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From the Chairperson

By Joseph Schneider, MD, MBA, FAAP

AMay you | ive 1in
Part Il

Chairperson, Council on Clinical Information Technology

Il nNnterest.

L ast fall, I wrote about the inter  (EHR) implementation, (2) achieving
esting times that we find ourselves in widespread @rescribing adoption, (3)
regarding health information adopting national standards for HIT, (4)
technology (HIT). Things have pushing for transferable personal health
gotten a lot more interesting since record use for chronic children, and (5)
then, with global economic problems pushing for funding for HIT for
and a historic presidential election. pediatricians? The list of things that could be

In times like these, it is prioritized is enormous, and not everything
important to have clear plans so that can be done.
you focus your efforts on where you The AAP is not ignoring HIT. On the
want to go. | n | asantrafyghe AAPhasuitevesnunaberiofe r | |
outlined the Council on Clinical activities going on. However, by not
Information Technology (COCIT) formally prioritizing and communicating key
strategic plan. It is simple, with 4 goals, a lot of energy will be spent on things

goals and a few objectives for each  that are much less important, and the danger
goal. Council on Clinical Information  exists that important things will be ignored.
Technology Executive Committee As an example of how prioritization can
members are responsible for moving be successful, the American Academy of
one or more objectives of the plan Family Physicians, several years ago,
forward, and we are making progress described electronic health records as the

in many areas. Afcentr al

nervous systemo

Unfortunately, as of this writing,  of Family Medicine, which is the centerpiece
the American Academy of Pediatrics of the Future of Family Medicine project
(AAP) does not have a clear strategic (http://www.futurefamilymed.org/

plan that includes HIT. Given the index.htm). By stating effectively that EHR
limitations of funding that will exist adoption is a top priority, family physicians
for the new administration, it would  have achieved significant successes in
seem critical for the AAP to have making their records electronic (now

such a plan to focus efforts. For probably >50% adoption), far more than

example, can anyone answer what the pediatrics.
AAP priorities are, relative to

The COCIT Executive Committee has

subjects such as (1) achieving been working hard over many years to get

widespread electronic health record

American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN

(continued on page 3)

n

(o]



Future of Pediatrics?

By Eugenia Marcus, MD, FAAP
Vice Chairperson, Council on Clinical Information Technology

v'A

At the end of February 2009 in Anaheim, CA, the How will pediatricians do the disease management
American Academy of Pediatrics Sponsored agm needed to improve the quality of care they deliver? Who is
meeting on the Future of Pediatrics. Sadly, a major compo-£-Prescribing now, and who will be in the future?
nent of the future was missing. There was not a single I have put enough on that list for several conferences.
topic, talk, or seminar on information technology, elec- ~ However, | purposely put up an expanded list of topics to

tronic medical records (EMRs), electronic tools, Web re- illustrate the depth and breadth of possibilities that will be
sources, or other things that are part of the practice of the Part of the future of pediatrics and could have been in-
future. While the selection of topics was excellent, the ab- cluded in the conference.

sence of technology talks was glaring. We are currently in a transition period from paper to
Where is a talk on telemedicine? Will the children of €lectronics. This project is labor intensive and financially
rural America visit the cardiologist via the Internet? Will  intensive. It demands a mindset to weave the electronic

the pediatrician of the future monitor his or her patients ~ knowledge into the structure of the program. Perhaps the
with diabetes at home by reviewing their monitoring de-  goal of this program was different. If so, then the title of
vices downloaded thru the B®oprferesce wasamisngmen The next Fuiure of Pediatr |
parents fill out History of Present Iliness, Family History, ~Iics conference should be all about the transition to elec-

and Review of Systems on a form in a Web portal that will tronics. That is one of the big challenges for the future that
download into the EMR? Will parents make their own ap- IS here now.

pointments on the Internet?

From the Editor

)) By Craig M. Joseph, MD, FAAP
Editor, cocitnews &lm

N

\W e have all heard the mantra before: keep it simple. treatment. Heck, it is often not even legible. So why is a
The message itself is not that complex (just 3 words and 4 blank sheet of paper so popular? | think because it is so
syllables). Yet, we hear it repeatedly. Just keep it simple. Simple.

But, keep what simple? Whatit® | thinkit is One of the jobs of the clinical informaticist is to
everything. | know that it is important to keep my life make the use of information technology as simple as
simple, my relationships simple, and my explanations of ~ possible. Sometimes that means not giving users all of
pre-algebra to my sixth grader simple, but an electronic  the options that might be available. Sometimes it means
health record? | need to keep that simple, too? The answerasking users to change their work flows to standardize

is a resounding yes. the way things are done in an office or hospital.
A blank sheet of paper is simple. For virtually every ~ Sometimes it is not so easy to keep things simple in the
clinician, a blank sheet of paper is intuitive; clinicians digital age.
know what to do with it. Heck, they have been using blank As far as clinical informatics goes, we may need to
sheets of paper for a long time. A blank sheet ofpaper modi fy the fAkeep it simpleo di
works. However, although it is simple, intuitive, and about, fkeep it as simple as p

proven, a blank sheet of paper is also not many things. It isus in the right direction, but gives us some leeway to add
not available to everyone, everywhere, all the time. It is nota I|t_tle complexity to improve the way we take care of
helpful to guide clinicians to the proper diagnosis and patients. It seems simple enough to me.




AMay You Live in Interesting Timeso

(continued from page 1)

the AAP to include HIT somewhere in its strategic plans. they take action. When we do have a plan, it needs to be
Recently, our proposals were turned down again. It is time,widely communicated so that Congress, states, and our

in my opinion, to act, because a failure to act could be a members all have a clear understanding of what needs to be
significant setback to pediatrics and pediatricians. done first, second, etc.

What can be done? | have recommended that the AAP  Council on Clinical Information Technology and ron
gather selected key informed representatives of sections, COCIT members need to get involved in the prioritized
councils, and committees to provide the AAP Board of HIT efforts by injecting HIT intaall efforts of each
Directors with recommendations on what AAP priorities  section, committee, council, and chapter. Edmund Burke
should be in HIT. Council on Clinical Information wrotethatiit he only thing necessary
Technology members (and others) need to educate AAP f or good men The evidehce isrtledtwei ng. 0
Board members on the importance of this effort so that ~ cannot afford to wait any longer.

