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Eclipsys: Sunrise XA Response Time Improved

Eclipsys Corp. claims successful speed and stress testing of
its SunriseXA 3.3 software by an independent auditing firm.  In
one hour-long test sequence, the system executed more than 65,000
transactions, including 5,000 medical orders from MDs,  nearly all
with “sub-second response times,” Eclipsys said.

Testing was by  the Aberdeen Group, Boston, Mass.
Eclipsys quotes  Aberdeen as stating that  “Eclipsys has success-
fully addressed response time issues identified with its SunriseXA
product announced in 2003.”   Sunrise XA runs on the same
workflow engine as Eclipsys’ older Clinical Manager product.

Aberdeen claims at its web site that it “delivers unbiased,
primary research that helps enterprises derive tangible business
value from technology-enabled solutions.”  If so, and assuming
that it has done so in this case, the tests are big news.  The re-
sponse-time issues hit both the Eclipsys stock price and buyer
confidence in Sunrise XA when Eclipsys acknowledged them last
year (IHC, 11/3/03).  Benchmark tests aren’t the same thing as
real-world performance, but the Aberdeen numbers are impressive.

Usage Moderate So Far

Parents Get Web Access To Children’s Test Results

Early indications from Children’s Hospital Medical Center
of Cincinnati are that patients will use a patient medical informa-
tion Web portal, but use has been only moderate, and some patients
and physicians have grown accustomed to less secure e-mail.

CHMCC implemented a self-developed portal for child-
hood liver transplant patients and their parents in July, 2003.  Of
the first 106 patients introduced to the option during annual visits,
85 signed up, said Maria Britto, MD, a member of the hospital’s
Pursuing Perfection design team.  Of those, about three quarters
have logged on at least once.  Among who have taken advantage of
the system, usage rates vary widely, from those who try it once and
never come back to those who log on scores of times in a week.
Throw out these outliers, and average usage is around 2.5 log-ons

(continued on next page)
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per month, she said.

Children’s is submitting its findings for
publication in a peer-reviewed journal, and de-
clined to provide more data until then, but “We’re
pleased,” Dr. Britto said.  It’s not as robust as
desired, but offers patients something that is
“comprehensible to them.”

The portal allows parents to check test
results, medications, and immunization records.
Cincinnati Children’s liver transplant program
serves children from every state.  Patients outside
the Cincinnati area can enter test results from their
community MDs, or they can call the Liver Care
Center and a nurse will do it for them.

If a local MD needs to see the child’s
medical record, it is available through the patient’s
parent, who supplies the password.  The portal has
twice facilitated emergency care for children who
developed problems when they were traveling
with their parents on vacation, Dr Britto said.

Secure Webmail not used much

The parent can use a structured template to
send a secure e-mail to a medical provider; a
facilitator either answers it or routes the appropri-
ate caregivers.  Built-in triggers flag messages that
are not answered within a specified period.

That part of the service isn’t used much.
Cincinnati already has a very effective telephone
care management program, so offering Web-based
communication does not “really solve a problem,”
Dr. Britto said.  Also, some MDs and patients,
already in the habit of corresponding through e-
mail, have been slow to adopt the secure system.
The MDs must now interrupt the usual communi-
cation channel and tell the patient “I can’t do that,
go this web site,” explained Joe Mirus, director of
application development.  It’s happening, but it
takes time.

Cincinnati Children’s is also self-develop-

ing portal sections for juvenile diabetes, cystic
fibrosis, and rheumatoid arthritis patients.  The
first one took 3,000 hours to develop, the second,
800, the third 600, the fourth about 500.  All four
should be up by July, Mr. Mirus said.

Physicians can use the portal for a quick
view of the most relevant 20 or so pieces of a
child’s medical record.   It is also used by ultra-
sound technicians, who look up information about
the patient’s surgery so they can figure out what
they are looking at during scans.  The site is hit by
“60-80" internal users each day, Mr. Mirus said.

