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Background on the three hospital panelists

Berkshire Health Systems (BHS)
· Berkshire Health Systems- 2 hospitals

· Berkshire Medical Center ( Pittsfield)  309 beds, Housestaff in Medicine , Surgery and Pathology, Hospitalists

· Fairview Hospital ( Great Barrington) 27 Bed Critical Access Hospital, Hospitalists but no Housestaff

· Vendor : Meditech

· CPOE is in use at Berkshire Medial Center in all areas except the ED. Planning to add ED in December 2007. All orders except chemotherapy and TPN can be entered through the CPOE system. Currently 75% of orders entered through CPOE

· Small pilot started in 2002 and then stopped and then resumed in 2004

Newton Wellesley Hospital (NWH)
· Hospital is a 300 bed community hospital with residents from Mass General and TuftsNew England medical Center 
· NWH has about 12 FTE Hospitalists and residents

· All inpatient orders are entered through CPOE except Chemotherapy and TPN/PPN

· Vendor: Meditech 5.61 Magic

Mount Auburn Hospital (MAH)
· Hospital is a 191 bed community teaching hospital with approximately 168 residents and interns

· Vendor: Meditech 5.6.1

· Mt. Auburn’s first unit went live with CPOE in May 2003 and currently averages 92% of all orders entered through CPOE

The panel was posed the following questions:

1. What was the sequence and how did you decide the sequence and logic for rolling out CPOE? What was the speed of deployment?

MAH:

· Began on Jan 2002 and it took until Sept. 2007

· Project Plan was lacking as nothing existed to base it on in 2002
· We could not find analysts with CPOE experience because CPOE was so new
· We had no advice on proper sequencing

· We did not want the process to be labeled a “failure” and we wanted to ensure it was rolled out cautiously
· We started with an OB unit ( had limited order sets and patients were confined to a unit) the next unit was geripsych in 2003 and the last units were critical care and medical surgical
· There were advantages to moving slowly

BHS
· We did CPOE first and then E-Mar and Nursing documentation

· We had a combination of paper and electronic

· We did the ICU last

NWH

· We started in 2004 and it took 18 months

· Rollout was imposed by payor contracts that required at least 75% of orders entered electronically

· Started with pediatrics ( self enclosed, not a lot of transfers, patients all on one unit)

· Medicine next, followed by surgery, ICU and OB

2. How did you address the issue of some units on CPOE and the other  units on paper, especially if a patient is transferred?
BHS
We made two sections in the chart. One for electronic orders printed and the other for paper printed orders
MAH
We keep the paper process as it was, but CPOE location users had to go to the computer as we did not print CPOE order as the hardcopy had potential for confusion if it was updated online after the hardcopy was produced.
NWH
This was a concern of the nursing leadership. They were concerned about regulatory agency requirements and having two sets of orders and possibly missing anything recently ordered. NWH made the decision that it was all or nothing. If a patient was on CPOE it was all electronic, if patient was not on CPOE it was all paper. There were no hybrids.

3. What is role of nursing as it relates to entering the orders?

All the facilities indicated that when physicians were out of the building or it was an emergency or the middle of the night, nurses would enter the orders into CPOE on behalf of the physician. However, you had to be out of the building for an RN to enter.

NWH

We require the MD to be out of the building or unavailable to enter orders, for example, in surgery or performing a procedure.
4. How did you address outlier physicians?

MAH
We went with low hanging fruit first, Hospitalists, House staff etc. Then we reached out to see what others needed in order to use the system (training, order sets, etc) and brought them on in later waves.

NWH  

We did require CPOE for all physicians when a floor went live with CPOE

In the beginning, IS went on rounds with physicians encouraging them to put orders into the system. Initially, surgeons were resistant to the mobile carts but eventually softened. Support on floors when rounding. 

Encouraged physicians to enter orders as soon as they saw the patient.

BHS
We have not really addressed outlier physicians. To date, for non-employed physicians we have made CPOE training available  to those who expressed an interest. We plan to move forward to all attendings once eMAR is in place. We do watch the speed of the system and provide system access as broadly as possible.
General Comments about the equipment:

MAH 
It seems no one on the floor was initially responsible for ensuring that the mobile carts computers were charged. We put some software in that will ping and notify IS that a mobile cart needs to be charged. A technician will go to all of those carts to plug them in.