Organizational Change: Implementing Health
Information Technology in the Inpatient Setting

By Timothy Hartzog, MD, FAAP
COCIT Member

| mplementation of clinical information systems is a In addition, there is a tendency to become dependent
significant organizational change and organizational on technology to the extent that, when the technology
behavioral task. It is thought that the change from paper malfunctions, system flow and work slow or are greatly
based records to completely clodedp medication di srupted. Another problem can
systems is the most significant organizational change that f at i gue. 06 Wit h the incidence o

occurs in hospitals. The work flow in the hospital is being is crossed and providers begin ignoring them all. Drs Ash
fundamentally redesigned, and there is a shift in the powerand Sittig also have done great work on the emotional
structure. Anyone who is serious about being a medical aspects of CPOE. Computers illicit a wide range of emo-
informatics specialist and implementing clinical informa- tionsd some people love them while other people hate
tion systems needs to read the collective works of Joan  them, and rarely do you find a neutral thought about com-
Ash, PhD, MLS, MS, MBA, and Dean Sittig, PhD. puters.
| have had the distinct pleasure of taking classes taught  One of the key things in implementing any large clini-
by both of these outstanding informatics specialists. They cal system is to understand that the task is, fundamentally,
have written about the unintended consequences ofcom- about changing peopleds behavi
puterized provider order entry (CPOE), which include that creates a good work flow is not about the technology.
issues such as fundamental power shifts, loss of control ~ The fanciest touch screen in the world will not help if it has
experienced by physicians, and the loss of autonomy that a bad user interface. That is why there also is body of
information systems can create. With new informational | i t er ature devel oped around fis
sets, work is shifted to the physicians who must now know informatics. Special people make the system work. The
the specific order of tests and CPOE instead of having the newest member of this class of people is the chief medical
nurse follow the information. information officer (CMIO), who is usually a physician
There also is loss of communication. For example, in  who practices medicine and is respected for his or her
the paper world, the clinician often takes the charts off the medical skills. This person also has a technical background
desk and talks to the unit secretary, perhaps telling her  with either some medical informatics training or computer
what he just ordered, with maybe a side chat about the  training that allows him or her to translate between clini-

kidsd | atest soccer game. Cthanhé vempgatendwwhbtl,theusygah
actually write orders from miles away and never actually programmers do not understand how clinicians process
talk about them; therefore, there is a loss of factace information and do not understand clinical work flows;

communication when clinical information systems are in  therefore, the role of the CMIO is to deal with the technical

place. .
(continued on page 6)




The Newborn Screening Use Case and New Roles for
Health Information Technology in Newborn Screening

By Alan Zuckerman, MD, FAAP
COCIT Executive Committee Member

T he American Health Information Community integration into the electronic health record (EHR) or
(AHIC) was established by United States Secretary of future availability when the data are needed.
Health and Human Services Michael Leavitt in 2005 as an Getting the information to the correct physician is
advisory body for health information technology (HIT) and challenging because of changes to the infant name and
health information exchange (HIE). It was scheduled to  primary care provider after the initial specimen is obtained.
sunset at the end of 2008, to be replaced by a public privat€ompleting the appropriate confirmatory testing and
partnership Successor organization that will continue the referral for all infants who fail to pass initial screening is
process of identifying opportunities to use HIT to improve also challenging, especially for hearing screening. While

health care. more than 98% of infants may get initial hearing screening
Much of the work of the AHIC was carried out by in most states, it is not uncommon for half of those who
creating Use Cases, which led to identification of issues byfail to be lost to followup, have no diagnostic
the AHIC work groups, standards harmonization and confirmation, or be designated as unable to contact. While
interoperability specification development by the Health  the majority of those who fail to pass initial screening may
Information Technology Standards Panel (HITSP), have normal hearing, opportunities for early intervention
certification criteria used by the Commission for are lost for some infants.
Certification of Health Information Technology, Trial With help from the Newborn Screening Saves Lives
Implementations by the Nationwide Health Information Act of 2008, most states have moved thet€8 core panel
Network contractors, and, in some cases, even pilot recommended by the Advisory Committee on Heritable
projects and incentives to promote adoption. Disorders in Newborns and Children (ACHDNC) based on

Thirteen use cases were developed by the end of 2008 report by the American College of Medical Genetics
and were used to create recognized standards. Many gaps(ACMG). The ACHDNC continues to review new tests
remained, such as the failure to include immunization and appropriate screening strategies based on advances in
decision support and assessment in the interoperability  treatment and diagnosis. Many states supplement their core
specification developed for the immunization and responsepanel with secondary screening targets and screen for
management use case. A single additional use case on  additional conditions, including some hemoglobin traits.
Newborn Screening was created for ongoing work in 2009, The nature of newborn screening is changing, and the

along with several gaps and extensions to previoususe concept that fAno news is good
cases, including both a Medical Home and Maternal and past for rare and catastrophic conditions like PKU and

Child Health Extension/Gap. The Maternal and Child congenital hypothyroidism, no longer applies to a range of
Health Extension/Gap and is closely related to the conditions that are now included in screening panels. It is

Newborn Screening Use Case. It covers many areasofdatampor t ant to confirm that weach
integration between different public health systems, such akas seen and reviewed the results and taken appropriate
newborn metabolic screening, early hearing detection and action or filed information for future use. Closing the
intervention, vital records, and Medicaid Early Periodic orders loop by confirming that all tests that were ordered
Screening and Development Testing. have generated results is difficult when the physician who
Newborn Screening is an ideal final use case from the cares for the infant is not the same physician who ordered
AHIC because of its important connection to both child the test.
health and personalized health care. Newborn Screening The coding and terminology of newborn screening
can be considered an area of mandatory interoperability  results is different from other laboratory results because the
because information must flow between the hospital or  reports usually focus on the condition for which screening
birthing center, public health agencies, primary care is conducted (reported as positive or negative) rather than
physicians, and specialists (including audiologists) who  on the actual test performed or the quantitative result. One
care for the more than 4 million infants who are screened of the recommendations of the AHIC was that the
each year. If this does not happen electronically, it must  Newborn Screening Use Case should call for electronic
happen on paper, by fax, and by phone, with limited reporting of quantitative results, even if they are used

