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From the Chairperson

My Office of the Future

Technology has not always
been highlighted in my work flow
beyond a telephone, fax, or practice
management system. When I started
in 1980, I would use file cards to
track my hospital admissions, use a
pegboard system for accounts
receivable, and write notes in my
office on lined paper. If I needed
help with a diagnosis or to research
a topic further, I would review a few
books that became part of my
library, or had to trudge to the
hospital library for subspecialty
information. This was inconvenient,
time intensive, and worked against
efficient note creation. True clinical
decision support was not intimate to
my clinical documentation work
flow. Over the years, many things
have changed. Now you can see
patient information online for
newborns or access details of
examinations done in the laboratory
or hospital. You can research almost
anything free of charge through the
open Internet or with references in
the PDA portion of my smartphone.

To improve my work flow in a
solo practice office with 2 support
staff persons, I chose an electronic
health record (EHR) a few years ago
that improves my patient clinical
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information access and easily can produce
any report or prescription electronically. Yet,
there are still pieces of information that do
not flow into the record without adding
many extra steps.

Since the stimulus of our new Office of
the Future Exhibit at the National
Conference & Exhibition (NCE) in San
Francisco, CA, I decided to push the
envelope further in my office. I started
accumulating photos taken of my patients
with specific medical conditions. The
patient’s family will be able to view the
photos through my patient portal
(www.msimonianmd.com) as part of an
online child care manual. With the reduction
of the cost of hard-drive storage, I dedicated
an external terabyte network drive that I was
able to plug right into the network without
any special fuss. The images are shared
easily and shown during the clinical
encounter. Inexpensive 22-inch monitors,
mounted on the wall and plugged into my
notebook in 2 of my 3 examination rooms,
allow an easily viewable experience to all.
Patients and their families now can watch as
I type my note or paste up a picture or video
that explains the topic of the moment. I can
block the external screen when I might have
sensitive information, but that is rare. I have
noticed that some families are glued to the
screen and seem fascinated at the
documentation process. They can look at

(continued on page 2)
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growth charts or vaccine tables, and I can print copies
when necessary. I do have a small laser printer in each
room so I print any instructions, prescriptions, or treatment
plans with a few clicks.

Worried that my glances at the family were reduced
while documenting, I feel more comfortable now that the
family can see the process, and many patients do not feel
left out of the encounter documentation. Some adolescents
are particularly helpful to point out errors in my typing.
Even shy teens seem more involved during the visit,
peeking to see what is happening.

What I hope will come in my future office is a
mechanism to speed through the front office registration
process validated by the staff. A military-grade tablet
might be considered, which allows parents or older patients
during the encounter to enter their essential information or

From the Editor

By Craig M. Joseph, MD, FAAP
Editor, cocitnews

Much like many of you, I spend a good part of my
day hunched over a hot keyboard. OK, maybe I am not
hunched and the keyboard is really just room temperature,
but you get the idea. My work involves computers,
technology, and health care; this is all I do. Yet, despite
being immersed in these areas, I still cannot keep up
adequately with any of them. Should I be irritated or
thankful about my inability to know all there is to know
about health care and information technology? I keep
changing my mind.

I consider myself a fairly technically savvy person for
an old guy (by old, I mean over 22). I know how to use the
Internet to find out more information about Japanese
encephalitis than I care to know. Heck, I can even use a
computer to figure out if a pediatric patient has
hypertension. (So does David Kaelber; learn more about

even complete questionnaires. (My attempts to do this
online before the visit have not been successful.) I still
must engage extra steps to log through capturing
measurements, or document office studies like photos,
hearing, vision, laboratory, or other studies. If only there
was a way to merge information generated in the office and
externally in outpatient or hospital facilities with the
patient record seamlessly and wirelessly. The steps
required now are somewhat labor intensive. That process
needs streamlining.

The next step to a better EHR will be to generate a
treatment plan automatically with orders and prescriptions
for any particular diagnosis. That is the office of the future
that will improve my work flow, and surely should ensure
the quality of care the families and I seek. That is the
Office of the Future 1 want. | am getting closer.
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his award-winning research on page 10.) [ used to think
that I knew everything there was to know about Google.
It was easy back in the old days. Find the Google box,
type something in, and hit Enter; but, then, Andy
Spooner goes and ruins all of that with his Web 2.0
article. Apparently, there is more to Google searching
than meets the eye. (Read about it on page 9.)

No matter how cool I think I am, someone is always
proving me wrong. Whether it is a resident telling me
that, “we don’t do it that way anymore,” or a technical
support person commending me for rebooting before
calling him (I guess many “old people” do not), I am
constantly behind the times. I have always been told that
what is old is new, but now I realize that what is new
will soon be old.

Or, e-mail us at membership@aap.org.

Interested in Joining COCIT?

To join COCIT, contact AAP Membership at 800-433-9016. Ask for Membership.
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From the Vice Chairperson

y By Joseph H. Schneider, MD, MBA, FAAP

In 2003, the Rand Corporation did a study of use of
medical guidelines in adult care. The headlines screamed,
“Health System Fails Seniors Half the Time.” For patients
with age-related diseases, such as dementia or malnutrition,
seniors got appropriate care only 31% of the time.

Is pediatrics better? A recent study in the New England
Journal of Medicine shows that the answer unfortunately,
may be “no.” In a study of 1,536 children from 12 cities,
the average documentation of guideline use was 46.5%.
Documentation of preventive services for adolescents was
the lowest, with adherence at 34.5%.

Bad doctors? No. The answer, as we all know, is that
medical care is becoming more regimented and complex. It
is no longer possible to remember everything that needs to
be done at all ages without help. It also is difficult to get
everything that needs to be done into an office visit without
help in prioritizing what needs to be done.

Guidelines exist to help us provide evidence-based
effective care. One method for improving guideline use is
the electronic medical record (EMR). In 2004, the
American Academy of Family Physicians (AAFP)
identified the EMR as the “central nervous system” of the
model family practice. Sadly, in Pediatrics in 2006,
Kemper published a study that showed that, not only were
pediatricians well behind the national average in terms of
EMR implementation, a whopping 69% of pediatric solo
practitioners indicated that they had no plans to ever
implement an EMR. Overall, 36% of the pediatricians
responded that they had no plans to implement an EMR.

In the face of the New England Journal of Medicine
article and the competition from the AAFP, can we afford
to stay on the sidelines and not implement EMRs? As we
approach the “tipping point” nationally for adult-care EMR
implementation, it is not a good idea to be the “doc without
the EMR.” There is increasing evidence that patients are
expecting us to have EMRs and anecdotal evidence that

Vice Chairperson, Council on Clinical Information Technology

new residents are using EMR availability as one of the
criteria for choosing a residency program. In a few years,
these same residents will be expecting EMRs in the offices
that they join.

The 69% of solo pediatricians and 36% of all
pediatricians have what they think are excellent reasons for
not having EMR plans. It is up to us in the Council on
Clinical Information Technology (COCIT) and our
American Academy of Pediatrics leadership to help them
see that an EMR is a necessary part of providing quality
care in 2008. Our patients want it and need it. We cannot
afford not to respond.

