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 HIS  Initiatives & Standards.
 Work force.
 National strategy.
 ICD & DRG.
 National number.
 Privacy, Confidentiality, and Security



 Informatics Initiatives.
 Informatics Standards.
 ? SFDA or SAHI. 



• Traditional groupings of professionals
– Information technology (IT) – usually with computer science or
information systems background
– Health information management (HIM) – historical focus on 

medical records
– Biomedical informatics (BMI) – usually from clinical backgrounds
– Others – librarians, trainers, etc.
• Most studies have focused on professional groupings (usually
IT or HIM staffing)
• No comprehensive studies of BMI professionals
– Human resources (HR) and even health care system leaders are 

often unaware of informatics benefits or workforce
– No Standard Occupational Code (SOC; Bureau of Labor Statistics,
2004)



IDSs spend more on IT
(5.5%) than non‐IDS health care 

settings (about 3%)
– Amount of budget spent on IT 

in health care generally is low 
compared to other industries 
such as finance (20%) and 
manufacturing (12%)

About 2.1% of organizational FTE 
in IT, i.e., one IT staff per 48

non‐IT employees.

Typical IT job functions included
– Programmer/analyst – 49%
– Management – 15%
– Technical support/help desk –

13%
– Computer operations – 8%
– Telecommunications/
network support – 7%
– Administration – 3%
– Security – 2%



• Estimated 25,000 FTE out of 1.3 million workers in NHS
– One IT staff per about 52 non‐IT workers
• Distributed in following categories
– Information and Communication Technology staff – 37%
– Health records staff – 26%
– Information management staff – 18%
– Knowledge management staff – 9%
– Senior managers – 7%
– Clinical informatics staff – 3%
• Other issues
– Retention problems – attributed to uncompetitive pay
– Future skills shortages anticipated
– Strong support for establishment of formal informatics 

profession



(Avalere, 2007)  Estimated workforce needed to 
implement NHIN nationally over five‐year 
implementation time

– 7,600 FTE for installation of EHRs for 400,000
practicing physicians who do not currently have 

them
– 28,600 FTE for the 4,000 hospitals that need 

EHRs
– 420 FTE to implement the health information
infrastructure
• Canada Infoway Project estimated to require 

employment of 37,000 professionals (Alvarez, 
2007).





 Office of the National Coordinator for Health 
Information Technology (ONC) (USA).

 Connecting for Health (UK).
 Health connect. (AUS).
 Infoway. (Canada).



 Diagnoses
– ICD‐9, ICD‐9‐CM, ICD‐10
Diagnosis‐related groups (DRG)
International Classification of
Primary Care (ICPC)

 Drugs
– National Drug Code (NDC)
– National Drug File Reference
Terminology (NDF‐RT)

 Laboratory
– LOINC

 Procedures and 
diagnostic studies

– CPT‐4, HCPCS

 Nursing
– NANDA, IC/NOC, Omaha

 Literature
– Medical Subject Headings
(MeSH)

 Devices
– Universal Medical Device (UMD)
Nomenclature

 Comprehensive
– SNOMED Clinical Terms ( CT)
– Unified Medical Language
System (UMLS)



Patient identifiers – key attributes (Connecting 
for Health, 2005)

• Unique – only one person has a particular identifier
• Non‐disclosing – discloses no personal information
• Permanent – will never be re‐used
• Ubiquitous – everyone has one
• Canonical – each person has only one
• Invariable – will not change over time



 • Benefits
– Easy linkage of records
– Facilitate health information exchange
– Reduce errors and costs arising from duplicate records
– Medical record identifier errors compromise quality of
care and can be costly (Fernandes, 2001), e.g.,
• $4,500 to correct duplicate patient records in operating room
• 325 minutes of work to correct duplicate records in hospital
• Cost increases with length of time error not identified

 • Risks
– Easy linkage of records
– Potentially compromise privacy and confidentiality



• Most industrialized countries have them, 
e.g.,

– New Zealand National Health Index (NHI,
http://www.nzhis.govt.nz/moh.nsf/indexns/nhi/)
– Iceland Health Sector Database (Arnason, 2002)
Have also created national genetic database (Gulcher, 

2000)
– Most Western European countries also use them



• HIPAA mandated creation of patient identifiers but public 
pressure forced postponement

– Approach and issues described in (HHS, 1998)

• Could/should we use the social security number as a
national health identifier? (Ferris, 2005)
– Technical problems: many duplicates, numbers reused, no
checksum
– Other problems: used for too many other purposes