(continued on page 5)




Newborn Screening and HIT

(continued from page 4)

clinically, so that they will be available to advance
population health and improve setting endpoints and
selecting best testing methods.

newborn screening has evolved with the evolution of
medical knowledge. Some conditions are named for

clinical syndromes, some for enzyme defects, some for the

some for specific genetic abnormalities. Part of the

and counting conditions. The National Library of
Medi cineds Unified
be expanded to include newborn screening conditions

electronic availability of educational materials is critical to

both health care professionals and parents when

unanticipated results are reported. The costs and problems
The approach to naming conditions that are targets of created by false positives remain a concern. Education may
be able to minimize the impact of repeat screening and

confirmatory testing.

The use case will cover reporting the results of the
abnormal analyte or substance that is measured, and, nowijnitial screening tests, decisions about the need for repeat
or second screenings, confirmatory testing, preparing a
Newborn Screening Use Case is a coding and terminologyconsult and referral report combining all available data,
guide that links synonyms and alternative ways of naming collecting family history when appropriate, and making all
necessary medical and nonmedical referrals for treatment

improve the process of transferring a basic newborn

Me di c al and publig healty repor@ing dttalsoris ah dpporunity tow i | |

structured around the approach to designating screening discharge summary to the primary care provider, as much
targets developed by the ACMG. Having a national coding of the key newborn data are needed to interpret screening
and terminology guide will facilitate uniform reporting and results. Making this information available as quickly as
data sharing between states and interpreting reports when possible after newborn hospital discharge will require

children move or seek care in different parts of the country.electronic systems to speed reporting to the current location

Newborn screening is a moving target. Additional

changes in screening programs and variations from state to

of care.
Work on the interoperability specification will take

state and over time are anticipated. In the future, it will be place in 2009. Council on Clinical Information Technology

important to be able to identify, specifically, what

screening tests actually were performed for any child as

new tests are introduced for the same condition.

members should consider working with HITSP on this

important project, as well as encouraging both their local

newborn screening program and their EHR vendor to

Privacy protections are important for genetic data. Theimplement the interfaces and participate in pilot

Genetic Information Nondiscrimination Act of 2008 will

demonstrations of the newborn screening use case.

help prevent discrimination in health insurance coverage Vendors need to hear that their customers definitely are

and employment, and should help facilitate electronic

interested in automating retrieval and filing of newborn

sharing of newborn screening results when regulations arescreening results. Local HIEs also should include Newborn

developed to prevent misuse of this information.

Screening (which can include the newborn hospital

Many of the conditions detected by newborn screeningdischarge summary data) in their activities.
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Designate Your Friends of Children Fund
Contribution for COCI

Do you know that you can designate yourtax
deductible Friends of Children Fund contribution to
specific programs or even a section or council? You
can donate online attp://www.aap.org/donate/
fcfdonate.htm Toward the bottom of the form, where it
says, fiPlease apply my g
my choicedo and type ACOC
tions received in this manner will supplement your
Council on Clinical Information Technology (COCIT)
dues and allow COCIT to continue ongoing programs
or launch new programs. We appreciate your supporq!
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Organizational Change

(continued from page 3)

aspects of running a complex medical organization with all to work on informatics projects with the CMIO to accom-
the various subsystems, from materials managementto  plish the goal of successful implementation.
clinical information systems. The CMIO is a person that The next person is special even though he or she has a
bridges the gap between the physician and the technology.very negative attitude toward change and, especially, com-
It is a fundamentally different role from any other role in  puters. People like this are called curmudgeons. They are
the hospital. The good CMIO has to have a thick skin, be apeople who have nothing good to say about CPOE or
respected clinician, be abtbangeanterstantdcpbopbeBsf bmw-
tions, and be able to communicate in medical and technicathem to run high and never to talk to this person; but the
lingo. Luckily, there are many ways that a good clinician ~ exact opposite is true. You must engage the curmudgeon
can get the necessary medical informatics training, such asverbally early in the process and try to fix the things you
with programs like the American Medical Information can. When shown by a legitimate clinician that he or she
Associationds 10 x 10 pr og raamake acennestion add nakechangesdaettie systens c i -
ences University graduat e tatigngrevestthings, thegudmudgeon glavly witheecome v e r
the technical lingo, the rest is just fundamental clinical neutral and, with any luck, eventually be supportive of the
work flow. o new technology. Part of any clinical implementation is to

The next type of speci al engagetheentireisgectrunna physisianyuseis.ci a n
champion,d who is the <cl ini clnasummayhlysAsh andsSittig badeqpt togetherany n e w
system and helps refine the system while, at the same timémpressive body of work that describes the softer side of
rallies the less enthusiastic partners to use it. Physician  clinical information implementation. This essay presents
champions are needed in every division of a hospital basedsome of the highlights of their findings and recommenda-
on medical staff. For example, the pediatrician has a hard tions. Anyone who wants to be successful in implementing
time understanding surgical work flows, and the surgeon these systems must understand the likely underlying behav-
has a hard time understanding bronchiolitis work flows. ioral and organizational change issues that are involved.
Therefore, the physician champions should have some time

The Council on Clinical Information Technology
Electronic Medical Record Resource:

WWW.aapcocit.org/emr

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

Still |l ooking for an EMR? We have more than|f 120 revi
review comments based on their experiences.

