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Introduction
• Karen Jenkins

• Point of Care Coordinator
• Emory Healthcare, Atlanta, Georgia
• Group of 6
• Oversee hospitals, clinics, outpatient surgery, 

etc
• Tests – glucose, ACT, ABG, H. pylori, 

Troponin, INR, etc, etc

Presenter
Presentation Notes
My name is Karen Jenkins and I am the Point of Care Coordinator for Emory Healthcare in Atlanta, Georgia.  There is a team of 6 Coordinators that oversee hospitals, clinics, outpatient surgery centers and ancillary hospitals.  And we run the usual gamut of tests – glucoses, ACT, blood gases, INR, troponin, urine pregnancy – you get the picture!



Disclaimer

• Been a Point of Care Coordinator for way 
too long to have any sanity left

• Like to have fun

• Love my kitty cats
• Sponsored by Pathfast

Presenter
Presentation Notes
So here’s my disclaimer slide:I’ve been a Point of Care Coordinator for way too long to have any sanity left.I like to have fun at work (where appropriate).I love my kitty kats, but most importantly for this meeting, I am being sponsored by Pathfast.



You want me to do WHAT? You want me to do WHAT? –You want me to do WHAT? You want me to do WHAT? 
tests implemented in the ER

With THEM? With THEM? –– Who’s going to With THEM? With THEM? Who’s going to Who’s going to 
do the test?

How SOON? How SOON? –– timing of How SOON? How SOON? timing of timing of 
implementation

WHAT happened? WHAT happened? –– the “oops”

Presenter
Presentation Notes
You want me to do WHAT? – we are going to talk about Point of Care tests being implemented in the ER.With THEM? – we are going to talk about the different groups we may encounter during the implementation.How SOON? – we are going to talk about timing of implementation.WHAT happened? – I am going to share some oops moments.



Presenter
Presentation Notes
I warned you that I liked my kitty kats!









You want me to do WHAT?
• Process can apply to any test
• Example :

• Troponin – New to facility
• Request made by docs

• TAT required
• cutoffs / medical decision points for the test?
• required accuracy and precision needed to treat the 

patient correctly 95% of the time?
• How is the test currently being provided.  List any 

problems.

Presenter
Presentation Notes
The physicians in the ER formally requested troponin testing in the ER.  They have filled out the Point of Care Test Request form and have answered questions such as:Turnaround Time requiredWhat are the cutoffs / medical decision points for the test?What is the required accuracy and precision of the result to treat the patient correctly 95% of the time?What is the current process?  What are the problems with the current process? 



You want me to do WHAT?

• Adequate space to perform the test
• Who will perform the test?
• Workload?
• Willing to abide by POC / regulatory 

oversight? Contract?

Presenter
Presentation Notes
Is there adequate space to perform the test?How about storing the reagents needed for the test?Who will perform the test?  Qualified under all regulatory agencies?Workload?  Enough to warrant the test being performed outside of the laboratory?Are the physicians / operators willing to abide by organizational POC oversight?Willing to abide by the POC contract once testing is implemented?



You want me to do WHAT?

• Argument for troponin is good enough 
to investigate further.

• Now what?

Presenter
Presentation Notes
The physicians have presented their argument and the Point of Care Services Committee agreed to investigate troponin testing for the ER.What now?



You want me to do WHAT?
• Regardless of test – process is the same

• Look at all vendors
• Evaluate all instruments with samples 

from main lab – at least 50 samples. 
• Other sample types – takes planning

• Results– spanning all ranges with 
concentration at medical decision levels –
Discrepancies, Bias, Accuracy, Precision

Presenter
Presentation Notes
Here’s what we did:Find out what vendors offer the needed test.  Request an instrument and reagents from the vendors and get to work!The POC Medical Director worked with the POC Department to develop an evaluation protocol.  We knew it would take a bit of time because we tested at least 50 samples in the core lab and on all instruments spanning all ranges concentrating at the medical decision levels. With those results, you will be able to see discrepancies, bias, accuracy and precision of the instruments.Ultimate goal is results on the chosen instrument should match the core lab.Right sample on the right patient to give the right result - - - story of sample in Respiratory Therapy and being told they “just wanted results”.



Facebook.com/labhumor
Seasons in the lab – to be continued

Presenter
Presentation Notes
When you are performing your validation, statistics prove that 95% of the values will fall within a certain range and when expressed on a graph, it shows us the “bell curve”.  That bell curve is the normal distribution that is expected.  However, in addition to the normal distribution, there is another type of curve called the Paranormal Distribution that tends to appear during the month of October!  And around October 31, it’s time for trich or treat!