What can you do? Many of you already have EMRs. If
you do, post a rating on the COCIT EMR Web site
(www.aapcocit.org/emr). Volunteer to be an EMR
“buddy” (contact Beki Marshall at bmarshall@aap.org to
find out how) to support someone who does not have an
EMR. The buddy list is available on the Members Only
portion of the COCIT Web site.

If you do not have an EMR, make 2008 the year that
you do your selection and planning so that you can
implement one in 2009.

If you know others in your area who do not belong to
COCIT, encourage them to join. There are several benefits
to membership, including the buddy list, this newsletter, a
growing LISTSERV® discussion list, and the How to
Implement an EHR toolkit, which can help greatly with an
office-based EMR selection.

Finally, become involved at the chapter, district, or
national level. Let Beki Marshall know of your activities so
that we can spread best practices. Edmund Burke wrote
that, “the only thing necessary for evil to triumph is for
good men to do nothing.” We need an army of volunteers
and strong, clear leadership to help us move child health
care and pediatricians into the clinical electronic age. The
evidence is clear—we cannot afford to wait any longer.

Do We Know How to Find You?

To ensure that your contact information is kept up-to-date (so your colleagues can find you), please take
the time to visit the Membership Information Change Form (www.aap.org/moc/memberservices/
updatememberinfoform.cfm). You need to be logged into the Member Center to get to this link. If you pre-
fer to contact us by phone or fax, you can do this by calling 866-THE-AAP1 and providing one of the AAP
customer service representatives with your updated address information.
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Council on Clinical Information Technology Members Are Working Actively With
the Certification Commission for Healthcare Information Technology to Improve
Pediatric Functionality in Electronic Health Records

By Joseph H. Schneider, MD, MBA, FAAP

Members of the Council on Clinical Information
Technology (COCIT) have been participants in the
Certification Commission for Healthcare Information
Technology (CCHIT) since its inception in 2005. The
American Academy of Pediatrics (AAP) was one of the
founding organizations in 2005, and, shortly thereafter, the
first working group for CCHIT was formed.

The Ambulatory Work Group launched the first
certification process in spring 2006. Council on Clinical
Information Technology member Eugenia Marcus, MD,
FAAP, president, Pediatric Healthcare, Newton Wellesley,
has been a member of the Ambulatory Work Group since
its inception. Jeannie is a long-standing COCIT Executive
Committee Member. The Ambulatory Work Group is
currently working on its third iteration of criteria.

The Inpatient Work Group released its first
functional criteria standards in 2007. The Inpatient Work
Group is cochaired by Mark Del Beccaro, MD, FAAP,
pediatrician in chief and chief medical informatics officer
at Seattle Children’s Hospital. Mark is also a COCIT
Executive Committee member and current Policy
Committee chairperson.

In 2007, CCHIT reorganized its structure of work
groups and expert panels. Some of the original groups
morphed into new roles. The Interoperability Expert
Panel is a reformulation of the original Interoperability
Work Group. Alan Zuckerman, MD, FAAP, Primary
Care Informatics program director, Georgetown University
School of Medicine, is one of the cochairs of this group.
Alan has long been active in COCIT activities and joined
the COCIT Executive Committee in 2006.

A new group that was formed in 2007 because of the
lobbying efforts of COCIT and the Alliance for Pediatric
Quality (AAP, National Association of Children’s
Hospitals and Related Institutions [NACHRI], Child
Health Corporation of America [CHCA], and the American
Board of Pediatrics [ABP]) is the Child Health Expert
Panel. On the CCHIT Web site, this group has the great
distinction of being charged with carrying out this mission:

“The care of children spans physician specialty
practices and care settings. It's the role of the Child Health
Expert Panel to ensure that EHR products and networks
address the health IT requirements of caring for this special
population by developing criteria and test scripts to be
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added to other certification categories as an option for
certification.”

The Child Health Expert Panel is cochaired by
Jeannie Marcus and Joy Kuhl, MBA. Joy is active in many
pediatric health information technology groups, including
the Health Level 7 (HL7) Pediatric Data Standards Special
Interest Group (PeDSSIG) and the Alliance for Pediatric
Quality. The work group consists of many COCIT
members, including current Executive Committee member
Willa Drummond, MD, MS (Informatics), FAAP,
professor of Pediatrics, founder and CMIO, University of
Florida, ICU Data Systems, Inc. Other panel members are
Elaine Blechman, PhD, professor, University of Colorado
(Boulder); Jeffrey Ferranti, MD, MS, director of
Pediatric Informatics and Patient Safety Initiatives, Duke
University Health System; Craig Huang, MD, FAAP,
assistant professor, University of Texas Southwestern
Medical Center Dallas, Department of Pediatrics; Ian
Johnson, MSN, ARNP, manager of Physician
Applications and pediatric nurse practitioner, CPSI; Craig
Joseph, MD, FAAP, content specialist (Clinical
Informatics), Epic Systems Corporation; Donald Lighter,
MD, MBA, FAAP, associate director of Medical Affairs,
Shriners Hospitals for Children; Michael McCoy, MD,
EVP and CMO, digiChart, Inc; Robin Raiford, BSN, RN-
BC, CPHIMS, FHIMSS, director, Government Initiatives,
Eclipsys Corporation; Michael Seaver, RN, senior
consultant, CSC; Aileen Sedman, MD, FAAP, professor
emerita, University of Michigan Medical School,
University of Michigan Health System; Benjamin
Starnes, MD, FAAP, Physician Resource, NextGen
HealthCare; Melvin Stern, MD, FAAP, practitioner;
Andrea Szentirmai, RN, MHA, solution strategist, Cerner
Corporation; Eric Tham, MD, FAAP, assistant professor
of Pediatrics, Emergency Medicine, The Children's
Hospital in Denver; Robert Warren, MD, PHD, MPH,
FAAP, CMIO, Texas Children’s Hospital; medical
director, Ambulatory Services Baylor College of Medicine;
and William Zurhellen, MD, FAAP, CEO, Putnam
Valley Pediatrics, PC.

The Child Health criteria will be an “added”
certification that, in essence, states that the software meets
the extra standards for Child Health. All the COCIT work
group members strive to include basic pediatric needs in

(continued on page 5)
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their respective criteria (eg, weight-based dosing is not just
in the Child Health criteria). As these criteria are thought to
be more universal, they also are included in the
Foundation Criteria.

Michigan Health System, is one of the cochairs. Pediatric
Cardiologist John K. Triedman, MD, Children’s Hospital
Boston, is also on this expert panel.

Other work groups and panels include the following:

Another new work group, formed in 2007, is the e Privacy and Compliance: Cochaired by Cassi
Emergency Department Work Group. Eric Tham is a Birnbaum, RHIA, CPHQ, director of Health
member of this work group. Eric was the resident liaison to Information/Privacy Officer, Rady Children's

the COCIT Executive Committee during his Pediatric Hospital of San Diego
Emergency Medicine fellowship and is still an active e Security
COCIT member. e Network and Foundation

The Cardiovascular Expert Panel also was formed in
2007, and a pediatric cardiologist, Gerald Serwer, MD,
FAAP, professor of Pediatrics (Cardiology), University of

For more information on the CCHIT processes, work
groups, criteria, and how to get involved, see the CCHIT
Web site at http://www.cchit.org.