COCI Tés EMR Resource: www.aapco
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Wish List for the Electronic Health Record Industry

By S. Andrew Spooner, MD, MS, FAAP
COCIT Member

T here are some elephants in the room. They lurk theravi t hi n our practice. Yes, we ¢cC
throughout your electronic health record (EHR) implemen- this tends to be an activity that is skipped in favor of activi-
tation, casting dark shadows on the shiny promises of ties that are more directly related to individual patient care.
health care automation. Everyone knows they are there, but

no one wants to deal with them. If we try to talk about Wish 3: Really handle learners in the workplace.
them, we very rarely end up with any solutions to the prob- Every EHR fAhandleso students
lems they pose. by means of generplurpose, privilegesetting utilities

As we think about how EHRs are going to look in the Wwithin the program. No EHR that | am aware of knows the
second decade of the 21st century, can we start talking  difference between a student review of systems (which an
about how our EHR systems can address these problems attending physiciananreview and include as documenta-
prospectively? To fulfill our EHR wishes, it will require a  tion to support billing) and a student physical examination
tremendous, cooperative effort between vendors, informat-(which cannot be used to support billing). Most electronic
ics researchers, and professionals. It is entirely possible or dering schemes allow an ford
that you will disagree with some of these wishes. Italsoisdent ) and an fAauthorizingo pro
possible that some of these wishes are contradictory. All | unusual to see a system that allows a full representation of
can say is that these are the wishes | have when | look at the layers of medical education (from the attending, to the
the implementations with which | have been involved so  fellow, to the resident, to the intern, to the fowytar stu-
far. dent, to the thirdsear student, to the secoegdar student

observer).

Wi sh 1: Solve the fidoctor as secretaryo probl em.

ltés easy to | earn to typushda4 Tametee uglypsnymonser.| earn to s
recipients for |letters and cYoucaatalldmmediately when something hastbees e
essential data off a patient questionnaire and enteritinto ipri nted by a computero ver
the computer. 1tds easy t otypistlaidontandgrintede Why is it sogasy? Becauge c o
easy to look up the name of the procedure you want to percomputergenerated reports from an EHR contain inexpli-
form from a | i ®dsytoléarnpmowdoc e d gablerygns of yertigakblank space, page breaks that create
type 60 words per minute. None of this is hard, butwhy fiwi dowedo and fAor pharagdo | i
does it have to be the doctor to do these things? Infact, | et ters where page 2 contains
why design a system that evailiows doctors to do these line, tabular output where column widths are not adjusted
things? When we used paper for all our documentation,it t 0 mi ni mi ze word wrap € the [
made sense to give these tasks to the higiadtperson in ~ modern computer technology to detect and prevent these
the practice. Now that we have replaced these paper pro typographic monstrosities? Maybe it is now, but there
cesses with much more laborious methods for getting dataought to be a way to build a layer of logic into print rou-
in, isnét it time to r et hi HRSthapalyzethese groblemsrandymake the qutpuslool o r k
documentation in the practice? better. Some brilliant computer scientist surely can figure

this out. 1t is not sufficient

Wish 2: Embrace the population approach. l etdos not work on it.o Paper r

Electronic health records are, by definition, patient ~ out as if they are to be printed) will be with us a long time.
centered. There is nothing wrong with that. However, once
we have data about our patient in the system, it is a shameWish 5: Make medication identifiers interoperable.
that our tools for managimppulationsof patients are not Incredibly, there is no universal way to express, in a
as weltdeveloped as the patieagntered record. It ought ~ computable form, that a patient is on a given medication. In
to be standard functionality that we can use our EHRs to 2001, the National Library of Medicine instituted the
identify highrisk patients within a population rapidly, to ~ RxNorm project, intended to provide a universal way to
intervene or to institute large preventive health care-mea identify drugs so that systems can interchange drug lists
sures. We can move the dial on health care quality a lot ~ without loss of meaning. However, as of the end of 2008,
more efficiently if we can examine groups of patients

o no @
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(continued on page 8)




EHR Wish List

(continued from page 7)

the standard in implemented systems is to use the drug  how people work. Anecdotes about physicians staying in
ontologies that are provided by one of several drug data- the office every night until 8:00 pm to finish EHR docu-
base vendors. Of course, these ontologies are encoded difmentation could use verification or refutation through stud-

ferently; therefore, there is no way to share drug lists ies.
across systems without a tremendous amount of-error
prone work. Wish 9: Develop a model of user authentication that
circumvents the laborious login/log-off problem.

Wish 6: Try to turn opinion away from the Health care is a team activity. Many different people
fi e v er yistchstomizablesol e -Tudtemizei t o do many things at the same time as other people; but, we
assumption. are as tied toihheesenocoaptasf w

When we buy most neBHR software, we install it in the 197006s days of VT100 te
and use it. We do not ent e atedhnictam a social workeg, arsl @ coupde ©f adnfinistfed e s i ¢
sessionso with the vendor tive assstakteall hebddo centribute \(ahthes appraptiatee x a c t
the way we want it to work. With EHRsS, we maximize professional level) to the care of a patient, we have to have

dissatisfaction with the software by assuming that we ougha way for them to do it without creating a hew session and
to be able to customize the system. Itis greatto have a  new documents. Health care documents need to comprise a

system that is customi zed paichwork & dogsuenentason foom mang jebdrales.wor kpl ac

but it comes at a tremendous cost. Upgrades become more

expensive. Customizations that alter system functionality Wi s h 10 : Preserve the Agisto o

usually result in limitations of system functionality, which, One of the first things to go when one implements an

in turn, fuel user dissatisfaction even more. EHR is an easy way to tell, with one glance, what is hap-
pening with the patient. In ot

Wish 7: Include patients in the information-gathering of the patientdés medical situa

process. the EHR; after all, most EHRs support the idea of a prob-

It is rare these days to find any examples of patients lem list. The problem with problem lists is that people do
and families directly editing their own information in an not use them. The problem list needs to move to the center

EHR. I f they are doing it af 8ahk,ubsetrbdbs BrRpsepanate Rpeb
health recordd systems or doptatumn ef nare shpuad nbtdd am opiondhhiceth bug h e a |
care system that is getting more complex, it is now time to instead, be the way EHRs work.
create systems where patient data entry is not simply an
addon. Electronic health records need to include a patient Wish 11: Segregate the regulatory documentation from
facing data collection process from the-get Sure, there valuable patient information.
are health literacy issues, but most patients in most prac- Donét get me wrong; I do thi
tices can, if given an appropriate interface, managethe eval uate patientsé | evels of p
very important background information that is required for pain control. | think it is important to reconcile their list of
safe health care. medications. | think it is important to document a physical
examination and a certain level of detail to be reimbursed

Wish 8: Make the facts about EHRs and productivity for certain level of service. However, for most patients, the
public. details we record about them in the name of complying

There is little good, peeeviewed literature on the with regulations are irrelevant. We need to examine sys-

impact of modern EHRs on productivity. There is a lot of tems that take this information and keep it in the back-
anecdotal and vendaollected information on how coding ground until it is needed, leaving the truly salient features
levels change, but not much literature how EHRs change of their medical situation visible in the record.

