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I’m a general practitioner, so I specialize in finding and communicating simple solutions of complex clinical scenarios.  It has become the default way for me to think in general.

So, it goes with my take on so-called ‘HIT’ – ‘health information technology.’  I’m not a computer nerd by background, and my computer knowledge is still very limited.  Yet, HIT has become a passion for me – ever since it dawned on me that using computer-based programs and algorithms was the only way the medical field will ever come close to delivering the ever-widening standard of care to our patients. 

Let me explain.  In 2005, a study published in Annals of Family Medicine [1] showed what most doctors already know deep down:  providing the standard of care to our patients is actually impossible if we use the practice management tools available in an average clinic.  There are just too many variables – many of which are in a constant state of flux – to manage with the human brain and paper filing systems alone.  This means, we all cut corners on the best patient care, because we have no other choice, at the present.  Sometimes, it is obvious when a patient falls through this leaky system:  a missed mammogram results in a breast cancer we didn’t catch, for example.  But most of the time, these ‘leaks’ are never discovered – the man who dies of a stroke or heart attack that could have been prevented with tighter blood pressure control; the diabetic who goes blind earlier than she should have with better glucose control; or, the years of chronic stress and fatigue and lost productivity in a case of depression we missed in a young adult.

The rising prospects of HIT offer huge potential to change this bad situation – the potential to do some really transformative things in our modern practice of medicine.  Much like the development of the Internet has completely ushered in the new era of the Information Age, HIT is rapidly developing and changing the very practice of medicine.  But, just as the bridges and roads we use for transportation did not build themselves, the HIT infrastructure we use in our medical care will not build itself.  It will require leadership, vision, collaboration, and hard work to develop properly; without these elements, it may not amount to much at all for decades to come.  

After all, EMR’s (electronic medical records) and computers in medicine have already been around for a couple of decades.  Much of the technology on which new medical computing applications are based is not new, per se.  Yet, we are not even close to achieving the full potential of HIT to solve our core challenges in today’s medical practice: reducing costs, improving quality, achieving widespread access to care.  

Think with me through these scenarios (called ‘use cases’ in the HIT lingo):

Primary preventive care testing:  patients could someday order their own mammograms, immunizations, maintenance lab tests, schedule pap smears, colonoscopy screens, if there are set protocols based on their age and risk categories; orders can be presented to the physician’s ordering protocol for confirmation before orders go through; but, patients, prompted by  protocol / care plans based on preventive protocols, can initiate the order; 

Secondary, preventive (chronic care) testing / care:  see preventive care above, same idea; puts the patient in charge of the initiative, where it should be;

Immunizations:  if a standardized means of denoting immunizations is developed, automated protocols can be produced to quickly assess which shots are due for children and adults and to remind them to come in for the vaccines;

Genetic testing and family history issues:  patients with a diagnosis of Glucose 6 phosphate dehydrogenase deficiency should avoid oxidative drugs, fava beans; nitrofurantoin, dapsone, flutamide, et al; with E.M.R. showing this diagnosis in a standardized field, along with Rx’s in a standardized medication field. A warning message can be generated for avoidance of certain medications, or an automatic allergy can be created to those drugs and foods (adverse reaction or allergy standardized field);

Refills on prescriptions:  can be requested by email, with protocols in place to help the provider authorize and screen such requests;

Drug recalls:  with all patients’ medications lists in the system, patients can automatically be notified if drugs are recalled or if new warnings or drug interactions are published;

Evidence-based clinical guidelines protocols:  with medication lists and problem lists in a standardized format within the EMR database, algorithms based on published guidelines can be run as automatic programs and produce decision support reminders for providers – for example, alert the provider of any severe drug-drug interactions, recommend dose increases or decreases, or recommend the addition of certain drugs for certain diagnoses (e.g., ACE inhibitors for patients with a diagnosis of CHF); reports of patients with uncontrolled parameters (such as A1C over 8) can target cohorts for more frequent follow-up;