The system pulls together data from
Siemens CDR, Cerner laboratory and a few other
systems.  That raises some important challenges
for Cincinnati.  Cincinnati’s digitized data falls
well short of all the information parents and MDs
would like to see on a Web portal.  Also, Mr.
Mirus warns, the data you expose to the public
has to be clean and intelligible.  Caregivers may
understand that what looks like multiple visits are
really just patient transfers, but you can’t count on
the public to make the same sorts of mental
adjustments.  A third challenge: most physicians
claim to like the system, but getting them to the
table to discuss what they actually want in it has
been tough, Mr. Mirus said.

A big plus: it was achievable in-house and
is a lot less expensive than commercially-devel-
oped web portals, said Marianne James, VP
information services.

GE Medical Systems IT
Is Now GE Technologies

GE Medical Systems Information Tech-
nology  has a new name and a new boss.  GE has
acquired British life sciences giant Amersham plc,
and made its former CEO, Sir William Castell,
president and CEO of a new entity named GE
Healthcare.  Headquarters are in Chalfont St.
Giles, United Kingdom.  GE Medical Systems
Information Technology is now named GE
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Healthcare Technologies, and Joseph Hogan,
senior vice president, now reports to Mr. Castell.

CIOs Being Surveyed To Death

How many requests do you get from
people who want you to complete CIO surveys?
One day recently, Hank Schonzeit, CIO at two-
hospital Dimensions Healthcare System,
Cheverly, Md., counted three calls and “several”
e-mails from people seeking his opinions.

That’s dramatically more than a year ago,
“and 10 times as many” as he dealt with eight
years ago, when he first became a CIO.

Mr. Schonzeit raised the concern after
reading an article of ours that interpreted a lack of
hospital response to our inquiry about a software
package as a lack of enthusiasm for the product.
 His view: “This may be a function of the sheer
number of solicitations for survey information...”
(Editor’s note: We stopped targeting CIOs exclu-
sively for interviews for this very reason.)

Mr. Schonzeit knows a bit about survey
work – back in college, he worked for a company
that did marketing surveys -- and he has some
sympathy for the organizations soliciting his
opinion.  Many are vendors, or vendor proxies
searching for feedback on the quality of their
services and support.  There is “a legitimate
need” for them to gather data.

However, with a best-of-breed shop, he
has 30 major vendors, and that’s just ‘way too
many surveys to deal with, especially when you
add in surveys by Gartner Group, KLAS Enter-
prises, Betsey Hersher, and others he holds in
high esteem.

Surveyors will often tell you they need
“only 10 minutes” of your time, but the event can
easily stretch to 45 minutes, and when you com-
plain, they tell you it’s because of the way you
answered the questions.  Surveyors often ask the

same question repeatedly, in slightly different
words, in order to validate their data -- under-
standable, but “On our side, it’s real time.”

Here’s how he deals with the load:
• He responds to one survey per month.
• He sets a timer.  After 25-30, the conver-

sation is over.
• He doesn’t assume that a telephone

surveyer is truthfully identifying his/her employer
or that a survey is really anonymous, especially if
it involves valuable market information.

• He shuns paid focus groups on grounds
that it is unethical to accept money or gifts by
playing hooky from your regular job.

He offers two suggestions to vendors to
ease the pain.  One is to vary schedules. Hospitals
get many survey requests at once, probably in
anticipation of  the end of a quarter.

Instead of surveying, collect  customer
satisfaction indicators while the customer calls to
you are in progress.  He says that voice monitor-
ing technology to gauge customer satisfaction is
available.

Mr. Schonzeit is on loan to Dimensions
from Phoenix Healthcare, which is known for its
quarterly surveys on how well organizations are
doing meeting HIPAA compliance standards.

Bar Coding Called Least Expensive
Medical Error-Reduction Strategy

Bar coding is probably cheaper and sim-
pler to implement than electronic health records
and computerized physician order entry (CPOE),
and it may yield more benefits more swiftly, says
someone with an admitted bias.

