collected.  A suitable pile would be gathered before somebody would do the task of adding those clinical information’s.  Then that pile would need to be walked into another office, another desk.  It would wait for somebody to arrive at that desk.  They would do their work on it, and then it would get walked back to a scheduler area for example.
It could take as little as four minutes or four hours, but it seemed to take four days.  Then there were some requisitions that were lost, or for some reason not acted on quickly.  There was even a few outliers.  It could take four weeks.  Inefficiencies of paper processes.  The RAPTOR objective was to convert this paper-based workflow, to an optimized electronic system in a web-based tool.  We also had very large interest in leveraging the existing VA valuable information systems and maintaining or trying to fit in with the current workflow.  As opposed to trying to shoehorn the workflow into some new construct that we might have invented.  Of course to get the simultaneous improvements of quality, safety, and productivity.  The RAPTOR environment is basically a protocol and recording action space supported by an information dashboard serving real time, continuously updating information.  Also to have some communication aspects, so that proper decisions and handoffs are made.
Basically, on this slide we have the paper form on the left that I showed you before.  We transition that into the electronic environment.  In doing so, we optimize the workflow; support it with information.  We capture all technologists’ comments and radiologist comments, or scheduler comments.  We also build in business rules to capture a patients safety checks and identify contraindications to planned activities.  And present those as warnings and uncertainties as having been acknowledged before proceeding.
This is what the previous stack of paper looks like in the RAPTOR electronic environment.  Basically, the pieces of paper are now rows.  Line item rows that are categorized by their various headings, as patient name, and exam ordered, and urgency, transport site.  Even some information about who it might be assigned to if it is a special case.  There is even an opportunity for scheduling options.  I purposely leave in that you see this RAPTOR screen presented within a browser window.  You can see that it is a browser window.  That is to emphasize that this is a web-based tool.  You can fit anywhere in the world that can get behind the VA firewall, and do the work you that you want to do within RAPTOR.  It does not require an application on your desktop, other than a browser.
Close up of that screen I just showed to give you the various headings.  These can be customized.  There is a button right here, that if you only want to see the study name and urgency, you can get rid of all the other ones.  There is also a drop down menu over here; a work-list filter mode to emphasize that RAPTOR can work not just in the protocoling phase, but can also be recording and capturing information from the exam acquisition mode as well as the interpretation mode once an exam is completed.  You can filter based on where in the workflow the so-called ticket—the order becomes a ticket within the electronic system is.

Here on this slide if you click on any of the heading titles, you can sort on that feature.  I should also mention that urgency stats are at the top, but I should say that the work list is already sorted by RAPTOR according to who is logged in, and based on what they do for example; a neuro-radiologist would have things related to the head, neck, and spine.  Float to the top of their list in a hierarchical fashion with those that are most important.  The staff and urgents being at the top.  Whereas ones that are perhaps getting stale; i.e. ordered a few days ago, above the ones that are ordered just a few minutes ago.

