
ELECTRONIC HEALTH RECORDS THE GOOD AND THE BAD ESSAY

The Electronic Health Record (EHR) is an electronic record of patient health information created by one or more
encounters in any care delivery setting.

According to many health care professionals, one feature about everything going electronic is the fact that any
chart can be accessed at any time by anyone who is allowed access to it, therefore, eliminating the need to wait
around on charts to be used by doctors, nurses, therapists etc. While there are many benefits to EHRs â€”
improved accessibility to patient data, increased charge capture and improved preventative health â€” there are
inherent problems in adopting this technology. For instance, it allows a more accurate calculation regarding
the dose of the prescribed drug; it makes possible to predict the consequences of interaction with other
medicines; and it guarantees more accuracy in data calculation, such as body mass index for anaesthetic
effects. But, in fact, some of those studies refer to the first years after the implementation of the EHR â€” see
the study of Weir [ 14 ] about the experience of the Veterans Health Administration's computerized patient
record system â€”, when the lack of experience in its handling and its technological degree of development
was still in its very beginning, and it is a well known fact that novelties usually foster litigation. EHRs allow
the revision and cosigning of notes to happen electronically as opposed to physically moving and signing
paper. When this scenario occurs we can have a litigation snowball: the patient triggers the doctor who
performed the medical act on him, who, in turn, turns against the doctor who did the initial misleading record.
American Chiropractor, 32 10 ,  IT vendor and institutional liability for electronic health records [Internet]  An
unauthorized access situation can take place when one of the authorized users tries to access a level of
information for which he lacks proper authorization e. View our policies by clicking here. In consequence, it
changes the relationship between elements of the medical team, as well as the classic doctor-patient
relationship. Another important fact about EHR files is that the court must have in mind that not all the
information found in it at the trial would have been accessible to the doctor. The court stated that, in this case,
the applicable standard of care demanded the hospital to include all patient information not only in the
computer, but also in the paper chart. The mere loss of a password is enough to involve problems in system
operation, since it prevents the use of the EHR and its information, eventually precluding the provision of
adequate medical care. As a result of this back and forth, there was a greater chance of human error and charts
would sometimes be missing information or be chronologically out of order. Essay Writing Guides. For
example, when patient has a surgical procedure, this needs to be added to the health record so that all those
with access to the EHR can see the work that has been done. I've outlined from my experience the six main
benefits. So, the fact that an alarm has been ignored may indicate a careless behaviour, but if the court
concludes that the alarm is too frequent, and likely to be ignored, the disregard of the alarm may become
justified. For instance, the requirement of checking both the paper chart and the computerized one, just as can
be deduced for the already commented Johnson case. This would help the nursing profession know how to
deal with the weak areas of the system. Perspect Health Inf Manag. Featured Perspectives. Sittig DF, Singh H.
References Narcisse, M. Its capacity to prevent medical error and the information provided in the event of
litigation must be particularly accessed [ 20 ], [ 21 ]. The main purpose of this electronic system is to improve
efficiency, quality of care, and reduce costs. The goal is optimal patient outcomes using electronic prescribing.
The fact is that nowadays almost every study [ 15 ] underlines the fact that the danger does not lay in the EHR
itself, but on the misuse made by unprepared users. We will write a custom essay sample on Electronic
Medical Records vs. On the other hand, interferences of this type may require more technical knowledge than
the mere addition of a note or the deleting of a document, actions that in the paper record can be undertaken by
anyone with physical access to the file, while handling the EHR not only requires passwords, as some specific
knowledge. Often, the use of a resource may be overlooked. Patient privacy must be a constant concern. Their
excessive repetition will lead the physician to disregard serious risks for the patient, risks that perhaps he
would have noticed by the traditional methods of human evaluation of information [ 16 ]. There needs to be a
clear, communicated system between all of the patient's doctors and nurses so that updates are made
efficiently and by the right persons. This is not always the case. Nursing Today: transitions and trends, Eighth
Edition,  Sharing information is a very important part of getting the right diagnosis and preventing
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complications. It can improve communication with medication safety. Charge capture Healthcare
organizations keep track of "capture" a patient's use of hospital resources, such as equipment, medical
supplies, diagnostic testing, medication and hospital staff. However, other studies defend otherwise. Finding a
cure: the case for regulation and oversight of electronic health record systems.