Do We Know How to Find You?

To ensure that your contact information is keptandate (so your colleagues can find you), please take
the time to log in to the Membership Information Change Form on the Member Center Web site at
www.aap.org/moc Under fAMember Community, o click on fMUpdate C
contact us by phone or fax, you can do this by callingB8&-AAP1 and providing one of the AAP cus-
tomer service representatives with your updated address information.
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By Alan Zuckerman, MD, FAAP
COCIT Executive Committee Member

"

T he State Alliance for-elealth (SAeH) is operated by e
the National Governors Association Center for Best
Practices for the purpose of improving and promoting the
use of health information technology (HIT) and health
information exchange (HIE) at the state level. It issued its
first report titled Accelerating Progress: Using Health o
Information Technology and Electronic Health Information
Exchange to Improve Cari October 2008. The full
report is available dtttp://www.nga.org/center/ehealdimd
provides a good summary of the need for more state
activity in ehealth and the critical role that states should
play.

The work of the SAeH is very important to
pediatricians who are interested in advancing the use of
HIT, because most government HIT incentives for .
pediatrics will need to come from the Medicaid program,
which is administered at the state level rather than from the
federal Medicare program. Public health initiatives in HIT,
such as Immunization Information Systems (IIS), or
registries, and Newborn Screening Programs are also state
activities rather than national programs. Improving
interoperability with public health interfaces to electronic o
health records (EHRS) will require states to support
development and implementation of standard interfaces.

The report identified 6 areas of opportunity for states
to facilitate the use of HIT and developed several strategies
for each recommendation. .
1. Provide leadership and support fehealth efforts.

2. Address privacy and security.

3. Promote the use of standatlssed, interoperable
technology.

4. Streamline the licensure process to enable estae
e-health.

5. Engage consumers to use HIT in managing their health
and health care.

6. Develop workforce and agency capacity to support
electronic HIE efforts.

First Report of the State Alliance for eHealth

Establish a roadmap articulating vision and strategy
for electronic HIE developmenitlot everything can be
accomplished at once. A coordinated, phased approach
will be needed to bring HIE and IIS to all areas of the
country.

Make a patiententered, interoperable, and portable
EHR available for every child by 201@ne of the

most visionary insights of the SAeH was the
recognition that all children, not just those covered by
Medicaid, must be included because of frequent
changes in coverage and parental employment, as well
as movement from state to state during childhood. Key
data areas for a basic child health record were
identified in the report.

Develop and implement incentive programs or
reimbursement policies that support HIT adoption and
electronic HIE.Incentives are critical to stimulate
private investment in technology that benefits many
stakeholders. Pediatricians have been slow to adopt
EHRs. Targeted incentives for child health providers
will help.

Participate in national certification and standards
setting processeState governments are not covered
by the federal executive order on use of recognized
standards, and more state participation in encouraging
the use of standards will accelerate adoption.

Direct the Medicaid and state employee health plan
programs to implement standartased personal

health records (PHRsPersonal health records are an
important tool for enabling parents to share child
health data with multiple
lifetime. Medicare and other adult payers are
implementing programs in this area. State participation
will be needed to reach large numbers of children.

The American Academy of Pediatrics (AAP) has

chapters in each state. The Council on Clinical Information
Technology (COCIT) has liaisons for many of the state
chapters, as well as direct interactions with many of the
districts. Followup and monitoring of individual state
responses to the SAeH report can become an important
activity for COCIT liaisons. Comparing data and activities
from other states can be a useful strategy for encouraging
your own governor and state legislature to act on HIT
opportunities by appealing to a sense of desire for parity
and equality with other comparable states.

(continued on page 11)

Following are several specific recommendations that
are of interest to pediatricians:

e Designate a single authority for state government
interagency coordination and collaboration with
statewide publigrivate effortsWithout a single
authority and point of contact, issues will not move
forward and opportunities to integrate information in
separate databases and registries will be lost.
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Harriet Lane Handbookfor PDAs

By Julie Youssef, MD,
AAP Section on Residents Liaison to COCIT

W hite coat, stethoscope, calculator, 2 pens, prescrip- In all, this program does not provide a link between
tion pad, official hospital stamper, reflex hammer, penlight, the medical calculators and the review of medical knowl-
1¥»poundHarriet Lane Handbook (HL) e f e r e n c e edge.dAdditignally, the user is unable to navigate between
as an intern, my white coat was heavy! However, by my review material and the corresponding color slides. On the
second year of residency, | got smattdownloaded the other hand, each page has
electronic version ofiL onto my Pocket PC, got rid of the ~ track in case | get lost within the depthsHif. In addition,
white coat, and never looked back! | actually use several if the program is abruptly ended, upon returningitg the
electronic medical programs on my personal digital assis- last item that was being studied is opened.
tant (PDA), but | find myself usinglarriet Lanemost of- The acute care and diagnostic and therapeutic informa-
ten. Here is how the electronic version compares to the  tion sections have excellent tables, algorithms, and lists of
paper version. differential diagnoses that are useful and accurate informa-
tion on a large volume of topics. The usability of these
items is impressive. For example, while on call in the pedi-
atric intensive care unit, | had a few minutes to review
HL is a musthave resource for all residents, hospitalists, management of patients with traumatic brain injury, ac-
and beginning private practitioners. As in the text, the cording to the electronilL. A si mpl e query
structure of the book includes major divisions into pediatrici nt r acr ani al pressureo | ed
acute care, diagnostic and therapeutic information,drug i ngoés triad, and different
formulary, dermatology and hematology color slides, algo- further guide management, depending on whether | deemed
rithms, and medical calculators. The user navigatesthe t he chi |l d fistabl eo or funst
textbook by clicking on hyperlinks to jump to the appropri- of my favorite features of this program.
ate search topic.

