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Abstract
We developed and implemented an automated dis-
charge summary process in a regional integrated man-
aged health system. This multidisciplinary effort was
initiated to correct deficits in patients’ medical record
documentation involving discharge instructions, fol-
low-up care, discharge medications, and patient edu-
cation. The results of our team effort included an
automated summary that compiles data entered via
computer pathways during a patient’s hospitalization.
All information regarding admission medications,
patient education, follow-up care, referral at dis-
charge, activities, diagnosis, and other pertinent med-
ical events are formulated into the discharge
summary, discharge orders, patient discharge instruc-
tions, and transfer information as applicable. This
communication process has tremendously enhanced
information management across the system and helps
us maintain complete and thorough documentation in
patient records.
(Am | Man Care 1997;3:473-479)

cating patient medical information is necessary

to provide continuity of care for patients in inte-
grated healthcare delivery models. The process of data
management must be functional at any point at which
the patient enters the system. For many patients, the
most significant and usually most costly point of entry
is admission to a hospital. As our integrated communi-
ty health system began moving into the managed care
environment, we found that a method to ymprove the
collection and communication of accurate, complete,
and timely patient medical information was needed.

Effcctively collecting, organizing, and communi-
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Background

North Mississippi Medical Center is a 650-bed
referral facilicy for North Mississippi Health Services,
a regional integrated health system, and holds the dis-
tinction of being the largest nonmetropolitan hospital
in the United States. The system serves primarily a
rural population and consists of four other affiliate hos-
pitals, 23 family medical clinics, six dialysis satellites,
12 home healthecare branches, an internal medicine
foundation, three nursing homes, and a growing man-
aged care division with various health plans available.

An essential component of promoting high-quality
patient care is communicating accurate and complete
patient information throughout the network to health-
care providers and payers to facilitate and optimize
continuity of care. The rural nature of our healthcare
delivery system presents many challenges to doing so.

Several efforts were made to improve information
management throughout the system, including a transi-
tion to a fully automated, permanent patient medical
record system acioss the entire provider organization. A
specific problem identified by the Medical Record
Committee was documentation of discharge medication,
which at thar time was a manual process. Based on the
review of medical records against the quality assurance
monitoring parameters, deficiencies existed in all of the
five areas evaluated through the indicators (‘Table 1).
The Committee noted that not only were discharge
medications and medications taken by patients at home
inadequately documented in the permanent patient
record but that medication issues were being insuffi-
ciently addressed by the discharging physician. The
chairman of the Medical Record Committee challenged
a group of staff members to resolve the issue of docu-
menting medication information in the discharge sum-
mary and to produce an automated version of the
traditional physician-dictated discharge summary.

Developing the Team
The use of automation in producing discharge
summaries has gained popularity in both limited

VOL. 3, NO. 3

THE AMERICAN JOURNAI OF MANAGED CARE 473



- CASE STUDY -

patient populations and across complete health
systems."”” During the course of 1992, representatives
from the medical staff, medical record department,
nursing, pharmacy, management information systems,

Table 1. Performance Improvement Monitoring Results:
Element of Care: Discharge Medication Summary (n=76)

Indicators

46% Charts reviewed contained discharge medications noted
in the physician’s orders or progress notes

56% Medications listed on the multidisciplinary discharge plan-
ning summary assumed to be obtained from prescriptions

62% Medications listed on the multidisciplinary discharge
planning summary agreed with the dictated discharge
summary by the physician

6% Charts reviewed contained home medications addressed
by the physician

15% Charts reviewed contained “continue home medications’
on the multidisciplinary discharge planning summary
without a physician order

and administration met to identify ways of improving
the documentation of home medications, patient dis-
charge instructions, and instructions for follow-up
care. They also sought to improve communication of
this information to patients and appropriate caregivers.
An Automated Discharge Summary (ADS) team was
formed to evaluate the manual discharge system and
develop an automated discharge planning process.
The ADS team set the following goals: (1) improve
timely delivery of patient information to referring
physicians; (2) improve quality of patient care by
establishing a system to accurately communicate dis-
charge medication orders from physician to nurse to
patient and by providing a legible copy of discharge
instructions for patients to take home; (3) decrease
amount of information physicians must dictate for
complete discharge summary; (4) decrease volume of
dictation requiring transcription services; and (5)
improve timely billing of accounts.