As I implied the RAPTOR is useful, not just for protocoling, but the entire imaging workflow.  Where it has a protocol phase, an examination phase, and an interpretive phase.  Information is recorded with identity and timestamps throughout.  If one were to click into anyone of those rows.  Any one of those order items on the work list, they would get this.  They would get the RAPTOR protocol page.  It has at the top, a header that has the information that everybody is used to seeing on that form 519-a.  It is the patient’s identity.  The ordering provider’s identity.  The reason for study, the clinical history.
I’ll mention that if these happen to be a voluminous, several sentences or even paragraphs, they’ll present a certain number of lines up here in the heading.  Then a little hyper-link to get the full detail.  Can be clicked on easily with a single click to get the full history.  Underneath the heading, you will see that there’s a row of little tabs up here.  They say the protocol must be action spaced.  This is the only tab that can have information put into it.  The rest of them are all read only tabs, and that includes medication, vital signs, allergies.  These serve up the information that everyone is used to seeing in CPRS.  Just like you would in the CPRS tabs.  It would serve up the same information, including laboratory clinical reports, notes, etc.  You notice there is also a tab for bill’s history.
While RAPTOR’s primary goal is not to represent a radiation dose solution, it does offer an opportunity to capture, record, and track radiation both on a patient individual basis, a facility basis, and if used in an enterprise fashion; even in an enterprise fashion.  It is not designed as a full solution, but there is an option.  It also, you will see the far right that there is a library tab.  This is the protocol library.  Rules coming out of joint commission as well as many state organizations ask that hospital facilities maintain their protocols and review them on a periodic basis; 6 months.  This RAPTOR provides a convenient place to keep and organize all the protocols of a facility for advanced imaging.
 Lastly, in the radiology reports tab, there is—unfortunately I don’t have a screen shot of it, but there is an opportunity to both see the report, the textural report, and click into the actual images from the study through as footprint viewer.  Again, no application needed on the desktop, served entirely through the browser.  Below the tab, and these are—these tabs are a way to supplement information if needed beyond what’s provided and the reason for study or clinical history.  Underneath you see some warnings.  If business rules has discovered a medication contraindication, or an allergy contraindication for example.  Even a laboratory—a renal function contraindication.  Where the iodinated contrast may be a problem for someone.  That would get served here and highlighted with yellow.
Then you will see that there is—thumbnails we call them.  Dashboard thumbnails has information along the left hand side.  Then the action space to pick a protocol or two.  As well as assigned hydration, sedation, contrast oral, contrast IV, contrast rectal.  I will show you some of the additional areas within the action space in a bit.  Also, in the thumbnail—dashboard thumbnail aspect on the left hand border, you can see that we try to take advantage of visualization aspects whenever possible.  Here for example, we can track the temperature.  If it is ruled out abscess, it is nice to know somebody has a temperature for example.
Yet there is also other information such as blood pressure.  You can click into the entire vitals tab.  One click—hyperlink from the dashboard.  Then here is an example of allergy, where the radiology contrast media has been identified.  That is why we saw that yellow warning up at the top.  Additional thumbnails on the heads up display include lab data—unfortunately, this particular screenshot does not have it, but we observe a trend at the last three creatinines and estimated glomerular filtration rate and we will count and RAPTOR will calculate in eGFR, if it is not provided by the laboratory package.
Then finally recent radiology reports to help assure that we are not going to be repeating a study that has recently been done.  Here’s that picture—the lower part in the picture without the heading.  The header information here.  You can see that by selecting a certain protocol, certain items are pre filled in based on the facility standards at whatever facility we are at.  Sedation, and contrast, and allergy, and claustrophobia buttons are filled in as a time saver.  Each one of these fields can be changed by a user based on the situation, so that each form does not need to be filled in each time.  We provide facilities the opportunity to prepopulate templates—baselines.  This is on a facility, by facility configurable basis.  In fact, all the business rules—most of the business rules in RAPTOR are all facility configurable.  Towards the bottom of the form there, there is an opportunity in this box here to add custom text.  This can be a note to the scheduler, a note to the technologist.  It can be a note from the scheduler to the radiologist.  Any information can be put here.
Then we have some hotkey buttons up here, that if there are some things that you say very, very frequently, you can just incorporate that into a button.  Touch the button; it will show up with the text down here, and you are good to go.  You acknowledge if you—potential contraindications.   Hit approve; you are done.  Basically, RAPTOR takes a process that used to take up to days, and can be completed in a few minutes very efficiently.  This is just showing that the acknowledgement of the possible allergy and need for informed consent in this particular patient and pre medication.  In cases where you need to suspend or cancel an order.  We currently are a way one task from this the CPRS to RAPTOR.  We just listen, we don’t write back.
There are plans to add some two-way write back traffic in the future.  Currently, if something needs to be canceled, we can at least capture that in a dialogue box that can be monitored by a scheduler or an administrator to make sure that things do not drop out under the rug.  Just an example of clicking into a few of the tabs, if you click into the vitals tab, you can get more information in graphical form.  Here is a double plot of pulse and temperature.  Also, some items down below; blood pressure and other aspects.  Pulse oximetry—whatever is served in CPRS VistA; we can get here.
I should mention that the database that RAPTOR is currently allowed to communicate with is a test database, or it is test data.  It is not the live production CPRS with true patient data.  As a result, it will not have the richness or harmony that you are used to.  A lot of this is invented, but the structure of the data is the same as that which we use every day.  If there’s anything making your eyes go cross-eyed, it’s because it is test data not true data.  Basically, the features of RAPTOR that I have tried to show in those brief screenshots are that we can track the entire protocol workflow, record who did what, when, and have that stored for reporting if we need.
We can program business rules to detect at risk drug interactions, or allergies, or laboratory patterns.  We can warn or give a heads up to the users that they might need to have informed consent for a particular patient.  We can demand that some contraindications are acknowledged.  We are not going to stop the assembly line, but at least people move forward, saying, “Yes, I understand that there might be a risk here.”  We can monitor radiation dose history if we wish.  We can organize our protocols in one place that can be found by everyone easily.  We can use RAPTOR from order through interpretation.  Even beyond into quality assurance phases and things like that.
What have we done with RAPTOR?  We have taken a paper environment and we have turned it into a paperless web based environment that is not required to have an application on a desktop.  It is served by a browser anywhere that you can access.  The level of interoperability has gone from the lowest level to the highest level of computable electronic data, so that you can use this data for other purposes.  Some of which have been imagined, and some that have not.  It is there.  It is in a database table and can be accessed.
We have improved security.  Pieces of paper can be in the wrong place, seen by the wrong people.  Now we have role base authentication through the normal VHA logins.  We have increased collaboration communication by automating it into the workflow.  The work distribution no longer requires somebody taking a stack of paper from one room into another and waiting for somebody to show up.  Multiple people can work on the electronic stack simultaneously.  It can get tag teamed.  Done quickly in that fashion.  Then of course, the entire process can be reviewed and reported on, because it has been reported.
We expect great benefits from RAPTOR.  Certainly, in the testing that we have done, we have had great feedback from users and potential users.  That we think we are going to be able to improve our clinical decisions in patient care by supplementing information where needed to make the best decisions about medical imaging for patients and providers.  As I just talked about, we replaced the inefficient paper process.  We have improved the documentation and acknowledgement responsibilities throughout the chain of workflow.  I think we will find great productivity efficiency gains, as well as perhaps a more serious role given to the protocoling process.  Because now credit can be given to an individual or individuals that actually are putting their time into assuring the right thing is done to the right patient at the right time.  It is no longer invisible work.  I think our medical appropriateness; we’ll be able to show increase.  I think we’ll be able to show that we’ll get informed consent more reliably.  We’ll identify potential contraindications more reliably.  Then of course, we can provide audits.  Then most interesting, is that RAPTOR, I think provides a nice example of how the legacy healthcare IT can be modernized going forward.

