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New England Journal of Medicine, Nov 2011

Evidence-Based Medicine in the EMR Era

Jennifer Frankovich, M.D., Christopher A. Longhurst, M.D., and Scott M. Sutherland, M.D.
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Results of Electronic Search of Patient Medical Records (for a Cohort of 98 Pediatric Patients with Lupus) Focused

on Risk Factors for Thrombosis Relevant to Our 13-Year-Old Patient with Systemic Lupus Erythematosus.*

Keywords Used to Conduct Prevalence Relative Risk
QOutcome or Risk Factor Expedited Electronic Search of Thrombosis (95% Cl)
no./total no (%)
Qutcome — thrombosis “Thrombus,” “Thrombosis,” 10/98 (10) Not applicable
“Blood clot”
Thrombosis risk factor
Heavy proteinuria (=2.5 g per deciliter)
Present at any time “Nephrosis,” “Nephrotic,” 8/36 (22) 7.8 (L.7-50)
“Proteinuria”
Present »60 days “Urine protein” 7/23 (30) 14.7 (3.3-96)
Pancreatitis “Pancreatitis,” “Lipase” 5/8 (63) 11.8 (3.8-27)
Antiphospholipid antibodies “Aspirin” 6/51 (12) 1.0 (0.3-3.7)

* In all cases, the sentences surrounding the keywords were manually reviewed to determine their relevance to our patient. Pancre-
atitis was defined as an elevated lipase level (twice the upper limit of normal) coexisting with abdominal pain. We used the word
“aspirin” as a proxy for antiphospholipid antibodies, since it is standard practice at our institution to give all patients with these
antibodies aspirin; if “aspirin” was found in the chart, than antiphospholipid-antibody status was confirmed by investigating

the laboratory results.

on which to draw? of our collective Level V evidence, review board.
We recently found ourselves in  so to speak — was equally fruit- Of the 98 patients in our pedi-
such a simation as we admitted less and failed to produce a con- atric lupus cohort, 10 patients de- Health

to our service a 13-year-old girl sensus. veloped thrombosis, documented



Health Affairs, July 2014

By Christopher A. Longhurst, Robert A. Harrington, and Nigam H. Shah
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A ‘Green Button’ For Using o

The People-to-People Health

Aggregate Patient Data At The
Point Of Care

Christopher A. Longhurst

ABSTRACT Randomized controlled trials have traditionally been the gold (clonghurst@stanfard.edu) is a
standard against which all other sources of clinical evidence are “E‘Iﬁ:Ifz‘aﬂ“;{'ﬂﬂ‘::' o
measured. However, the cost of conducting these trials can be prohibitive. medicine, Stanford L..wu.!}ty
In addition, evidence from the trials frequently rests on narrow patient- gt“!:r“d'ljr E";;';'I‘I'I':_'I'_:E e alen

inclusion criteria and thus may not generalize well to real clinical chief medical information

. - : - . e . p officer for Stanford Children's
situations. Given the increasing availability of comprehensive clinical data ., . oo ape
in electronic health records (EHRS), some health system leaders are now

advocating for a shift away from traditional trials and toward large-scale Robert A. Harrington i< 2

professor of medicine at

retrospective studies, which can use practice-based evidence that is Stanford University School of
generated as a by-product of clinical processes. Other thought leaders in Medicie.
clinical research suggest that EHRs should be used to lower the cost of Nigam H. Shah is an assistant

trials by integrating point-of-care randomization and data capture into E:j.:ijilalu:..tpj.E:tl:tlil for
clinical processes. We believe that a successful learning health care system Research, Stanford University
will require both approaches, and we suggest a model that resolves this school of Medicine. yHealth
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Figure 1 — The Green Button in Action
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Combining healthcare data from across the six UC medical schools and systems

UNIVERSITY
OF |
CALIFORNIA

Clinical Data Warehouse

Atul Butte, MD, PhD

UCDAVIS
HEALTH SYSTEM

UCIrvineHealth|  |USSan Diego

A UC Healthcare Big Data Analytics Platform
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Patient Portal at UC San Diego Health