EXPErENCE

American Academy of Pediatrics
Mational Il:nnfaran:n & Exhibition

maore

than a feeling...

Boston, MA * Oct 11-14, 2008 * Hynes Convention Center

Save the Date for the 2008 American Academy of Pediatrics (AAP) National Conference & Exhibition (NCE) in Bos-
ton, MA, October 11-14, at the Hynes Convention Center, with free pre-conference continuing medical education
and social events happening Friday, October 10. There are many new and exciting changes for 2008. Session times were
shortened to help you focus, and to give you MORE traveling and networking time between sessions; plenary times have
moved from early to mid morning; our exhibit floor will be packed again with state-of-the-art technology, products, and
resources; and the annual pre-conference symposia series, Peds21, will focus on oral health. The AAP also is extremely
honored to announce the recent confirmation of Saturday’s Keynote speaker, Timothy P. Shriver, PhD, chairman of the
Special Olympics.

Learn more at www.AAPexperieNCE.org and click on “attendee.” Get a first glance at 2008 NCE sessions; click on
“attendee” > “education” and view sessions sorted by topic or format (dates, times, and faculty will be assigned shortly). If
you missed the 2007 NCE, there is an 07NCERecap page under “attendee,” which has faculty podcasts on asthma control,
treatment of epilepsy, effects of health information technology on therapeutic relationship, cerebral function monitoring,
and human immunodeficiency virus exposure. Also on this page are links to the daily conference newspaper, the photo al-
bum, and Fund Run race results, and a link to purchase the 2007 NCE sessions on tape in a variety of formats (MP3, CD-
ROM, or CD player for the PC).

Each year, universities, medical colleges, and hospitals around the country choose to sponsor an “Alumni Event” any eve-
ning during the conference. These special receptions give you MORE opportunities to reconnect with old friends and men-
tors. Are you interested in booking an alumni event? Contact Jake Stein to reserve space today!



http://www.cchit.org/
http://www.aapexperience.org/
MAILTO:jstein@aap.org

Electronic Health Records and Developmental-Behavioral Screening

Reprinted from the fall 2007 issue of the newsletter of the American Academy of Pediatrics Section

on Developmental and Behavioral Pediatrics.

Increasingly, clinicians are using Electronic Health
Records (EHRs) in their practices. Almost all EHRs come
with milestones imbedded in their age-specific encounter
forms. These are not valid screening tools and are known to
miss the majority of children with problems. Such milestones
checklists should be ignored or eliminated.

Software vendors have yet to integrate quality screens
into their software, although many appear to be working on
this, however slowly. Strategies for spurring progress
include:

e  Assigning a point person from your office to tackle
the issue and to maintain weekly contact with the
vendor and software consultant assigned to each
practice.

e  Group advocacy is likely to be more effective than
isolated requests. If available, join the pediatric users
group associated with your EHR or ask for contact
information of other clinicians-users. If that approach is
not an option, contact the publisher of the screening tool
(s) you wish to use and ask if they can connect you with
other clinicians who are interested. Sharing experiences
with other EHR users (and in some cases sharing
programming costs), should speed the process. One
notable approach is that of the Arizona Chapter of the
AAP, where a point person from the Chapter identifies
clinicians using various EHRs and helps advocate with
vendors.

e Increasingly, online screening/scoring services are
available; others are in development. These can often be
accessed even without complete EHR integration by
placing a link into the electronic record. Online screening
services offer a plethora of time-savers such as automated
scoring, generation of appropriate /CD-9 and procedure
codes, customized summary reports for par-ents and
referral letters to share with other professionals when
indicated. Results can be captured and pasted into the
EHR, e-mailed to other professionals, etc.

While tools relying on information from parents are the
most efficient approach to screening (since parents have
time to complete them in waiting or examination rooms,
freeing clinicians to spend more time on parent education and
referral when indicated), the challenge with EHRs is how to
get parents’ responses or test results into the system. Below
are a number of approaches that practices are using. All
require appropriate licensing from publishers/screening
software vendors:

e Providing computer kiosks in waiting or examination
rooms so that parents can complete screens
electronically.

e Placing screens on the EHR’s patient portal. Many
parents can complete the measure(s) online, at home (or
in libraries or pub-lic schools) prior to the visit, with the
results transmitted to the office.

e  Having parents complete screens on paper and asking
staff to type in their responses (eg, into an online
screening service). While this may seem laborious, there
is still much savings given time otherwise lost to hand-
scoring, report writing, finding resources, etc.

e  Using paper-pencil forms in waiting or examination
rooms, and then having staff hand-score and record results
in the electronic encounter form.

e  Creating, with help from publishers and EHR vendors (or
outside software consultants), interactive, offline versions
of each screen’s scoring forms. This still requires hand-
scoring, but can enable a single, updatable, longitudinal
document to remain in the electronic record.

e Administering screens by interview (e.g., when the
physician extender enters the examination room) while
typing the results into an online scoring service or EHR.

e  Using scannable versions of the printed forms for each
screen used. While these do not interface with online
services, they appear to be a common transitional step for
many clinicians who have switched to EHRs but do not
have kiosks or ready Internet access.




Using the American Academy of Pediatrics Information Technology
Infrastructure to Illuminate Practice Issues

By

George Kim, MD, FAAP, COCIT Executive Committee Member

Michael Segarra, MD, FAAP, AAP New Jersey Chapter Vice President

Sandra Hassink, MD, FAAP, AAP District Il Chairperson
Christoph Lehmann, MD, FAAP, COCIT Member

American Academy of Pediatrics (AAP) Group E-
mail is a Member Center feature that can be leveraged by
district and chapter leadership to discover issues of concern
and to corroborate isolated reports and perceptions. When
used with Web-based survey tools, it can quickly collect
feedback to identify areas that require attention. In the fol-
lowing report, district-level Group E-mail was used to di-
rect interested members to an online survey that collected
anonymous data on practice types, sizes, and immunization
practices, focusing on newer vaccines. Strengths of this
approach include its speed and the identification of a “hot”
topic and the subgroup whom it concerned most—private
primary care offices (by the number and content of feed-
back). Weaknesses of the approach include the voluntary
nature of the reporting and the uncertainty with which
Group E-mail reached its intended recipients (30%-50%
per transmission). As an exploratory study, it identified an
area for further attention for the district leadership, which
was presented and discussed at the annual district meeting
and the AAP National Conference & Exhibition (NCE).

In early 2007, the AAP District 111 leadership, in re-
sponse to reports of administration and reimbursement
problems with newer (human papillomavirus, rotavirus,
meningococcal, second varicella, booster tetanus diphtheria
acellular pertussis [Tdap] and influenza) vaccines, sent a
request for information to the local membership. An e-mail
request for anonymous participation was sent to more than
6,000 e-mail addresses of AAP District III members with a
link to an online survey. In a 3-week period (with a single
repeat request), nearly 280 (~4%) responses were collected.

