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Why Are Electronic Records So Important?

PEHR 2000 ~

Personal Electronic Health Records

& Challenges Facing the United
States

* Spend more now - any spending is good in a recession

* Put us on a path towards long-term economic growth
* Investment in key infrastructure

* Solving the Federal budget

* Both of these lead to health care IT

* ARRA: $19 billion in health I'T with goal of 90% uptake
by 2014
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ree lessons about productivity come
from industry studies

* Information - knowing what is done

* Compensation arrangements - supporting
productivity

* Worker empowerment - allowing workers to make
changes to production
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Conclusion

* Electronic medical records are the beginning, not the
end.
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eHealth Research from the User’s Perspective
Bradford W. Hesse, PhD! and Ben Shneiderman, PhD2

I National Cancer Institute, Bethesda, Maryland < 2Univ ersity of Maryland, Coliege Park, Maryiand

Abstract

The application of Information Technology (IT) to 1ssues of healthcare delivery has had a long and
tortuous history in the U.S. Within the field of eHealth, vanguard applications of advanced computing
techniques. such as applications 1n artificial intelligence or expert systems. have languished in spite
of a track record of scholarly publication and decisional accuracy. The problem is one of purpose,
of asking the right questions for the science to solve. Historically, many computer science pioneers
have been tempted to ask “what can the compurer do?” New advances in eHealth are prompting
developers to ask “what can people do?” How can eHealth take part in national goals for healthcare
reform to empower relationships between healthcare professionals and patients, healthcare teams
and families, and hospitals and communities to improve health equitably throughout the population?
To do this, eHealth researchers must combine best evidence from the user sciences (human factors
engineering, human-computer interaction. psychology, and usability) with best evidence in medicine
to create transformational improvements in the quality of care that medicine offers. These
mmprovements should follow recommendations from the Institute of Medicine to create a health care
system that 1s (a) safe, (b) effective (evidence-based), (c) patient-centered, and (d) tumely. Relying
on the eHealth researcher’s intuitive grasp of systems 1ssues, improvements should be made with
considerations of users and beneficiaries at the individual (patient/physician). group (famuly/staff).
community, and broad environmental levels.

BACKGROUND

The application of information technology (IT) to issues of personal health and healthcare has
had a long and surprisingly complex history within the United States. It was not long after the
first mainframe computer systems began automating record k ee{)mo that hospitals began
applying IT to the tasks of billing and financial record keeping * Yet, in spite of an early
application of IT to administrative and actuanial tasks, the challenge of developing a consistent,
interoperable system for transporting patients’ medlcal records across health care systems has
been an elusive and seemingly intractable goal < 2 Reasons given for delays 1n this and other
areas of health IT include grappling with competing incentive structures, dealing with 1ssues

Monday, August 24, 2009



Informaticians have generally asked:
“What can the computer do?”

Expert systems » MYCIN

Work on MYCIN, an expert system for treating blood infections, began at Stanford University in 1972. MYCIN would attempt to diagnose patients
based on reported symptoms and medical 1est resuits, The program could request further information concerning the patient, as well as suggest
additional laboratory tests, to arrive at a probable diagnosis, after which it would recommend a course of treatment If requested, MYCIN would
explain the reasoning that led 10 its diagnosis and recommendation. Using about 500 production rules, MYCIN operated at roughly the same level
of competence as human specialists in blood infections and rather better than general practitioners.

Nevertheless, expert systems have no common sense or understanding of the limits of their expenrtise, For instance, if MYCIN were 1old that a

patient who had received a gunshot wound was bleeding to death, the program would attempt to diagnose a bacterial cause for the patient’s

symptoms. Expert systems can also act on absurd clerical errors, such as prescribing an obviously incorrect dosage of a drug for a patient whose
:a,r:c‘s”: 1.:2:;'”:.'. > .'.'T-J',(.,... weight and age data were accidentally transposed.

Biomedical Informatics
Computer Applications in Health Care RObOt dOCtor gets

and Biomedicine thumbs-up from patients

Half of those surveyed prefer
virtual visit by their own physician
to real visit by unfamiliar doctor

. I

msnbc.com staff and news service reports
updated 1:43 p.m. ET, Tues., May 11, 2004

Which would you rather have come to your
hospital room: a doctor you've never met
before, or a robot that lets you interact with
your personal physician? A new study indicates
that many patients would prefer the robot they
know to the human they don’t know.

