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* Compromise to meet clinical functional and usability requirements —
— Often takes longer to enter data compared to paper!

* Drive to ensure accuracy and timely recording and exchange of data.

How can we make the HIS effective to use?

* Considerations include:
— Usability tools
— Tailoring to individual needs
— Change management
— End user training.




* Currently - paper and electronic systems sit
side by side.

* Order entry and medical administration are
Increasingly automated.

* Much workflow is still paper based, but
Healthcare organisations are committed to
removing them — albeit via step-wise process.




Structured Data all Better Quality Notes gl Better Quality Care




Clinicians point, click and type to enter patient
information

Clinicians dictate, transcribed by
secretary

Clinicians dictate, deferred speech
recognition with secretarial editing

High cost Low Cost




* Average doctor spends 15 hours a week documenting patient
records.

* Documenting via mouse and keyboard takes 3-4 times longer than
dictating.

* Speech Recognition systems reduce documentation time by as much
as 50%.

* 76% of the clinicians using “desktop” speech recognition — directly
controlling an HIS via speech — report faster turn-around time as|the
largest benefit with better service to patients.

Source: www.klasresearch.com ~8.



http://www.klasresearch.com/

= Clinician satisfaction




Electronic Discharge Summary in Emergency Wards across a geographical area

e Full State rollout across all EDs in New South Wales, Australia
* A total of 88 Emergency Departments

e 2000 doctors

* Speech Recognition was used to:
— Create discharge summaries
— Aid clinician navigation of their ED System




* Improve doctor satisfaction:
— HIS adoption
— Faster Navigation
— Automating structured data entry - more complete notes
— Patient Narrative transcription
— Reduce time to produce Discharge Summary
— Increase time with patients

* Patient notes created via speech contain deeper and more descriptive
information — vital detail needed for a complete patient assessment.

* Improved clinical coding through the provision of electronic narrative cIir‘icaI
descriptions that facilitate the abstraction process

* Reduction in avoidable errors (Patient Safety): The immediacy of information
means that treatment plans are formulated more rapidly, reducing the chance
of adverse medical effects.
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Provider 1
Provider 2
Provider 3
Provider 4
Provider 5
Provider 6
Provider 7
Provider 8
Provider 9
Provider 10
Provider 11
Provider 12
AVERAGE TIME

Dictation 1
(normal)

1:32:00
1:00:00
0:55:00
1:10:00
1:20:00
1:15:00
0:55:00
1:03:00
1:15:00
1:15:00
1:05:00
0:46:00
1:07:35

Dictation 2
(abbreviated)

1:00:00
0:55:00
0:46:00
0:55:00
0:55:00
1:00:00
0:40:00
1:00:00
1:00:00
0:55:00
0:49:00
0:40:00
0:52:55

Transcription / Dictation Study Pre-Formal
Training

Transcription
(normal)

3:30:00
3:25:00
2:45:00
2:45:00
4:35:00
4:08:00
3:00:00
4:00:00
3:40:00
4:15:00
3:25:00
3:05:00
3:32:45

Source: http://www.ecinsw.com.au/sites/default/files/field/file/Copy%200f%20Manly%20VR%20evaluation%20report%20May%202012 0.pdf
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http://www.ecinsw.com.au/sites/default/files/field/file/Copy of Manly VR evaluation report May 2012_0.pdf

Final Thoughts ...
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