Most responses were from Pennsylvania (38%), New
Jersey (27%), and Maryland (22%), with 3% each from
Delaware, West Virginia, and Washington, DC. Respon-
dents were primarily in private practice (78% [1-2 practi-
tioners: 28%, 3-5 practitioners: 25%, 6 or more practitio-
ners: 25%]), hospital based (13%), and in qualified health
centers (4%). Practice payer mix was primarily private
insurance: 69% (of reporting practices) and medical assis-
tance: 31%. Of all practices, 76% of practitioners reported
that most of their vaccines were purchased, with the other
24% acquiring most of their vaccines from Vaccines for
Children (VFC).

For the specific vaccines:
HPV:
e 64% reported giving HPV to all or most adolescent
females older than 11 years
e 23% reported administering HPV
¢ To patients as young as 9 years
¢ Referring older patients to gynecology
¢ Limiting administration due to insurance, or
parental or patient religious issues
e 13% reported not giving HPV (multiple responses
allowed). Of those:
*  52% citing expense
¢ 39% citing no insurance coverage
¢ 8% citing no demand
¢ 7% citing the vaccine was unavailable
Rotavirus:
e 77% reported giving rotavirus vaccine to all or most
infants beginning at age 2 months
e 11% reported limiting rotavirus vaccine
¢ Infants at risk, in day care, or with older siblings
¢ Ifcovered and/or available through VFC
¢ Many stated parental and practitioner concerns
about safety
e 12% reported not giving rotavirus vaccine (multiple
responses allowed)
& 43% cited expense
& 27% cited concerns about vaccine safety
(1 comment: lack of leader support)
23% cited no demand
20% cited no insurance coverage
16% cited opposition to the vaccine
¢ 4% cited unavailability
Meningococcal vaccine:
e 92% reported giving meningococcal vaccine to all or
most 11-, 12-, and 15-year-olds, college freshmen
e 6% reported limiting meningococcal vaccine
e 2% reported not giving meningococcal vaccine
¢ All teens when available AND covered by
insurance, age range 10+
¢ Practice ability to afford vaccine, deferral to
college health services

* & o

Tdap:
o 97% reported giving Tdap to all or most adolescents

(continued on page 8)
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Influenza for 2006-2007:
e 82% reported giving influenza vaccine to all or most
patients aged 6 to 59 months
e  18% reported limiting influenza vaccine
¢ Supply limitations primarily with some issues of
expense
Hepatitis A:
e  81% reported giving Hepatitis A vaccine to all or most
patients between ages 1 and 2 years
e 15% reported limiting Hepatitis A vaccine
¢ Patients at risk or traveling to endemic areas
¢ Parental desire to have vaccine
e 4% reported not giving Hepatitis A vaccine
¢ Lower priority than other vaccine issues
¢ Too many vaccines in schedule, unconvinced of
benefit (in routine immunization)
Second Varicella
e 70% reported giving it to all or most patients
e 23% reported limiting Varicella 2
¢ Preschool children, if covered
¢ If available through VFC (this was a stated
problem)
e 7% reported not giving Varicella 2
¢ 34% planning to start soon
28% citing expense
23% citing no insurance coverage
22% citing unavailability
15% citing opposition to the vaccine

* & o o

Respondents were asked if they wrote prescriptions for

vaccines:
e 23% reported having written prescriptions for patients
to obtain from the pharmacy and return to the office
for administration
e 1% reported referring patients for vaccine
administration
¢ 41% of vaccine prescriptions were for HPV
¢ 13% for individual measles, mumps, and rubella
vaccines

¢ 10% each for influenza vaccine and typhoid
vaccine

¢ 9% for meningococcal vaccine

Respondents were asked if they have required upfront
payments for vaccines:

e 21% reported yes, from patients, of those:

¢ 35% reported requiring up-front payments for
HPV

¢ 19% for meningococcal vaccine

17% for influenza

¢ 9% reported for any vaccine for self-pay patients
or when insurance does not cover

¢ 7% for varicella

¢ 4% for rotavirus

*

Themes in open comments from respondents included the

following:
e  Overall financial burden (those reporting “not being
affected” primarily used VFC or worked in systems
where they did not see the direct costs) keeps
increasing
e Poor reimbursements and delays in recognition of
vaccines by health plans result in the following:
¢ Delays in timely administration of recommended
vaccines

¢ Increased vaccine costs and cashflow problems
requiring borrowing

¢ Alternative billing notices, up-front payments,
writing prescriptions for patients to get vaccines at
the pharmacy to return to clinic for administration

¢ Patient-practice problems (billing disputes over
vaccine doses, patients leaving)

e  Angst and anger
¢ “Too frequent schedule changes”
¢ Chronic unavailability of vaccines, primarily

influenza
¢ Comments suggest growing skepticism in the
science (1-2 comments) and recommendations

The survey results indicate that practices may be
having difficulties with adherence to the newer vaccine
recommendations (HPV, rotavirus, and second varicella),
with expense of these vaccines being a major contributor.
Other reported problems include limited availability and
poor insurance coverage for the vaccines that further
reduce timely administration. A concern is that, as more
recommended vaccines come to market, increasing costs
may create barriers for the private sector to acquire and
distribute them, resulting in decreased coverage overall and
erosion of pediatric practices and medical homes.




Web 2.0

By S. Andrew Spooner, MD, MS, FAAP

What's this? A new version of the Web? Not really.
Web 2.0 refers to what has happened to the World
Wide Web (and Internet in general) in the wake of the “dot
com bust” of 2001. Following are some of the principles of

Web 2.0 that you may want to think about as you explore
even more useful features of the Web in the post-bust
boom.

You can search the Web. Back in the old, “Web 1.0”
days, the best you could do is to use a manually built index
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Blogs allow even the most casual, non—tech-savvy user to
use the Web to store and share any type of data that a PC
can handle.

Your application is on the Web, too! Yahoo, Glide,
Google Docs, and Microsoft Office Live have shown us
that a good Internet connection is all you need to access
decent software for doing the things that most of us do
most of the time: use e-mail, word processing, spread-
sheets, presentations, photo editing, and general life organi-

(like the old
Harriet Lane Advanced Google Search
Links or PED- Go to www.google.com, click on “Advanced Search,” then “Advanced Search Tips,”

INFO sites for
pediatrics, now
defunct) or try
to search to find
the top level of
the site, which
you would then
have to pore
through to find

highlights:

breastfeeding OR lactation

~jcaho; ~jogging; ~injury prevention

to find more great ways to create more powerful Google searches. Here are some

Use OR instead of the implied AND: type OR between terms

Exclude concepts: put a minus sign directly in front of the term; use quotes for phrases
fetal care center -Boston; hsp -“highly sensitive person”

Synonyms: use the “~” (tilde) before the term

Fill in the blank: * to take the place of a word or phrase

zation tasks.
There is no
more need for
software up-
grades, because
there is no
more software.
Electronic
medical record
(EMR) compa-
nies are moving
to this model as

what you blalock * shunt well, as people
wanted. The Search within a given Web site: use “site:” modifier. NO SPACE AFTER COLON realize just how
reason the in- blood pressure site:www.cdc.gov un-

dexes are now fetal car center site:www.cincinnatichildrens.org maintainable
defunct is be- Find certain types of files: use “file:” modifier. NO SPACE AFTER COLON locally installed
cause search blood pressure measurement in children file:ppt EMR software
technology got care of the common cold file:pdf is.

a lot better. Information

Anyone who
wants to find
anything just
“Googles” it,
and, within sec-

onds, usually Definitions: Use the “define:” keyword

Special Google Content from Google.com
Images: Click “Images” at the top of the Google page; can specify desired resolution
Scholarly articles: Click “More” and select “Scholar” from the pop-up
Textbooks and other books: Click “more” and select “Books” from the pop-up
Residential phone number reverse lookup: Just enter the 10-digit phone number

on the Web can
be organized to
meet your
needs, not the
needs of Web
site designers.

has it, even
though the Web keeps getting larger. It almost seems as if
the search gets better the larger the World Wide Web is.
See the box for some little-known twists on search that will
make it even more powerful for you.

