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Introduction to Electronic Health Records

CHAPTER 1
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EASING THE TRANSITION 1-1

Will e-Prescribing Solve the Problem of Medication Errors? o

Doctors and bad handwriting go together like senators and lobbyists, cops and
doughnuts, pop stars and rehab. But those uncrossed t's and scrawled numbers are more
than just a cliché. lllegible handwriting is downright dangerous. An estimated 1.5 million
medication errors occur each year, thousands of which can be attributed to sloppy
script. Hespan can be mistaken for Heparin, or Norcuron can look like Narcan. In fact,

the manufacturer of the Alzheimer drug Reminyl changed the drug’s name because two
people died after being given the diabetes drug Amaryl.

The problem goes beyond drug names, though. Hurriedly written 2s can look like 7s,
or Os can resemble 6s, leading to dosage errors. Abbreviations are another source of peril.
For example, the abbreviation “qhs” on a prescription, which means “taken at the hour

of sleep (bedtime),” can look like “qhr,” which means “taken every hour” Seven thousand
deaths each year are attributable to these kinds of medication errors.

A number of solutions have been proposed for the problem. The Institute for Safe
Medicine Practices (ISMP) publishes a continually updated list of sound-alike medications
and a list of dangerous abbreviations, symbols, and dose designations, along with
suggested alternatives. The ISMP recommends, for example, that “nightly” be substituted
for “ghs” In addition, safety advocates urge prescribers to write a brief description of the
diagnosis, such as “For Alzheimer,” directly on the prescription as an additional cross-
check for the pharmacist to confirm that he is dispensing the right medication. Patients,
100, should take an active role in preventing errors by checking prescription labels,
reading the leaflets or product inserts accompanying their prescriptions, and consulting
with the pharmacist if the pills they’re given are a different size, shape, or color from those
previously dispensed for the same prescription.

But is e-prescribing (CPOE) the real solution to poor penmanship? The answer is
a qualified yes. After all, typewritten drug names and dosages are always legible. The
Veterans Administration, which has converted entirely to a system of EHRs, issues more
than 230 million prescriptions a year and claims an accuracy rate of nearly 100%. The VA
checks hospital patients’ prescriptions against a bar code on their wristbands to make sure
the drug being dispensed will not react adversely with the patient’s other medications.
Using built-in clinical decision support tools, the EHR system makes sure the drug is
compatible with the patient’s diagnosis. The system also produces automatic warnings if
the dosage entered is beyond the range normally prescribed.

According to an annual survey on EHRs conducted by the American Academy of
Family Practice, doctors are enthusiastic about e-prescribing, ranking it as one of the top
five advantages of EHR systems. However, the e-prescribing function isn‘t foolproof.

A recent study published in the Journal of the American Medical Association (JAMA)

found that the use of EHRs actually facilitated 22 new kinds of prescribing errors unrelated
to legibility. For instance, the prescriber can still click on the wrong medication when
selecting from an alphabetical list, or he or she can choose, say, a tablet instead of the

liquid formulation of a drug. Another kind of error occurred, the researchers found, when
prescribers viewed a pharmacy inventory on the screen (indicating, for instance, that

the 200 mg tablets of a given medication were in stock) and mistook it for prescribing
guidelines that help doctors determine the customary dosage of a drug. Because it may

take as many as 20 screens to view a single patient’s medications, errors also occurred in
failing to discontinue a previously prescribed drug when a replacement drug is ordered.

A medication can even be prescribed to the wrong patient when one prescriber fails to log
off the system at a shared computer terminal.

Nevertheless, the advantage of an electronic system over paper in reducing
medication errors is undeniable. Even the aforementioned JAMA stud
EHR systems are less subject to error caused by sound
dosages. The report also concluded that the CPOE syst
reduce underprescribing and overprescribing and can
warnings and clinical decision support systems that help ensure accuracy. Although
we should be aware that e-prescribing is not a cure-all and has generated unexpected
kinds of errors, we must acknowledge that it nevertheless represents a dramatic advg
toward the goal of keeping patients safe. o
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