The study, conducted by researchers at Johns

the American Urological Association’s
annual meeting in San Francisco, focused on
how patients reacted to a "rounding robot.”
Fifteen of the mobile robo-docs, manufactured
by California-based InTouch Health, have
been placed in hospitals and nursing homes®
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With Stagnation and Problems in Results

B EDITORIALS

baona reprment e cprone
of the aathon and JAMA aad not hoee of
dw fevwscan Me deal Asscaston

Computer Technology and Clinical Work

Still Waiting for Godot

Robwst 1, Wears, MD, MS
Mare Berg, MA. MD, PhD

ROCESS-SUPPORTING INFORMATION TECHNOLOGY (IT)
has been heralded as an important buskding block in
attempe

to improve the quality and safety of health

care, Two areas in parvscular hawve drawn both atten-
tion and funding The first i clinical decision support. that
is. information systems designed to improve clinicans’ de-
ciston making, The second s computenzed physxian order
entry (CPOE) as 2 means for reducing medicatson emrors. The
liserature in these Bekds hus been characterizad by frequent
reports of succes. ofen accompaniod by predictions of a bright
new (and near) future;, however, the future seems never to
amve. Echand the cheers and high hopes that dominate con-
ference proceedings, vendor mformanon, and large pars of
the scientdic btersture, the readity s that systems that are in
use in multiple locations, that have satistied users, and that
effectively and efficently contnbeze to the qualey and safety
of care are few and far between.*

In this issue of JAMA, 2 artickes report results in these sreas
Garg ct al provide an updated systematic review evaluat-
ing the impact of commpuiterized clinical decision support sys-
tems, and Koppel et al’ examine the specific failures intro
duced by 2 CPOE system mtendled (ar beast in pan) w reduce
such ladures

The summary by Garg et al of 100 trials of clinical deci-
sion support systems over a S-year span is critical. About
two thirds of the studies chimed improved clinican per-

formance, but these assessments were often blased; when
the muthors were not also the system developers, less than
half of the systems showed an improvement. In fact, “grad
ing oneself” was the only factor that was consistemtly asso-
cized with pood evaluatons

Clinical decamion support systems come in many differ-
ent forms, have myrad aims, and can be implemented in
many ways, 50 it is fair to ask if these systems can really be
approached as a single iterventson, as Garg et al do. In ad
daion, bk of imsproved pedormance could be due to poorly
of the technol-
ogy by climicians. This, in tum, could be doe 1o a poor human-
computer interface or to much simpler factors such as goal

designed decision technology or to poor us

See alse pp 1197 and 1223,

D00 American Medical Assochation AR rights reserved

conflicts or back of time or support among colleagues.* So
oAy ot Irn cxacthy 'Al.cl 1s Dt mcased

In a different desagn. the study by Koppel et al of users of
2 single CPOE system in a large academic medical center
ideneified 24 different types of fathares of which users were
aware: roughly half the partictpants sald these faubs oc-
curred [rom several times perweek to dady. While this stody
examined only the problems, not the successes of CPOE, 1t
serves as & cautionary balance to reports of success, par
icularly because it studied 2 mature, widely used, commer-
cally avaikable system. as "HA"\"”I 10 & “onc-oll.” single-
site sy'st

em assessed by its own developers

I hese results are disappointing but should not be sur
prising. There isa long-standing, rich, and abundant lners.-
ture on the proble s assocated with the introductson of coen-
puter technology into complex work in other domains ™
1s well as occassonal notes in health care.'*** Clearly, there
15 no reason to expect health care, whach & from an orga-
nizational \'.an.lra-:n: Ivn-'-.n)-l\ the most .-'lnlv','\ entesr-
prise in modern society, 1o be imanu e to them, Taken 1o-
gether, these 2 studics™ suggest that important lessons about
introducing new technologies into complex work seem 0
have been missed. For a small but mnportant example, it has
long been established in software engineering that syseems
cannot be adequately evaluated by their developers.'* a prin-
caple that seems 10 be commonly overlooked in health care
Sance roughly 7 5% of all large IT projects in health care fail M
mattentson 1o these kessons is, at best, wasteful of time and
roources and, at worst, harmful o patients and clindcaans

To begin to move forward, it is necesary to dispense with
the commoaly held notion that these problems are simply
bies of bad programming or poor tmplemergation that can
casily be excised or avoided the next time arcund. The re-
ality & that many of the diflicultics do ot resu k rom bad
parts of the systems but are inherent in the perspectives and
theonies of medical work (and the role of IT 1n this work
that are prevalent among health informatictans and those
who make decissions on acguisition and ::||'L‘l:|rl| ttion In