Your data are on the Web, not on your PC. Photo
sites like Flickr, and video sites like YouTube, are the best
examples of this. It is almost irrelevant which PC you have,
or which disc you access, because so much of what we
treasure is “out there” on the Web. And we are OK with it;
the Web is reliable enough to store most of what we feel is
important. It has changed the way we think about our PCs.

Search is great
these days, but you do not want to search for each thing
every time. You can organize your own version of the Web
by tagging content you want to use later, using a service
like del.icio.us. (Just type that into your Web browser and
check it out.) Really simple syndication (RSS) feeds, ac-
cessed through either an RSS reader or a Web browser,
allow you to take selected streams of content you want
(like abstracts of articles in Pediatrics) and place them be-
fore your eyes in a place and time you select.

Everyone is a content provider. Wikipedia.org shows

(continued on page 18)




COCIT Best Paper Award Recipient

By David C. Kaelber, MD, PhD, FAAP
Member, Council on Clinical Information Technology

Title: Underdiagnosis of Pediatric Hypertension—An
Example of the Potential of Electronic Medical Record
Research for Clinical Pediatricians

David C. Kaelber'?, Matthew L. Hansen® and Paul W.
Gunn®. 'Internal Medicine and Pediatrics, Harvard
University, Boston, MA, United States, 02139 and 2School
of Medicine, Case Western Reserve University, Cleveland,
OH, United States, 44106.

Abstract:
Background

Historically, research data were painstakingly
collected or extracted from the patient’s clinical chart into
a separate research database. With an electronic medical
record (EMR), the line between the clinical research
database and the clinical care database blurs.

Methods

Based on a clinical observation of a few overweight
patients with undiagnosed hypertension, we conducted a
retrospective research study examining the appropriate
diagnosis of pediatric hypertension among all children
aged 3-18 in our healthcare system from June 1999 to
September 2006.

Of the 57,647 children in our system during that
period, 14,187 children with 53,911 well child care visits
had undergone American Academy of Pediatrics (AAP)
guidelines for hypertension screening. We extracted blood
pressure, age, height, and gender information for these
patients so we could determine if they had hypertension.
We also extracted diagnosis, past medical history, and
problem list information to see if children who had
hypertension had had it identified in any of these places.
From our analysis, of the 507 children who had
hypertension (based on the AAP guidelines), only 107
(21%) had it diagnosed by their pediatric provider. This
striking finding has not been reported previously in the
pediatric literature.

Results

A medical informatics fellow and 2 medical students
conducted this study during their spare time, over ~70
hours in approximately 6 months, without any funding. The
equivalent paper-based study would have taken at least
~5800 hours. Data collection and processing, where the
majority of resources are spend in many clinical research

projects, accounted for only about 10% of the resources for
this research project, but accounted for more than 99% for
the equivalent paper-based study, at an estimated cost of at
least several tens of thousand of dollars.
Conclusion

This example illustrates the huge potential for clinical
research in an EMR environment. Research has the
potential to be done faster and less expensively, making it
more practical for clinical pediatricians to conduct.

Commentary

This abstract describes the efficiency with which
retrospective clinical research can be conducted in a
robust EMR environment. The results of the retrospective
study on the underdiagnosis of hypertension in children
and adolescents, of which this abstract presents the
efficiency analysis, was published in JAMA (2007;298
[8]1:874-879) and was selected by the American Heart
Association as one of the top 10 research advances in
stroke and cardiovascular medicine for 2007.

In addition to numerous other retrospective clinical
research studies that this technique could be applied to, the
identification of hypertension in the pediatric population
presents additional clinical informatics opportunities as
well. A random sampling of pediatric EMR vendors at the
2007 National Conference & Exhibition shows that few
even currently identify pediatric blood pressure percentiles
and none provide the automated clinical decision support
to identify children with undiagnosed hypertension (ie, at
least 3 elevated blood pressures and no abnormal blood
pressure diagnosis). In the future, the diagnosis of
pediatric hypertension could become a diagnosis made by
an EMR instead a pediatric provider, leaving the pediatric
provider to confirm the diagnosis and develop an
evaluation and treatment plan.

Dr Kaelber is a combined internal medicine and
pediatric physician, board-certified pediatrician, and post-
residency training member of the AAP. Currently, he is
completing his National Library of Medicine Medical
Informatics Fellowship at the Center for Information
Technology Leadership, Partners Healthcare, Harvard
University. He sees children at Children’s Hospital Boston
and Massachusetts General Hospital. He plans to pursue a
career in academic medicine as a clinical informatician.




New Technologies for the Pediatric Office Setting: Logging In AND Off

By Alice Loveys, MD, FAAP

In our gadget-driven world of the BlackBerry, the
iPod, and the iPhone, there is always hype about new
technologies for the medical office. At our office,
Pediatrics @ the Basin, we put new gadgets to the test to
see how they work in a real office setting. We are a
privately owned, 3-doctor office in a suburb of Rochester,
NY. We work mostly one doctor and one nurse at a time.
We see an average of 25 patients per day. We are going on
our seventh year as a fully electronic office.

We consider several factors when we evaluate a new
product. A product must improve the quality of care for our
patients and/or the quality of their experience in our office.
Some products improve our working environment as well.
To be of real value, it has to be affordable and be user
friendly. A product does not have to generate revenue to
enhance care.

Security is a must for offices that store patient
information. Physical access to any system (paper or
electronic) can be a security risk. Paper charts are only as
secure as the physical environment they sit in. Have you
had the experience with paper charts outside the patient
room (or left in the room) of walking in to find a patient or
caregiver going through the chart? Imagine walking into a
room to have a patient or caregiver going through the
computer with access to multiple patient records.

In many ways, we provide greater security for our
patients’ health information by storing them electronically.
We can restrict access through proper security procedures
that go beyond just having physical access to the object
“holding the information”—the computer. Yet, this
introduces new steps in our work flow.