He’s Kenneth A. Kleinberg, senior director
of worldwide healthcare markets for Symbol
Technologies, a major supplier of networks and
other hardware to support bar code driven sys-
tems.  His views include these:
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• You can do much more with bar coding
than just scan medications at the bedside. For
example, bar coding systems to support specimen
collections may be a natural add-on once you
have your scanners, network, and PDAs in place.
He cited studies saying that organizations admit to
nurse error rates at least 10% and as high as 20-
30% in specimen collection.

• Organizations should look for vendors
whose medication administration applications can
be run on both a PC and a PDA..    He said
McKesson, Cerner, Misys, Bridge, and GE sup-
port both.

• Hand-helds are easier to easier to sanitize
than tablets or laptops and are more rugged.

• A nursing bar code system that is teth-
ered to a medication cart may make it difficult to
get the bar code wand past the visitors, the IV
pole, and the monitors to  the patient’s wrist band.

• In general, the wider and taller a bar
code, the easier it is to read. The “quiet zone”
around the code is also important, because it tells
the reader where to stop.

 • Lasers printers print “nice” bar code but
you have to be careful to keep the ink supply up.
If you use printers that heat the ribbon and trans-
fer the material to the paper, you have to make
sure to dispose of the ribbon properly, since it
may create a legible record of confidential infor-
mation.

 •   Symbol likes the government’s deci-
sion to stick to a simple linear bar code because it
preserves peoples’ investments in older technol-
ogy and puts the cost of the technology within
reach of most organizations. “Just about any
scanner out there” can read a linear code.

What’s next: McKesson, Cerner, Baxter,
and possibly others are looking into systems that
will use barcoding to link pharmacy system orders
to medical devices.  Mr. Kleinberg called the

technology  “very real.”

Hospital Claims Error Rate of Zero
Following Bar Coding Implementation

A hospital says that in the two years after
implementation of a bar-coded system for collec-
tion of blood specimens, its error rate for match-
ing patient to blood draw has dropped to zero.

 It’s a small project with significant
impact.  It involves only 12 phlebotomists, who
collectively make 400 blood draws per day.  That
adds up to 146,000 perfect matches per year.

There’s plenty of potential for mistakes,
said Lynn Bowen, VP Information Systems at
Caritas St. Elizabeth’s Medical Center, Boston,
Mass., 400 beds, with an average daily census of
280.   She made her comments at the 2004
HIMSS meeting.  “You can have two Smiths in
the same room,” or just “pull another patient’s
specimen label and associate it with the wrong
patient.”  The system was implemented with help
from J.J. Wild.  It integrates with Meditech.

  The phlebotomists wand their badges,
wand the patient, and wand the bar code sticker
on the test tube.  If something is wrong, a beep
sounds and the system won’t budge.  Data is
collected in hand-helds, and loaded back into
Meditech via cradles.

The system was J.J. Wild’s Proof Positive
Phlebotomy, built specifically for Meditech users.

The project was led by the risk manage-
ment department.

Problems and hitches

The implementation was complex.  The
Meditech data dictionary had to be modified for
barcoding.  Patient wrist bands and employee
name tags had to be redesigned for bar codes, and
wrist bands had to be re- re-redesigned to accom-
modate scanner capabilities.

 Progress required cooperation from
admitting, information systems, laboratory,
nursing education, nursing information systems,
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and, of course, risk management.  The system
required extensive testing.  An educational plan
had to be devised, and it had to accommodate
phlebotomists who had never touched a computer.
Audit and compliance reports had to be designed.

 St. Elizabeth started with phlebotomists,
but has delayed on including MDs and nurses out
of concern that they would have to deal with an
array of hand-held hardware, she said.

There were other hitches.  The scanners
are lightweight and drop-resistant, but initially,
they couldn’t read labels on patient wristbands.
At first, St. Elizabeth blamed the scanners, but it
turned out that the real problem was that the
plastic on the patient wrist bands was too thick.