Aurdar Afatars Depanrment of Ever gency Madone Ureversmy of Flonda Jack-
sonwlie (O Wearst Oncd Sefety Research Uit 51 Mary's Hogpesd, lngens Cob
g London, Ergland (O ' Wears. and Department aos Medd Soerces
reiAe of Health Podicy avd Maregemert. Breswus Usiersty . Rotterdans, the
Neherasd (Dr deg)

Comeapending Author Robert L Wears, MD MS, Cinicel Safety Retearch Ut
108 Fleer, Queen Bodbeth the Qucen Mother Buldng, StMay's Motpeal Sousth
Wherd Road, Paddegton. Losdon W2 INY, Ingland fwears@ufl odu)

Reprote &) MWVA Maedh 9. 2005Vl 203 No 10 1261

Downloaced from www . jama com at Nasona! Inatitute of Hith on August 10, 2000

Two-thirds of studies on clinical
decision support systems revealed
improvement, but ...

e Reports are biased,
improvements only noted by
internal (not external) reviewers.

 Some technologies (e.g.,
computerized ordering)
introduce more errors than they
resolve.

 Applications rarely scaled up
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“What can people do!?”

Ben Shneiderman

A transformation from “old
computing” to “new computing:”

A shift in what users value

e A shift from machine-centered
automation to user-centered
services and tools
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Health I.T. is About Patient Outcomes

“Everyone thought Health
|.T. was about computers,
but we’ve refined that to say
that IT Is about healthcare —
it’'s about the experience we
really have.”

David Brailer, M.D.

First National Coordinator for Health Information

Technology (2004-2006) and Chairman, Health
Evolution Partners

-David Braliler, 2005




National Research Council Report

Computational Technology for Effective Health
Care advocates re-balancing the portfolio of
COMPUTATIONA investments in health care IT

January 2009

EFFECTI * Greater cognitive support for physicians,
R patients, and caregivers

* Observing user-centered design principles

* Accelerating research related to health
care in the computer and social sciences
and in health/biomedical informatics

Monday, August 24, 2009



American Recovery and Reinvestment Act of 2009
$19 Billion

TITLE XIII—HEALTH INFORMATION
TECHNOLOGY

SEC. 13001. SHORT TITLE; TABLE OF CONTENTS OF TITLE.

(a) SHORT TITLE.—This title (and title IV of division B) may
be cited as the “Health Information Technology for Economic and
Clinical Health Act” or the “HITECH Act”.

(b) TABLE OF CONTENTS OF TITLE.—The table of contents of
this title is as follows:

Sec. 13001. Short title; table of contents of title.

Subtitle A—Promotion of Health Information Technology

PART 1—IMPROVING HEALTH CARE QUALITY, SAFETY, AND EFFICIENCY
Sec. 13101. ONCHIT,; standards development and adoption.

“TITLE XXX—HEALTH INFORMATION TECHNOLOGY AND QUALITY
“Sec. 3000. Definitions.

Monday, August 24, 2009



American Recovery and Reinvestment Act of 2009
$19 Billion

TITLE XIII—HEALTH INFORMATION
TECHNOLOGY

SEC. 13001. SHORT TITLE; TABLE OF CONTENTS OF TITLE.
(a) SHORT TITLE.—This title (and title IV of division B) may

. LIS ISR . WS < w o V' . - -

. Key goals™:

— |Improve quality, safety, & efficienc

Engage patients & their families

Improve care coordination
Improve population and public health; reduce disparities
— Ensure privacy and security protections

*Adapted from National Priorities Partnership. National Priorities and Goals:
Aligning Our Efforts to Transform America’s Healthcare. Washington, DC: National
Quality Forum; 2008.

Monday, August 24, 2009



Accelerating Success Against
Cancer
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Clifton Leaf on the Charlie Rose Show:
April 29, 2004

FORTUNE
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HOME THE MAGAZINE INTERNATIONAL EDITION &:msnbc

Newsweek e

POLITIGS TEGH /£ BUSINESS GULTURE / IDEAS HEALTH VDICES sITE GUIDE
BLOGS COLUMNS MORE IN POLITICS
* The Stumper * Race To The Finish + Jonathan Alter + Eleanor Clift + Campaign 08 Home = Video
* The Ruckus + Sprint To The Oval + Elis Cose * Howard Fineman * Transition Home * Photo G4

BETWEEN THE LINES | Jonathan Alter

What the Next President Can Do

If a war were killing 565,000 Americans a year, you'd hear more than one or

two references to it at the party conventions.
Published Sep 6, 2008
From the magazine issue dated Sep 15, 2008

From the Editors (2) Recommended (5] Topics (2]
= Rethinking the War on Cancer = Samuelson: The Attack on American = John McCain
= Alter: Why Sarah Palin Is Likely to Belly- Affluence = Barack Obama
v.See Al y.See Al
I'm a four-year cancer survivor, and when people 1A Type Size - s

inquire how I'm feeling nowadays I say "good” and | & print
sincerely thank them for asking. But some well- & Email
wishers respond awkwardly. One politician I know =\ RSS
has me in his mental file under "cancer” and
accompanies his hearty hello with "Glad vou beat
it!" As anyone who has had advanced cancer can
tell you, this is understandable but unhelpful. It
also reflects why politicians are still so out of touch about the disease.