• Some advocate voluntary identifiers
– Those agreeing to have would sign consent form outlining
benefits and risks (Hieb, 2006; Hieb, 2006)
– Proposed standard: ASTM E2553‐07 (www.vuhid.org)



• Connecting for Health, 2005 – best overview
– “Not worth the fight” (Ferris, 2005; Ferris, 2005)
– Probably politically impossible to deploy in US
– There may be other ways to achieve goals for national 

identifiers
– Expenses up front; benefits accrue later 

• Counterpoint: Unique patient identifier would reduce 
errors and improve system interoperability in US 
(Hillestad, 2008)

– Costs would be substantial ($3.9‐9.2 billion) but be 
offset by other improvements in health care system

– Would not significantly increase risk for security 
breaches over other options



• Could create globally unique identifier with local master
patient index plus holding institution identifier
– e.g., Record@Hospital
– Could be unique, permanent, non‐disclosing, and 

ubiquitous
• Combined with probabilistic matching algorithms to link
records (Grannis, 2003; Grannis, 2004)
• Once in place, could develop a “record locator system” to
achieve linkage
• Other requirements: security, authentication, data linkage,
global participation
• Survey of commercial products (Jones, 2004)



• Most widely used is the Universal Physician
Identifier Number (UPIN), maintained by the
US government for physicians who treat
Medicare patients
• Limitations
– Only exists for physicians in Medicare
– Does not cover non‐physician providers



• National Provider Identifier (NPI)
– Timeline
• Assigned starting in May, 2005
• Required effective May, 2007
• As of March, 2008, CMS stopped processing 

claims without use of NPI
– 10 digit number with last digit serving as 

checksum
– Issued by the National Provider System (NPS), 

overseen by the Dept. of HHS



 Nationwide Privacy and Security Framework (US) 
(2008) based on principles

– Individual access
– Correction
– Openness and transparency
– Individual choice
– Collection, use, and disclosure limitation
– Data quality and integrity
– Safeguards
– Accountability
 Not surprisingly, some believed did not go far 

enough (Conn, 2008)



 European Commission Directive 95/46/EC (EC,
2007)
– Stringent rules allow data processing only with
consent or highly specific circumstances (legal
obligation, public necessity)
 Countries that implement Directive 95/46/EC
provide examples for how “consent” for use of
information on National Health Information
Network may proceed in US (Pritts, 2007)



• Complex, with no single solution and varying
for different settings, specialties, etc.
• This Talk covers:
– Finding information
– Reports from “the front”
– Steps to implementing
– Workflow analysis
– Some other issues



• Books
• Reports
• Web sites
• Commercial information



• Hartley, EHR Implementation – A Step‐By‐Step 
Guide for the Medical Practice, AMA Press, 2005.

• Miller, Implementing the Electronic Health 
Record: Case Studies and Strategies for Success, 
HIMSS, 2005.

• Kilo, Medical Practice Transformation with 
Information Technology, HIMSS, 2005.

• Amatayakul, Electronic Health Records: A 
Practical Guide for Professionals and 
Organizations, 3rd Edition, AHIMA, 2006.



• Walker, Implementing an Electronic Health 
Record System, Springer, 2006

• Amatayakul, The No‐Hassle Guide to EHR  
Implementation, HC Pro, 2007

• Payne, Practical Guide to Clinical Computing 
Systems: Design, Operations, and Infrastructure, 
Elsevier, 2008

• Carter, Electronic Health Records – A Guide for 
Clinicians and Administrators, Second Edition, 
ACP, 2008

• Sterling, Keys to EMR Success, Greenbranch, 
2009



• EMR Guide for Small and Mid‐Size Practices (eHealth
Initiative, 2006)
– Details implementation for smaller practices

• EHR Master Quotation Guide (eHealth Initiative, 2005)
– Focus on issues and caveats from vendor quotes, e.g., 

interfaces, implementation services, service level 
agreements, etc.