Even with thinner plastic, the readers had
difficulty because the bar code curved around the
patient’s wrist.  “We made the bar code smaller,”
which solved the problem.

 There was also some early resistance
from users.  Bar coding takes a bit longer and
phlebotomists had to be closely monitored to
make sure they were actually using the system.
The job fell to the lab manager, who reviews
reports daily, paying particular attention to com-
pliance by new employees.

 Two years after implementation, most
phlebotomists now profess to like the system

Another Davies Award for CPOE Sys-
tem Built On Older Invision

Cincinnati, Ohio, Children’s Hospital
Medical Center, (CCHMC) recipient of  the 2003
Nicholas E. Davies electronic medical records
award for excellence,  is a dream come true for
advocates for computerized physician order entry:

• Error rates are down;
• MDs use the system regularly;
• Costs are within reason.

How did CCHMC succeed where many
others have failed?   “We ask ourselves that a
lot,” said project director Brian Jacobs, M.D.

(This report is based on his 2004 HIMSS presenta-
tion and a later interview by our staff.)

He cites the same factors one often hears
associated with successful projects: top manage-
ment support, a design team comprised of strong
and dedicated leaders, a carefully crafted training
program, gradual implementation, 24x7 support at
go-live, scrupulous attention to complaint resolu-
tion, an organization-wide commitment to reduced
error rates, and lots of hard work.

MDs Get Bonuses For Participation

CCHMC had a sufficient budget of $5.3
million over three and a half years, which included
enough money to pay for MD participation.  At-
tending physicians who are on contract with
Children’s and who faithfully attend weekly
design meetings receive annual bonuses of 10%.
“Faithful” means showing up for 85% of the two
hour meetings.

 CCHMC spent a lot of money on consult-
ants, but probably not as much as you might
expect on new software licenses.  Already a
Siemens Invision site, CCHMC built its “ICIS”
(for “Integrating Clinical Information Systems”)
initiative on Siemens Invision CPOE, electronic
medical record, clinician documentation, and
medication administration record.  This is the
second time in recent years that a Davies award
has been won by a shop that implemented a
heavily customized version of the older Siemens
Invision.  Ohio State University Health System on
a Davies in 2001 for a highly customized version
of Invision.

“There’s a lot to be said,” for building on
Invision’s solid foundation, Dr. Jacobs said, as
Siemens Soarian is still unproven.  However,
Siemens isn’t the only vendor that is having
difficulty with newer technology, he said.  He
cited anecdotal information concerning a Califor-
nia childrens’ hospital that is struggling with
Cerner.

Rosy Picture?  Some Thorns, Too...

Not many project directors would admit
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on stage at HIMSS that, in the early stages of
CPOE implementation, MDs were so angry that
they peppered their feedback to support staff with
profanity, but Dr. Jacobs did.

Results: Good, But Is Selectively
Exaggerated In Siemens Marketing

CCHMC measured and recorded baseline
information and post-implementation results.  The
organization supported its own research project,
which gives the results a credibility that is often
missing from vendor-supported projects.  That did
not stop Siemens from small pieces of hyperbole
in publicity materials:

• Dr. Jacobs reports a significant 33%
reduction in medication error rates, and a numeri-
cal drop from about 120 per month prior to imple-
mentation to about 80 per month post implementa-
tion, based on hospital incident reports during the
first 11 months of use.  He attributes some of the
improvement to process improvements, not
strictly the system.  Siemens claimed “a 50%
reduction in error rates.” Based on Dr. Jacob’s
data, that was true for one month, December,
2003.

• Dr. Jacobs reports better  MD compliance
with rules on patient pain assessments.  Prior to
implementation, compliance rates were around
60%.  Post-implementation data on two pilot units
shows 100% compliance in the first quarter of
2003, 95% compliance in the second quarter, and
90% compliance in the third quarter.  Siemens
“rounded” that to 100% compliance.