As is the current standard for electronic access to
patient data, we require 2 sets of a user name and password
to gain access to our electronic medical record (EMR)
data—one set to log onto the computer itself, and one for
EMR access. Every time a user steps away from the
computer, he or she must physically log off. While this is a
necessary step for security, it can be an annoying drag on
time in our work flow as we frequently move about the

Member, Council on Clinical Information Technology

room during a patient visit and may be in and out of the
room during an encounter. Forgetting to log off leaves the
system open for snooping. While you can set the system to
log off automatically after a period of inactivity, fine-
tuning this can be problematic. If you make it too short,
you are constantly logging in again. If you make it too
long, you leave the computer vulnerable. In addition,
password management in a small office, while necessary,
is another time drag. Current security standards
recommended changing passwords every 90 days.

For the past year, we have been using biometric facial
recognition software that eases some of the work flow
issues of remembering and entering passwords, as well as
enhances security by automating logging on and off in a
manner that is logical to work flow. This is done by a
combination of software, a door-ajar sensor, and an
inexpensive camera mounted on each monitor.

When a user sits down at a workstation, the camera
sends information about a user’s facial features and how
the person approaches that workstation to the software. The
software “learns” to match a user name and password to
this profile when the person uses the system for the first
few times. When the user subsequently goes to log in, the
camera picks up this profile and will log in the person
automatically. The person remains logged in as long as the
camera can see the user and there is activity with the
mouse or keyboard OR the door is shut before log-in (via
the signal sent on the door-ajar system). This allows you to
move freely about the room, remain logged in, and not
have to return to the computer to log out when you leave
the room. When the door is open, if the user is no longer in
front of the computer, he or she is logged out.

The patients are impressed with this level of security
and we appreciate the automation, which gives us more
face-to-face patient time. The pricing is reasonably
affordable for the small office and is well worth the
investment. For more information, go to
www.sensiblevision.com.

Content Submission

Would you like to contribute to this newsletter? Articles should be approximately 500 to 1,000 words
in length. Submit articles to Craig M. Joseph, MD, newsletter editor, at Craig.Joseph@EpicSystems.com.

Watch the Council on Clinical information Technology (COCIT) Web site at www.aapcocot.org for
information on submission deadlines for the fall 2008 issue.
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EXECUTIVE SUMMARY

COUNCIL ON CLINICAL INFORMATION TECHNOLOGY

EXECUTIVE COMMITTEE

Conference Call

October 1, 2007, and

Meeting

San Francisco Marriott — San Francisco, CA
October 29, 2007

The Council on Clinical Information Technology
(COCIT) Executive Committee met by conference call on
October 1, 2007, and in San Francisco, CA, on October 29,
2007. The Executive Committee discussed the following
items:

e There will be 1 open position on the ballot for the
2008 COCIT Executive Committee election. Dr Willa
Drummond is eligible for reelection to a second term.
The COCIT Chairperson will appoint a Nominations
Committee to identify a slate of candidates for the
ballot. In addition, a new chairperson and vice
chairperson will be elected by the Executive
Committee during the Spring 2008 Executive
Committee meeting.

e Nominations for the 2008 Byron Oberst Award will be
accepted until January 2, 2008.

e  Draft responses to the 2007 Annual Leadership Forum
resolutions were discussed.

e  The draft 2007-2010 COCIT Strategic Plan was
reviewed. It was suggested that COCIT seek to add a
mega-issue discussion of Health Information
Technology to the agenda for the next meeting of the
American Academy of Pediatrics (AAP) Board of
Directors.

e The Executive Committee discussed the need to recruit
more residents and young physicians into COCIT, as
well as the need to appeal to the needs of the general
AAP membership.

e  The Council Management Committee has
recommended that COCIT request an additional full-
time staff position.

e An update was given on the development of
statements on Inpatient Health Information
Technology Systems and Personal Health Records.

e A report was given on the success of the Pediatric
Office of the Future exhibit, as well as the Technology
Learning Center. Plans are underway for the
Technology Learning Center in 2008. It was also
suggested that COCIT work with the Section on
Hospital Medicine (SOHM) on potential topics of the
SOHM’s spring 2009 meeting.

e The COCIT Executive Committee received an
overview of the AAP Patient Care Online service,
planned to launch in spring 2008.

Designate Your Friends of Children Fund
Contribution for COCI

Did you know that you can designate your tax-

deductible Friends of Children Fund contribution to

specific programs or even a Section or Council? You

can donate online at https://www.aap.org/sforms/

fcfform.htm. Toward the bottom of the form, where it

says, “Please apply my gift to:” select “a program of

my choice” and type “COCIT” in the text box. Dona-

tions received in this manner will supplement your

COCIT dues and allow COCIT to continue ongoing

programs or launch new programs. We appreciate your

support!

e Anupdate was given on pending Health Information
Technology legislation, including the status of the
SCHIP reauthorization, proposals for which include
funding for Health Information Technology projects.

e  Updates were provided on the Partnership for Policy
Implementation and the Applications Committee.

e New updates are planned for the Electronic Medical
Record (EMR) Review Web site. In addition, it was
suggested that a small group be formed to oversee the
content and organizational structure of the COCIT
Web site.

e Liaison reports were given on the Certification
Commission for Health Information Technology, the
American Health Information Community/Health
Information Technology Standards Panel, the eHealth
Initiative, the National Medical Association, the
Physicians Electronic Health Record Coalition, the
Section on Hospital Medicine, and the Steering
Committee on Quality Improvement and Management.

e A suggestion was made that COCIT work with the
Residency Review and Redesign project of the
American Board of Pediatrics to ensure that training in
health information technology is incorporated into
residency programs.

The COCIT Executive Committee will next meet in spring
2008. The date, time, and location are to be determined.

For a complete set of minutes or further information on
specific items, please contact Rebecca Marshall, Manager,
Health Information Technology Initiatives, at 800-433-
9016, ext 4089, or bmarshall@aap.org.
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COMMITTEE UPDATES

Policy Committee

By Mark A. Del Beccaro, MD, FAAP

The Council on Clinical Information Technology
(COCIT) Policy Committee met during the American
Academy of Pediatrics (AAP) National Conference &
Exhibition (NCE) in San Francisco, CA. I hope you all had
a chance to go to the COCIT-sponsored events. The Policy
Committee also had a phone meeting in early December
following the NCE. It continues to make progress on some
important policies that help to define the challenges and
issues that providers who care for children in an
increasingly electronic health care environment face.

Policies in Progress

e  Using Personal Health Records to Improve
Efficiency, Safety, and Quality of Health Care for
Children

Alan Zuckerman, MD, FAAP, and Joseph Schneider, MD,

MBA, FAAP, are reworking the statement following

feedback from the COCIT Executive Committee. This is a

rapidly evolving area, but having a policy from the AAP

will be a great tool for discussion in various governmental

and vendor communities.

e Pediatric Aspects of Inpatient Health Information
Technology Systems

The report has been reviewed by the COCIT Executive

Committee and the Section on Hospital Medicine, and

comments are being addressed. This will be an important

work that will serve as a reference by many organizations,

including the Certification Commission for Healthcare

Information Technology. Thanks go to Chris Lehman, MD,

' Chairperson, Council on Clinical Information Technology Policy Committee

FAAP, and George Kim, MD, FAAP, for their hard work
on this technical report.
e Telemedicine II: Liability, Legislative, and
Jurisdictional Issues for Pediatrics
The Council on Clinical Information Technology has asked
the Committee on Medical Liability and Risk Management
to involve the Section on Telephone Care (SOTC) as a
coauthor for this statement. The Policy Committee
comments submitted by COCIT should be considered as
this statement moves forward. Once this latest draft is
ready, the COCIT Policy Committee will review it.
e E-mail Communication
The Policy Committee agreed that this statement should be
cosponsored by the SOTC. I met with the SOTC at the
NCE and the committee was happy to be involved. Eugenia
Marcus, MD, FAAP, expects to have her draft ready in
January for the next round of reviews. This certainly will
be a timely and important policy statement as more and
more families and providers face the challenges of e-mail
communication.