As a senior resident, | am constantly referring to my

a

Features
Identical in content to the book version, the electronic

Calculations

electronicHL. For example, while mentoring a medical
student at the bedside, | was able to show the student a
picture of a typical molluscum rash on my PDA as we

Another one of the strengths of the electrdicis
access to multiple popular medical calculators. Calculators
included FENa, creatinine clearance, Glasgow Coma Scale

compared it to the rash of the patient. | also have found thescoring, growth chart calculators, and more. One helpful

toxidromes to be immensely helpful as a-aétute re-

addition would be to have the original formula as well as a

view of appropriate signs, symptoms, and management of brief amount of information about the use of the formula.

my patients who consumed toxins. It is important to note
that the electronitlL is a very basic overview of common

Again, there is no linkage between the calculators and the
review material in the handbook. Otherwise, these calcula-

diagnoses and is, by no means, a thorough review of meditors are quick and efficient programs that save time on the

cal knowledge.

Usability/Navigation

Overall navigation through the electromit. is fair.
After using it for a few weeks, | finally was able to begin
navigating the electronic book; unfortunately, it is not a
very usetfriendly program. Many times, | find that it is
quicker to flip through the book rather than several screen
links on my PDA. For example, in searching for the spe-
cific contents of intravenous (V) fluid hydration, you must

click the following: me n u
therapeutic information Y
enteral fluid composition

f | ui d srevealirg). Framrthere, you can search for
the specific concentration of sodium in the 1V fluid.

wards and clinics.

Drug Information

Probably one of the main reasons why | originally
downloaded the electroni¢L was for the drug formulary
information. The formulary section contains comprehen-
sive information on trade names, drug categories, forms,
and dosing. One thing lacking is a bdiitcalculator to
calculate weighbased dosing. On the other hand, there are
several links within the drug information. For example,
Whilezseanchirg mmoxicillin, the Lserdsweminded tbat ittisn d
fenallyieliminatesl raad there is  link teodrugstinerenal fail- p
urawith 4 table explaining laow to Hose apnexiciinfar t r a
renal failure. In addition, while searching for the dose of
amoxicillin to be given for SBE prophylaxis, you are

(continued on page 11)
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First Report of the State Alliance for eHealth

(continued from page 9)

Much of our attention has been focused on federal HITe  Developing a road map for HIE development,

initiatives and programs, but many of the changes we including immunization registry and newborn

would like to see in HIT initiatives, electronic prescribing screening interfaces and Web sites

for children, interfaces to registries and public health ¢ Developing a plan to create an interoperable and

programs, and regional HIE will require state action and portable Child Health Record by 2014

funding. It seems prudent at this time to broaden our focus ¢ Offering incentives for HIT and HIE

and pay more attention to HIT activities in our state. e Participating in national standards setting and
Council on Clinical Information Technology members certification

can play an important role by tracking what is happening in,  |mplementing standaresased PHRs under Medicaid

their individual states and sharing this with the The AAP can play an important role in raising the

membersh.ip..Key strategies to track incluQe the following: priority given to these projects, both nationwide and in
» Establishing a single authority and point of contact for gach state, with proper attention given to the special
HIT and HIE in your state requirements for children.

Harriet Lane Handbookfor PDAs

(continued from page 10)

linked to a review of acquired heart diseases requiring SBEelectronic version serves as a great drug reference, drug
prophylaxis. This is an excellent way to crdis& informa- calculator, and differential diagnosis guide. This review is
tion, and | found this to be much more time efficientthan based on Mos by 6 HarrdetZLane Handi t i o n
navigating the paper version. Another feature missing frombook which can be downloaded fromww.us.
this electronic version is the inability to crdask several elsevierhealth.coniThe 18th edition was recently released
medications to screen for concurrent side effects. Howeverby Skyscape. It will be exciting to see how the new Sky-
the electronidiL is simply the electronic version of what is scape version dfiL compares to this version by Mosby.
in the paper version, so this flaw is to be expected. Stay tuned to find out!

So, in all, | recommend this program to anyone who
owns both a PDA andidarriet Lane HandbookThe

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 Joseph, MD, FAAP, newsletter editatrat).Joseph@EpicSystems.com

The submission deadline for the fall 2009 issue will be June 1, 2009.
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EXECUTIVE SUMMARY
COUNCIL ON CLINICAL INFORMATION TECHNOLOGY
EXECUTIVE COMMITTEE

Executive Summary: Meeting of the Council on Clinical e The COCIT Publications Director, Dr Craig Joseph,

Information Technology Executive Committee reported on his efforts to seek contributions from

October 3, 2008 Conference Call COCIT members for the spring 2009 newsletter and

and for other AAP publications.

October 14, 2008 Boston, MA e The Executive Committee briefly discussed its
proposal to include health information technology on

The Executive Committee of the American Academy the AAP Agenda for Children.

of Pediatrics (AAP) Council on Clinical Information e The Executive Committee members reviewed their

Technology (COCIT) convened by conference call on COCIT Strategic Plan Objective assignments. It was

October 3, 2008, followed by a fateface meeting on determined that at least one Executive Committee

October 14, 2008, in conjunction with the AAP National member should be assigned to each objective.

