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PREFACE

WHILE DESIGNING AND PREPARING to implement the HIPUS system, I encountered radically different responses to this project from healthcare pioneers and nonphysicians (patients) compared with doctors.

A half dozen healthcare pioneers, who have led the way into other uncharted waters, strongly endorsed or expressed great interest in the project.

With few exceptions, nonphysician responses ranged from positive to extremely positive. These individuals asked good questions, clearly understood the need for the HIPUS system, and very much wanted doctors to use it.

Physician responses were the polar opposite. The vast majority couldnt or wouldnt even talk about it. While working on this project and doing locum tenens (as needed) work in numerous emergency departments, I also found that doctor fear of and resistance to use of such IT is the underlying cause of physician burnout. In fact, such fear helped produce and now sustains burnout.

Implementing the HIPUS system has so far been impossible for two reasons:

 Doing so isnt possible without physician support and participation.

 A relatively small number of nonphysicians know about the system, and those who do fear alienating doctors by demanding or requesting implementation of the HIPUS system.

I published this book hoping to remove these barriers by helping more doctors and nonphysicians understand the need for such IT, giving nonphysicians a safe and effective way to express their desire for doctor use of it, and prompting physicians to reexamine their resistance to use.

My book coach specializes in helping doctors write books that are easily understood by nonphysicians. We collaborated over several months to achieve that objective. I hope nonphysician readers will find that our efforts were successful. Understanding how the system works will let readers better advocate for its implementation.

The HIPUS® system (pronounced like hippus and short for hippocampus, the brains memory center) is designed not to supersede physician memory but to augment that memory and make it more useful.

Use of colors to convey the significance of the presence (specificity) or absence (sensitivity) of findings (signs, symptoms, test results) in ruling in or out diseases is the foundation of the HIPUS system.

The meanings of the primary (main) and secondary colors are presented in the following images. Secondary colors add to or modify the meanings of the primary colors. When using the system, the secondary color meanings can be quickly accessed or reviewed by tapping on the symbols.

While reading this book and viewing examples of how the system works, you can return to these images and review the meanings.
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INTRODUCTION

IF YOURE A PATIENT affected by physician burnout, youre not alone. Several studies and surveys conducted since 2013 have found that about half of all physicians in the US and elsewhere are burned out to the point of compromising care.1, 2, 3, 4, 5

The American Medical Association (AMA) defines burnout as a long term stress reaction, which can include the following:

 emotional exhaustion

 depersonalization (i.e., lack of empathy for or negative attitudes toward patients)

 a feeling of decreased personal achievement6

Burnout is a condition that affects all specialists in all practice settings.

In a 2022 Medscape survey, burned-out physicians reported being more easily exasperated with patients, less motivated to take careful patient notes, more likely to express frustration in front of patients, and more likely to make errors.7

While working on the HIPUS project in Philadelphia and doing locum tenens work in emergency departments (EDs) throughout the northeastern region of the US, I found that burnout compromised my care much more than any other factor, including fatigue.

At one point, I had been working on the HIPUS project when it was at a critical and stressful juncture and had been without much sleep for three days. Before leaving for an ED stint, I was so tired, I hired a cabdriver to take me to Pittsburgh and paid for his flight back to Philly. During that five-hour trip, I was still so wound up I couldnt sleep. In that state, I drove myself from Pittsburgh to Ripley, West Virginiaabout 200 miles. After arriving that night, I had to begin my first shift immediately. Needless to say, I was unusually fatigued.

Shortly after my shift began, a nurse said to me: This child has a fever and purple spots on his skin. What does that mean? Those findings in a child are usually the only initial signs of meningococcal meningitis, a bacterial infection of the brain, spinal cord, and surrounding membranes. If not treated quickly and very aggressively, it causes death or permanent brain damage. At that point, alarm displaced my fatigue. While consulting with a pediatric infectious disease specialist in Charleston, West Virginia, I performed a spinal tap (inserting a needle into the spinal canal and removing a small amount of spinal fluid), tested the fluidwhich confirmed the diagnosisadministered antibiotics and steroids intravenously, and then waited for a special transport team to take the child to Charleston for more advanced treatment than the hospital in Ripley could provide. Children with meningococcal meningitis are so fragile, special transportation is critical. While we were waiting, the patients condition initially deteriorated but, about thirty minutes before the transport team arrived, began to improve as the antibiotics and steroids kicked in. That specialist later informed me the patient fully recovered without complications. After the transport team left with the patient, my fatigue returned with a vengeance. Fortunately, I had an hour to crash before the next patient arrived.

Unlike fatigue, which didnt compromise my care, burnout did so in a serious way. Several years later, while working at the same hospital and experiencing symptoms of burnout, I cared for an elderly female patient who presented with vague complaints. While working on the HIPUS project, I studied heart attack and its various symptoms far more than any other disease. After first compiling and organizing information covering heart attack symptoms, I updated the compilation several times over ten years. I therefore certainly should have recalled that elderly patientsespecially females with heart attackscan present with any number of complaints other than chest pain, including vague symptoms. Instead, I was irritated by the patient, assumed she was there because of anxiety/depression or just wanted some attention, and didnt examine her electrocardiogram (ECG) carefully enough. Worse still, I expressed my irritation in front of her and her daughter. The ED director later informed me that the patient returned the next day with similar complaints and her ECG indicated a heart attack. She was successfully treated for it, to my relief. The outcome could have been much worse.

I learned from that experience but eventually quit practicing medicine for two reasons. My response to being repeatedly traumatized and demoralized by the working conditions described in chapter 1 had become unmanageable. I had withdrawn from my family and friends and needed to recover from related drug use. I also realized that the use of much better IT is the only real solution to burnout. I therefore wanted to work full time to develop and implement this much-needed IT.