#5% Social Networks
w Links to this article

Email the Author
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n OBAMA
THE OBAMA-BIDEN PLAN TO COMBAT CANCER

Nearly 1.5 million Americans are expected to be diagno aed with cancer this year. jomning over 10 million

Americans whe have expernienced cancer in their lifetime.* Fighting cancer cost families and businesses $78
billion in medical costs last year, and the overall cost of cancer to our economy was estimated to be over $200

billion.* Barack Obama understands firsthand the toll cancer takes on families — his mother died from ovarian
cancer 1 her early 50z and s grandfather battled prostate cancer. Barack Obama has spent lus career fighting
to improve prevention and treatment of cancer. As an [llinois State Senator, Obama passed laws to mandate
insurance coverage of colorectal cancer examinations, ensure Medicaid coverage for treatment of breast and
cervical cancers, promote early detection of prostate and testicular cancers, and helped create the Illinois Task
Force on Cervical Cancer Elimination. As United States Senator, he has fought for increased funding for cancer

research, and championed genomics and personalized medicine to identify new and better treatments for cancer
and other diseases. As president, Barack Obama will build upon his career-long efforts and launch a new

campaign to combat cancer and provide greater lifetime support to cancer survivors and their families.

Double Funding for Cancer Research: The National Institutes of Health (NIH), Naticnal Cancer Institute
(INCI) and Centers for Disease Control and Prevention (CDC) have made significant advances in understanding

cancer biology, and translating that knowledge 1nto effective prevention programs, diagnostics, treatments and
cures. Notably, this knowledge has also benefited individuals with other diseases, such as autoimmune
disorders. Despite these advances, cancer funding has stagnated in recent federal budgets ° Barack Obama and
Joe Biden are committed to reversing this trend, and providing our nation’s scientists with the resources they
need to expand and accelerate bench-to-bedside research that will lead to enhanced prevention and diagnostic
tools and innovative treatments. The Obama-Biden plan will double federal funding for cancer research within

3 vears, focusing on NIH and NCI. Obama and Biden will also work with Congress to increase fonding for the

Monday, August 24, 2009
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Nearly 1.5 million Americans are expected to be diagno aed with cancer this year. jomning over 10 million
Americans whe have expernienced cancer in their lifetime.* Fighting cancer cost families and businesses $78
billion in medical costs last year, and the overall cost of cancer to our economy was estimated to be over $200
billion.* Barack Obama understands firsthand the toll cancer takes on families — his mother died from ovarian
cancer 1 her early 50z and s grandfather battled prostate cancer. Barack Obama has spent lus career fighting
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insurance coverage of colorectal cancer examinations, ensure Medicaid coverage for treatment of breast and
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Double Funding for Cancer Research: The National Institutes of Health (NIH), Naticnal Cancer Institute
(INCI) and Centers for Disease Control and Prevention (CDC) have made significant advances in understanding

cancer biology, and translating that knowledge 1nto effective prevention programs, diagnostics, treatments and
cures. Notably, this knowledge has also benefited individuals with other diseases, such as autoimmune
disorders. Despite these advances, cancer funding has stagnated in recent federal budgets © Barack Obasrd and
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3 vears, focusing on NIH and NCI. Obama and Biden will also work with Congress to increase fonding for the
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@ Access to preventive care

M\ OBAMA - :
== BIDEN @ Evidence-based quality

THE OBAMA-BIDEN PLAN TO COMBAT CANCER

[ ]
Nearly 1.5 million Americans are expected to be diagnosed with cancer this year, joining over 10 million I I I I P rove I I I e n t

Americans whe have experienced cancer in their lifetime. ! Fighting cancer cost families and businesses $78

billion in medical costs last year, and the overall cost of cancer to our economy was estimated to be over $200

billion® Barack Obama understands firsthand the toll cancer takes on families — his mother died from ovarian

cancet in her early 50s and his grandfather battled prostate cancer. Barack Obama has spent his career fighting

to improve prevention and treatment of cancer. As an Illinois State Senator, Obama passed laws to mandate } ‘ °
insurance coverage of colorectal cancer examunations, ensure Medicaid coverage for treatment of breast and

cervical cancers, promote early detection of prostate and testicular cancers, and helped create the Illinois Task u O r a va n C e S I n
Force on Cervical Cancer Elimination. As United States Senator, he has fought for increased funding for cancer

research, and championed genomics and personalized medicine to identify new and better treatments for cancer
and other diseases. As president, Barack Obama will build upon his career-long efforts and launch a new