"To optimize continuity of care in our rural health
system, the logistics of communicating information to
the referring or primary physicians had to be
addressed. Because clarity, completeness, and timeli-
ness were important, computer-generated documents
were preferred.*® Accurate and complete communica-

tion of information

to the patient at
discharge was iden-
tified as key to

Table 2. Components of an Automated Discharge Summary

Data Input

Discharge Results

enhancing quality
of care and the

Diagnoses and Procedures
accounts
Medical record coding staff enter concurrently
into MIS and place on inhouse chart

Complete coding data for more timely billing of

ability of patients
to optimize recov-
ery and return to

their previous func-

Discharge Instructions

Medications

Pharmacists obtain home prescriptions and
over-the-counter medication use and enter into
MIS

Diet -

Nursing enters into MIS

Activities ;
Nursing enters physician instructions into MIS

Follow-up instructions
Nutsing enters physician instructions into MIS

Communication of discharge instructions to the
patient; reduces time for physician dictation of
complete discharge summary

Accurate and complete medication histories for
review by physician at discharge for selecting
medications to continue at home

Automated and central documentation of instruc-
tions; legible copy of instructions

Automated and central documentation of instruc-
tions; legible copy of instructions

Automated and central documentation of instruc-
tions; legible copy of instructions

Referral Information

Admissions records referral information; physi-
cian-selected transfer of information to referring
physician

Improvement in delivery of patient information to
referring physician; capture of referral source for
market analysis

tional status. An
automated system
would enhance
multidisciplinary
collaboration and
ensure that all
applicable  disci-
plines were repre-
sented at discharge
and appropriate in-
structions ~ were
available.”® A step-
wise approach was
used to develop
the components of
the automated dis-
charge summary

MIS = management information systems.

(Table 2).
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Structuring the Process

"The next challenge was to design a method for gath-
ering a complete and accurate medication history for
every patient admitted. Under the manual system, phar-
macists interviewed selected patients on admission by
order of the physician but did not interview all patients
admitted. The ADS team recommended the addition of
pharmacy full-time equivalent personnel to allow all
patients to be interviewed on admission regarding their
medication history. The pharmacists’ medication history
would then be entered into the management informa-
tion system as the first piece of information in the ADS
system. Having pharmacists take full responsibility for
obtaining medication histories eliminated duplication of
efforts by nurses and other ancillary personnel. It also
facilitated identification of medication-related problems
early in the hospitalization, allowing timely resolution.

The management information systems departmerit
began simultaneously developing computer pathways
whereby various disciplines could input patient-specific
discharge information. These data would be merged with
patient demographic and admission data to produce a
centralized discharge documentation tool. Pharmacists
agreed to obtain a medication history within 12 hours of
admission, and a pathway for entering home medications
was created. Pathways also were created for entering cur-
rent diet and hospital medication data.

The ADS process begins when a patient is admit-
ted to the hospital. We asked admission personnel to
collect, as accurately as possible, the referring provider
information from the patient. This step was necessary
to determine which physicians should receive the
ADS when the patient was discharged. It also allowed
us to gather strategic planning information by tracking
referral sources, demographics, and trends.

As part of the ADS process, three report- format
tables (RFTS) were written. The first RFT was the
Current Medications and Diet Orders summary
(Figure 1), which is generated when a patient is to be
discharged. To generate this report, data are retrieved
from the current diet, current medication, and home
medication pathways. The report also contains fields
for the physician to complete regarding activities, fol-
low-up, and new prescriptions. A list of physicians who
are to receive a copy of the discharge instructions is
printed at the bottom of the report. The discharging
physician has the option of adding or deleting other
physicians. He or she checks the medications the
patient should take at home and completes the other
areas. After the discharging physician signs this form,
it becomes the discharge orders. Nursing then enters
these discharge orders into the management informa-
tion system.

Figure 1. Current Medications and Diet Orders
Summary
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05/14/96 03:33 PH (QARSSP) PAGE 001
000 0000 0000
o 6¢ 0 0 O
o o 0000 o o
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CURR MEDS/DIET ORDERS
= = = WITH OTHER= = =

DATA CURRENI' FROM: 05/14 03:33 PN TO 03:33 PM
LISTED BELOW ARE CURRENT MEDS AT PLANNED DAIE OF DISCBARGE. PLEASE
NOTE CHARGES IN DISCHARGE MEDICAIIONS ON THIS SHEET. USE THIS
INFORMATION AS A GUIDE FOR DICTATION OF DISCHARGE SUMMARY.