• HIMSS Ambulatory Paperless Clinics (2007)
– Focus on project management
• Community Health Centers (Gelmon, 2008)
– Focus on community health centers but also contains good
practical advice



• Medical specialty societies (usually limited access)
– American College of Physicians (ACP)

http://www.acponline.org/running_practice/technology/
EHR Partners program helps ACP members compare systems
– http://www.acponline.org/running_practice/technology/ehr/partner_program/

– American Academy of Family Physicians (AAFP)
http://www.centerforhit.org/

– American Academy of Pediatricians (AAP)
http://www.aapcocit.org/

• Government
– Agency for Healthcare Research & Quality (AHRQ)

http://healthit.ahrq.gov/
– Health Resources Service Administration (HRSA) 

http://healthit.ahrq.gov/portal/server.pt?open=512&objID=1077&cached=tr
ue&mode=2

http://www.acponline.org/running_practice/technology/


• Commercial services that evaluate systems,
e.g.,
– MSP EHR Selector – www.ehrselector.com
– KLAS – www.klasresearch.com
– Focus on Canada – www.canadianemr.ca

• As always, con$ultant$ are eager to help
– Or better yet, maybe you can become one!





• Ambulatory settings
• Hospital settings



• Internal medicine (Baron, 2005) – four‐physician 
practice encountered many challenges

– Need to re‐design office workflow
– Costs higher than budgeted, both for investment and
maintenance
– But would not return to paper

• Multi‐specialty practices
– Took a long time but found success, including ROI 

(Kane, 2004)
– “Seamless transition” at Fallon Clinic in Mass. (Garber,
2008)



• Family medicine
– One small group practice developed a cost‐benefit 

worksheet (Adler, 2004)
– Another small group practice found need to address 

crucial workflow issues (Rowley, 2005)
• Billing and accounts receivable
• Scheduling
• In‐house messaging
• Documentation of patient interactions
• Processing refill requests
• Reviewing and acting on lab results
• Managing external correspondence about patients
• … but found increased revenues and quality, 

decreased time



• Regional Health IT Extension Centers (Mostashari, 2009)
– Organizations that act as “intermediary” between vendor and
practice
– Most longstanding and successful models include
• New York City Primary Care Information Project (NYC PCIP,
http://www.nyc.gov/html/doh/html/pcip/pcip.shtml)
• Massachusetts eHealth Collaborative (MAeHC, www.maehc.org)
– Both provide virtual turn‐key solutions to practices using
commercial vendors (1 in NY, 4 in MA)
– Provide lower cost and more expertise than practices could
obtain on their own
– Started with grant funding but aimed for financial self 

sustainability
– Call for “leveraging community structures” (Mostashari, 2009)



• “No free lunch” – an early VA implementation
in Nashville, TN required focus on 

organizational issues, human resources, 
hardware, infrastructure, and software 
(Brown, 1999)

• Transition from standalone to institutional
EHR in OHSU Emergency Department (ED)
found workflow issues most essential (Handel,
2008)



•“8 easy steps” from a physician practice magazine
included clinician commitment, staff‐entered key 

data before go‐live, in‐place practice 
management system, and standardized 
templates for practice (Terry, 2008)

• Managing technical and organizational aspects
(Lorenzi, 2009)
• OHSU faculty Dr. Thomas Yackel pursued 

standardized 10‐week approach for each clinic at 
an academic medical center (Schuerenberg,2008)



• Identify decision makers in a practice
• Clarify goals
• Write a Request for Proposal (RFP)
• Select RFP recipients
• Review proposals to narrow the field
• Vendor demonstrations
• Check references
• Rank the vendors
• Site visits
• Select finalist
• Solidify organizational commitment
• Negotiate contract



• Project management must include
– Development of scanning/abstracting policy
– Create shared need in practice
– Analyze workflow
– Develop implementation plan
– Facilitate third‐party interfaces
– Template development
– Training



• A recurring theme: understanding workflow and 
adapting EHR to it is essential for success

• Components of automated workflow analysis 
(Cooper, 2001)

– Tasks – activities to achieve business goals
– People – those who perform tasks
– Roles – activities of people independent of who they 

are
– Processes – sequences of steps performed
– Practices – what actually happens
– Policies – formal statements of how processes 

handled
• Tools for assessing workflow (Samuels, 2008)





• Need the right people – importance of
– “Special people” (Ash, 2003)
– “People skills” (Fenton, 2006)
– Informaticians (Hersh, 2008)
• Need to avoid pitfalls and have recourse when things 

go wrong
– “We bought the wrong EMR!” (Moore, 2004)
• Role for?
– “Turn‐key” solutions, e.g., eClinicalWorks from Sam’s
Club (Lohr, 2009, http://www.samsclub.com/health/)
– Open source, e.g., Medsphere, (www.medsphere.org)



 You may buy the right EMR but the project 
fail                       Barriers to Implementation.