Conference & Exhibition in Boston, MA. e Liaison reports were received from

Discussion topics included the following: = The AAP Section on Hospital Medicine
e There will be 4 executive committee positions open on —  The eHealth Initiative

the 2009 election ballot. DrstaDfific&iSnTBIMsEidh for Hed: Leu.
and Zuckerman will each bg eligible to seek reelection. Information Technology
e The COCIT budget was reviewed. The reserve fund — The Steering Committee on Quality
has returnepl to a p05|'t|ve ba'llance. Improvement and Management
e The Executive Committee discussed ways to — The Section on Residents
encourage COCIT members to submit nominations for — The American Health Information Community
the 2009 Byron Oberst Award. and the Health Information Technology
e The Cqmmlttee approved responses to sevgral Standards Panel
resolutions f_rom the 2008 Annual Legdersh|p Forum — The Physicians Electronic Health Record
(ALF) and discussed possible resolutions for the 2009 Coalition
ALF.
e The Executive Committee heard brief reports from the
Policy, Education, and Applications Committees.
e Areport was provided on legislative activity at the

federal level. . . . For a complete set of minutes or further information on
* The COCIT Membership Chairperson, Dr Alice specific items, please contact Beki Marshall, manager,

Loveys, reported on her efforts to increase COCIT  Heajth Information Technology Initiatives, at 8883

membership and to provide increased value to COCIT gg16, ext 4089, or bmarshall@aap.org.

members.

The next meeting of the COCIT Executive Committee
will be held in spring 2009 at a location to be determined.

The Council on Clinical Information Technology Election:
Please Vote!

The 2009 American Academy of Pediatrics section and council elections will be conducted
online from March 1 through 31. This year, the Council on Clinical Information Technology
will have 4 open positions on the ballot. Please watch yonai€for specific voting instruc-
tions.
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COMMITTEE UPDATES

Education Committee

By Kristin Benson, MD, FAAP
COCIT Education Committee Chairperson

AEl ectroni f y that! o i s a applicatiopshRollowirg isla sumaaryeof the @ducational
hearing a lot lately. It reminds me of the commands | bark opportunities that are currently available through COCIT:
into Dragon, our speech r eeoTthaCQCiIiToeb siejissaccesaifle thsough the a s
that! o and fiscratch that! o UAnercantAcademy af Pegiatrice(&AP nporialf or at
fel ectroni fyo were a real w 0 Wwwgv,aapgotit.ongYou ¢an finchlioks to Balicyd one s o

ficop

easily. However, the Council on clinical Information

Technology (COCIT) Education Committee is working to

help provide the Health Information Technology (HIT)

learning opportunities that you will need in your practice.
deci si on -frmadkti nlge vaed | & hIEhe ZEB8ANati@ralConference & Exhibition (NCE)

Policy
will have a big effect on you soon. In addition, there are
burgeoning electronic resources and tools to help you

publications and various HIT resources, conference

materials, publications, and electronic tools. You can
access the EMR Review Project for EHR reviews by
fellow pediatricians.

provided a slate of talks in the Technology Learning
Center (TLC) and in the main sessions. 2008

practice medicine as soon as today.

With the new administration in Washington, DC, there
is considerable anticipation of national health care reform.
Change is needed because of rising costs and lack of
universal coverage. Electronic health records (EHRS) are
an important piece of health care reform, and digitizing our e
data will be an inevitable requirement going forward.
Elements of health care reform and compensation redesign,

recordings are available for a feeh&tp://www.
dcprovidersonline.com/aapThe HProgram

Scientific Session provided talks by pediatric HIT
experts and an afternoon of pediatric HIT abstract and
poster presentations.

For the 2009 NCE, we will focus on functionality
around the priorities of the Strategic Plan of the AAP,
including the Medical Home. Relating to these, we

such as fAcomparative eff ect i wilkhave mansessiohans TLCeatksonEleal t h Car

Home (or Medical Home) qualifications, pay for prescribing, Computerized Provider Order Entry,

performance, and quality reporting, are not possible on a interoperability and information sharing, Personal

large scale without EHR. Health Records, technology basics, and others. The
However, the business case for an EHR system is still TLC will offer talks sponsored by COCIT and other

not financially persuasive for many small and medium sections having to do with technology and patient care

practices. It is often difficult for physicians to know what on an individual and group practice level. This will be

investments to make and when. As functionality continues year 6 of the Pediatric Documentation Challenge, a

to evolve, the vendor market evolves, too. In addition, we presentation by a variety of vendors to show how well

have complex, unanswered organizational and legal their software can document a typical offigsit

guestions about privacy, security, data sharing, and scenario. We are, again, pl

a
the Future, o an Exhibit H
innovative computerized devices and applications for
patient care and connectivity.

standards that may affect your decisions. For some of
physicians, there is a steep learning curve ahead to pick up
computer skills. President Obama has stated his interest in
making considerable investments in HIT, perhaps as much
as $10 billion a year for 5 years. You will need to be ready
and informed to make good decisions if you are

| would like to acknowledge the other Education
Committee members, George Kim, MD, FAAP, Alice
considering an EHR. Loveys, MD, FAAP, and Lewis Wasserman, MD, FAAP,

Meanwhile, we want you to practice with the best who have contributed much valuable time and expertise.
tools there are, including HIT tools. If you already have an We hope you will find something useful in our COCIT
EHR, you can work to optimize it. If you do not have an  educational offerings, and welcome any suggestions or
EHR, you can do groundwork by standardizing processes comments. If you wish to submit NCE abstracts, posters, or
and work flows and trying freestanding and online presentation proposals, contact mél#i293@gmail.com
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Policy Committee

By Mark Del Beccaro, MD, FAAP
COCIT Policy Committee Chairperson

T he Council on Clinical Information Technology
(COCIT) Policy Committee has been very productive this

by conference call to develop the statement. Dr Marcus
would like to write the statement in a way that will grant

last year. In addition to our annual meetings in the spring asome transparency to ridaceto-face care and alleviate

the American Academy of Pediatrics (AAP) headquarters
and during the National Conference & Exhibition, we meet

payer concerns.

by phone at least quarterly. We continue to make progressPediatric Requirementsin Assessing the Longitudinal
on some important policies that we hope will give guidanceAmbulatory Patient Health Care Record

to standardsetting groups and government, as well as to

This work came out of the

help pediatricians and other health care providers who useplanning meeting in the spring of 2008. Dr Kim and Wil-

an electronic medical record to improve the quality of
health care for children and adolescents.

Special thanks go to George Kim, MD, FAAP, and
Christoph Lehmann, MD, FAAP, who had their policy,
ifPediatric Aspects of I npa
Technol og ypulSishedtinghe Becamber 2008
issue ofPediatrics(Pediatrics.2008;122:€12821296).