Patient Engagement DATA FOR: Oct - Dec 2016

University of California San Diego

ACTIVATION

o OF PATIENTS SEEN IN THE PAST 3 MONTHS
HAVE A MYCHART ACCOUNT
o COMMUNITY AVERAGE: 29%

TOP DEPARTMENT ACTIVATION DEPARTMENTS TO FOCUS ON
UCSD DOWNTOWN 86% LICSD STUDENT-RUN FREE 0% ® 9O e 0
CONCIERGF FXFCUTIVE CLINIC PACIFIC BEA - e e = 4 1 /CJ.
HEALTH
UCSD SORRENTO VALLEY 84% UCSD STUDENT-RUN FREE CLINIC 1% N :‘:&* Ifgf_[léj;[;l:—h:dls
INTERNAL MEDICINE G
DINYNIOWN CVER THE PAST 3 MONTHS
UCSD PERLMAN ALLERGY 84% UCSD HILLCREST MOS PEDIATRIC 1% COMMUNITY AVG: 44%
HIGH RISK |

MyChart

fehNofé/ @ g : ! : OPEN SCHEDULING -
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OpenNotes in Germany?

The Road toward Fully Transparent Medical Records

Jan Walker, R.N., M.B.A., Jonathan D. Darer, M.D., M.P.H., Joann G. Elmore, M.D., M.P.H., and Tom Delbanco, M.D.

12

_orty years ago, Shenkin and

" Warner argued thar giving
patients their medical records
“would lead to more appropriate
utilization of physicians and a
greater ability of patients to par-
ticipate in their own care™ At
that time, patients in most states
could obtain their records only
through litigation, but the rules
gradually changed, and in 1996
the Health Insurance Portability

ing patients online access. :
in part to federal financial incen-

One/ ¢ of the
records, the nu..s composed by
clinicians, has remained largely
hidden from patients. But now

ban and suburban Boston), Geis-
inger Health System (in rural
Pennsylvania), and Harborview
Medical Center (Seattle's safety-
net hospital), more than 100 pri-
mary care doctors volunteered to
invite 20,000 of their patients to
read their notes securely online.*

Although only a small minor-
ity of these doctors’ patients used
the portals, the initial findings
were striking. At the end of a

Inviting patients to read
their health care notes

Jeaconess
Medical Cenl:er iwhich serves ur-

MOEMNGL) MED 1701 MNEJM.ORG |ANUARY 2, 2014

The New England Journal of Medicine

care plans and feeling more in
control of their health care. More-

UC San Dicgo Health



Direct and Open Scheduling @ UCSD Health

E Schedule an Appointment

Step 4: Choose date/time preferences

Reason for visit: Annual Physical
Mote: You can schedule appointments from 5/30/2012 to 9/7/2012.

Please select a date range and any time or day of the week preferences to search for available times. If no boxes are
selected, all dates and times willl be used to search for an available appointment,

Sehedule with:  Family Medicine, Physician, MD -PCP- (EMC Family Medicing)

Schadula st Epic Model Clinie
Proformed dates:

From: S/a0,2013 THlTe: | &y1/2012 X
Prafemred times: Monday Tuesday Wednesday Thursday Friday
Morning r [ " r W
Afternoon ] r B F =
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RECGEIVED 31 May 2015

Automated integration of continuous REVISED 29 October 2015

. . . ACCEPTED 8 December 2015
glucose monitor data in the electronic
health record using consumer technology /AMIA  OXFORD

RB Kumar,'#* ND Goren,' DE Stark,” DP Wall,’ and CA Longhurst®
ABSTRACT

The diabetes healthcare provider plays a key role in interpreting blood glucose trends, but few institutions have successfully integrated patient
home glucose data in the electronic health record (EHR). Published implementations to date have required custom interfaces, which limit wide-
scale replication. We piloted automated integration of continuous glucose monitor data in the EHR using widely available consumer technology for
10 pediatric patients with insulin-dependent diabetes. Establishment of a passive data communication bridge via a patient’s/parent's smartphone
enabled automated integration and analytics of patient device data within the EHR between scheduled clinic visits. it is feasible to utilize available
consumer technology to assess and triage home diabetes device data within the EHR, and to engage patients/parents and improve healthcare pro-
vider workflow.