We have to, again, thank Beki Marshall for her
amazing support over the years for the Policy Committee
and welcome Jennifer Mansour as our new support staff
person. Jennifer has hit the ground running and we are
excited to have her. Thanks again and again to Beki.

Please consider being involved by sending us ideas for
statements or helping with policy development.




Applications Committee

By Michael Leu, MD, MS, MHS, FAAP

Happy 2008! I wanted to give you an update as to
what has been going on over the last 6 months. The Coun-
cil on Clinical Information Technology (COCIT) Executive
Committee has been working on the strategic direction for
the Applications Committee, and one of the newer areas
that we are pursuing is the development of electronic tools
based on American Academy of Pediatrics (AAP) and gov-
ernmental (eg, Centers for Disease Control and Prevention)
content. The AAP is planning to release the first versions
of these tools in conjunction with other electronic content
related to the new AAP Textbook of Pediatric Care (aka
Pediatric Care Online [PCO]).

Pediatric Care Online will contain a quick summary of
260 of the 400+ book chapters that are clinically oriented
(similar to Harrison’s online). For example, if there is a
topic on hematuria, the quick reference might describe the
initial workup, clinical pearls, and other summary informa-
tion, which will be made available via personal digital as-
sistant (PDA) or the Internet.

In addition to these chapters, the AAP has identified
more than 400 areas of guidelines or formulas that could be
turned into clinical calculators or be supported by elec-
tronic tools. After speaking with some COCIT members
and with the PCO editorial board, we are focusing on an-
thropomorphic tools (height, weight, occipital-frontal cir-
cumference, blood pressure, and body mass index percen-
tiles), immunization calculation, the AAP Periodicity
Schedule, and developmental surveillance to create elec-
tronic versions of well child visit forms.

The basic strategy for this effort includes the

Chairperson, Council on Clinical Information Technology Applications Committee

following:

e  Creating basic tools for non-electronic health record
(EHR) users that will perform calculations (eg, percen-
tiles), summary aggregation (eg, growth charts), and
store the data discretely so it can be migrated.

e  Packaging these tools as libraries/Web services so that
EHR vendors that do not have these functionalities can
use these tools, and coordinating with our Certification
Commission for Healthcare Information Technology
efforts to strongly encourage the inclusion of these
functionalities.

I am searching for people who would be interested in
joining the Applications Committee. Specifically, I am
searching for people with experience in the following ar-
eas: School Health, Medical Home, Pediatric Research in
Office Settings (PROS), practice Web sites, health mainte-
nance organization practice, and experience developing
PDA applications. In addition, we are seeking authoring
team experts for developmental screening and registration
(as it relates to practice management/quality improvement).
Ideally, participants in these endeavors will have some
experience with designing/using software systems, and/or
in practice process redesign.

We also are interested in anyone that would be willing
to test the tools that we have currently developed, which
include updated growth chart spreadsheets that we plan to
release through the National Initiative for Children’s
Healthcare Quality.

Please contact me directly at
michael.leu@seattlechildrens.org if you are interested.




Education Committee

By George Kim, MD, FAAP

The 2007 Council on Clinical Information Technol-
ogy (COCIT) Scientific Abstract Session, held on October
28 in San Francisco, CA, at the National Conference &
Exhibition (NCE), featured presentations on clinical pedi-
atric informatics research from around the United States
and Italy. The 10 presentations showcased health care in-
formation technology and its effects on clinical work flow,
culture, and outcomes in ambulatory, inpatient, neonatal
intensive care, and emergency pediatric settings.

The Best Paper Award went to David Kaelber, MD,
FAAP, for his “Underdiagnosis of Pediatric Hyperten-
sion—An Example of the Potential of Electronic Medical
Record Research for Clinical Pediatricians” (authors:
David Kaelber, MD, PhD, FAAP, Matthew Hansen, and
Paul Gunn from Harvard University and Case Western
Reserve University).

Honorable mentions were given to presentations by:

e Lola Stavroudis, MD, from Johns Hopkins for “Who
Cares to Know: Defining Neonatal Critical Laboratory
Values” (authors: Lola Stavroudis, MD; Anusha
Hemachandra-Streubel, MD, MPH; and Christoph
Lehmann, MD, FAAP).

e Lee Pyles, MD, FAAP, from the University of Minne-
sota, EMS-C Resource Center of Minnesota and the
Children’s Hospitals and Clinics of Minnesota for
“Parent and Provider Impressions of Emergency
Planning for Children With Special Health Care

Chairperson, Council on Clinical Information Technology Scientific Abstract Committee

Needs: Midwest Emergency Medical Services for
Children Information System” (authors: Lee Pyles,
MD, FAAP; Kathy Jamrozek, RN; Jessica Hannan,
RN; Margaret Scheid, MS, RN, CPNP; and Claudia
Hines, RN).

e Paula Edwards, PhD, from Georgia Tech Health Sys-
tems Institute and Children’s Healthcare of Atlanta, for
“Staff Perceptions of Advantages and Disadvantages
of a Commercial Pediatric Electronic Medication Ad-
ministration Record” (authors: Paula Edwards, PhD;
Leanne Metcalfe; James Jose, MD, FAAP; and Fran-
cois Sainfort, PhD).

Congratulations and thanks go to all participants.

Many thanks go to our on-site judges, Mark Del Bec-
caro, MD, FAAP; Michael Leu, MD, FAAP; Joe Schnei-
der, MD, FAAP; Mark M. Simonian, MD, FAAP; and Eric

Tham, MD, FAAP, for excellent feedback and lively dis-

cussion, and to our (additional) first-round judging panel

and alternates, Kris Benson, MD, FAAP; Chris Lehmann,

MD, FAAP; Gregg Lund, DO, FAAP; Eneida Mendonca,

MD, PhD; Trent Rosenbloom, MD, FAAP; Lewis

Wasserman, MD, FAAP; Stuart Weinberg, MD, FAAP;

and Donna D’ Alessandro, MD, FAAP. Special thanks go

to Beki Marshall, COCIT manager, for keeping us on track.
Presentations will be made available at the COCIT
Web site.

The Council on Clinical Information Technology
Electronic Medical Record Resource:

www.aapcocit.org/emr

review comments based on their experiences.

The Council on Clinical Information Technology (COCIT) officially launched the Electronic Medical
Record (EMR) Review Web site in July 2005. Please help us make this a valuable tool for all American
Academy of Pediatrics members by rating your EMR today!