All the hospital commented that they had technicians roaming the floors looking for carts to plug in and charge.

5. Have you seen examples where hospitals in the same IDN have successfully implemented solutions that were tailored to the culture of each hospital while continuing to maintain a safe haven for patients  within the IDN?
A general comment was made that order sets can be different but it is important that terminology is consistent especially if patients end up being transferred to another system hospital.

MAH
In our system we each have our own quality departments, chief of service and own order sets. However, there is a lot of collaboration and sharing.

A question was asked about Order Sets

Recommendation was made that order sets should be built in the CPOE system. Many still build on paper but that makes it hard to translate into CPOE.

6. How do you handle downtime?

BHS
We automatically go to paper. We have two data centers. Orders are still printed and we have downtime procedures. We are planning to have the ability to access data on a backup PC. We are constantly looking at improvements. Our data center was over $5 million to build.

MAH
Our disaster recovery Plan has us back on line within 4 hours. However our greatest risk is what is done within the last 2 hours.

7. What is your current governance structure now that CPOE is implemented? Has it changed from the initial model that was created during the planning phase?

MAH
We kept some of the same membership, but we no longer consider the project a roll out. Our focus now is to engage outlier physicians, enhance nursing documentation and BMV and to broaden the agenda to include advance clinicals. We are also more inclusive of specialists.

BHS
Originally we were too much IT. We are now driven by the health system. We have a clinical committee, Business/Finance committee. We are much more MD driven

NWH
We have a clinical advisory committee where individual issues are discussed. No longer just CPOE

8. Question from the audience: How do you handle admissions through the Emergency Department?

NWH
Admissions via the emergency room are placed in CPOE. Orders to occur in the ED are written on paper.

BHS
We are not yet using CPOE in the ED and are working out this process. Currently for admissions; admission orders are entered through CPOE and any orders that need to be completed while the patient is still in the Emergency Department are written on paper.

MAH
House staff writes admission orders in CPOE. True ED orders are hand written and processed in the ED. The whole ED/Inpatient process requires a lot of communication between house staff and ED staff regardless of whether CPOE is involved.
9. Knowing what you know now…..What would you do differently? What worked and what did not? How can you help others to not fall into the same traps?
MAH
We should have put E-mar in first, easier for the nurses with CPOE. We underestimated the amount of resources necessary for training. It was so intensive and most of it fell onto the IT department. We would rethink the education budget as it related to physicians. It really required 1/1 training. It was so critical to be at the elbow 24/7 for the physicians. In addition, as we brought up units we needed to respond issues and provide feedback to IS, nursing, pharmacy and quality. The education requirements are constant and ongoing – not just a roll out task.
BHS
We learned that the Service help desk in IT needs to be answered by a person as opposed to voice mail. We had to restructure the department and it is a never ending process. We now have more of a clinical support staff working with the help desk. It is critical to have someone with clinical knowledge answering the phone when a physician calls for help. We have a 24/7 beeper support staff for CPOE. The training staff is never deep enough. It is not just about rollouts but also about upgrades. For the first two weeks of go live we had 24/7 in house coverage and then after that 24/7 beeper coverage.

NWH
We hired medical students to help with training. Paid them an hourly rate and they showed up late afternoon and evening. We found that physicians were nicer to medical students. Training was very intensive. As a result the hospital has created a physician education department to train new physicians. We have hired 2 FTE positions. We did not anticipate this need initially. Trainers should be clinical.

Communication

All three hospitals said communication was critical and was outreach. You need to consider alternatives to e mail because most physicians do not access their hospital email accounts.

A general question was asked of the physician panelists regarding how much time they spent on CPOE

BHS
Dr. Blackman said that in reality 90% of his time is spent on a variety of informatics related issues (not all CPOE) and 10% on clinical medicine.
NWH
Dr. Zacks said that he is one out of six hospitalists on duty on any day. The other 50% of his time  is in the IS department.

Most of the physicians in the audience were acting as CPOE champions but devoting very little time to the project since they were still in private practice. Not many community hospitals have CMIOs