 These barriers are classified into four major 
categories namely technical shortcomings, 
project management shortcomings, 
organisational issues, and the continuing 
information explosion. (Lorenzi & Riley 2000, 
Kuhn & Giuse 1995, Southon et al 1997).  





 There is no clear answer for how to 
implement HIS ? . But there are a lot of 
resources to help.

 Organizational readiness at human and 
technical levels is crucial important.

 Try to understand the barrier to 
implementation in your organization before 
hand.

 Select the right people.
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Today’s view

"Over the past three decades the Libyan Arab 
Jamahiriya has invested billions of Dinars in 
the health service, which has resulted in 
major improvements in health service 
delivery and in the general health of the 
population, as reflected in all the health 
indicators. However, despite these 
improvements, the Libyan Arab Jamahiriya 
is still facing major health problems, and the 
general population is discontent with all 
levels of health services" 

WHO and Libya cooperation strategy (2005-2009 Executive summary)
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The problem

❖Between the health care we have and 
the care we could have lies not just a 
gap, but a chasm

❖A system full of underuse, 
inappropriate use, and overuse of 
care

❖Unable to deliver today’s science and 
technology; will be even worse with 
innovations in the pipeline

IOM report
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The problem

 A fragmented system characterised by 
unnecessary duplication, long waits, 
and delays

 Poor hospital information systems; 
disorganised knowledge

IOM report
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The problem

 A system designed for episodic care 
when most disease is chronic

 Health care providers operate in silos

IOM report
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Drivers of change in health care

❖Internet

❖Beginning of the information age

❖Globalisation

❖Cost containment

❖Ageing of society

❖Managerialism

❖Increasing public accountability
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Drivers of change in health care

❖Rise of sophisticated consumers

❖Science and technology --particularly 
molecular biology and IT

❖Ethical issues to the fore

❖Changing boundaries between health 
and health care

❖Environment
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Technological developments

❖“Think for itself hardware” and self-
generating software by 2020

❖Wearable computers; “intelligent 
clothing”

❖Personal agents-- “digital butlers”; 
smart sensing

❖Electronic circuitry can be connected 
to nerves and tissues
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Three possible futures:

❖Information technology develops fast 
in a global market

❖Governments have minimal control

❖People have a huge choice of 
technologies and information sources

❖People are suspicious of government 
sponsored services

❖There are many “truths”

First scenario
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Second scenario

❖A top down, regulated world

❖People are overwhelmed by 
information so turn to trusted 
institutions--like the NHS

❖Experts are important

❖Information is standardised

❖Public sector is more important than 
private sector
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Third scenario

❖People react against technology as 
against genetically modified foods

❖Legislation restricts technological 
innovation

❖Privacy is highly valued

❖Internet access is a community not an 
individual resource

❖There are no mobile phones
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Future expectations

• More “rolled back healthcare”--more 
community and home based 
healthcare with IT support

❖Chronic disease management will be a 
cornerstone of future healthcare

❖Patients and the public will come to 
the heart of healthcare 

❖Improving health through innovations 
in social policy rather than through 
high tech
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Future expectations

❖Putting health at the centre not 
the edge of politics

❖Regeneration medicine will 
become a major component of 
healthcare--use of stem cells, 
xenotransplantation, tissue 
engineering, induced 
regeneration, modulation of the 
ageing process
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Future expectations

❖Physical and engineering sciences will 
become much more important

▪ whole systems engineering

▪ mimicry of sensor/effector pathways

▪ image analysis

▪ predictive modeling of biological behaviour

▪ clinical decision support
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Future expectations

❖We have done badly with 
neuropsychiatric illness, but it will 
become steadily higher profile with 
rising prevalence and a sharp 
increase in diagnostic and therapeutic 
possibilities

❖Dementia may eventually strike 85% 
of the population

❖A greater emphasis is needed on 
prevention
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Future expectations

❖Beyond electronic patient records to 
“health biographies”

❖Cyberphysicians

❖Moving from information to 
knowledge
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Cyberphysicians: “the problem”

❖Healthcare is a “knowledge based 
business” but information is poorly 
delivered

❖Doctors now suffer from the 
“information paradox”--drowning in 
information but cannot find the 
information they need

❖Patient information is often neither 
evidence based nor easily accessible
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Cyberphysicians

