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Medical practice, over the past 35 years, has gaoter changes that have been little short
of revolutionary. We, who trained in the 1970's &3 wouldn’t recognize the training of
today’s physicians. When we were in training we aamhnel of hospitalized patients that we saw
for their entire illness. Our attendings rotatethwis for a month, and, at least from our
viewpoint, there was a lot of stability in the caosfiion of our medical teams. And while we
worked long, inhuman hours we were able to keefprof what was going on, and what needed
to be done.

Today’s physicians in training have a completeffedent work environment. Because of
new safety regulations, no one works more thandl8d) there are more hand-offs from
physician to physician, attendings are presenbidy a week or so, rather than the full month.
Because of EMR, we're all being drawn toward theapater, and answering to its demands,
rather than that of the patient. (See “Deal with Batient, not The ComputddCP April 2011).

The available number of medications, diagnostitsiesiaging technologies, and other
interventions have increased astronomically. Wihile enables us to “do more” for the patient, it
also increases the number of people involved irp#ient’s care. With the addition of each new
team member, the patient’'s complexity of care iases exponentially.

The changes that have occurred during medicalitigaimave also been replicated in “the
real world.” Very few, if any of us, now take carehospitalized patients. Inpatient care has now
been delegated to hospitalist physicians, whotbkiay's residents, rotate in 12 to 24 hour shifts.
As the number of people involved in patient cameases, the likelihood of medical error
increases proportionatély

The increased number of new communications teclgreddhreatens to drown us all in a
sea of information overload. Cell phoning, textitweeting, face-booking, e-mailing, and faxing
hammer us with a constant data stream. Ironicafiyve all become more “interconnected” we
become more atomized. We become less able to Boteahmunicate and talk to someone.

When a patient now enters the hospital, he is gmitaga big black box. It is seemingly hard, if



not almost impossible, for the inpatient doc arelhtient’s outside physician to talk to one
another. In other words, medical care is becomgeiasingly fragmented. This is no one’s
fault. It's an unintended consequence of the irsgdavolume of communications stemming
from all the new technologies. Who has the timeaole thru phone menu systems, or check
their tweets on their cell phone in the middle @&ating with a patient? Either the patient or the
caller gets shortchanged. Vital information ofttgrdoes not get transmitted.

These changes are not unique to medical practisddppening in all spheres. But since
medicine is so intensely personal, these changess@ecially acute. As automation increases,
we interact less with one another. Now this mayt®that big a deal if one deals with an ATM
rather than a bank teller, but it is a huge deahd is communicating critical information.

While it is possible for the hospitalist physicitanhave “Read Only” access to a patient’s
outpatient medical record, it still isn't commomdal wonder how often physicians actually take
advantage of that availability. Having access toeglical record, while important, cannot take
the place of the two involved physicians actualking to one another.

With inpatient docs changing every 12 hours itiiclilt, if not impossible for the
patient’s personal physician to actually speak withhospitalist. People are proposing
centralized “Health Information Exchanges” (HIE)tIso far results are quite discouradins
it is now, just in the interchange between St Jo'sepr Mad River’'s EHR’s and what we have in
our files are often in disagreement, and sometjosdlat out wrong. It may take me weeks to
figure out just what transpired when one of mygras was admitted. For many of my complex
patients there have been major changes in medisadiod therapies, and it takes quite a while to
“get up to speed,” once the patient comes backytgare. This could potentially result in
something extremely important not getting done imely or appropriate manner.

In our office we are in the process of adoptingg@d” structure of the workspaces of
providers and other members of the team. This allosvto informally talk to one another, share
tips and generally brainstorm. This is also mirdoire private industry as Google and other IT
giants are designing there office spaces around tpédlpens,” that allow employees to interact
informally®. Obviously, we can’t “bullpen” with hospitalist dg, but | see no reason that it
couldn’t be done electronically: a secure patiermried chat room. It isn’t as good as a

conversation, but it's better than nothing.



We went into medicine to deal with people, not camioations systems and electronic
checkboxes. We're losing an important human elertieitmay ultimately hurt patients. As we
are drowning in information overload and fragmebotatve should keep in mind the words of
TS Eliot from 1934:

“Where is the wisdom we have lost in knowledge

Where is the knowledge we have lost in informatie@horuses from “The Rock”
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