 • Dr. Jacobs reports reduced turnaround
time on orders.  For example, time elapsed from
the time an MD places an order for a radiograph to
the time it is available in the system has gone from
an average of 33 minutes to an average of 24
minutes, a decrease of about 27%.  (Siemens
reports “a 52% improvement in medication turn-
around times.”  Dr. Jacobs did not provide a
corresponding figure.

Other benefits cited by Dr. Jacobs:
• An improvement in patient discharge

times. Prior to implementation, 20% of patients
were discharged by 2  p.m.  Post implementation,
about 50% are.  Dr. Jacobs attributed the im-
provement to MDs writing orders into the system
as they round.

• A reduction in unsigned orders.  Prior to
implementation, 44% of MD orders went un-
signed.   Now, only about 10% do.

• An unanticipated reduction in verbal
order rates, from about 20% to about 10%.
CCHMC has no policy prohibiting verbal orders,
except under a few circumstances.

• With the judicious use of an alert,
CCHMC was able to dramatically reduce con-
sumption of a particular drug when prices sky-
rocketed because of a national shortage.  Prior to
issuing the alert, MDs prescribed the drug,
solumedrol, in 21.9% of cases calling for a
corticosteroid.  After the alert, solumedrol de-
creased to drug of choice on 9.6% of corticoster-
oid orders, saving CCHMC $36,000.

• The system is particularly beneficial to
new interns who can use drill-down functionality
to find dosing information, a particularly tricky
area in pediatrics.  Young MDs are spared the
need to issue an order and hope or trust that
“someone in pharmacy or nursing will please
catch my order,” Dr. Jacobs said.  On the other
hand, some of those reminders are an annoyance
to more experienced MDs.

His opinion: far and away, “the greatest
benefit” from physician order entry has been a
reduction in the unclear or illegible orders.
Problems with orders that included no time, no
payer number, no route of administration, or an
illegible signature are “gone in our institution,”
as are all the MD callbacks that went with them.

Gradual Rollout:

Siemens Net Access went up in the
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summer of 2000, giving MDs on-line access to
radiology, lab, and pathology results.  In Fall
2000, Children’s customized Invision order entry
for children’s hospital.   A public relations
campaign raised awareness of the major techno-
logical change.  A naming contest resulted in
“Integrating Clinical Information System,” or
ICIS.

In their first use of ICIS, clinicians logged
on, entered a password, and placed simple x-ray
orders.  They called it “Radiology Light.”  The
idea was to start a gradual culture shift toward
using the system for patient care rather than
solely extracting results.  After extensive testing,
pilots went up in April, 2002 in two medical
surgical units.  Rollouts to OR, neonatal ICU, and
ICU followed.  By December, 2003, all inpatient
units were up except for hematology and oncol-
ogy, where ordering is extremely complex.

A practical reason to avoid big-bang
startups: you can offer better go-live support with
a gradual start.  CCHMC offered group training,
one-on-one training, and 24/7 phone support.

  Users on new units were invited to lunch
for the first week to talk out their system difficul-
ties.  A few weeks or months after go-live, the
start-up team returned to newly live units, to
learn what was actually happening in them --
vital feedback, Dr. Jacobs said.

CCHMC also built an on-line user feed-
back system that allows clinicians to briefly leave
whatever they are doing in the system and issue a
complaint or pose a question for a fast answer.
The approach is the source of about 40% of
system feedback.

CCHMC also redesigned meds adminis-
tration for very small children.  Rules compare
dosage to weight, and issue an alerts if a ratio is
outside parameters published by the Centers for
Disease Control.  The focus is on prescribing
rather than on dispensing because studies show
that 75% of pediatric medication errors occur

upon prescribing.  With adults, just 55% of errors
occur with prescribing.

Not enough order sets at go-live;
Too many decision support alerts

 CCHMC went live with a scant 35 MD
order sets.   “We should have had ‘way more,”
Dr. Jacobs said.  The lesson is, “start early,” he
said.  “I cannot emphasize that enough.”

