
Case 12: Electronic Medical records and Prescriptions
Case  Background


Big Hospital has been in service since 1958, it is a physician-led health care system, dedicated to health care, education, and research.  It has a large campus of 15,000 square miles and serving 3.5 million people.  The hospital also works internationally with hospitals in other countries.  The hospital has set a standard for itself to continue growing and helping.  It has the following as mission statement/goals:

	Mission:  To enhance the quality of life through health service organizations, including a balanced program of patient care, education and research by continuously improving our technology to ensure the best care possible.


Case details

Big Hospital has always been on the verge of new breakthroughs and is constantly looking to make advancements that will help increase the quality of life for their patients.  Big Hospital decided to hire a group of graduate business/information technology students from Oakland University too shadow some of their employees for a week.  The students shadowed employees spanning from first year residents, pharmacists, administrative offices and nurses.  They were to observe and make notes while trying to find areas for improvement.  One student, Torri, was shadowing Joe who was one of the pharmacists.  Joe had received a few prescriptions from some of the doctors over the last hour and he was showing Torri how they were filled.  However, Torri noticed that Joe was taking a long time trying to figure out the physicians’ handwriting and at times making educated guess depending on the patient and what he knew from previous experiences.  This system seemed slightly flawed.  There were times Joe would have to page the doctors to get them to explain their handwriting.  It would sometimes take hours before the doctor could make it downstairs.  


Joe had told Torri about an instance the year before when he almost gave the patient the wrong medication because he misread one of the doctor’s slips.  He misread the dosage and almost gave the person too much antibiotic.  Luckily Dr. Cameron had personally come to pick up the medication and when reading the bottle realized that the information on it was wrong.  She quickly went to Joe to point out the error.  Joe believes that if there was some way to digitally send the prescriptions it would cut down on time and errors.  Joe admits his largest fear is killing someone because he read the prescription wrong.  Torri decides she will need to meet up with her classmates at the end of the week to try and find a solution. 


At the end of the students meet in a group to go over what they had witnessed and areas that they felt needed the most improvement.  One student had witnessed a similar situation to Torri.  Greg was shadowing an evening nurse, Debbie.  Debbie would normally take her patients over from Rodney who worked the day shift.  On that day Rodney had to leave early to see his daughter’s softball game.  Rodney made sure that all of his patients had their medicine before he left.  Debbie had come in after he had left and reviewed her patients.  She realized she doesn’t know if she needed to administer any meds and how much of each to administer.  There was no documentation that Rodney had administered any meds, so she decided to attempt to give her first patient (who was post-surgery) morphine for the pain.  Right before Debbie was about to administer the medication another nurse who was just getting off duty from the day shift ran over to stop Debbie when she realized what was about to happen.  She had seen Rodney give that patient medicine right before he had left.  They decided to try paging Rodney and have him call in so they could go over everything that he had done before he left.  Greg knows that a digital system would be much more accurate and efficient then relying on paper trails and other nurses.  


Torri and Greg decide to team up to do some research on other hospitals and how they had handled situations similar to this one.  They needed a system that would go from the traditional paper based systems to an automated electronic solution.  It needed to work for drug prescriptions and patient management, be cost effective and be a system that could treat a large amount of patients.  

They found Verona Hospital who implemented an Accenture Wi-Force HS information system.  This mobile technology allowed for tablet PCs and technology based PDAs to enable wireless connection to real-time information.  This now would allow doctors to add to their notes directly on the patient record using the tablet and access all relevant therapeutic guidelines applicable to the case.  The solution had improved the quality of care delivered and improved patient safety.  Torri and Greg realized that something similar to this case would be needed; it would make it easier for doctors and nurses, safer for patients and bring down legal costs in the hospital.  

Torri and Greg drafted up a solution to what they perceived as an expensive and dangerous situation.  Below is an excerpt from the memo they gave to the president of Big Hospital.   

	TO:  President Samantha Cuddy, MD. 

FROM: Torri Carter and Greg Wilson 

RE: Electronic Medical Records

DATE: 1/22/01

     After shadowing your employees for a week the two of us have found a solution that would solve many of the problems that come with using paper-based methods for prescriptions and patient management.  We both had witnessed cases that open the hospital and the patients to unnecessary risk.  While keeping in mind part of your mission statement “by continuously improving our technology to ensure the best care possible,” we believe it would be in your hospitals best interest to start (through a rolling implementation) an electronic medical records system.  
     An ERM will increase the quality of care for your patients and decrease the amount of errors made by pharmacist and nurses.  Physicians and nurses will now have access to important data that will help their decision making; it will help reduce errors in medications prescribed and will allow the nurse or doctor to have all of their patient’s information at their finger tips while still ensuring patient privacy.    



If the ERM system had been installed before Torri and Greg had shadowed at the hospital for a week their experiences would have turned out differently.  The situations would have played out as the following instead.  

Torri was shadowing Joe who was one of the pharmacists.  Joe had received a few prescriptions from some of the doctors over the last hour and he was showing Torri how they were filled.  The prescriptions are now done digitally.  Through this system Joe is told if any medications that are prescribed might interact badly with another prescription the patient is already on.  The system has increased the speed that Joe can fill prescriptions because they are legible and he does not need to wait for doctors to come down to explain their handwriting.  Joe tells Torri that not only has this system saved him time but it has cut down on prescription errors by 10% and in such a large hospital that has made a drastic difference.  

Greg was shadowing an evening nurse, Debbie.  Debbie would normally take her patients over from Rodney who worked the day shift.  On that day Rodney had to leave early to see his daughter’s softball game.  Rodney made sure that all of his patients had their medicine before he left.  Debbie had come in after he had left and reviewed his patients.  She realized she doesn’t know if she needed to administer any meds and how much of each to administer.  There was no documentation that Rodney had administered any meds, so she decided to attempt to give her first patient (who is post-surgery) morphine for the pain.  She scans the barcode from the patient’s wristband, and then the medication barcode.  Her PDA beeps, and warns her that the medication has already been administered and this is an unhealthy amount.

Five years later Torri is working for Big Hospital, she was hired shortly after she graduated.  Her team looks at the changes that have occurred since the ERM system was installed.  Like Verona Hospital there have been some important changes.  The team measures success by looking at the amount of errors made before the change and after, but they also interview doctors, nurses and pharmacists.  The three major changes are:

	1) Physicians and nurses saw an increase in knowledge sharing and collaboration across departments up 25%.  The faster communication increases the speed that decisions are made.

2) Pharmacists are witnessing improved access to reliable drug statistic data, thus cutting down on the amount of time needed to perform stock inventories. 

3) Physicians and nurses are seeing less time wasted on trying not to make mistakes and more time put into patient care.


Case summary 

Big Hospital implemented electronic medical records within the hospital.  By doing so, Big Hospital has reduced its errors by 88,000 since the system was implemented about five ears earlier.  In addition, physicians and nurses have increased  their knowledge sharing and collaboration across departments.  The implementation of ERM has made drastic differences for the doctors, nurses, pharmacists and patients.  
Case 12 questions

1.  What is an electronic medical record?

2. How does having electronic medical records and prescriptions cut down on prescription errors?

3.   What were the three major changes that Big Hospital saw after they implemented the ERM system?

4.  Big Hospital has reduced its medical errors by 88,000 since the system was put in place.  What are the intangible benefits of reducing medical errors?

5.  In a hospital, the purchase of technology means that there is less money for doctors, nurses, and care-giving equipment.  If you had to make the decision on where to spend money (IT, doctors, etc.) how would you do it?

6.  Do you think doctors and nurses are happy that Big Hospital has chosen to invest in the ERM system?  Why or why not?