[ [ [
campaign to combat cancer and provide greater lifetime support to cancer survivors and their families. P e rs O n a I I Z e d m e d I C I n e

Double Funding for Cancer Research: The National Institutes of Health (NIH), National Cancer Institute

(NCT) and Centers for Diseaze Control and Prevention (CDC) have made significant advances 1n understanding

cancet biology. and translating that knowledge into effective prevention programs, diagnostics, treatments and

cutes. Notably, this knowledge has also benefited individuals with other diseases, such as autoimmune

disorders. Despite these advances, cancer funding has stagnated in recent federal budgets._‘:' Barack Obama and

Joe Biden are committed to reversing this trend, and providing our nation’s scientists with the resources they ) y

need to expand and accelerate bench-to-bedside research that will lead to enhanced prevention and diagnostic m rove e e ra
tools and innovative treatments. The Obama-Biden plan will double federal funding for cancer research within

5 years, focusing on NIH and NCL Obama and Biden will also work with Congress to increase funding for the

Food and Drug Administration (FDA). an under-resourced agency that plays a critical role in ensuring that

advances in cancer research make a difference in the care of the milliens of Americans who experience cancer. M M
And, their plan will provide additional funding for research on rare cancers and those without effective ‘ O 0 r I n a I 0 n O re S e a r' ’

treatment options; for the study of health dispanties and evaluation of possible interventions; and efforts to
better understand genetic factors that can impact cancer onset and outcomes.

Ensure All Americans Have Affordable, Accessible and Quality Health Care: Individuals who lack health
insurance ot are underinsured receive fewer preventive cancer screenings, have a greater likelihood of being re a I I I e n a n awa re n e S S
diagnosed with late stages of cancer, and experience poorer health outcomes than cancer patients who have ’

adequate insurance.’ The Obama-Biden administration will ensure affordable health covera ge for all

Americans. His plan maintains patient choice, and establishes a National Health Insurance Exchange with a

range of private insurance options as well as a new public health plan to allow individuals and small businesses

to buy affordable and accessible health coverage similar to that available to federal employees. The Obama-

Biden health plan will provide tax credits to people so they can afford health care and will reduce the typical 4 b o
family’s medical expenditures by $2,500 per vear while providing them with more health care options and rov I e n ew s u O rts O r
greater security.

Ensure All Americans Have Access to Preventive Health Care: The Obama-Biden health plan will ensure
that all Americans have access to preventive health care services. Their proposal creates a voluntary national

pool, the National Health Insurance Exchange, comprised of a range of private plans and a new public plan. C a n C e r S u rv i vo rs a n d t h e i r
families
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National Cancer Institute
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Recommendations from the

NCI-designated Cancer Center Directors

ACCELERATING

SUCCESSES,

AGAINST CANCE

D"

NG
‘ NCI| Cancer Center

Directors’ Report, 2006




Economists at UIC: | % reduction in cancer deaths = $400 billion savings

and 3) re-engineering the clinical
research enterprise and incorporat-
ing community-based physicians,
in order to place more patients

in innovative clinical trials. The
Nation’s Cancer Centers and
academic cancer research programs
are leading the way in all three of
these areas, and have been doing so
for decades. By their very
nature, research programs
in NCl-designated Cancer
Centers bring together
basic, clinical, and popula-
tion scientists to focus on
cancer. Since their incep-
tion, the Cancer Centers
have been peer-reviewed

and scored by NCI based

eaaminan oo cdaecam cviln o 4l i
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and cancer is a disease whose risk

increases with aging. We can sub-

stantially reduce deaths from cancer
just by broadening the application

of knowledge we have today. By

expanding our knowledge through

further research, even greater gains
are well within our reach.

The total impact of cancer on
health is high. It was recently
reported that for Americans under
the age of 85, cancer is the lead-
ing cause of death. The American
Cancer Society reported that last
year there were 1,399,790 new
cases of cancer and 564,830 deaths.

Economists at the University of




“We can substantially reduce deaths from
cancer just by broadening the application of
knowledge we have today...”