At the time when RAPTOR was first conceived, the American Council for Technology Industry Advisory Council was producing this modernization report.  In fact, a few months after RAPTOR was proposed—their report came out in May of 2010.  They made several observations about VA Healthcare IT and including that new development takes too long to deliver.  That the new technologies and ideas are difficult to integrate due to the proprietary nature of VistA.  That there was needless perplexity to what we were doing in that maintenance installation and operations were difficult.  There was unanimous panel recommendation.  I forget how big the panel was.  30 or 40 people from throughout different roles in IT throughout the country.  They made a recommendation for migration to an openly architected module and standard based platform.
Well that basically defines what RAPTOR is.  Fast forward ahead four years to March 2014, and the VistA Evolution program plan was published.  Its focus is exactly what RAPTOR is doing as well; focus on delivering an evolved VistA that is openly architected and non-proprietary in design.  Based firmly upon the work that has come before.  Just like RAPTOR tried to use whatever pieces were available within the VA system.  It is not being asked to be done on a larger scale through the VistA evolution program.  That is because we really have powerful core of software and business processes within VistA.  The issue is to make it modular, extensible, and more easily accessible.  Less silo-ed information.  In so doing, is a big investment in VistA.  Let us make sure that we do not throw that out.
Of course, the larger plan, behind the evolution program is to get DoD and VA to better interoperate between each other.  I just put up one paragraph from the evolution program plan that talks about ancillated services in which radiology has thought of in the plan.  Basically, I boldfaced a few lines from that.  Basically, RAPTOR aims to do exactly what this paragraph talks about.  RAPTOR is paralleled the greater VAs thinking about modernization of our healthcare IT.  I will just show you how we have done it, and hopefully, it can be employed elsewhere within the system.
Basically, we use an open architecture and modular standard based platform.  A so-called LAMP stack.  We have a Linux and Apache core, with MySQL and PHP coding language on top of it—MySQL.  I am sorry.  Database and PHP coding language on top of it.  All open source tools.  We also use Drupal, which is a content management system programed in PHP to provide our interface.  Then we reuse existing VA components wherever possible.  The real player here is the Medical Domain Web Services called MDWS, which is really a big deal.  I am not sure how much publicity it is obtained in the VA system so far.  Basically, what MDWS can do, is it takes CPRS VistA and can virtualize it, so that it can be used by web-based tools such as RAPTOR.
Other tools can use it as well.  It is a middle layer within a service oriented architecture playbook.  That is what RAPTOR takes advantage of.  This is what the RAPTOR looks like in a schematic.  We have our base of Linux and Apache.  Upon that build the PHP and Drupal layers interacting with an open database.  MySQL in the current construction.  Then bring in the VistA baseline data—the gold medal data in and serve it through to the users with the Drupal graphic user interface.  It is elegant in its simplicity.  Of course, the devils in the details, but it has been able to be done quickly and inexpensively compared to most other development historical experience in the VA.
Why open source?  Well, we have a huge base of healthcare IT, and the opportunities for innovation to use building blocks and abstraction layers to mix and match pieces to get at various solutions tailored to radiologists versus tailored to other specialties are almost endless.  Open source also gives great opportunities to modify and extend on work that has been done or that you are doing.  Then the value I think cannot be beat.  In that there is zero or minimized licensing fees.  There is often more options for what you want to do.
Security in general is high, because it has been tested by multiple users.  Often multiple places around the world.  You can without having proprietary designs, you do not lock in associated risks, and integrations are easier.  There is a lot of benefits to open source.  The VA is definitely trying to capitalize on that.  For example, RAPTOR can be extended into a bigger solution for radiology that I like to call VIPER.
This is currently a concept, but one that I would be excited to pursue.  Viper, I call the VA Integrated Platform for Enterprise Radiology.  If we take some selected read-write interactivity with VistA, such as integration with scheduling modules, radiology information system, and that’s basically—it’s called the Radiology Package in VistA that helps us register exams, case edit exams, add exams, cancel exams—some of that functionality.  As well as getting some functionality with our imaging modality interfaces; i.e. get a data stream from the CT consult.  Get a data stream from the injector of the MRI or the CT.  We can really create a VIPER platform that will entirely de-silo the information.  Most importantly, build from what works and is already familiar.  All of this, I do not think could easily be done except with open source.
I hope that our RAPTOR shows that we have an opportunity to embrace open source, and then run with it within the VA system to take our excellent, excellent baseline healthcare data systems and bring them into the future.  I appreciate your time and attention.  I see that there has been some Q&A going on while I have been talking.  I have not had a chance to concentrate on it, but I believe there might be an opportunity to answer on these now.  Is that right organizers?