Health Record Data Banks?

]
Research Article E":l Applied Clinical Informatics 406

Sociotechnical Challenges
of Developing an Interoperable GO gle
Personal Health Record health

Lessons  |JCSD TO PILOT APPLE'S NEW MEDICAL RECORDS PORTAL

G.L. Gaskin': C.
arbrrted o diseen healll :
'Program in Scil 12 health systems mﬂ-:‘ bos il ml-:;:.::;“._
of Pediatrics, St malle mynchronlzation of pa-
Hospital, Stanfc :::hl.'ll".i;_Eﬂ to test ‘:;w taent data, froem test results to
Stanford, CA; *( i Tl medicalions prescribed, within
ﬂﬂ ﬂ Dat E t ata n benlth appiicniion that Apple
BEY PALIL SISSON has e spcluding with every
iPhone sinee B4
UC San DNego patients will For now, aaly thass U'C San

e nming the firet in the nakion  Diego  iPhone owmers  brove
10 tesd an (Phore-based modi- enodgh (0 osd e ew 113
cnl reponds acoess gysiem pow  “beta” verslon ol 108, the sys-
under development by Apple (em sofitware that runs afl
Ine [Phones, will be able Lo try oul

The Cupsriino-based Lhe new medical records inbe-
lechnology company an-  grablon, which will appear as a
noneed Wednesdsy that i has SEE WPPLE = AS
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Is EMR Interoperability Solved in the USA?

Breadth of the Epic EHR System

Nationwide 35,483,991 patient records
were exchanged using Epic
CareEverywhere in April 2017 alone

“190
million,
or some
5496 of
patients
in the

U.S. are | -/¢
now.

) served
by Epic
products

- E‘Jt‘:r}fwhere 4. 5 E .H EALTH CONNECT

At UC San Diego Health,
we have exchanged

> 1 Million Patient Records in 2016
with organizations spanning

50 States, including

830 Hospitals

1,050 Emergency Departments and

22,830 Clinics

‘NgTRE

UC San Dicgo Health
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RECGEIVED 21 September 2015

Health information exchange policies of 11 REVISED 13 February 2016

i N ACCEPTED 30 March 2016
diverse health systems and the associated
impact on volume of exchange AMIA  OXFORD

N Lance Downing,’ Julia Adler-Milstein,? Jonathan P Paima,’ Steven Lane, Matthew Eisenberg,' Christopher Sharp,’
Northern California HIE Collaborative, Christopher A Longhurst®

ABSTRACT

11111111111111111111111111111111111111111111111111111111111111111111111111111111111111111111

Background Provider organizations increasingly have the ability to exchange patient heal!
mation exchange (HIE) policy decisions can impact the extent to which external informati
has not been well studied.

Objective Our objective was to examine the relationship between electronic exchange
organizational HIE policy decisions. We focused on 2 key decisions: whether to automatici -
whether to require HIE-specific patient consent.
Methods We conducted a retrospective time series analysis of the effect of automatic =
monthly volume of clinical summaries exchanged. We could not assess degree of use or u!
processes, or generalizability to other vendors.