DISCHARGE _BY AMBULANCE

TRANSFER . AMB NOT MEDICALLY NECESSARY
AMBULANCE MEDICALLY NECESSARY DUE TO:
T OXYGEN REQUIRED
" RESTRAINTS REQUIRED
"CONFINED TO BED AND CAN ONLY BE TRANSPORTED BY STRETCHER
T TIMMOBILIZATION REQUIRED
_OTHER: ;

PATIENT CONDITION AT DISCHARGE:

ALL CURRENT ORDERS:
PULMONARY TREATHMENTS:
05/14 COOL MISI VAPORIZER: SET-UP ROUTINE, (FPA).

CHECK THE MEDICATIONS. THAT YOU WISH I'0C HAVE CONTINUED AFTER DISCHARGE
(CHECK EACH MEDICATION ONLY ONCE)

MEDICATIONS TAKEN PRIOR TO ADMISSION (HOME MEDICATIONS):
INHOUSE SCHEDULED MEDICATIONS:

05/14 ___ AXID NIZATIDINE CAP 150MG #1, PO, BID, (05/14/96
. 05PM-08/20/96 OSPM), (FPA).
05714 GENTAMICIN INJ 80MG IM, Q8H, X3DAYS, (05/14/96 OSPM—
05/17/96 09AM), {FPR).
05/14 COUMADIN: WARFARIN SODIUM TaB 5MG #1, PO, EVERY DAY
AT, 5PM, STARTING TODAY, (05/14/96 OSPM-08/20/96 OSPM)
(FPA).

INHOUSE PRN MEDICATIONS:
05/14 .. REGLAN METOCLOPRAMIDE HCL TAB 10MG #1, PO, QI12H, PRN

N/V, (05/14/96 03PM-08/20/96 12MN), {FPR).

DATA CURRENT FROM: 05/14 03:33 PM TO 03:33 PM

ANTICOAGULATION NOTES
DISCHARGE DATE:

INDICATION FOR COUMADIN:

PROTIME/INR AT DISCHARGE:

DISCHARGE COUMADIN DOSE:

SUGGESTED PROTIME/INR FOLLOW-UP DAIE:

RECOMMENDED INR OR PROTIME RANGE:

RECOMMENDED DURATION OF TREATMENT:

ADDITIONAL COMMENTS:

NEW PRESCRIPTIONS:

ACTIVITY:

FOLLOW-UP:

THESE PHYSICIANS WILL BE RECEIVING COPLES OF THIS REPORT
PLEASE MAKE ADDITIONS OR DELETIONS

HOME TOWN PHYSICIAN: SELF REFERRED

DATA CURRENT FRON: 05/14 03:33 PM TO 03:33 PN
REFERRING PHYSICIAN: NEEDS FOLLOW-UP

CONSULTING PHYSICIAN:

OTHER PHYSICIANS:

PHYSICIAN SIGNATURE
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The second RFT, called the Multidisciplinary
Discharge Planning Summary, prints two copies of the
discharge instructions that nursing enters from the
physician’s orders (Figure 2). One of these copies
becomes a permanent chart copy after being signed and
‘dated by the nurse and the patient. The other copy is
given to the patient as his or her discharge instructions.

Figure 2. Multidisciplinary Discharge Planning
Summary
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MULTI DISCIPLINARY
DISCHARGE PLANNING SUM

PATIENT/FAMILY INSTRUCTED IN THE FOLLOWING AND DEMONSTRATES AN ADEQUATE
LEVEL OF UNDERSTANDING:

DISCHARGE MEDICATIONS:

i

COUMADIN, DOSAGE:5, MG, BY MOUTH, ONCE A DAY, -~AT 5 PM

TYPE BATH:
05/14 NO RESTRICTIONS
ACTIVITIES:
05/14 SEE SPECIAL INSIRUCTION SHEEI
DIET/FLUIDS:
05/14 REGULAR: DIET ON DISCHARGE
COUMADIN, DOSAGE:5, MG, BY.MOUTH, ONCE A DAY, —-AT 5 PX

——AVOID EXCESSIVE INTAKE OF VITAMIN K CONTAINING FOODS (SEE LIST).