Moderator:
Right.  This is Joanne, Dr. Medverd.  Yes, indeed.  Mr. Casertano has been very generous in starting to answer questions.  I am wondering if we should read them aloud with the question and the response and see if you have anything to add to those.  Then get to the ones that we still have open.  Does that sound okay?

Dr. Medverd:
Yes, so this would be under the Q&A that is in the middle column or the one on the right.
Moderator:
It is the one on the right in the presenter view.  Why don’t I go ahead and read these, and I will read the response, and see if you have anything to add.  I am wondering if you want to introduce the audience to Mr. Casertano, so they know who he is, and why he has been answering some of the questions.

Dr. Medverd:
Oh, okay.  Yes.  Good idea.  By the way, thank you Andrew for doing so.  Andrew Casertano is a principal with FAN Business Consultants.  They are the developers that have been building and writing the code for us for the RAPTOR program.  RAPTOR began as a prototype project through the VA Center of Innovations in 2010.  Then delivered in 2012.  Then a second phase project began late last year, 2013.  FAN, F A N has been there throughout.  Andrew Casertano is a principal with them.  Thank you Andrew for starting the Q&A answers.  He might also answer more questions as we go forward.  You can read them, or I can read them.

Moderator:
I’ll go ahead and read them, and maybe Andrew if you’d like to jump in and provide your answers, that way people aren’t getting confused as who’s answering which question is that okay?

Dr. Medverd:
Okay.  Sure.

Moderator:
Okay.  Great.  I will go ahead.  The first question is, if one is outside the VA firewall, but has access; does one need only raptor, or also CPRS?  Andrew, I will turn it over to you.

Casertano:
Yeah, so as Dr. Medverd mentioned, RAPTOR uses web services to pull potential data out CPRS cache database.  Also, VistA, which also uses web services.  Well, imaging data.  VistA imaging exchange to pull image data, so that is the answer for one and two.  You need both.

Moderator:
Okay.

Casertano:
Think of RAPTOR like a radiology-tuning dashboard for CPRS.  The business page that Dr. Medverd gave us was—I jump back and forth between CPRS, which has limited search and my Apache workstation.  Can you give me the information that I need to quickly assess this upcoming encounter.  We relied very heavily on CPRS, but we wanted to provide a clean way to give him his information, as he needs it.  That was our goal.

Dr. Medverd:
[Cross talk 44:00 – 44:02] I am sorry Andrew.  I thought you were done.