Results Between 2013 and 2015, clinical summary exchange volume increased by 13499
set up to enable auto-querying, and auto-querying was associated with a significant increa
in trend). Seven of the 11 organizations did not require patient consent specifically for HIE,
in volume of exchange over time compared to organizations that required consent.
Conclusions Automatic querying and limited consent requirements are organizational HIE poli LEEE] i

mately the information availahle to providers to support optimal care. Future efforts to ensure effective HIE may need to &mldﬂyaddrﬂm these factors.
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Electronic health record adoption in US hospitals: the
emergence of a digital “advanced use” divide

Julia Adler-Milstein,” A Jay Holmgren,® Peter Kralovec,” Chantal Worzala,®
Talisha Searcy,* and Vaishali Patel®

'Schools of Information and Public Health, University of Michigan, Ann Arbor, MI, USA, 2Health Forum, Chicago, IL, USA,
*American Hospital Association, Washington, DC, USA and *Office of the National Coordinator for Health Information Technology,
Washington, DC, USA

Corresponding Author: Julia Adler-Milstein, University of Michigan, Schools of Infarmation and Public Health, 3442 North
Quad, 105 South State Street, Ann Arbor, M| 48109, USA. E-mail: juliaam@umich.edu, Phonea: 734-615-7435

Received 25 May 2017 Revised 22 June 2017, Accepted 5 July 2017

ABSTRACT

Objective: While most hospitals have adopted electronic health records (EHRs), we know little about whathar
hospitals use EHRs in advanced ways that are critical to improving outcomes, and whether hospitals with fawer
respurces — small, rural, safety-net - are keeping up.

Materials and Methods: Using 2008-2015 American Hospital Association Information Technology Supplement
survey data, we measured “basic” and “comprehensive” EHR adoption among hospitals to provide the latest
national numbers. We then used new supplement questions to assess advanced use of EHRs and EHR data for
performance measurement and patient engagement functions. To assess a digital “advanced use” divide, we
ran logistic regression models to identify hospital characteristics associated with high adoption in each ad-
vanced use domain,

Results: We found that 80.5% of hospitals adopted at least a basic EHR system, a 5.3 percentage point increase
from 2074, Only 37.5% of hospitals adopted at least 8 (of 10) EHR data for performance measurement functions,
and 41.7% of hospitals adopted at least B (of 10) patient engagement functions. Critical access hospitals were
less likely to have adopted at least 8 performance measurement functions (odds ratio [OR]=0.58; P< .001) and
at least B patient engagement functions (OR =0.68; P=0.02).

Discussion: While the Health Information Technology for Economic and Clinical Health Act resulted in wide-
spread hospital EHR adoption, use of advanced EHR functions lags and a digital divide appears to be emerging,
with critical-access hospitals in particular lagging behind. This is concerning, because EHR-enabled perfor-
mance measuremeant and patient engagement are key contributors to improving hospital perfformance.
Conclusion: Hospital EHR adoption is widespread and many hospitals are using EHRs to support performance
measurement and patient engagement. However, this is not happening across all hospitals.
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A Slng |e E IVI R UC San Diego Health pushes EHRs to the cloud, with UC

Irvine slated for November

* l |( e PI( by Evan Sweeney | Aug 8, 2017 9:46am
rans

form Ing Healthcare (‘{,("T'\ er

UC San Diego Health has tronsitionad fts EHRs to the cloud as pant of o broad effort to Improve dotfo sharing ocross the UC system.

University of California San Diego (UCSD) Health has transitioned its EHR system to the cloud, while
its sister hospital is preparing for a similar move by the end of the year.

The transition is part of a broader IT strategy at all five University of California-affiliated hospitals that
priortizes cloud computing and shared data centers. UC Irvine Health, which is in the midst of
transitioning from Allscripts to Epic, is scheduled to add its new EHRs to the cloud in Movember,
allowing the two systems to easily share medical records.

borative

UCSanDiegoHealth 1 UC Irvine Health
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Today FY18/FY19 FY20+

Expansion
Of Shared
Services
Shared Epic
Support
Model
Sharing
Roles

Bending the IT cost curve...
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How do we ensure our healthcare system learns
from every patient, at every visit, every time?




Thank you!
Chris Longhurst, MD, MS

clonghurst@ucsd.edu
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