APPOINTMENTS :

05/14 DR. WILLIAMSON, DATE:05/14/96, IIME:10:00AM

DISCHARGE STATUS:

05/14 DISCHARGE TO: HOME (INCLUDES PERSONAL CARE) (01).
SOCIAL SERVICES NOTIFIED
COMMENTS :
05/14 COMMENTS : CALL. THE PHYSICIAN IF NAUSEA OR VOMITING
REQCCURS
05/14 PATIENT MEDICATIONS RETURNED TO PATIENT OR FAMILY
05/14 IF YOU HAVE QUESTIONS OR NEED FURTHER ASSISTANCE

REGARDING YOUR DIABETES CARE, PLEASE CALL THE
DIABETES TREATMENT CENTER AT 601-791-2500 OR 1~800-
THE-DESK

SPECIAL INSTRUCTIONS:

05/14 DIABETES INSTRUCTIONS GIVEN AND REVIEWED.
PERRY, FAYE 4RN

LAB INSTRUCTIONS:

05/14 OFFICE PROTIME FREQ.WEEKLY PERRY, FAYE 4RN
WOUND CARE PROTOCOL:

05/14 WOUND CARE PROTOCOL PERRY, FAYE 4RN
PRYSICIAN FOR HOME CARE:

05/14 —-WILLIAMSON PERRY, FAYE 4RN

THE ABOVE INFORMATION/INSTRUCTIONS HAVE BEEN DISCUSSED WITH THE PATIENT
AND FAMILY WHO HAVE DEMONSTRATED AN BADEQUATE LEVEL OF UNDERSTANDING
AND/OR SKILL.

PATIENT AND/OR FAMILY DATE DISCHARGE NURSE DATE

LAST PAGE

A chird RFT retrieves the discharge instructions
plus diagnoses and procedures entered by the medical
record department (Figure 3). This discharge summary
is printed by the medical record department on the day
after discharge for forwarding to the physicians desig-
nated by the discharging physician.

The ADS process was initially implemented and
tested in May 1992 on a general medical unit with four
internists. Through extensive hands-on training and
education of physicians and nursing staff, the launch of
the new automated process was successtul. However,
we needed additional Technician Data System termi-
nals and laser printers to provide a quality report.

Improving the Process

We then extended the ADS project to include the
coding staff in the medical record department. These
staff members performed concurrent review of the
records and entered the diagnoses and procedures into
the system, which were also included in the preliminary
ADS delivered to all consulting and referring physicians.
A coder was added to the medical record department
staff to accommodate the responsibility for concurrent
coding. This greatly improved the timeliness of delivery
of patient information for continuity of care.

Staff training for the ADS system was a challenge.
Training manuals for nursing were written, and each
staff nurse 1eceived 1 hour of hands-on training, with
up to 10 nurses being trained in each session. Much
coordination and planning were needed to train nearly
500 nurses. As the ADS system was implemented in
each nursing unit, individual support and additional
one-on-one assistance were provided. Other disciplines
also undertook extensive training programs.

In the summer of 1992, the pilot program was
extended to all patients on a general medical, cardiolo-
gy, and surgical unit. This allowed us to assess the
diverse needs of different clinical specialties. During
1993, physician education became a primary target for
continuing implementation of the ADS process.
Committee representatives visited all the clinical sec-
tions and reviewed the ADS system, emphasizing its
benefits not only for patients but also for referring
physicians, who would receive discharge reports much
sooner than possible through traditional dictation. By
the spring of 1993, the ADS system had been imple-
mented on all general medical/surgical units.

Measuring Compliance

As the ADS system was implemented, each nursing
unit conducted a quality assessment on compliance and
completion of the process. Six indicators were evaluat-
ed to determine completion of the discharge summa-
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1y process: (1) special instructions appropriate to
diagnosis and major problems provided (ie, specific
discharge teaching sheet given; teaching from other
persons or disciplines documented if applicable); (2)
discharge medication noted (or “none”); (3) medica-
tion teaching done or teaching sheet given; (4) type
of bath, level of activity, and diet noted; (5) follow-
up appointment(s) noted (or “none”); and (6) dis-
charge status indicated (home, home healthcare, or
other). Results by unit showed an improvement from
1994 to 1995 ('Table 3).