Casertano:
I am.  I am done.

Dr. Medverd:
Oh, okay [laughter].  All right.  I guess I would just add to your answer that for, I would guess the majority of the cases, one would probably only need RAPTOR.  I think what the question is asking is; if you are outside the VA firewall, and you log into RAPTOR, will you be able to do your work.  Or are you also going to need to get onto the VA tag, which is the access gateway, and pull up an instance of CPRS.  The answer I would say for the majority of cases, RAPTOR serves up what you will need for the vast majority of decision making that you need to do as a radiologist to protocol things.  Now of course, in the subsequent stages of the workflow, the exam acquisition and the interpretation.  That is assuming that you are at a facility.  It is less an issue with that.
Moderator:
Okay, thanks.  We will move on to the next one.  Is RAPTOR part of VistA Evolution Radiology Package?

Casertano:
We will integrate some of those radiology functions that are listed from VistA radiology.  Registering a patient, case edit, adding an exam, canceling exams, and switching locations.  I do not think that is full blown, full functionality of VistA Radiology, but just those.

Moderator:
Okay.  Thank you.  Next question; can the rules for alerts—meds and labs, be customized to a particular site and its practices?  Andrew?

Casertano:
Yes.  We provide a easily to manage user interface, so at-risk medications, and at-risk allergies, duplicate orders, labs, and so on will called be called the contraindications.  They can be easily managed by each individual site.

Moderator:
Great.  Thank you.  Next question; is text data out of CPRS or out of the VistA repository?

Casertano:
Out of the cache database.

Moderator:
Can you explain to us what that is?

Casertano:
Oh, so I think Martin’s previous question was asking about the firewall and CPRS.  I wrote my thoughts about the web services.  I think he was asking where is the text originating out of.  It originates out of the VistA repository.  The cache.  The system of records.  The cache database.

Moderator:
Okay.  Great.  Thank you.

Dr. Medverd:
I will also say that each time a ticket or line item is accessed, that information is updated.  If something is looked at one day one, and then somebody else looks at it on day two.  All the information has been updated to whatever is most recent in VistA.

Moderator:
Great.  Next question; will the radiation dose for the patient be measured in gray or rem?

Casertano:
I think it skipped one, but that is okay.

Moderator:
I am sorry.

Casertano:
Oh, it is okay.  We have a complex dose collection where we through DICOM structured reports, through radiology reports that are dictated, We have provided manual entry to put those.  What we collect are the units of the machine; how they report.  The question may be are we doing further processing for on a patient-by-patient basis.  No, we are supporting the output of the machine that it will provide to us.
Moderator:  
Thanks.  All right, next question.  Besides radiologists, what other user classes might utilize this tool, and are there counts of expected number of users?

Casertano:
Okay, yeah.  The current roles include scheduler, radiologist, resident, technologist, and administrator.

Moderator:
Okay, and do we have expected counts of the number of users?

Casertano:
Okay, yeah.  Of course, these roles can be extended, and each role has different privileges.  Certain buttons can be hidden for an example.  In a particular site where residents can be given signature privileges or not.  Schedulers can be given additional functionality.  It is, as Dr. Medverd mentioned; it can be tailored to individual sites.  However, they empower different roles.
Moderator:
Thanks.

Casertano:
Oh, and a number of users.  Okay, so we are—right now we are currently projecting for four pilot sites, up to 100 users.  Is what we are projecting currently for the pilot.

Moderator:
Okay.  Great.  The next question is; will the RAPTOR be available soon to all?  The next question follows; has it been deployed yet?

Casertano:
Right.  We are currently going—acceptance testing through 2014 at four pilot sites including Dr. Medverd’s Puget Sound site.

Moderator:
Okay.  Thanks.

Dr. Medverd:
We are trying to get it out as quick as possible.  People have been asking for it for a long time.  We know that.  We are working within the system.

Moderator:
Great.  I think that answers the next question.  How do you get the software and who installs it?

Casertano:
Right, so the idea is that it will currently be installed in region one.  The four sites are Tucson, Fresno, Portland, and Seattle.
Moderator:
Great.  The next question; is the cache.dat of the test database available for exploration?

Casertano:
Okay.  I am guessing that Martin wants a copy of the test database.  That is an Innovations question.  I am guessing that is his question.

Moderator:
Okay.  Maybe we will have to get back to him on that one.  The next question; will the radiation dose history follow the patient throughout the VA or just for a specific facility?