Goal Goal –– Continuum of Care
• Samples from the core lab tested for “the 

test” should give the “same” result when 
tested in the ER, OR, doctors office or 
nursing unit.

Presenter
Presentation Notes
Ultimate goal is results on the chosen instrument should match the core lab.I heard the words continuum of care during one of my first Joint Commission inspections.  If my sample is being tested in the core lab, OR, ER, doctors office and nursing unit, I want those results to be “the same” and I think it is good to keep this in mind regardless of the test that is being performed. 



Instrument Comparison
Sample Core Lab Inst “A” Inst “B” Inst “C” Comment

1 -/- +/- -/- -/-
2 -/- -/- -/- -/-
3 -/- +/+ -/- -/- Unneeded trip 

to cath lab?
4 -/- -/+ -/- -/-
5 -/- +/- -/- +/-
6 +/+ +/+ -/- +/+ Sent home in 

error?
7 +/+ -/- -/- +/+ Sent home in 

error?
8 +/+ +/- +/+ +/+
9 +/+ +/+ -/+ +/+

10 +/+ +/+ +/+ +/+

Presenter
Presentation Notes
Here’s a sample of the instrument comparison.  10 samples were tested in the Core Lab and ranked as positive or negative for troponin.  They were also tested in duplicate on three instruments and results are shown.  Patient symptoms and history are an important part of the story, but we are going to look at these results on their own.Sample 3 tested “negative” troponin in the Core Lab and on Instrument “B” and “C” but on Instrument “A”, it tested as positive.  This may have caused an unneeded trip to the cath lab.Sample 6 and 7 may have caused patients to be sent home in error. Although all three of the instruments showed some inconsistencies, Instrument “C” appears to the best choice based on this small sampling. 



They want this “cute” instrument

• Instrument presented to physicians
• It’s cute; doesn’t take much time; easy to 

use.

Presenter
Presentation Notes
So here’s a kink that was thrown into the plan.  A “cute” instrument has been shown to the physicians.  It doesn’t take very much blood, it’s quick and easy to use.  Now, everyone wants the “cute”, small, easy to use instrument.  You know the one – yeah, that one – the one that doesn’t require QC, collects the sample itself.  Yep, that one.  How do you combat that? You can show them the data and sometimes that works, but sometimes you have to shrink to hitting below the belt.



Putting things into “real” terms
Sample Core 

Lab
CUTEST 
Inst “A”

CUTER 
Inst “B”

Inst 
“C”

Comment

1 -/- +/- -/- -/-

2 -/- -/- -/- -/-

3 -/- +/+ -/- -/- Are you taking my husband to the Cath 
Lab? Do you really need to?  He had 

bleeding complications! Why?
4 -/- -/+ -/- -/-

5 -/- +/- -/- +/-

6 +/+ +/+ -/- +/+ Sent home in error?

7 +/+ -/- -/- +/+ Wait – You sent my Mom home. 4 hours 
later, she had a MASSIVE heart attack?  

What happened?

8 +/+ +/- +/+ +/+

9 +/+ +/+ -/+ +/+

10 +/+ +/+ +/+ +/+

Presenter
Presentation Notes
Lets look at the same data from earlier.  If I was using the CUTEST Instrument “A” and my husband was sample number 3, they would have possibly taken him to the cath lab based on that result.  Invasive procedure – with risk – bleeding, infection, recuperative time.Or how about sample 7 – your mother was tested using CUTEST Instrument “A” as negative and sent home where a couple of hours later, she had a massive heart attack.I have had to use tactics such as these to get my point across. 



Instrument Chosen

• FINALLY – A decision has been made.

• Now What?

Presenter
Presentation Notes
Finally – a decision has been made. Regardless of which instrument, more work has to be done.



Presenter
Presentation Notes
With all the social media out there, it may be best to start by taking a picture of the instrument you’ve chosen and post it on Instagram!



Instrument Chosen
• Again – regardless of test, process if the 

same
• Instrument delivery
• Reagent delivery – storage
• Validation of instrument - Reassess

accuracy and precision
• IQCP
• Training
• Monitor

Presenter
Presentation Notes
Do you remember that evaluation protocol we went through to pick which instrument we wanted?  Well, we are about to repeat the same testing again.  In addition to that testing, we have to decide when the instruments will be delivered, where we are going to store reagents.  We need to develop our IQCP, train staff and monitor, monitor, monitor. How many of you like to watch soap operas?  How many of you remember a  soap opera called Days of Our Lives?  Do you remember the opening line?  Or was it the closing line?



