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· CPOE for 100% of their beds and E-mar for 90% of their beds, not including pediatrics.
· 92% of their medications ordered through CPOE
Take home messages, recipes for success 
The system has to work

· Expect physicians to write complete orders, but don’t expect them to indicate who is to draw the blood or take the ECG
· Hard to get MDs to specify when to start medications

· Ward secretaries: Extremely important. They translate, they triage, they transcribe and they transmit—to really understand order management he spent three days as a ward secretary
· “ If it isn’t obvious how to order a medication, you are headed for Cedars”

Doctors love bad habits—these were bad habits before CPOE and can’t be allowed with CPOE. The following were examples:

· Doctors like to order ranges  4-6
· Doctors like to write HOLD PRN Meds-  “until when” It doesn’t work in CPOE

· Doctors like to write change to IV 
· Doctors like to write Resume
At Lifespan:

· The rollout was sequential. They first started with lab, x ray, nursing orders, cardiovascular labs, in a pilot on a medical ICU
· Then they established the bi-directional interface to pharmacy 

· Then they rolled CPOE out floor by floor

· CPOE was used on all beds on three campuses in 17 months. 

· They did e-MAR second

· CPOE is a process and not an event!
· Medical ICU: The intensivists were told to use paper for meds and CPOE for all other orders. The Director was a champion
What would Dr. Coleman have done differently?

· Do not do pharmacy orders before bi-directional interfaces to pharmacy
· Although he would still do CPOE before e-MAR, Dr. Coleman acknowledged that aspects of e-MAR need to be taken into account (for example, HOLD orders). 

Discussion:

· “The back end drives how the front end functions, but you can’t let the physicians drive the back end.” All in all, he characterized the decision as to sequence as a “toss-up.”

Dr. Coleman: To help nurses maintain paper cardex, we printed “order” on label to paste onto cardex

Dr. Blackman:  We print cardex every three days and RNs manually update
“There will always be verbal orders.” Medications given during an emergency, e-MAR can generate order (first dose), also use for contrast ordered in radiology.

What does the patient chart look like?

It is a paper disaster. At the end of each shift, print orders given and e-MAR today. Two hospitals have no paper for lab and x ray.

Downtime:

Yes, you will have downtime. We have UPS-protected computers on each nurses station to which are downloaded every 30 minutes- e-MAR, labs and x ray. 

Governance

Each affiliate had a steering committee with a physician chair. It was a multidisciplinary group that met monthly. Physicians were all volunteers. “We engaged as many physicians as possible as much as they wanted to be involved. That way they can’t accuse you of making decisions on their behalf.” Decisions were affiliate specific.
Enterprise wide Committee

MD Directors from each affiliate

CIO’s

CMIO

COO of each hospital

Chief Pharmacist for the system

A question was asked about purchasing order sets:
· Lifespan did not buy order sets. 
· At each affiliate, Department Chief can approve one set of orders per procedure per dept. 
· The structure of order sets is standardized. In addition there are certain standard orders that are included in all sets. i.e DVT prophylaxis  

· They do not allow personal order sets! 

· Around 400 order sets seems appropriate.

· Maintenance is the real issue

(Editorial comments:  Thompson- long on orders, short on evidence. Zynx long on evidence, short on content)
Community Hospitals and Physician Acceptance
· The system has to work!!
· Involve the doctors more than they want to be involved. No one could say they were cut out of the process
· Lifespan did not pay doctors, they provided food at meetings—lots of pizza
· Find a great champion : a great doctor who has clinical credibility and great relationships, has interest, enthusiasm and willingness (at Newport, became part of Administration and was compensated in that capacity) They have not paid any other champions.
Quality

· The challenge: You must look at what you are doing both pre- and post- implementation

· At Lifespan they found that measured ADEs dropped by 75%

Physician Workflow/Time Management

· Time per patient: Heavy users and the hospitalists were fine and did not slow them down.

· The “older docs” were also fine.
· The “curmudgeons” were the problem and would always be the problem

· At Lifespan the physician presidents at each affiliate gave no choice as to use of CPOE; right from the beginning they said “you will use the system” 

· They also supported nurses in refusing to enter orders for the physicians.
· Pharmacy calls to MD dropped

· “CPOE works best at the center.” A lot of external measures need data at the periphery. They are still working on this.
Go Live Support:

· Lifespan had RN super users on each unit for 24x7.
· For the first 7 days, residents and Dr. Coleman helped the physicians 16hrs/day. Now use medical students on a one-month elective and with a bribe. (They get a laptop in exchange for their help)
· Doc/doc training works best

· CMIO even greeted resistant docs at the hospital entrance and “said let’s enter some orders together.”

· They gave out CDs, which are used “as coasters.”

Have there been any CPOE-induced errors?

· Only issue has been missed antibiotic doses. E.g., antibiotic is ordered at 10:30 am, but QD is at 10 am. and med is teed up for the next day at 10:00.
· At another hospital, the following rule addresses this issue: if order is placed at more than one-half of the way to the next admin time, give now.
· They rigorously tested that orders go where they are supposed to go.
Future Topics:

· Tips, tricks

· Workarounds and Process analysis/interdisciplinary workflows

· Outcomes/quality/metrics

· Order set development workshop