Expansion and Advances in the Program

After the ADS process was firmly in place with
physicians, ancillary departments, including dietary,
social work, discharge planning, enterostomal therapy,
and 1ehabilitation services, began to take advantage of
the system. Marketing and physician support divisions
also began to use the referral base information cap-
tured by the process.

Social Work. One of the medical social worker’s
duties is to help place patients in nursing homes,
“swingbed” programs, and other care facilities. 'To
improve continuity of care, the medical social worker
ensures that all pertinent medical information from the
medical chart is uansferred to the receiving facility.
Before the ADS was developed, the nurse of a patient
being uansferred to a care facility had to manually
complete a transfer form.

In May 1993, social work representatives were
asked to attend an ADS work group meeting.
Members of the group recognized that handwriting
transfer information was time-consuming and duplicat-
ed information found in the nursing assessment and
notes. The group’s goals were to: (1) send the ADS
rather than the handwritten transfer form to the receiv-
ing hospital or nursing home, thereby saving staff time
and paperwork; and (2) allow the ADS to serve as the
physician’s orders rather than sending written physi-
cian’s orders to the receiving hospital or nursing home.
The receiving hospital and the physician would write
the patient’s orders from the ADS.

Social work staff provided input on the paperwork
required by the Mississippi State Department of
Health for transferring patients to nufsing homes,
hospitals, and other facilities. Social work represen-
tatives stressed that any receiving facility would have
to be assured that our transfer paperwork met the
surveyor’s requirements to maintain a license to
operate. In addition, many long-term care facilities
were not computerized and needed time to adjust to
receiving and reading computer-generated informa-
tion. After receiving a letter from our social work rep-

resentatives explaining the proposed use of the ADS
in the transfer of patients, the director of the
Mississippi State Department of Health approved
the use of ADS in place of handwritten transfer
forms and physician’s orders.

At first, the automated transfer form was used on one
unit for 1 month. 1o increase acceptance of the form by
nursing homes and hospital facilities, social workers for-
warded the letter of approval from the Mississippi State
Department of Health along with the automated docu-
ment with each patient transferred to another facility.
They also followed up by telephone.

Figure 3. Discharge Summary

MMIS -0908 (R) NORTH MISSISSIPPI TEST SYSTEM 4 HCM-7000 S2.2
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DISCHARGE SUMMARY
PRELIMINARY
DISCHARGE DATE:

SERV: M4W1
MD: WILLIAMSON, BUDYMD ADM: 05/14/96 1y

ADMITTING DIAGNOSIS: INPAIIENI

PRINCIPAL DIAGNOSIS:
INPATIENT FPA
MEDICATIONS DISCHARGED ON:

COUMADIN, DOSAGE:5, MG, BY MOUTH, ONCE A DAY, --AI 5 PN,
QUANTITY OF MEDICATION:30, # OF REFILLS:2

TYPE BATH:
05/14 NO RESTRICTIONS
ACTIVITIES:
05/14 SEE SPECIAL INSTRUCTION SHEEI
DIET/FLUIDS:
05/14 REGULAR: DIET ON DISCHARGE
COUMADIN, DOSAGE:5, MG, BY MOUTH, ONCE A DAY, --AT 5 PM,

QUANTITY OF MEDICATION:30, # OF REFILLS:2
——AVOID EXCESSIVE INTAKE OF VIIAMIN K CONIAINING FOODS
(SEE LIST)

APPOINTMENTS :

05/14 DR. WILLIAMSON, DATE:05/14/96, TIME:10:00AM

DISCHARGE STATUS:

05/14 DISCHARGE TO: HOME (INCLUDES PERSONAL CARE) (01).
SOCIAL SERVICES NOTIFIED
COMMENTS :
05/14 COMMENTS:CALL THE PHYSICIAN IF NAUSEA OR VOMITING
REOCCURS
05/14 PATIENT MEDICATIONS RETURNED TO PAIIENT OR FAMILY
05/14 IF YOU HAVE QUESTIONS OR NEED FURTHER ASSISTANCE
REGARDING YOUR DIABETES CARE, PLEASE CALL THE
DIABETES IREATMENT CENTER AT 601-791-2500 OR 1-800-
THE~-DESK
SPECIAL INSTRUCTIONS:
05/14 DIABETES INSTRUCTIONS GIVEN AND REVIEWED. FPR
ALLERGIES:

ALLERGIES: PENICILLIN....REACTIONS, HIVES OR WHEALS (LEVEL 1 CALL
MD}

IAB INSTRUCTIONS:

05/14 OFFICE PROIIME FREQ.WEEKLY
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During the pilot program, the handwritten trans-
fer document and physician’s orders were sent with
the ADS until the ADS gained acceptance. Area
nursing homes also were sent a letter from the ADS
group explaining the process and its use and benefit
to them, their patients, and our facility. We encoun-
tered no problems during the pilot program, and
plans were made to inservice nursing staff in prepa-
ration for use of the automated transfer form
throughout the hospital.