Still looking for an EMR? We have more than 120 reviews posted! See your colleagues’ rankings and

COCI Tos EMR Resource:

WWW. aapco
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Call for Abstracts
for the American Academy of Pediatrics 2008 I I lO re

National Conference & Exhibition than a feeling...
October 11-14, 2008 Boston, MA * Oct 11-14, 2008 * Hynes Convention Center
Boston, MA

The Council on Clinical Information Technology (COCIT) is seeking presentations and posters on information technology
in pediatric patient care, research, and education for its Scientific Session at the 2008 National Conference & Exhibition
(NCE) in Boston, MA.

Section and council programs provide a forum for the discussion of clinical matters or research related to a particular sub-
specialty or special interest area. Submissions by American Academy of Pediatrics (AAP) members and nonmembers are
welcome; participation is open to health professionals in any field. (However, some sections require a sponsor for any pa-
pers whose authors do not include a member of the Section.)

The following sections and councils accept abstracts for presentation at the AAP NCE.

Abstracts are not accepted for general pediatrics or for other pediatric subspecialties or special interest areas not listed
below.

Adoption and Foster Care
Breastfeeding
Cardiology and Cardiac Surgery
Clinical Information Technology
Critical Care
Emergency Medicine
Epidemiology
Hospital Medicine
Injury and Poison Prevention
Orthopaedics
Perinatal Pediatrics
Residents
School Health
Sports Medicine and Fitness
Surgery
Transport Medicine
Urology

Submit electronically from the AAP Web site at www.AAPexperieNCE.org, under “Abstracts.”

Questions? Contact abstracts@aap.org or 847-434-4079.
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COCIT LISTSERV® E-mail Discussion Lists

COCIT Announcements E-mail List

All COCIT members are automatically subscribed to the cocitnews e-mail list. This list was created for announce-
ments and newsletter distribution. If you have an announcement you would like posted on the list, please send it to
cocit-news@listserv.aap.org. If you would like to be removed from this list, please send a message with UNSUB
COCIT-NEWS in the body of the message to listserv@listserv.aap.org.

COCIT (General) E-mail List

Most COCIT members also participate in this list, which encourages open discussion of items of interest to COCIT
members. Discussions may include topics such as EMRs, practice management software, hardware, and other topics
related to clinical information technology. To subscribe to the list, send a request with SUB COCIT in the message
body to listserv@listserv.aap.org. If you already subscribe to this list and would like to send a message to the list,
send your message to cocit-news@listserv.aap.org.

COCIT AAP-EProducts E-mail List

There is an additional listserv specifically for a discussion on the development of AAP electronic products and Web
services. Members of the AAP Electronic Products team also have subscribed to this list so that they can keep
COCIT members posted on new product development and get feedback from you. To subscribe to the new list, send
a message to listserv@listserv.aap.org with “sub aap-eproducts” in the body of the message.

COCIT-RES E-mail List

The COCIT-RES list has been established to encourage open discussion among Resident members of COCIT on
health information technology issues faced during residency. To subscribe, send a message to
listserv@listserv.aap.org with “SUB COCIT-RES” in the message body.

COCIT-HOSP E-mail List

The COCIT-HOSP list has been established to encourage open discussion among hospital-based COCIT members on
health information technology issues faced in your institutions. To subscribe, send a message to
listserv@listserv.aap.org with “SUB COCIT-HOSP” in the message body.

**%* For all the e-mail lists mentioned above:

Digest Version: If you would like to participate in a list, but wish to limit the number of e-mails you receive, try the
digest version. Send a message to: listserv(@listserv.aap.org and in the body of the message, enter the following text:
SET [listname] DIGEST MIME NOHTML where [listname] is the name of the list (without the brackets).

To withdraw from a list, send a request with UNSUB [listname] in the message body to listserv@listserv.aap.org,
where [listname] is the name of the list (without the brackets).

You must send these commands from the e-mail address under which you are subscribed.

COCIT Online Discussion Board

The Council on Clinical Information Technology maintains an online discussion board on the COCIT page of the
AAP Member Center (www.aap.org/moc). To post a message to the discussion board, or to see previous postings, log
into the AAP Member Center. On the left-hand side of the screen, you will see a drop-down box with a list of the
sections to which you belong. Select “Council on Clinical Information Technology” from the list. On the COCIT
page, click on the COCIT Discussion Group link.
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Officer Listing

COCIT Chairperson
Mark M. Simonian MD, FAAP
MSimonian@aap.net

COCIT Vice Chairperson
Joseph H. Schneider, MD, MBA
FAAP
drjoes@pol.net

Applications Chairperson
Michael Leu, MD, FAAP
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Education Chairperson

Policy Chairperson
Mark A. Del Beccaro, MD, FAAP
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Newsletter Editor
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Please welcome our new members!

The following individuals joined the Council on Clinical Information Technology between
September 1, 2007, and January 28, 2008:

Naomi S. Bardach, MD
San Francisco, CA

Nelson Branco, MD, FAAP
Greenbrae, CA

William Ching, MD, PhD
Chicago, IL

Jon E. Dennis, MD, FAAP
Saint Cloud, MN

Keevin J. Franzen, MD, FAAP
Dubuque, 1A

Ronald W. Jimenez, MD, FAAP
San Jose, CA

Carl E. Johnson, MD, EdM, MSc, FAAP
New York, NY

Neil E. Kirschner, MD, FAAP
Hermitage, TN

Walid Maalouli, MD
Lakeville, MN

John R. Muerer, MD, MBA, FAAP
Elm Grove, WI

Web 2.0 (continued from page 9)

Erika K. Meyer, MD, FAAP
Portland, OR

Douglas S. Nelson, MD, FAAP
Salt Lake City, UT

Nuzhat Nisar, MD, FAAP
Ballwin, MO

Mark A. Pierce, MD
Grabill, IN

Peter A. Rice, MD, FAAP
Tucson, AZ

Ana R. Tanase, MD
Long Branch, NJ

Alberto E. Tozzi, MD
Rome, Italy

Glenn J. Trippe, MD, FAAP
Norwalk, OH

Elizabeth M. Wertz Evans, RN, BSN, MPM
Carnegie, PA

the power of a minimal amount of trust, as applied via the Web. Who knew that volunteer
editors (75,000 of them) across the planet could synthesize a useful encyclopedia that is
truly, uh, encyclopedic? AskDrWiki.com and eMedicine.com are medical twists on this
kind of collaboration, which health care has only begun to tap.

There are Web pages that live and breathe. AJAX is a technology that allows Web
pages to change as the data on the page change. No more filling out forms and hitting
"submit," only to find out that it was the wrong form. AJAX combined with Web services
turns any Web page into a portal into any data-driven process—everything from a product

catalog to an EMR.

There is a viable business model for the Web. Unlike the pre-boom days, where Web
start-ups burned through venture-capital cash as fast as the checks could be cashed, link-
ing search to personalized views of data drives a very effective advertising model that
keeps most Web-based businesses afloat. This model really does not support professional
health care applications yet, but who knows what Web 3.0 will look like?

Do you want to learn more abut Web 2.0? Just Google it, of course!
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