Implementation Steps
• Where is the instrument going to be?

Presenter
Presentation Notes
The implementation of our troponin instrument is going to be in the ER, but where?  At the nurses station? In the med room?  Triage area?  Small lab area belonging to Respiratory therapy?



With THEM?  You mean I have With THEM?  You mean I have 
to work with THEM?

• Who will be performing the test?

Presenter
Presentation Notes
We will need to determine who is going to be performing the testing.  Nurses?  All nurses?  Only Lead RN’s, Respiratory Therapists?  Any other group that would be willing to take on responsibility?  Any groups with especially high turnover?  Any groups especially stable?  In the FTE sense!



Are there trade offs?
• I’ll run your troponin’s if you run my 

EKG’s said the RT to the nurse!



Implementation Steps

• How many will be performed?
• Only first troponin on every patient that needs 

one?
• Only first troponin on subset of patients?
• All troponin’s on subset of patients?

Troponin – in the ER only
Performed on a “subset” of chest pain patients
Performed by Respiratory Therapists

– in the ER only
Decisions

Presenter
Presentation Notes
Back to our project – we need to have some idea about workload.  Will the troponin be only the first on every patient that needs one? Or just a subset of patients?So here are our decisions:Troponin – Instrument “C” – not the CUTEST one.Performed on a subset of chest pain patientsPerformed by Respiratory Therapists in “their” blood gas lab.



How SOON?

• Give enough time
• Under promise / Over deliver

Presenter
Presentation Notes
Now that the Hospital Administrator has approved this project and purchased the instruments, they want to know what?  Exactly – how soon can you get this up and running.Another great bit of advice – from a hospital administrator – under promise and over deliver.  This administrator told me that if I thought I could get something going in one month, to say at least two if not three for several reasons.  I was not always in full control of what needed to be done.It would give me time to fix things.It would give me a chance to deliver the project early which makes everyone feel good!



Instrument Implemented

• Keep assessing
• Troponin instrument to core lab comparison 

every six months

Presenter
Presentation Notes
Once the instrument is implemented, the work doesn’t stop for the Coordinator.  We must keep assessing and providing feedback to users so changes can be made for our patients. FYI – every six months, we perform a instrument to core lab comparison that is available to the physicians and staff.



Monitoring

• Number of tests performed
• Daily
• By shift
• By RT vs Nurses

Presenter
Presentation Notes
We’ve been talking a lot in generic terms, but you can probably figure out that I’ve been talking about personal experiences and the following slides represent true data from a troponin implementation that I was involved with.
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Presenter
Presentation Notes
However, from June to October, we have seen a decline in the utilization of troponin.  Frankly, it can be expensive to perform and maintain, so we are constantly looking at utilization.



First Stage Opportunities

• Perform more tests using “new” instrument
• Labels not generated for troponin like other 

lab test request
• Order for POC Troponin triggers an icon in 

electronic medical record
• Once sample is loaded onto analyzer, 

operator “completes” the icon indicating the 
test is running.

Presenter
Presentation Notes
About a month ago, a multi-disciplinary group was brought together to discuss how to better utilize troponins.  One of the complaints (other than they still wanted the “CUTE” instrument) was there wasn’t a label generated for the troponin like other lab test requests.  So, no one knew if the order had been placed or if the sample had been collected.



Second Stage Opportunities

• Utilize chosen instrumentation on a more 
frequent basis



Opportunity #2: Utilization
Date Total 

Tests
POCT 
(Single)

POCT 
(Multiple)

POCT / 
Core > 1h

POCT / 
Core < 1h

Core prior 
POCT

May Totals 65 18 (27.7%) 3 (4.6%) 28 (43.1%) 10 (15.4%) 6 (9.2%)

June Totals 95 31 (32.5%) 1 (1.1%) 41 (43.2%) 3 (3.2%) 19 (20.0%)

July Totals 79 29 (36.7%) 5 (6.3%) 27 (34.2%) 15 (19.0%) 3  (3.8%)

August Totals 51 18(35.3%) 1 (2.0%) 22 (43.1%) 7 (13.7%) 3 (5.9%)