Home Healthcare. Since 1992, our home health
agency has searched for a way to obtain scamless
referrals with complete home care instructions that
require minimum physician telephone contact. In
1993, a tecam was formed in the home care depart-
ment to discuss the seamless referral process. They
addressed the following issues: (1) restructuring the
“admission liaison” role in home care (before the
ADS, a staff member went to North Mississippi
Medical Center each day, obtained copies of need-
ed medical record information, and faxed that infor-
mation or sent it by courier to the appropriate
branch office); and (2) communicating thorough
healthcare instructions directly to the primary home
care provider.

Table 3. Discharge Summary Complete

Hospital Unit/ Fiscal Year Fiscal Year

location 1994 (%) 1995 (%)

Obstetrics & gynecology 100% 100%

Labor & delivery 89% 96%

Well baby nursery 95% 97%

Neonatal intensive care unit 97% 91%

T West 99% 100%

2 West 96% 99%

3 West 99% 97%

3 South 100% 100%

3 East 95% ’ 100%

4 West 100% 99%

4 South 93% 95%

5 East 91% 100%

5 South 98% 93%

6 South 100% 100%
97% 98%

The ADS facilitated the referral process by con-
verting verbal referral information with manual docu-

‘mentation to data retrievable by computer in the

home care branch offices of North Mississippi
Medical Center. The ADS is printed in the appropri-
ate branch office on request by the home care nurse.
The document provides data on primary and sec-
ondary diagnoses, medications taken at time of dis-
charge, specialized diet instructions, and requests for
specific services entered by inpatient personnel (at
the physician’s request). These services include labo-
ratory tests, specific wound care instructions, follow-
up appointments, and prescribed therapy regimens.

The ADS has facilitated the referral process by
providing timely, accurate information to offices
where it 1s needed. It has allowed our home health
agency to accomplish such ambitious goals as decreas-
ing duplication, controlling costs while maintaining
quality, and improving outcomes despite shorter
lengths of stay.

Rehabilitation Unit. Rehabilitation was one of the last
units to implement the ADS. The computer pathways
for rehabilitation patients had to be even more specific
than those already developed. Each discipline—physi-
cal therapy, occupational therapy, speech, nursing,
social work, psychology, and therapeutic recreation—
played a vital role in developing their screens.

Including the ADS in the rehabilitation unit
allowed us to provide comprehensive discharge sum-
maries in which long-range goals and instructions for
patients or caregivers are described. The discharge
instructions include information not only on medica-
tions, appointments, diet, and activities but also on
swallowing instructions, required level of assistance,
functional activity, transfers, and gait.

Physician Support. In addition to its impact on clin-
ical documentation and communication, the pool of
information generated by the ADS is useful in track-
ing referral statistics on patients admitted throughout
the system. Since the process was designed to com-
municate patient clinical data at discharge to the pri-
mary or referring physician;, the marketing and
physician support divisions were able to analyze the
geographic location of referring physicians, assess
their frequency of referral, and develop marketing
strategies to stiengthen the referral base in the region.

Other Areas. The ADS has also been modified for
use by other speciality units. Significant milestones in
the ADS program include: (1) adapting the process for
use in obstetrics and gynecology and behavioral
health; (2) networking the ADS with a large internal
medicine group and other local physicians so that doc-
uments are automatically printed daily in their offices;
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(3) upgrading the ADS to record and transfer laborato-
ry and wound care instructions to home care referrals;
(4) using the ADS to generate prescriptions for new
medications prescribed at discharge to prevent physi-
cians from duplicating that information on a prescrip-
tion pad; and (3) implementing the ADS system in the
emergency services department.

Conclusion
By integrating computer technology and automa-
tion, the ADS has allowed us to continually improve

communication, documentation, and ultimately
patient care.
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