Referral and test tracking:  when a referral to a specialist is made, or when a test is ordered, tracking software can alert the provider if the test has not been done, or if there is no specialist note sent back on the patient;

Cross-covering on call for a colleague:  if a colleague is out for a weekend or for two weeks, EMR allows easier access to more complete information on patients when you get that call in the middle of the night; standardization of the data would mean that the data would be right where you always see it for your own patients;

As the technology evolves, there will be potential for even more amazing use cases – for example, patients or providers can potentially load their medical data into proprietary decision support tools produced by highly reputable groups, such as the Mayo Clinic, to get the most updated and authoritative analysis on their particular case.

According to many commentators in the HIT field, the lynchpin of an effective HIT system is widespread interoperability – that is, the ability of each system to communicate with others, and have data from one system easily used by another.  

There are major roadblocks at present to this kind of broad exchange of data.  The current standard for office or hospital EMR is one involving expensive, intertwined, multi-level systems covering medical records, e-prescribing, and billing software all into one product.  There are obvious dis-incentives for EMR companies to enable their products to easily interface with other systems. There is not one single standard data format or protocol that has dominated the market.  The result is that data remains bottled up in ‘silos’ or separate, distinct repositories – the very opposite of the concept on which the internet is built, where exchange and sharing is relatively free and widespread.

What makes this exciting, at the present, is that the rules to the current system are up in the air.  The economic stimulus bill of 2009 included billions in funding and significant legislation aimed at encouraging widespread adoption of HIT.  The funds available are tied to so-called ‘meaningful use’ of EMR by eligible providers and hospitals – applications that must meet federal CMS-controlled benchmarks for such parameters as quality control, e-prescribing capability, billing integration, clinical efficiency, and others.  The first draft of the ‘meaningful use’ guidelines came out December 30, 2009 [2], and public comment is still being accepted; it will end early March, and final rules will be published most likely this spring.  The first draft can be described as heavy on ‘building codes’ but light on ‘roads and bridges’ – that is, it gives detailed guidelines on what each EMR system should be able to do at its facility, but does not go into how that data should be exchanged with other facilities, beyond some very basic directives.  Further, interoperability standards are only briefly addressed – no single data protocol is specified.  We shall see if any of these and other concerns will be addressed in the final version due soon.

This is a wake-up call to all doctors and other medical providers to become familiar with HIT and the policy that surrounds its use.  Nueces County Medical Society (NCMS) has an ad-hoc HIT Committee that will have a link on the NCMS website for information; AMA and TMA also have very active HIT resources, as do most specialty organizations.  Due to the fluid nature of the HIT policy and the amount of money involved, doctors are advised to get plenty of advice on EMR products in advance of any major purchases or upgrades.  At the local level, NCMS is actively involved in the developing Health Information Network of South Texas, a health information exchange (HIE) designed to enable hospitals, clinics, and other entities dealing with health information to share such information to achieve better patient outcomes, as well as to foster the use of such data to harvest valuable population health information that would otherwise not be possible.  Through this local network, we are also connected to the HIT efforts at the state and federal levels – attending meetings, sitting in on conference calls, and actively collaborating with other partners on the inner workings of HIT issues – technical, privacy and security, governance, and public engagement / education.  In the near future, it is expected that the so-called Regional Extension Centers (RECs) will be operational, charged with helping providers adopt and implement HIT to achieve meaningful use.

As I would like to emphasize again, this is a situation in great flux, so please take the time to become familiar with the key components of the technical and policy context before making any significant decisions.  It is an exciting time to be in medicine, and there is a great opportunity to make potentially lasting contributions by getting involved.  This opportunity is underscored by the great uncertainty as to whether or not any comprehensive health insurance reform legislation will end up passing at the national level – making HIT a powerful venue for internal reforms for the healthcare delivery system that could prove valuable for patients now and years to come.  Please contact NCMS, TMA, or other groups if you would like to join the efforts in some way, or if you need more information before making HIT implementation decisions.
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