Economists at UIC: | % reduction in cancer deaths = $400 billion savings

and 3) re-engineering the clinical and canceri PR whase risk The total impact of cancer on

research enterprise and incorporat- ncreases with aging. We can sub- health is high. It was recently

orted that for Americans under

ing community-based physicians, stantially reduce deaths from cancer

in order to place more patients just by broadening the application thle age of 85, cancer is the lead-

in innovative clinical trials. The of knowledge we have today. By ing cause of death. The American

Nation’s Cancer Centers and expanc Cancer Society reported that last
academic cancer research programs further research, even greater gains year there were 1,399,790 new

are leading the way in all three of are well within our reach. cases of cancer and 564,830 deaths.
these areas, and have been doing so Economists at the University of

for decades. By their very

nature, research programs

in NCl-designated Cancer
Centers bring together

basic, clinical, and popula-
tion scientists to focus on
cancer. Since their incep-
tion, the Cancer Centers
have been peer-reviewed

and scored by NCI based
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“E.g., No One Should Die from Cervical
Cancer in 21st Century”

Map 1. Cancer Mortality Rates by County (Age-adjusted 1970 U.S. Population)
Cervix Uteri: All Races, Females, 1970-1998
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Case Report: Late Stage Cervical
Cancer

Eligible Cases
833

Chart review: Pap results 4-36 mos prior to dx

FAILURE TO SCREEN FAILURE TO DETECT FAILURE IN FOLLOW-UP
No Pap 1st Pap Normal 1st Pap abnormal
464 (56%) 263 (32%) 106 (13%)

Source: Leyden WA, Manos MM, Geiger AM, Weinmann S, Mouchawar J, Bischoff K,Yood JG, Taplin SH (2005). Cervical
cancer in women with comprehensive health care access: Attributable factors in the screening process. JNCI, 97(9), 675-683.
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Etiology & Progression of Cancer

Cancer Burden

X

Birth | - Life Span . | Natural
Death
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Etiology & Progression of Cancer

Cancer Burden

Lethal Phenoty
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(- U.S.Department of Health & Human Services £ www.hhs.gov

" & ® § ® §F ® B R B R B B ©n FOA u.s. Food and Drug Administration A-Z Index  Search 5% o

Home | Food | Drugs | Medical Devices | Vaccines, Blood & Biclogics | Animal & Veterinary | Cosmetics | Radiation-Emitting Products | Tabacco Products

Snare &) Emall tis page =1 Print this page & Change FontSize [ B
News & Events Share mall this page 2 int this page & Change Font Size |

Home > News & Events > Public Health Focus

FDA & Tobacco Regulation

FDA Lemer 10 lovase Health
Scences, Apri 30, 2009

FDA Wams Consumers Not
Use Dietary Supplements
Labeled Hycroxycut because of
the Polential Risk of Severe
Liver injury

Le%er io Meathcare
Professionals on e Posntial
Risk of Severe Liver Injury from
the Use of Hydroxycut Dietary
Supplements

Peanut Product Recall Widget

Phows: FDA Warns Consumers
Not %0 Use Skin Producss Made
by Clarcon Due 10 Bacterial
Contamination Risk

Questions and Answers
Mycroxyout

Resources for You

« Comment on FDA's On June 22, 2005, President Barack Obama signed the Family \ TN g uil
Regulation of Tobacco Smoking Prevention and Tobacco Control Act (PDF, 350 K). This smo*'n’ & Tobacco

Products historic legisiation grants authority to regulate tobacco products to
the U.S. Food and Drug Administration.

Health Issues

Quitting Smoking
FDA looks forward to taking on this challenge and in doing so wil
partner with public health leaders at our sister agencies, at the Regulating Tobacco »
state level, and in localities all around the country. FDA will Surgeon Ceneral »
perform its duties by using the best available science to guide the Dependency »
development and implementation of effective public health

-
Avert Or Delay lts strategies to reduce the burden of iliness and death caused by W

tobacco products, FDA will seek input from the public as we begin
Onset working to implement the Act. Read and comment on the Federal
Register Notice and Request for Comments on the Regulation of

Tobacco Products.
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Figure E2. U.5. death rates for common cancers: 1975-2003
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Figure E2. U.5. death rates for common cancers: 1975-2003
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D ete Ct a n d E ra d i Cate National Cancer Institute

NATIONAL

AN

INCHY National Cancer Institute

colonoscopy (KOH-luh-NOS-koh-pee)

Examination of the inside of the colon using a
colonoscope, inserted into the rectum. A colonoscope is a
thim, tube-like instrument with a light and a lens for
viewing. It may also have a tool to remove tissue to be
checked under 2 microscope for signs of disease.