❖The number and form of 
“infomediaries”--knowledge brokers 
will proliferate

❖All the information available to 
professional will be available to 
patients

❖Cyberphysicians will look after 
people’s health, detecting changes 
through sensors, prompting 
preventive activities and treatments
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Infomediaries: doc.coms 

❖People will be able to use doc.coms to:

❖Ask questions

❖Interact with others with similar 
interests

❖Use software that will help with health 
risks

❖Use decision support systems

❖Consult with professionals 

❖Access their own health records

❖Buy health related products
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Funding of health Services

Fee for service for the rich

care for the middle classes

Safety net service for the poor
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Health records: “the problem”

❖Current health records are:

▪ Paper based

▪ Disorganised

▪ Often illegible

▪ Lost

▪ Scattered

▪ Poorly linked
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Future of Health records

Health records will be:

 Electronic, lifelong, perhaps recording all 
food and drink consumption, exercise, 
etc

 Accessible from anywhere

 Linked to other records, like social care

 Multimedia

 Collect information from sensors in the 
body or home

 Data mined
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Moving forward

❖Commit to a national statement of 
purpose for the health care system

❖Six aims

▪ safety, avoid injuries

▪ effective, evidence based

▪ patient centred, patient values guide decisions

▪ timely, reduce waiting and delay

▪ efficient, avoid waste

▪ equitable, care doesn’t vary by gender, ethnicity, etc

❖IOM report
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10 rules for redesigning health care

❖1. Care based on continuous healing 
relationships--care whenever its needed, 
not just through face to face visits

❖2. Customisation based on patient needs 
and values

❖3. The patient as the source of control

❖4. Shared knowledge and free flow of 
information

❖ 5.Evidence based decision making

IOM report
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❖6. Safety as a system property

❖7. The need for transparency--all 
information available, including the 
system’s performance on safety, 
evidence based practice, and patient 
satisfaction

❖8. Anticipation of needs

❖9. Continuous decrease in waste

❖10. Cooperation among clinicians

IOM report

10 rules for redesigning health care
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Getting started

❖Concentrate on the conditions that 
account for most health care (cancer, 
heart disease, mental health)

❖Produce plans that will lead to 
substantial improvements.

❖A fund for innovation

IOM report
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six challenges for health care organisations

❖1. Design seamless, coordinated care

❖2. Make effective use of IT, including 
automating patient records

❖3. Manage knowledge so that it is 
delivered into patient care

❖4. Coordinate care across patient 
conditions, services, and settings over 
time

❖5. Advance the effectiveness of teams

❖6. Incorporate measurement of care 
processes and outcomes into daily 
practice 

IOM report
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getting evidence into health care delivery

 Ongoing analysis and synthesis of 
medical evidence

 Delineation of guidelines
 Identification of best practices in design 

of care processes
 Better dissemination to professionals and 

public
 Decision support tools
 Goals for improvement
 Measures of quality for priority 

conditions
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What will survive as the world changes 

completely:

❖1. Clear ethical values

❖2. Being clear about our mission

❖3. Putting patients first

❖4. Constantly trying to improve

❖5. Basing what we do on evidence

❖6. Leadership

❖7. Learning
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Conclusions

❖Patients will have the same access to 
knowledge as professionals

❖Self care or “rolled back care” will 
become steadily more important

❖Professionals and patients will become 
much more equal partners

❖Evidence will become steadily more 
important
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Conclusions

❖Health care systems will increasingly be 
concerned with chronic not acute disease

❖Health will increasingly be at the centre 
not the edge of politics

❖There is a chasm between what health 
care could do and what it does do

❖Some things--ethics, learning, 
leadership--will continue to be important 
whatever happens
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Conclusions

❖The future is highly unpredictable

❖Nevertheless, it is important to think 
about the future; those who do 
prosper

❖A good way to think about the future 
is to imagine different futures, usually 
called scenarios
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 تقریر عن ......
ــال  ــي مج ــة ف ــات والمعلوماتی ــدة البیان ــة لقاع ــدوة العالمی ــراضالن ــب  أم القل

 طرابلس/ لیبیا ... 17/12/2010
فــي مجــال الخــدمات الطبیــة واعتمــاد بــالجودة   الدولــةاھتمــام    ......في إطار

بتوصــیات مــؤتمر  والأخــذ  لدولــةعــام للجــودة فــي المجــال الصــحي با 2011ســنة 
ــاء اللی ا ــدلأطب ــي ال ــین ف ــى ضــرورة م 2010اخل والخــارج لســنة بی ــد عل ــذي أك وال