Sep Totals 88 32(36.4%) 16(18.0%) 34(38.6%) 3(3.4%) 3(3.4%)

Oct Totals 70 25 (35.7%) 9 (12.9%) 21 (30.0%) 15 (21.4%) 0

1st Goal:  POCT/Core < 1hr less than 10%

1st Goal:  Core prior to POCT less than 5%

Presenter
Presentation Notes
As I said, we are constantly looking at utilization and we noticed two uses that we felt needed to be changed.First was point of care troponin and core lab troponin being performed within one hour of each other – basically in duplicate.Second was a core lab troponin being performed prior to the point of care troponin.  We are hopeful that the ICON will help lower the “duplicate” of POC and Core Lab being performed at the same time. We are also looking into how to use the ER troponin – send 1st sample to core lab with other labs, follow up with POC Troponin to discharge quicker?  Or even, looking into “subset” population – all troponins at POC.  We are still investigating which way will be best for our facility.



Current State

• Usage – approximately 70 patient troponin 
tests per day

• Daily Maintenance and Quality Control –
performed by Respiratory Therapists

• Weekly / Monthly Maintenance and 
Calibration – performed by Point of Care



Opportunities

• I don’t trust that result.
• I want it bedside / I don’t want it bedside
• I’m going to send a sample to the lab 

anyway
• Oh, wait, the lab value didn’t match this one

Presenter
Presentation Notes
When the test was first implemented, there were some barriers – such as I don’t trust that result.  The lab result doesn’t match this one.  Or I’m going to send a sample to the lab anyway.



Correlations
• March 2015

• 70 patients performed in ER and Core Lab
• 9 “different” results (12.9%)
• 2 repeated – correlated; no interferences

• April 2015
• 49 patients 
• 4 “different” results (8.2%)
• Repeated 12 samples of varying levels
• Results correlated with previous results; no 

interferences; physicians were happy

Presenter
Presentation Notes
In March, 9 of 70 patients were noted to have “different” results than the core lab.  2 of those samples were retrieved, retested on the POC platform and in the core lab and results correlated – POC with POC, core with core.  No interferences were detected.In April, 4 of 49 patients were noted to be “different”.  12 samples of varying levels were tested and again the results correlated with the previous results.  No interferences were detected.The physicians then began to trust the results from the POC platform even if they may “seem” different than the core lab.  They understood they had the option of using only the core lab results or using POC results, but they began to agree with not comparing number to number but looking at what the number meant – “positive” or “negative” troponin.



Still fighting this one
• 56 year old female
• Hypertension and diabetes
• Presented to ER with symptoms of “cold”
• 3/17/22:10 POC Troponin 0.038 ng/mL
• 3/18 03:00 POC Troponin 1.700 ng/mL
• 3/18 04:40 and 09:10 Core Lab Troponin 0.03



• Physician note “Elevated POCT Troponin 
was followed by a negative laboratory 
troponin an hour later and subsequent reads 
have been negative.  As these kinetics are 
physiologically implausible, it’s more likely 
that the POCT assay was inaccurate”



More Opportunities

• Mislabeled samples
• Same last names
• Flow chart / meetings
• Bottom line – two patient identifiers
• Phlebotomists treated on different standard than 

nursing / PCT in ER
• More discrepancies

• Mix tubes



Case Study # 1
• Male, 52 years presented to ER – Shortness 

of Breath
• POC Troponin complete 19:54 result of 0.556 

ng/mL
• MD ER Report at 20:11 stating “increased 

troponin”

• Core Lab drawn 19:50; complete at 20:38; 
result 0.94 ng/mL

Presenter
Presentation Notes
This was my first evidence that this project was working.  I found a note about increased troponin in a chart review 17 minutes after the Point of Care troponin was resulted.  I knew then the physicians were looking for and getting the information they needed.  



Case Study # 2
• Male, 37 years presented with Chest Pain

• POC troponin complete 11:12 result <0.019 
ng/mL

• Core lab drawn 10:45; complete 11:35 <0.01 
ng/mL

• POC repeat complete at 16:31; result 4.390 
ng/mL;  critical notification 16:52

• Core repeat 16:38; complete 17:49; result 
10.52 ng/mL

Presenter
Presentation Notes
This case was early in our implementation where samples were frequently being sent to the core lab at the same time of the Point of Care Troponin.At around 11am, troponin in core and POC showed “negative” but 5 hours later, troponin was critical.  With the POC platform, provider was notified almost an hour earlier than if waiting for the core lab.