Enlarge

| |

Detect and
Eradicate its
Presence

Pre-initiation

t

Birth | - Life Span . | Natural
Death
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Figure E2. U.5. death rates for common cancers: 1975-2003
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Figure E2. U.5. death rates for common cancers: 1975-2003
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Control Tumor’s Behavior et

Angiogenesis Inhibitors in the
Treatment of Human Cancer

0

—— VEGF (or bFGF)
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protein

Endothelial J Z1A

cell

MMPs — |
Matrix

Control its
Behavior

Malignant
Transformation
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Pre-initiation

; /] |
)T( % # )f(

Birth | - Life Span . | Natural
Death

Monday, August 24, 2009



Comprehensive Health Enhancement Support System
(CHESS): Lung Cancer Support Module

606 Coping With Cascer - A Network of Suppont

EAN

p J heps [ IWww Che 55 Wist e du/LC Mome [HOMe A5HX - . Q

Q Nc:wokrk' 6{ Support

< 4 -
Hr 230 €
\ Lot 4 AN

> Eas Vreds
e y Redating
Cuengy
Centactlint
o Bd Aart
- - ': (' ‘ Tre ot Ow
O . ol
s Siam: Ressite Prans
v 3 o s Dhia
ol Cat 002272245 .
*YaXa) Toz

a Network of Su

d CHESS
Home

Monday, August 24, 2009



Comprehensive Health Enhancement Support System
(CHESS): Lung Cancer Support Module
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What is the Role of Human
Systems Integration Research?
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Improving Quality in Health Care

Deliver Care that is;

Qi » Safe
T0LRR 1S HUMAN - Effective (Evidence-based)
* Patient-centered
* Equitable
* Timely

e Efficient

oooooooooooooooooooo



Health Information Technology: Users

Users within Healthcare

T0 LRR IS HUMAN
Health Care Environment

» Hospital | " Family & . Churcheg
« Community

* HMO
* PPO « Services
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Goal: Safety

Patient/Family

Physician/Team

*Usable design on all
patient interfaces

*Patient as participant
iIn safety management

*Systems accessible 24

X7

9am | 1em | 6rm.

e aved

e _ E.g. Redesigned Pill

" g gt DO

Bottle (Target)

e o e e e e e e e e e e e e - @

Human factors engineering to
prevent error

*Coordinated system of
safeguards

*Culture of safety

Error Preventionin | ‘st s s e
Electronic Systems e e
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Goal: Effectiveness (Evidence-based)

Patient/Family & Physician/Team
|
*Informed, healthy public !  <Practice anchored on
«“Vital Information” ! medical evidence
avallable as neededto !  <Displays ensure effective
guide decision making ! use of data
' eHealth |.T. puts the right
| information into hands of
! medical team at the right
; ! time
: |
@ Disesses, Con |
|
= | |
=N Trusted, | T
e conmer s e [ Religble | Research needed on ‘%
TR R R Sources | effective displays N im'fu"'“
I e
‘s i ~ I “J\f:
| =
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Patient/Family Physician/Team

*Activated, empowered
patient

e Patient has access to, and
control over, personal
health information

«Care Is equitable

*Coordinated systems of
care

*Personalized health care
oriented to needs of patient

Communication centered on
improving outcomes, quality

throughout population of life
_ whlE TheCacr
Personalized Medicine | 1:y i e 5
A new e of heakhcare through: el + Predact Discovery &
i Lt Development
— : . Earlier interventions. o ——
Basics Drug Personal Health Personalized mgroved dagnoses
. = Record guides delivery of
M Hiealth Alerts h decision making health care

e o e e e e e e e e e e e e - @
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Goal: Timely

| il 2] ¥ A L3 &) ¥l a ] 2]

Patlent/ Famlly

|2 e B B % = 3} . il 2 8 "

&) 8| e n =

PhyS|C|an/Team

*Time as “currency of 21st
Century”

*“Healing Relationships”
over time

Efficient balance of in-
office, out-of-office
resources

AMERICAN COLLEGE OF PHYSICIANS
INTERNAL MEDICINE |

Internists to Write Patients
"Prescriptions for Information”

ACP Foundation and National Library of Medicine
Launch National Consumer Information Program For

Internists and Their Patients

\/

Clinical systems support
work flow

Reminder systems ensure
that all steps are followed
iIn sequence of care
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Goal: Equity
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Patient/Family

Physician/Team

*“Universal Design”
addresses health literacy
Issues

Communication reach
extended to bridge
“knowledge gaps”

*Trust is high in equitable
systems of care

How can information systems be used

*Clinical information
systems enforce uniform
standards of care

*Support systems offer
culturally sensitive linkages

Map 1. Cancer Mortality Rates by County (Age-adjusted 1970 U.S. Population)
Cervix Uteri: All Races, Females, 19701998

to ensure high quality delivery to all
segments of population?