In fact, use of better IT is the only solution to three interrelated problems, which are seriously harming not only doctors and patients but also everyone else in my country:

 widespread physician burnout

 uneven care quality (adherence to evidence)

 out-of-control cost

This book describes these problems in the United States and explains how use of better IT can effectively address them.

The IT described can help solve the same or similar problems in other nations.

The Institute of Medicine (IOM), now known as the National Academy of Medicine, was established in 1970 as an advisor to the US Congress by the National Academy of Sciences. IOM reports to Congress, published between 2000 and 2013, call for fully integrated use of patient and care data to address all three.8, 9, 10

I and others are fully prepared to build IT permitting such data use and incorporate it into preexisting electronic health record (EHR) systems.

Chapters one and two discuss physician burnout and show how use of color-assisted, Bayesian-like analysis (CBA) can address that problem. 

Chapters three and four are not for everyone. I recommend reading or not reading either depending on your interest in the topic and/or related expertise. Chapter three explains the need for CBA to optimize use of AI or machine learning products and let physicians fully interact with those products. Chapter four shows how use of CBA can greatly improve diagnosis-related doctor-nurse collaboration.

Chapters five and six explain the need to improve care quality and reduce costs and show how use of CBA can do so.

While preparing to implement the HIPUS system, I found that the main barrier to doing so is doctor fear of needed change. Chapter 7 explains what I found to be the cause of such fear and why most doctors cant or wont talk about it. It also describes the radically different responses to this project by healthcare pioneers and nonphysicians versus doctors and how doctor response actually helped produce, and now maintains, burnout. Finally, it explains why physicians neednt fear such change. In fact, needed change will let them lead the way toward solving those three huge problems, secure their rightful place at the center of healthcare, and enjoy more respect, autonomy, and job satisfaction.

Chapter 8 explains why persuading a US emergency medicine physician organization to implement this new IT is the quickest, surest, and most direct way to propel needed change and describes what you can do as a doctor or nonphysician living in the US or elsewhere to help accomplish that task.



CHAPTER 1

BurnoutThe Problem

SEVERAL STUDIES AND SURVEYS conducted since 2013 have found that about half of all physicians in the US and elsewhere are burned out.11, 12, 13, 14, 15 The reasons reported by different specialists are actually quite similar, as are related problems, including withdrawal from family and friends, substance abuse, depression, and suicide. The following focuses on burnout among my colleagues in emergency medicine (EM), which is fairly representative of the problem generally. Methods used to solve the problem in emergency departments (EDs) can be modified for use elsewhere.
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Burnout Is Especially Problematic Among Emergency Physicians

In a 2017 Medscape survey, 51 percent of all US physicians and 59 percent of ED physicians reported burnout.16 Despite efforts to solve the problem via resiliency training, better worklife balance, peer support, and other such methods, a 2022 Medscape survey found that 47 percent and 60 percent, respectively, were still burned out.17

The reasons most often cited by all physicians were

 excessive electronic health record (EHR) tasks (60 percent),

 lack of respect from administrators, colleagues, or staff (39 percent),

 long hours at (or after) work (34 percent), and

 lack of autonomy (32 percent).

Only 12 percent cited pandemic-related reasons.

This chapter first explains the need for use of better IT to address lack of respect and autonomy by letting physicians more easily acquire and demonstrate diagnostic expertise and clearly establish and preserve standard of caredefined as care that is evidence-based, accepted by experts, and widely provided. It then explains the need for improved technology to address excessive EHR tasks and related long working hours by letting doctors document and report care with greater ease and speed.

Such IT is especially needed by emergency physicians.

Physicians Need Better IT to More Easily Acquire and Demonstrate Diagnostic Expertise

While working on the HIPUS project and doing locum tenens ED work at twenty-six different US hospitals from Massachusetts to Kentucky, I found that lack of respect and autonomy were almost always related to doctors not having a good way to acquire and demonstrate diagnostic expertise.

Dr. Mark Grader, who pioneered efforts to improve diagnosis, once told me that diagnostic expertise, more than anything else, defines the medical profession. Nowhere is that expertise more important than in EDs. Diagnosis constitutes the bulk of EM practice and permeates every part of it. An ED nurse explained the need for such expertise more bluntly. He said: Every time a patient comes in with chest pain, all that doctor does is order a cardiac profile. I can do that.

THE WAY US PHYSICIANS ARE EDUCATED AND BECOME BOARD-CERTIFIED PRODUCES A WIDE RANGE OF EXPERTISE

To become a licensed physician, one must graduate from an accredited medical school and pass an exam administered by the National Board of Medical Examiners. To become a board-certified specialist, a doctor must complete several years of related residency training and pass an exam administered by a board of examiners within that specialty. To become a board-certified emergency physician (EM specialist), a doctor must complete three years of EM residency training and pass an exam administered by the American Board of Emergency Medicine (ABEM).

Physicians expend a huge amount of time, money, and effort to acquire a medical education and become board-certified and, therefore, rightly expect that to be enough. The problem is, theyre not being
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Primary (main) colors

Purple if present rule ox help rule out
Green if present are diagnostic

Orange and yellow findings are listed in
decreasing order of sensitivity. Orange
findings always or almost always
occur--yellow, less often. Therefore:

Orange if absent rule ox help rule out
if present help rule in

Yellow if absent don't help much
if present add support to orange

Secondary colors

Purple, orange, yellow and green are
similar to primary colors

X absence rules out

Xp absence rules out for all practical
purposes

absence helps rule out

absence doesn't help rule out

presence rules out
presence helps rule out

presence makes very likely
presence makes more likely

0e0® XN

Blue and brown are the other secondary
colors

© presence warrants further investigation
O presence is consistent with, but
occurs more often with other diseases






