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For	
  nurses:	
  
• 	
  medica/on	
  administra/on	
  schedule	
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  orders	
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For	
  physicians:	
  
•  complete	
  EHR	
  access	
  (including	
  ability	
  to	
  place	
  orders	
  
and	
  view	
  results)	
  	
  

•  updateable	
  care	
  plan	
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  alert	
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  for	
  cri/cal	
  results	
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The	
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Detailed	
  pa/ent-­‐centric,	
  mul/-­‐observer	
  ethnographic	
  study	
  of	
  
informa/on	
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  and	
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  during	
  the	
  pa/ent	
  safety	
  cri1cal	
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Unique	
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  on	
  evalua/ng	
  the	
  impact	
  of	
  the	
  exis/ng	
  communica/on	
  
technology	
  on	
  the	
  clinical	
  communica/on	
  paaerns	
  of	
  the	
  larger	
  hospital	
  
environment.	
  