الاھتمام بالتوثیق الطبي ، رأت جمعیة القلب اللیبیة ضرورة طــرح مشــروع الســجل 
الوطني لأمراض القلب ، ولقد تم تناول السجل في المــؤتمر الســادس لجمعیــة القلــب 

ــنة ــة لس ــت ام 2010 اللیبی ــؤتمر ، عرض ــیات الم ــاده فــي توص ــم اعتم لجمعیــة  وت
 والذي أبدى استعداده للتعاون . صحةتوثیق بال المشروع على مركز المعلومات وال

مــات و مــات الطبیــة علــى نظــم تقنیــة المعلو تقنیــة المعل دلاعتمــا ..... ونظــرا
شــكل العمــود الفقــري لاســتحداث قاعــدة بیانــات نــي ی والجانــب التق المتاحــة بالدولــة

مة للاتصالات والتقنیــة للتعــاون بالھیئة العاتم الاتصال    الصحي،متكاملة في المجال  
 المشروع.وقد بدأت الھیئة استعدادھا لدعم ھذا    الحیوي،في ھذا المجال 

نــدوة عالمیــة ولقلة الخبرة المحلیة في ھــذا المجــال رأت جمعیــة القلــب اللیبیــة إقامــة 
ــة  ــي تقنی ــین متخصصــین ف ــة وتقنی ــة الطبی ــال المعلوماتی ــي مج ــراء ف ــاركة خب بمش

ومات والاتصــالات برعایــة اللجنــة الشــعبیة العامــة للصــحة والبیئــة وبحضــور المعل
 . م2010..11 17في    الدولة احي القلب على مستوى  نخبة من أطباء وجر
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 مشروع السجل الوطني لأمراض القلب  
 
 

ــار       ــي إط ــال ...... ف ــي مج ــة ف ــحة والبیئ ــة للص ــعبیة العام ــة الش ــام اللجن اھتم
ــة واعتمــاد ســنة  ــةعــام للجــودة فــي المجــال الصــحي بال 2011الخــدمات الطبی   دول

ــداخل والخــارج لســنة والأخــذ بتوصــیات مــؤ  ــي ال ــین ف ــاء اللیبی ف 2010تمر الأطب
بــي ، رأت جمعیــة القلــب مســیحي والــذي أكــد علــى ضــرورة الاھتمــام بــالتوثیق الط

اللیبیــة ضــرورة طــرح مشــروع الســجل الــوطني لأمــراض القلــب ، ولقــد تــم تنــاول 
ه فــي وتــم اعتمــاد م2010لمــؤتمر الســادس لجمعیــة القلــب اللیبیــة لســنة السجل فــي ا

توصیات المؤتمر ، عرضت الجمعیــة  المشــروع علــى مركــز المعلومــات والتوثیــق 
 لبیئة والذي أبدى استعداده للتعاون .باللجنة الشعبیة العامة للصحة وا 

ــرا      ــا... ونظ ــات  د.. لاعتم ــة المعلوم ــم تقنی ــى نظ ــة عل ــات الطبی ــة المعلوم تقنی
قــري لاســتحداث قاعــدة بیانــات المتاحــة بالدولــة والجانــب التقنــي یشــكل العمــود الف

ن تم الاتصال بالھیئة العامة للاتصالات والتقنیــة للتعــاو   الصحي،متكاملة في المجال  
 المشروع.وقد بدأت الھیئة استعدادھا لدعم ھذا    الحیوي،في ھذا المجال 

ولقلة الخبرة المحلیة في ھــذا المجــال رأت جمعیــة القلــب اللیبیــة إقامــة نــدوة عالمیــة 
ــارك ــة بمش ــي تقنی ــین متخصصــین ف ــة وتقنی ــة الطبی ــال المعلوماتی ــي مج ــراء ف ة خب



تصــالات واللجنــة الشــعبیة العامــة المعلومات والاتصالات برعایــة الھیئــة العامــة للا
ي لــة ف ــالدو للصحة والبیئة وبحضور نخبة من أطباء وجراحــي القلــب علــى مســتوى  

17.11.2010 
.إمكانیة اختبــار الســجل الــوطني لمتلازمــة الأزمــة القلبیــة الحــادة عــن ..  وكذلك     

طریــق الــربط بواســطة الشــبكة الدولیــة  للمعلومــات بــین مستشــفیات مختــارة علــى 
والقیام بإدخال الحالات عن طریــق ســجلات الیكترونیــة لمــدة  زمنیــة   دولةوى المست 

 محددة ومن تم تحلیل النتائج.
 