S @
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Goal: Efficiency

Patient/Family

*Focus on relationship
minimizes unproductive
iInteractions

Information is available
as heeded

*Connective technologies
Improve support among
caregivers

How can information systems be used
to deliver interventions in cost-
effective ways?

FALTH
IAIFFAIR@S

Coordination between
systems is reliable and
seamless

Efficiencies in delivery

& Physician/Team

:

|

|

|

|

|

|

|

|

| improve cost-effectiveness
:

|

|

EXHIBIT 2
Changes In Office Visit Versus Telephone Visit Rates Among Kaiser Permanente (KP)
Hawaii Members, 1999-2007

Visits per member

E recor ited
6
_— Office visits
> 4 \_
2
Scheduled phone visits g
0 P .
1999 2000 2001 2002 2003 2004 2005 2006 2007

SOURCE: Authors' analysis using data from the Kaiser Permanente Hawall Data Warehouse and secure messaging database

Catherine Chen, Terhilda Garrido, Don Chock, Grant Okawa, and Louise Liang,
The Kaiser Permanen te Electronic Health Record: Transforming And Streamlining Modalities Of Care,
Health Affairs, Vol 28, Issue 2, 323333
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Closing Thoughts
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“Medicine used to be simple,
Ineffective, and relatively safe.

Now it is complex, effective, and
potentially dangerous.”

§ Chantler, Cyril. The role and education of doctors in the delivery of health care. Lancet 1999; 353:1178-81.
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People & Technology: Sociotechnical Design

[ EITTORIALS

Eﬁmﬁz‘m
of Bw awhor and AV and meot e of
D Aovent o0 Med o Asse cenn.

Early evidence is riddled with failure in
delivering on quality objectives through

Computer Technology and Clinical Work

Stil Walting for Godot Information Technology solutions alone
Robert L. Wears, MD), MS conllicts or lack of unv: o support among colleagues.* So,
g WA R e

5 ZoX: AL y oteiat a single CPOE systeme im a barge academic medical center
ROCES SUIROKTING RN TEUOOYIT) iy 4 il types of e of whch wers wee
= - w0l ,‘: ;:mt;:l";né?:‘;:; awarc, roughly half the participants said (hese Baults oc-

f e - + cumed from several tmses per week 0 daily, While this study

care. Two arcss i particular have drawn both aten. ined only the probd s B of CPOE. it

jbon nd funding The fint & ciaical dechion support; et scrves a8 3 cautionary balance to reports of success, par-
:‘N‘::tml = I’:"‘:’ﬁ"?‘m m";\‘&“:‘: 'ﬁ ticularly because it studied a matcee. widely used, commer-
enpry (CPOE) 252 means for mﬂuﬂngmdcm:h cmoes. The <l avallable ‘:’m ot © 8 “ome-ol,” slagle:
ORI ot e chimschetant vy ooy s“":l'henc rc::::.c ?;glm should not be sur

[reports of success, oftien accompanied by prodictions of abéight 2 Lol
ew (and ncar) futsee, howcver, the lt‘::ric B RE T TN TRATR e &My Shiiag, Wck G ShURSI M

ture on the peoblems assoctied with the inerodoction of com-
amrive. Behvind the cheers and high hopes thar domimate con-
ference proceedings, vendor Mm and large ports of S """R‘ o complex work in O(h“ domalug,>*
e artemie Bickmen: the peslics okt o that see in s well as occasional motes in health care *4* Clearly, there
in odtioke & “b TR S = i no resson 1o expect health care, which is from aa orgs-

vITechnical systems have social consequences

vl Social systems have technical consequences
vl We don’t design technology, we design sociotechnical systems

vl Understand how people and technologies interact
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Chronic Care Model

Communi

Resource

Informed, Prepared,
Activated Proactive

Patient Practice Team

Improved Outcomes

The “Activated Patient” from the Chronic Care Model
(Wagner, 2004)*

*Source: Wagner EH. Chronic disease care. Bmj 2004; 328(7433):177-8.
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Questions for Committee

& How can the methodologies of HSI be
marshaled to improve system design?

$ Can we elevate all “software maturity”
processes in HIT to include HSI?

$ |s medicine different from other sectors:
will models for elevating HSI in other
sectors work in medicine?

# How do we fund HSI work in medicine
and informatics?

& Can we influence design before norms
crystallize?
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