They did an outstanding job with a complex subject. | also
would like to thank the entire Policy Committee for its help
and feedback to Drs Kim and Lehmann. Dr Lehmann re-
mains an active participant in COCIT and is a great exam-
ple of how a COCIT member can contribute without being
a member of the COCIT Executive Committee or Policy
Committee.

Policies in Progress

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

Alan Zuckerman, MD, FAAP, along with Joseph Schnei-
der, MD, MBA, FAAP, has responded to the comments
from other AAP committees, sections, and councils, and
the statement has been submitted for review by the AAP
Board of Directors. We hope the statement will make it
through the approval process in early 2009 and be pub-
lished soon thereafter. The Personal Health Records
(PHRSs) policy statement provides recommendations that

liam Zurhellen, MD, FAAP, have taken the lead on what
we originally dubbed the
evolved to be, potentially, a policy statement with an ac-
companying technical report. The policy committee has
teviesvedta drifftelraent foh Stateménbandndeaft Statement.
The draft statement included a diagram that illustrated the
flow of information through the medical home. We hope
this work will continue to move forward in early 2009.

Telemedicine II: Liability, Legislative, and Jurisdic-

tional Issues for Pediatrics

The Council on Clinical Information Technology has pro-
vided feedback to the Committee on Medical Liability and
Risk Management for the latest version of this statement.
The revised draft was sent to the AAP for peer review in
early 2009.

Emergency Preparedness for Children With Special
Health Care Needs (joint with the Committee on Pedi-
atric Emergency Medicine as lead)

The Committee on Pediatric Emergency Medicine
(COPEM) was in the process of responding to comments
from the Board of Directors. Mark Del Beccaro, MD,
FAAP, from COCIT will review the AAP Board comments
and give feedback to COPEM.

Again, we have to thank Jennifer Mansour and Beki

the AAP and all pediatricians can take to support the develMarshall for their amazing support for the Policy Commit-

opment and use of PHRs for children.

E-mail Communication

Eugenia Marcus, MD, FAAP, is working on this statement
from COCIT with Jeff Brown, MD, FAAP, the coauthor
from the Section on Telehealth Care (SOTC). The chal-
lenge for this statement will be to construct it as a single
policy on noiifaceto-f ace car e. Donna
MD, FAAP (another COCIT Executive Committee Mem-
ber), also has been helping Dr Marcus with background
references for the statement. The authors will be meeting

tee. We want to congratulate Jennifer on the birth of her
new baby girl, Maren, and, again, thank Beki for filling in
for Jennifer while she is on family leave.

Thanks to all our current Policy Committee members:
Mark Del Beccaro, MD, FAAP (Chair); George Kim, MD,
FAAP; Gregg Lund, DO, FAAP; Eugenia Marcus, MD,
FAAP; Joe Schneider, MD, MBA, FAAP; Eric Tham, MD,
BPAAR Bnel Alan&Zuckerman, MD, FAAP.

Please consider being involved by sending us ideas for
statements or helping with policy development.
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Report From the National Conference & Exhibition 2008
Education/Scientific Session and Byron Oberst Award Presentation

By George R. Kim, MD, FAAP
COCIT H Program Chairperson

T he Council on Clinical Information Technology included a brief biography and recently taped interview
(COCIT) 2008 National Conference & Exhibition with Byron Oberst himself (who is happily retired and re-
Education/Scientific Session (H Program) was held Sun-  siding in Omaha, NE). Visttttp://www.aapcocit.org/
day, October 12, at the Hynes Convention Center in Bos- cocit_tasks.php?task=obetetview a letter from Dr
ton, MA . I nvited present at Phersts | AMeasures of Quality of
Care and How They Are Used: Thaafterroen SeientificSessiorkobplatioym peesentar r t
T. Weinberg, MD, FAAP, an dtionsmpndgosigrs on topiesdanging from rlecgopie hgalth
From Folder to Datastr eamo regoids taresidenhedygation ang igonsiimes healtmwas well
MS, FAAP, FACMI, generated much discussion and ques- attended and generated many questions from the audience.
tions from the audience. The Best Paper Award went to Vinay N. Reddy, MD, MS,

Dr Weinberg, COCIT Webmaster, past executive com-MSE, FAAP, for AJus’DoRemduse |
mittee member and winner of the 2004 Byron Oberst Mean |t ds Aengine RankeThird&mya r ¢ h
Award, covered definitions and concepts in healthcare Li nks, and Accuracy of Web Pag
quality by different organizations and agencies and how by VN Reddy, LA Smidchens, and CJ Barger from Michi-
they impact the types of data that will need to be reported gan State University, Western Michigan University, and
by practices in the near future. Dr Johnson, past applica- the William Beaumont Hospital.

tions committee chair and wi Manethanksgo totow pxgert pamel of pdgesByis o n
Oberst Award, showcased numerous national and local Benson, MD, MS, FAAP; Donna D©o
information technology projects to improve pediatric prac- FAAP; Willa Drummond, MD, MS, FAAP; Chris Leh-
tice and the health of children. mann, MD, FAAP; Michael Leu, MD, FAAP; Gregg Lund,

In his Oberst Award presentation, Dr Johnson re- DO, FAAP; Mark Simonian, MD, FAAP; Andy Spooner,

viewed the history of COCIT (from its previous incarna- ~ MD, MS, FAAP; and Alan Zuckerman, MD, FAAP.
tions as the Section on Computers and Other Technologies, Materials from the H Program are posted on the
the Steering Committee on Clinical Information Technol- COCIT Web site [{ttp://www.aapcocit.org/

ogy, and the Task Force on Medical Informatics) and cocit_tasks.php?task=educafion

COCIT Chairperson Joseph H. Schneider, MD, MBA,
FAAP, presents the 2008 Byron Oberst Award to Kevin
B. Johnson, MD, MS, FAAP, FACMI.

COCIT Abstract Chairperson George Kim, MD,
FAAP, presents the 2008 Best Paper Award to
Vinay N. Reddy, MD, MS, MSE, FAAP.
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