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I sighed as I f lipped again 
through the paperwork sent 

with my first admission of the 
night. All I found was a partially 
legible discharge summary. The 
patient, a young man who was 
ventilator dependent and in a 
vegetative state since receiving a 
gunshot injury 6 months previ-
ously, had been transferred from 
a nursing home after a workup 
revealed a new deep venous throm-
bosis in his leg.

From the limited notes pro-
vided by the nursing home, I as-
certained that the gunshot had 
initially caused a subarachnoid 
hemorrhage. It was my job, as a 
night-float admitting resident, to 
determine whether it was safe to 
start anticoagulation for his 
thrombosis. I rummaged through 
his papers again. All I could find 
regarding his brain hemorrhage 
was the handwritten statement 
“Recent head CT stable.”

I was angry that physicians 
had sent this patient without ad-
equate documentation. In the cor-
porate world, a business transac-
tion would not be finalized if 
crucial information were missing, 
but transfers like this are com-
monplace in medicine. I called 
the nursing home and reached a 
doctor who had never heard of 
my patient. He agreed to look up 
the record and call me back. A few 
minutes later, someone else from 
the nursing home paged me and 
said he couldn’t find any mention 
of a previous head CT. I pressed 
him for more information. After 

a second perusal of the record, 
he discovered that a “brain” CT 
had been performed a few days 
earlier. My spirits rose as I waited 
for the report. “Oh,” he said, “we 
don’t have a report. We’re not an 
acute care facility, so it takes sev-
eral days for us to receive reports.” 
Defeated, I hung up.

Half an hour later, I was 
wheeling my ventilated patient 
to the CT scanner for new views 
of his brain. These days, we can 
find the answer to almost any 
question immediately by doing a 
Google search, but unfathomably, 
it is still not possible for a phy-
sician in Manhattan to obtain a 
timely report of a study performed 
in another New York borough.

I waited for a corrections of-
ficer to open the gates to the pris-
on floor of the hospital so I could 
see my next admission — a pris-
oner from Rikers Island who had 
been sent to a different hospital 
for stabilization and was being 
transferred here for treatment. 
The nurse warned me, “There’s 
not much there,” as I looked 
through the chart. The discharge 
summary from the transferring 
hospital was one of the briefest 
I had ever seen: “Admitted for al-
tered mental status, s/p respirato-
ry distress, and intubated. Treated 
with broad-spectrum antibiotics. 
Extubated 2 days ago and now 
stable for transfer.”

A set of basic laboratory tests 
from a couple of days earlier was 
included with the paperwork, but 
there were no culture reports, no 

mention of which antibiotics had 
been used, and no chest radiog-
raphy reports. A 10-day course 
of critical care had been summed 
up in three sentence fragments 
and one set of lab tests. I spent 
another 20 minutes drawing labs 
and cultures and then ran back 
to the emergency room to see an-
other new admission, still with-
out a clear plan for the patient I 
had just left.

Later that night, I looked over 
the chart for my sixth admission. 
A 72-year-old patient with schizo-
phrenia who spoke only Canton-
ese had been referred from a 
Chinatown clinic for admission. 
Because only the words “PPD pos-
itive” had been written on the re-
ferral sheet, he had been isolated 
in the emergency room. I wasn’t 
sure whether the tuberculosis pos-
itivity was a new finding, and the 
patient appeared comfortable on 
the stretcher. He was not cough-
ing, and his lungs were clear. 
Without any family members 
present to provide clarification, 
I tied a mask on him and walked 
him outside his isolation room to 
a translator phone. Even through 
the translator, I could barely get 
a history. I looked for evidence 
of a recent skin test on his fore-
arms but found nothing. He was 
afebrile, and his chest radiograph 
was normal. I couldn’t understand 
why his primary care doctor had 
thought he needed to be admit-
ted. Once again, I felt as though 
I were practicing medicine in 
the dark.
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Very few of my patients that 
night had come directly from 
the emergency department. Most 
were transfers and referrals, which 
meant that another physician had 
already evaluated them that day. 
But deplorable documentation had 
left me at a loss. I knew the teams 
I would be signing out to in the 
morning would probably be able 
to track down more information, 
but it was unfair to all of us — 
especially to the patients — that 
care was suboptimal simply be-
cause records were not available.

