EHR-related alert fatigue: minimal
progress to date, but much more can
be done
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In BMJ Quality & Safety, Shah et al report
their evaluation of the degree to which
efforts in the US Veterans Health Administration to reduce electronic health
record (EHR)-related information overload have achieved their goal.1 Studying
the Veterans Health Information System
and Technology Architecture (VistA),
an internally developed EHR platform
used throughout the Department of
Veterans Affairs (VA) system, Shah and
colleagues report that the median number
of mandatory notification types at each
VA facility decreased from 15 (IQR
13–19) to 10 (IQR 10–11) preintervention to postintervention, respectively
(p<0.001). And, mean daily notifications
per primary care physician decreased
significantly from 128 to 116 (p<0.001).
I have several reactions to this contribution on EHR-related notifications to clinicians. The first is gratitude for devoting
effort towards reducing physician burden
and improving safety. A great deal has
been written on shortcomings of EHRs
and how dissatisfied physicians are with
using them. There are fewer carefully
designed efforts to address these problems, and we need more of them.
My next thought is that this work,
while helpful, was conducted 18 years
after use of the VistaA EHR (also known
as the Computerised Patient Record
System (CPRS)) on which this work was
based became widespread within the VA
health system, used by many thousands
of physicians to care for millions of
patients. Moreover, it appears about the
time Secretary of Veterans Affairs Robert
Wilkie has announced that CPRS is to be
replaced with a commercial EHR.2 View
Alerts have been a fundamental feature
of CPRS since it appeared in 1997 with
national rollout in 2000. This is in no

way a criticism of the authors, but rather
of our larger community. Many of us
working in healthcare information technology—researchers, users and vendors—
share some responsibility for the pickle in
which we find ourselves with the current
state of EHRs.
My third reaction is that we have enormous potential for many more substantial improvements in EHRs. In my city
of Seattle, just this week, our local paper
published an article about a new convenience store opening without human
checkout cashiers. How is this done?
Using unobtrusive technology within the
store and very powerful backend computation. Databases keep track of what
purchases each customer has made in the
past that help predict what they are likely
to purchase today and combined with
sensors in the store creates a checkout
list automatically.3 All of this took a
great deal of creativity and a clean-slate
approach. Contrast this with the current
state most drug decision support in
EHRs: we match a newly ordered drug
pairwise with drugs on the medication
list to determine whether or not to interrupt an ordering physician. The logic
rarely includes the age of the patient,
comorbidities that might influence risk,
the setting in which the new medication
will be used (an intubated patient in the
intensive care unit or healthy outpatient),
and we do not consider whether the same
alert has appeared twice in the last hour
to the same provider or whether it has
been overridden once before or a thousand times.4
Improvements reported in the current
study leave us better off, but I wonder if
physicians will notice. The paper shows a
modest improvement in reduction in the
number of daily alerts, from 124 per day to
116, which while statistically significant,

Payne TH. BMJ Qual Saf 2019;28:1–2. doi:10.1136/bmjqs-2017-007737

   1

BMJ Qual Saf: first published as 10.1136/bmjqs-2017-007737 on 8 October 2018. Downloaded from http://qualitysafety.bmj.com/ on September 21, 2021 by guest. Protected by copyright.

Editorial

is less than a 10% reduction. But it is data entry,
particularly documentation, that is a major source of
physician dissatisfaction with EHRs in a RAND study5
and that contributes most to additional time burden
of EHRs.6 Those documentation tasks remain, mostly
involving the persistent use of the keyboard to type
notes, even for those for whom typing is not a comfortable means to create notes. Other burdens faced by
physicians include the avalanche of notes, lab results,
medication and problem lists coming from other
sources and requiring attention. This is the down side
of interoperability—that we have to reconcile, review
and in short, pay much more attention to information which previously was not available to us. Moreover, we have to review this new information using
tools and interfaces which are often awkward from
a usability perspective. Then we have to enter orders
by navigating screens and options which many physicians do not find intuitive. So, a modest reduction in
managing alerts may not do as much as we might hope
in reducing the burden EHRs place on physicians.
All of this has to do with the quality and safety of
care. Overburdened and stressed physicians may burn
out or retire early, depleting the number to care for
our progressively ageing population. Physicians overwhelmed with data miss important findings that they
would otherwise act on.7 This is not safe.
We have made such progress in adopting EHRs. In
less than a decade we have, as a country, moved from
paper to electronic systems joining physicians across
the globe, notably the UK, which made this transition
in the ambulatory clinics earlier than we did. We did
this with a vision that we could leverage technology to
improve quality in so many ways. We could improve
selection of antibiotics aided by a system that gathers
microbiology and laboratory results and local sensitivity results to aid in a complex decision.8 We know
that carefully crafted alerts can identify hospitalised
patients with declining kidney function, and when
prompted to alter the medication regimen appropriately, physicians act on this information.9 We learnt
simple ways to avoid duplicate testing by relying on
physician’s judgement to define whether or not tests
are duplicative.10 And we have learnt that diagnostic
decision aids can help us, and though we need this
more than ever to avoid diagnostic errors,11 this fundamental work was conducted over 30 years ago.12 The
commercial EHRs I use today do not have any of these
features, but they could.
And so is the type of improvement documented
by Shah and colleagues ‘too little too late’? I do not
believe it is. It is not enough, but it is certainly not too
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late. We could still decide that we are going to build
on our EHR platforms so that they better realise the
potential that led to the widespread decision to adopt
EHRs in the first place.
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