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The Tool of the Future in Emergency Medicine

CASE EXAMPLE: EMERGENCY PHYSICIAN
Emergency department physician Jerry Edwards is better able to care for patients than most ER doctors in America. The reason: he instantly knows key pieces of many patients’ medical histories—from medications they take to recent surgeries to lab results and more—even for individuals presenting to the emergency room for treatment he has never seen before. Having immediate access to that information alone enables Edwards to provide safer, less costly and more efficient care to patients coming to the emergency department at St. Francis Hospital in Memphis. 

Edwards, chief of emergency medicine at St. Francis, is not alone. A growing number of ER doctors in a three-county area in southwest Tennessee are able to electronically access patient medical records in a confidential manner in order to care for patients they treat in the emergency department more quickly and safely. 

“It is unbelievably powerful in that it enables us to quickly access the data and many times impact medical care in a rapid fashion,” Edwards said. The MidSouth eHealth Alliance, a health information exchange project that allows Edwards to pull patient records from 14 major Memphis-area hospitals and healthcare organizations, is demonstrating for the rest of the nation how healthcare can be improved. 

Making the ER Safer

The reality in emergency medicine is that doctors have to make quick decisions based on a patient’s immediate condition, often knowing nothing about the patient, the medicines they take, chronic ailments they suffer from or much else. 
“Patients may be on short-term antibiotics or long-term daily medications for chronic conditions such as high blood pressure or diabetes,” Edwards said. “When those patients come into the emergency department, we want to avoid placing them on new medications that can have potentially dangerous interactions with their other medications. Frequently, patients really don’t know what medications they are taking or know what medications they have been given.” 

“By being able to access the record, and see specifically which medication they were given and are taking, we avoid medication errors,” Edwards said of the information system he can bring up on a laptop in the emergency department. 

Better, More Efficient Care

The system is also a boon for increasing quality of care and lowering costs. 
“I saw a patient last week who had an endoscopic procedure done at a different facility, and the patient really didn’t know what was done,” Edwards said. “By securely accessing the records, we could determine that a stone had been removed from a small duct around the gallbladder/liver region. That was extremely useful in knowing what laboratory studies we needed to perform, and whether or not we needed to do certain diagnostic studies. It certainly helped tailor that patient’s care.

“In the past, without having access to the record, we’d have to go through the medical records department at the other facility, if it were during the daytime hours, to attempt to search and find that record,” Edwards continued.  “Often the record has been transcribed but the physical hard copy may be difficult to access, or if it is written, they frequently don’t know which stack it’s in. We are able to get the records, but it may take six hours, and by that time we’ve already gone down a diagnostic path that may or may not have been the best path to have gone down.
“You have delayed care, you have increased costs, you have exposure to radiation, you have many times just the discomfort of the patient having to go through that procedure again,” he said. “By having it electronically available, if that record has been transcribed, we pretty much have instant access to it.  We also have near immediate access to laboratory studies that have been done at the other facilities.”
“The e-Health capability has certainly enabled us to improve patient care,” he said.  “We have efficiency in that we don’t have to sit around waiting for records from other facilities to be done. We don’t order diagnostic testing while we are waiting, and then find out that the blood test we did or that X-ray that we ordered could have been avoided. It also helps from a time management perspective by improving our patient flow through the department and enabling us to provide overall better patient care.”
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