Casertano:
Right.  What we plan to do since we provided three ways of collecting the data, we are hoping to collect both site by site, and also outside the VA.  That if a patient provides information that was collected outside, that it can be manually entered.  That is why we have chosen to have its complex collection process.  We create a dose passport that would collect all that information.

Dr. Medverd:
Yeah it is not a primary solution for dose.  At the time, I conceived the RAPTOR was on 2010, and there was not as many open source solutions out there.  I really wanted to show the VA could jump in and do this now, then have to wait.  There is an opportunity to get inside and outside results, but it’s not all automated.  Because that is not the chief purposes of RAPTOR.

Moderator:
Okay.  Great.  Next question; would there be any need, or would it be allowed if providers from other departments, such as primary care or mental health, to be able to access this portal as well?  Andrew?

Casertano:
Yes.  The current implementation is specifically designed for radiology.  I assume that that is more image based, so the question would be specific to these providers looking at the imaging record.  Other providers, such as ophthalmology and dental have seen it demonstrated and requested that it could be extended to their workflow.  I assume that these other providers would also be able to access that at that—that would make sense to them.  That would seem to be a follow on to the current radiology-based focus.
Moderator:
Okay, thanks.  Next question: why not store all of this information in the patient EHR for historical purposes?

Casertano:
Well, that is right.  There is a right that would be included in the record, and so it would be a note that would be available.  It is interesting though, because the current process where the paper that Dr. Medverd was showing, the 519 form, can be scanned back in and uploaded back into VistA.  It is just analogous to that.

Moderator:
Okay.

Dr. Medverd:
Yeah, the idea is to write back a summary note of, "This was ordered by so and so.  This is what we did.  This is the amount of contrast we used.  This is the dose employed.  This is etc., etc."  It will go back in to VistA, and there is various ways, whether it goes into VistA imaging or actual note is still being worked out.  It will be easily accessible.  That is one of the criticisms of the current paper process is that, sure you commit to PDF.  You can scan a PDF with a piece of paper at the end of the flow, but—if you do not shred it or throw it away.  How do you get that into a place where people can actually see it without having to click six times?  We are working to make it as up front and visible as possible.

Moderator:
Okay, next question.  I am not sure if I understand this, but I will read this.  Did it happen if there isn’t a record of it in the patient’s record?  The person might be just referring to the prior question.

Casertano:
Yes.  I guess the fallback would be the paper, the current process of scanning the paper.  I guess it’s saying if it’s not back in the patient’s record right?  I’m not really sure.  I guess the fallback is always the current paper process.

Moderator:
Okay, next question.  Do you have a test server available for people to access?

Casertano:
Innovations has—through Amazon Web Services, they have a Cloud 2 server that’s through Innovations.  I believe there are some Innovations folks on the call who did talk to that.

Moderator:
Great.  Next question.  Why MySQL rather than GT.M, which would be compatible with the VistA MUMPS core?
Casertano:
Right.  I was currently writing a response to that when I jumped off.  It might not make sense what I was writing, but, so, anyway, there’s an architecture slide that Dr. Medverd shared.  There’s two databases.  There’s MySQL and the cache database.  The local open-source MySQL and the VistA cache.  MySQL database stores the business rules and the protocol content.  If architecture is—RAPTORs based on Drupal, which is a content management system, a CMS.  Where folks currently store their protocols, their library notebook.  That’s stored in MySQL database.  Everything else writes back to the VistA record.  There’s two databases.  For a site—so a site would not store it.  In VistA MUMPS—VistA MUMPS, it wouldn’t store the protocol, in the business world, that wouldn’t be the place to put that.  We had to create another database, and that’s MySQL.

Moderator:
Okay, great.  At this point in time—we’ve only got about two more minutes before the end of the hour.  I think we’re going to have to forego the rest of those questions.  We really appreciate the audience writing those in.  Perhaps if Heidi was able to capture those, we might be able to send those to Dr. Medverd and Andrew for finding responses to those.  At this point in time, I’d like to thank everyone for attending this talk.  Thank you to Dr. Medverd for taking the time to develop and present this talk and Andrew for joining us for the Q and A.  Please forward any other remaining questions to our presenters, or at VIReC’s helpdesk at Virec@va.gov.  Our next session is scheduled for Tuesday, July 15.  Our speaker is Cathy Battaglia.  The title is Integrating Tobacco Cessation into a Home Tele-monitoring System for Veterans with PTSD.  We hope you can join us.  Thank you everyone for attending.  Have a great day.
[End of Audio]
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