 مقدمة  
 

مــن المقومــات الرئیســیة  التي أصبحت...... الاھتمام بالمعلوماتیة الصحیة والطبیة یتزایــد
التــي لایســتغني عنھــا النظــام الــوطني للرعایــة الصــحیة وتعــرف المعلوماتیــة باســتخدام 

 والطبیة.التطبیقات الحاسوبیة في الرعایة الصحیة  
ارتھــا واســتخدامھا بغیــة المعلومات الى الحصول على المعلومــات وإد  وظیفة إدارةترمي  

ســین توجیھھــا ومعرفــة النتــائج المترتبــة علــى تحسین أداء خدمات الرعایــة الصــحیة وتح
ھذه الرعایة وأدھا في مجــال تقــدیم الخــدمات وتنســیقھا وتحقیــق التكامــل بینھــا مثلھــا فــي 

 ذلك مثل الموارد البشریة والمادیة والمالیة .
 ن الأفتراضات وھي : ویرتكز نظام الرعایة الصحیة على عدد م

  مطردا.المعلومات تزایدا  إن الرعایة الصحیة یتزاید اعتمادھا على -1
إن المعلومات مصدر رئیسي حاسم بالنسبة لصــحة كــل فــرد ولصــحة الســكان  -2

 بصفة عامة.  
 بذاتــھ،ینبغي النظر الى نظم المعلومات الصــحیة علــى إنھــا كیــان واحــد قــائم   -3

 الســـریریة)) ومـــرورا ((المعطیـــات بـــدءا بالمعطیـــات الخاصـــة بالمرضـــى
( الأداء والاستخدام وغیرھا )) ، وتوجھــا نحــو (      بالمعطیات المجمعة     

ــرار ))  ــم الق ــارف          (( التخطــیط ودع ــى المع ــزة عل ــات المرتك المعطی
ــة (( رســم السیاســات )) .                   ــات المجتمع ــاء بالمعطی إن  –وانتھ

أمــر     informationالــى معلومــات  وتحویلھــا dataوجــودة المعطیــات 
ــھ لكفـــ ــ ــد منـــ ــات أساســـــي لابـــ ــم المعلومـــ ــع نظـــ ــا.اءة جمیـــ                                                               وفعالیتھـــ

المعلومــات فــي مجــال  إلــى الاحتیاجــات العمیقــة.... المعلوماتیة الطبیة وتلبــي
 العلمي.والتدریب والبحث  التشخیص والعلاجالطب وفي مجال 

 
 
 
 
 
 

 استخدامات المعلوماتیة الطبیة  
 



 الإدارة.  -1
 الوبائي.الترصد  -2
 المعلومات. التوصل إلى خدمات النشریات وخدمات  -3
 المستمر. التدریب الطبي والتعلیم   -4
 المرضى. رعایة   -5
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 الطبیة: السجلات   -12     

الطلــب المتزایــد علــى المعطیــات المتاحــة والجیــدة التنظــیم المتعلقــة بالمرضــى  أدى    
بالإضافة إلى التطــورات الحادثــة فــي علــوم الحاســوب إلــى إثــارة اھتمــام كبیــر  بتطــویر 

ــة ــجلات الكترونی ــجلات   س ــي الس ــوبیة عل ــة الحاس ــجلات الطبی ــز الس ــى ، وتمی للمرض
علــى محتویاتھــا مــن مواقــع عدیــدة وفــي نفــس الوقــت وكــذلك   التقلیدیة بإمكانیــة الأطــلاع

إمكانیــة ترمیــز المعطیــات وتقــدیم الــدعم للأداخــل المــنظم للمعطیــات وإمكانیــة التخــزین 
عــم قــرارات الطبیــب فــي العــلاج ، وإستخدامھ في المستقبل ، یتیح السجل الطبي الكامل د

بالرعایــة الصــحیة ، ویمكــن أن   وأیضا دعم تحلیل المعطیات واستنتاج القرارات المتعلقــة
 تبنى البحوث الطبیة على السجلات الطبیة .