At go-live, CCHMC turned on all avail-
able decision support alerts.  “They all look so
good when the vendor shows them to you.”  It
was another big mistake.

He illustrates: one resident electronically
entered an order prescribing105,000 mg. mor-
phine every six hours, a vast overdose.   Naturally
the system fired an alert, which the resident
promptly over-rode.  Asked how he could have
possibly made such a mistake, the resident
pleaded fatigue, work-overload--and too many
extraneous alerts.

 CCHMC instituted a system of  “absolute
blocks” for particularly toxic medications. The
medical staff identified 105 particularly dangerous
drugs, and identified the absolute highest dosages
that anyone would want to administer a child
under any circumstance.  Should the trouble recur,
the system would issue the same alert, but the
MD’s only option would be to revise the order.
“You cannot override.”

 CCHMC has dumped many canned alerts,
using a Medical Alerts Task Force to test alerts
for two-week periods.   During these tests, usres
must affirmatively say whether they found alerts
useful or not useful in order to clear them off the
screen.  Users initially found alerts unhelpful 73%
of the time.

Responses are reviewed by the task force
of two MDs, a nurse, and an analyst   The task
force evaluates responses, and decides whether to
keep the alert.  The feedback is down to 55%
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unhelpful.  The goal is to hit  25% to 35%
unhelpful.

Why would you want any “unhelpful”
alerts?  Alerting is complicated, especially in a
teaching hospital. Many alerts are helpful to
some MDs in some situations, and not to others.
The system captures information about who the
MD is, where he/she was at the time the alert
was triggered, and other contextual information.

Today, 90% of CCHMC orders are
entered by MDs or advanced practice nurses;
10% are by RNs.  About 80% of MD order entry
is by house staff (mainly residents) and about
20% by attending physicians.  That’s more a
matter of custom than it is of any specific
refusal to use the system.  When orders were
handwritten, it was the job of  house staff,  too.

 Ongoing Challenges

• System speed.   Screen refreshes can
take up to six seconds.   “We are working on
speed,” he said.  He blamed the difficulty on
“fairly high” usage. Users expect screen re-
freshes “in the blink of an eye,” he said.  Delays
of 3-6 seconds can seem long.

(Editor’s note: in an example of how
mediocre government hospital information
systems standards are, the Bay Pines VA
system’s order speed target was eight seconds,
and actual often 60 seconds or longer, for a less
complex task, materials ordering--see IHC, 04/
19/04.)

• Back-end paper. The system virtually
eliminates paper on the front end of processes,
but back-end paper output to medical records is
voluminous.

• Interfaces lacking: there is none be-
tween Invision order entry and Invision pharmacy,
so Invision orders are manually re-entered in the
pharmacy system.

• Unplanned downtime.   Know that it
will occur at some point, he advises.  If it’s rare in
your organization, stop counting your blessings
and start holding drills to make sure your staff
will remember how to cope.

 Siemens Hosts CPOE Symposium

Siemens said more than 12,000 MDs from
19 organizations and 30 hospitals use Invision to
enter outpatient orders.  This month Siemens hosts
a symposium on using Invision in CPOE.  Repre-
sentatives from some 20 hospitals were expected
to attend.  Participating organizations include
Cincinnati Children’s Hospital Medical Center,
Johns Hopkins University School of Medicine,
University of Pennsylvania Health System, Uni-
versity of California San Diego Medical Center
and University of Texas Medical Branch.

TEPR Awards Not Yet Conferred

Our April 19 issue inaccurately reported
that Misys, Eclipsys and Cerner are recipients of
2004 TEPR awards for best electronic health
record for a hospital..  We should have said the
three companies are the finalists.

April 4 Issue Volume #, Date Mixup:

Please note: if you thought you missed
your April 5, 2004 issue, Vol. 14, #11, chances
are that you did receive it.  It was mislabeled with
the issue number and date for the April 19, 2004
issue.  The April 19 issue was printed with the
correct issue number and date.