The hospital where I work is 
dedicated to underserved patients 
and has limited resources, so it is 
not surprising that our informa-
tion systems are lacking. But the 
private hospital where residents 
in my program do rotations has 
a similar story — discharge sum-
maries are nonexistent and clinic 
notes are unobtainable. Even at a 
prestigious specialty referral cen-
ter where old charts are scanned 
and can be viewed on any com-
puter, it is often difficult to piece 
together a patient’s history, large-
ly because it is hard to decipher 
the handwritten progress notes.

It is only during our rotations 
at the Veterans Affairs (VA) hospi-
tal that we glimpse how informa-
tion can be conveyed effectively. 
Since the early 1990s, the VA has 
been a pioneer in adopting infor-
mation technology, using an in-
tegrated electronic health record 
(EHR) system to promote high-
quality care. The VA now out-
performs Medicare and most pri-
vate health plans on many quality 
measures.1 Prescriptions, lab tests, 
studies, consults, reports, and 
progress notes from all visits by 
patients to any VA hospital are 
stored in EHRs. Although interns 
sometimes complain about having 
to scroll through a vast electronic 
chart to write an admission note, 
care is enhanced by this system.

Information is vital to the pro-
vision of high-quality care, yet too 
often, improving information sys-
tems is not seen as a priority. 
Throughout training, the practice 
of evidence-based medicine is 
emphasized. We are expected to 
be familiar with all the current 
literature on medications, proce-
dures, and imaging methods, but 
our currency is irrelevant when 
a f lawed communication system 
limits our ability to translate 
knowledge into clinical practice.

In recent years, the technologi-
cal lag of the medical world has 
finally been noticed, and the con-
cept of a national EHR system has 
gained popularity. The use of 
EHRs is still relatively limited: 
one study showed that only about 
1 in 4 doctors use such systems, 
and fewer than 1 in 10 use them 
as efficiently as possible.2 Barriers 
include the cost of implementa-
tion (an EHR system can cost more 
than $20,000 per physician3), the 
lack of communication standards, 
inadequate data exchange, insuf-
ficient user training, and privacy 
concerns.4 Nevertheless, the Bush 
administration has set a goal of 
having EHRs for most Ameri-
cans by 2014,5 and a bipartisan 
effort has been made to promote 
the adoption of health informa-
tion technology. The achievement 
of such a goal will require not only 
extensive funding and research on 
implementation but also recog-
nition among physicians that med-
icine is an information science.

At 6 in the morning, I headed 
to the emergency room to see my 
last admission, a 52-year-old Ban-
gladeshi patient who had immi-
grated about 5 years earlier and 
had been followed in our hospital 
and clinics. Our hospital record 
system, though not as fully inte-
grated as the VA system, provides 
access to typed discharge sum-
maries, clinic notes, and the re-

sults of tests performed at our 
institution. I was able to scan 
through the records on the com-
puter, so I knew most of the 
man’s history before I met him. 
He said he had exertional chest 
pain. I knew that he had been 
admitted several times within the 
past year reporting a similar prob-
lem but that two stress tests had 
been negative. In fact, the record 
contained a clinic note from the 
previous week indicating that he 
had reported similar symptoms to 
his primary care physician. Al-
though he had risk factors for 
coronary disease and needed to 
be taken seriously, I was reassured 
by his previous workup.

The patient mentioned that the 
day before, he had seen a doctor 
who was not part of our system. 
“He told me to go to the nearest 
hospital, but even though I had 
to take a long subway ride to get 
here, I knew that coming here 
would be better for me because 
you would have all my records,” 
he said. I smiled. The patient had 
lived in the United States for only 
5 years, but he had already zeroed 
in on one of the greatest f laws 
of the U.S. health care system.
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