                                         CLINICAL  DECISION  SUPPORT
                                                  ---a different paradigm

Clinical Decision Support (CDS) means different things to different people.  Let’s look a few definitions:

“…provides clinicians, staff, patients or other individuals with knowledge and person-specific information, intelligently filtered or presented at appropriate times, to enhance health and health care.  It encompasses a variety of tools and interventions such as computerized alerts and reminders, clinical guidelines, order sets, patient data reports and dashboards, documentation templates, diagnostic support, and clinical workflow tools.” (1)
“…provide clinicians with patient-specific assessments or recommendations to aid clinical decisions.” (2)
No one will dispute that clinicians need support in their decision making and patient care.  However, not only is it unclear what are the best ways to this, there are serious questions as to whether current, hallowed, ongoing methods of doing this are making any sense (3, 4, 5, 6).
Modern technology has revolutionized the way we seek, obtain, and use information; this is true both inside and outside healthcare.  In our view, decision support needs for the seasoned healthcare professional might be thought of in terms of a popular metaphor “information at your fingertips”.  For example, current CPOE systems are designed so that if I am writing a drug order for Mabel Jones I might get the information that “the medicine you are about to prescribe has a potential interaction with three of Mrs Jones’ medications”.  This information is not only delivered at a very high cost, but also perhaps in a manner that is annoying and distracting for a clinician that doesn’t need or want it.  In contrast, our CPOE lite system would permit in the same instance a “one pen tap” availability of the most current and concise information available for the specific medicine being prescribed.  We feel this is an example of using the best of modern technology to deliver concisely to the clinician his information needs in the most cost effective way, IF he wants it. 
Our goal then is to deliver to the busy clinician quick links to sources of appropriate information that the clinician can access at their discretion rather than force feed a predetermined set of information.  We might call this “Clinical Decision Support on Demand”

Let’s take a look at the information needs of docs in the field.  I performed my own survey recently of a group of experienced ER docs.  Although this study won’t meet scientific rigor, it may satisfy you demographers out there in that the survey site wasn’t too far from Peoria.  What I found was that the average doc consulted one of two concise drug references (a paper one over a computer one about 2 to 1) about twice per work shift.  About once per shift the docs are consulting another source (Google seems to be supplanting textbooks quite rapidly) for disease specific information.  ER docs probably seek this drug and disease information more than any other specialty due to the diversity of clinical material they are dealing with.  As a comparison, when I was practicing as a general internist, I seldom had the need to consult drug references; the main reason is because these were almost all my own patients and I had prescribed most if not all of their drugs.  It is a popular notion that “there are too many new drugs with too many interactions, etc. for docs to keep up with”, but in fact , seasoned clinicians have a core of their “favorite” drugs that they know well and therefore don’t often need to look up information about.  It may make sense that in a university hospital (where most of CPOE systems have come from) where students and residents are writing the patient orders, a lot of alerts, etc. are presented.  The seasoned clinician, on the other hand, in most cases simply needs to quickly scan a patient’s current medication and allergy list when writing a drug order.  The bottom line here is that in the case of the seasoned clinician at the “point of care”,  just having a concise drug reference and the ability to quickly scan a list of the patient’s current meds and allergies is all that is necessary.   
The “latest and greatest” on CDS comes from the government sponsored “A Roadmap for Action on Clinical Decision Support” (1) issued in June 2006.  This paper puts forth a plan to improve and increase the use of CDS.  The immediate goal is stated: to ensure that optimal, usable and effective clinical decision support is widely available to providers, patients, and individuals where and when they need it to make health care decisions.  The ultimate goal stated is: to improve the quality of health care services and to improve health in the US.  The Roadmap talks of three pillars for success: 1) Best Knowledge Available When Needed  2) High Adoption and Effective Use  3) Continuous Improvement of Knowledge and CDS Methods     
It is our feeling that the biggest barrier currently to effective CDS activities is the lack of practicality of the definition that includes “patient specificity”.  It requires a very high degree of cost and complexity to achieve this metric.  On the other side of the equation, we are seeing rapid technologic advances that give us near ubiquitous internet access and better and better availability of data at the point of care, greatly enhancing the “information at our fingertips”.
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