Case Study #3

• Male, 57 years presented with Chest Pain
• POC troponin complete 15:17 results 1.21 

ng/mL
• EKG at 15:11 STEMI noted
• Call to order in Cath Lab at 15:26

• Core drawn 15:07; complete 18:44 result 1.10 
ng/mL

Presenter
Presentation Notes
Case #3 – POC troponin elevated at 3:15pm, EKG changes noted at 3:11pm.  Call to order in the cath lab at 3:26pm.I would love to say that the Point of Care Troponin had everything to do with this case, but I’m sure the STEMI noted on the EKG had something to do with it.  Note the TAT for the core lab.  No matter what we do, we have issues with troponin turn around times from our core lab.



Case Study #4
• 77 year old female; history of Vfib, ICD, 

NSTEMI 35 days ago
• Patient presents to ER at 12:46 with Chest 

Pain; BP 189/84; Pulse 65 bpm
• POC Troponin at 14:14 0.026 ng/mL 

(Normal <0.029 ng/mL)
• POC Troponin at 18:29 0.044 ng/mL
• 20:00 BP 215/93; Pulse 100 bpm
• 22:26 BP 174/78; Pulse 84



• Next Day:  04:00 BP 124/57; Pulse 74
• 06:00 – Note documenting “run of Vtach”
• 08:34 POC Troponin 4.100 ng/mL
• 09:05 Core Lab Troponin (Completed 

10:33) 5.76 ng/mL
• 11:25 Cardiology at Bedside



OOPSOOPS -- The Case of the OOPSOOPS The Case of the The Case of the The Case of the 
Disappearing IP Address

Presenter
Presentation Notes
The wonderful world we live in would be very boring if not for those wonderful little things called oops!  We hope to never hear that in certain situations – like car repair, or heaven forbid – going to the doctor.  But I had a few oops during the troponin implementation and one was the case of the disappearing IP address.We have troponin instruments hooked up to our hospital intranet so the results can get to the patient’s chart.  In order to do that, you need an IP address – don’t worry – for non-geeks, this is about as geek as I get.  That IP address will let your instrument communicate to a data management system or the electronic medical record.When I go to a computer at the hospital and I type in the IP address like a web address, I should see something like this.  This screen makes me all warm and fuzzy – it lets me know that the instrument is talking to the patients record and all is good.True story- - one Sunday, I get a phone call from the WONDERFUL weekend respiratory therapist and she says that none of her results are crossing to the chart.  I will make a long story a bit shorter by telling you that it took me about 2 days to get this figured out.  I ordered “new” IP addresses, made the necessary changes, but still had intermittent trouble getting results to cross to the chart.One day, I typed in the IP address wishing with everything I had for this screen to come up, but I saw something different.  It asked me if I wanted to install the program, I said YES.  Our computers are locked down and we aren’t supposed to be able to install a program so I figured it would stop me, but not.  Another screen popped up and asked me if I wanted to open the program and I said YES! 



The Case of the Disappearing IP The Case of the Disappearing IP 
Address

Presenter
Presentation Notes
This is what I saw.  Folks, that is the back hallway of the ER!  I found out the IP’s they kept giving me for my troponin instruments were the same ones they were giving security for their new security cameras.  Now all of this was very interesting but when I realized what I was looking at and was talking with security, they accused me of hacking into their cameras!  I remind you – no username or password was required to install or run the program but I was the hacker!Addendum to the story – after this was discovered, the printers in the ER started working like they were supposed to.  Seemed like security was messing with more than just “my” IP’s.



Other Obstacles
• The case of the disappearing patient 

result
• Data Management System powered 

down
• QC and Patient Tests performed but 

did not cross to DMS.
• Mis-Identified Patients



Point of Care Resources
• Pointofcare.net

• AACC Point of Care Listserv

• AACC CPOCT Division

• Webinars

AACC Point of Care Listserv

AACC CPOCT Division

Presenter
Presentation Notes
I want to take a quick poll.  How many of you do NOT work in Point of Care?How many of you Point of Care Coordinators have been at this for at least 10 years?  How many of you Point of Care Coordinators have been at this for less than 1 year?Regardless of how long you have been in Point of Care, here are some resources.



Moral of the Story

Life is short – have fun!
Smile – it makes people wonder what’s going 
on!
Point of Care can be fun!




