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checking against a third-party medication database such as
First Data Bank and Multum. However, other tools and the
logic or tables that control activation and use may be bun-
dled with the clinical data repository (CDR) or in a
separate application (sometimes called the knowledge or
rules engine).

Every hospital needs experts who understand the details for
the CPOE solution being used. Often the CMIO and a phar-
macy or nurse analyst in IS play this role; some hospitals are
starting to add a pharmacist informaticist .

Becoming an expert requires not just inventorying all of
the specific tools, but also gaining an understanding of
what situations they target, how they work, and how to
manage them. Table 3 (pg. 20–21) organizes the likely tools
and describes how each category of tools applied to CPOE
contributes to the goal of improving safety and quality of
care. The last category of tools—rules-based surveillance—
is strictly speaking not part of CPOE, though often thought
of, and implemented in conjunction with CPOE. In fact,
rules-based surveillance can be put to use long before
CPOE (Classen & Metzger, 2003), and has been shown to
speed response to new patient information by notifying

physicians of the need to reevaluate one or more orders
(typically involving medication orders).

Integrate CDS rollout into CPOE plan.
“When to start applying CDS”and “How quickly to implement
it”are two questions with which every hospital wrestles. On the
one hand, everyone wants to proceed cautiously and not fur-
ther complicate the task of getting physicians to enter their
orders electronically. On the other hand, getting to “live”CPOE
is a multi-year journey and delaying CDS further delays the
objective—to improve ordering and patient safety.

Some of the most basic, but powerful, CDS tools are fea-
tures of the order templates for each orderable item, which
make up the order master file and determine the content,
arrangement, and order-specific rules in the displays physicians
use to enter their orders. Basic functions such as these are used
to configure the system for the hospital and users, and com-
mon sense dictates employing them from the start.

Groups of pre-defined orders—in the form of order sets
for specific clinical situations (i.e., admission, diagnosis) and
commonly used orders (or departmental or personal
“favorites”)—are also fairly basic CDS tools, which most hos-

 Table 1: Typical Processes for Managing Clinical Decision Support
Processes Description Keys to Success

Agenda setting/ 
targets

• Individuals and committees request new application 
of CDS to support specifi c quality or safety objec-
tive.

• A steering committee reviews and prioritizes re-
quests.

• Major changes to clinical policy or practice referred 
to Medical Executive Committee or other group for 
approval.

• Accountability for CDS linked with governance of 
medical practice (assigned to chief medical offi cer 
or other physician leader such as medical director of 
patient safety).

• Review and approval by appropriate accountable 
clinical leader or group.

• Effective communication and coordination among all 
individuals and groups.

Setup and testing • Analysts in IS setup and test new CDS in develop-
ment system.

• One or more physicians may test new CDS on a 
provisional basis.

• Ability to set up and test new tools in other than the 
operational system.

• Status tracking (e.g., development, testing, release) 
and audit trail for CDS tools.

• Ability to release tools on a limited basis.

Review • Steering committee reviews and approves test.
• May require sign-off of Pharmacy and Therapeutics 

Committee or department chair.
• Some hospitals require physician sign-off on per-

sonal order sets.

• Formal accountability for different targets of CDS 
tools (medications, disease state).

Disseminate in 
operational system

• New order sets available immediately.
• Batches of new CDS released at regular system 

updates.
• CDS addressing major (dangerous or high risk) situa-

tions released immediately.
• Physician community notifi ed of major new CDS in 

advance and necessary training provided.
• Collect metrics (baseline if needed) to measure ef-

fectiveness.

• Effective processes for communicating with physi-
cians about major updates (usually multiple modes 
are used).

Evaluate and 
update 

• Responsibility of committee authority.
• Review each application of CDS periodically to 

validate currency of clinical content or update as 
necessary.

• Monitoring of physician response to implemented 
CDS (acceptance, override).

• Physician feedback solicited.
• Collect metrics on targets of CDS and make changes 

as appropriate based on fi ndings.

• Automated tracking of ownership, clinical research 
base, and update schedule for each “rule” or type of 
CDS (e.g., medication checking).

• Easy mechanisms (two-way) for physicians to pro-
vide feedback on form and/or content of CDS.

• Commitment to respond to each physician sugges-
tion or complaint.

Decision Support in CCPPOOEE  

 PSQH0505_SeptOct08  8/26/08  11:46 AM  Page 18