 
 

 
 السجل الوطني لأمراض القلب  

 
 مجتمعــة،أمراض القلب والشرایین النسبة الأعلــى مــن بــین الأمــراض   تشكل    

" ملیــون شــخص حــول العــالم ، وتعتبــر أمــراض القلــب 17في وفاة "    إذ تتسبب
لجماھیریــة ، وقــد أوضــح المســح الــوطني لإخطــار الســبب الرئیســي للوفیــات با

ــابة  ــار للإص ــل الأختط ــبة عوام ــاع نس ــة ارتف ــر المعدی ــة غی ــراض المزمن الأم
 بالأمراض المزمنة وعلى رأسھا أمراض القلب بین السكان .
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 مشروع السجل الوطني لمتلازمة الأزمة القلبیة الحادة 
 

   المشروع:خصائص 
التوزیع السكاني ولا طرق تشخیص أو عــلاج حــالات الأزمــة لا یوجد درایة ب        

 الطبیة.القلبیة الحادة وكذلك كیفیة إیواء الحالات بمختلف المراكز 
 المرض.ت دقیقة بعدد الوفیات ولا قاعدة بیانات لھذا  ولا یوجد إحصائیا       

 

  المشروع:أھداف 
مل الجماھیریــة بناء قاعدة بیانات لمتلازمــة الأزمــة القلبیــة الحــادة تش ــ -

 .بالكامل
معاینة الاستراتیجیة المتبعــة فــي إدارة النتــائج المتعلقــة بھــذا المــرض  -

 ومقارنتھا مع المعاییر العالمیة  
طبیــق الســریري یتماشــى مــع التوصــیات الإرشــادیة تقدیر ما مدى الت  -

 الأدلة.العالمیة ومعدل الالتزام بالطب القائم على  
 لصحیة وتقییمھا.المساعدة في التخطیط للخدمات ا -
 الدولة.إدخال نظم الجودة على مستوى   -
 القطري.المساعدة في رعایة المریض على المستوى   -
لخــدمات الطبیــة فــي مجــال تشجیع المســؤلین علــى الصــحة لتطــویر ا -

 القلب.
 
 

 
 

 اءات تنفیذ المشروع ر جإ
 



للجنة  التنسیق بین جمعیة القلب اللیبیة وھیئة الاتصالات العامة وا               
 الشعبیة العامة للصحة  

 المشروع. تمویل  -
 الوطني.إنشاء فریق عمل السجل   -
 عمل. ورشات  -
 المعلومات. مجال تقنیة التعاون مع الشركات المتخصصة في   -

 
 
 

 الإجراءات التقنیة  
   بیانات: تصمیم سجل الكتروني یحوي  

 دیمغرافیة.  -
 القلب. التاریخ المرضي المتعلق بأمراض  -
 القلب. ابة بأمراض عوامل أختطار الإص  -
 الإیواء. العلاج ما قبل  -
 العلمي. التشخیص  -
 التحالیل.  -
 الإیواء. الأدویة أثناء   -
 النتائج   -
 المستشفى. أثناء الخروج من  الأدویة   -
 المتابعة.  -

 
 

     توفیر مداخل للشبكة العالمیة للمعلومات 
    استعمال اسم المستخدم وكلمة السر یمكن الدخول إلى صفحة

 الدولیة. شبكة المعلومات السجل الوطني على  
     للسجل. وجود بنك للمعلومات خاص 
     والتحلیل. وجود أنظمة متطورة للإحصاء 
    المریض. وسلامة   سریة المعلومات على  المحافظة 
    البحوث. القیام بنشر النتائج وإجراء 
   المشتركة. المشاركة في السجلات العالمیة وإجراء المسوحات 

 
 

 الاستنتاج                               
البدایــة فــي تأســیس الســجل الــوطني لمتلازمــة الأزمــة القلبیــة ھــو الأســاس 

 مراض القلب ومن تم السجل الوطني للأمراض.لتأسیس السجل الوطني لأ
 



 
 رئیس جمعیة القلب اللیبیة     د. فتحي الغماري       -أ 

 ة  د. عمر المسلم                  الرئیس السابق لجمعیة القلب اللیبی 
رئیس مجموعة العمل للوقایة من أمراض                                       

 القلب 
عضو اللجنة التحضیریة                                                       

 للندوة 
 العوكلي      رئیس اللجنة العلمیة بالجمعیة  ا د. رض أ. 

 لتحضیریة للندوة عضو اللجنة ا                                     
 محمد الھمالي   د د. امحم      

انات والمعلوماتیة  رئیس اللجنة التحضیریة للندوة العالمیة لقاعدة البی    
 في مجال أمراض القلب 

 طرابلس/ لیبیا          م 17/12/2010 
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