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e-Medicine: Policy to Shape the
Future of Health Care

by Bette-Jane Crigger

ealth care has finally made it

into the Information Age,

prompted in part by the need
for systemic efficiencies and in part by
the enthusiasm of “early adopters” like
Beth Israel Deaconess Medical Center,
whose PatientSite! offers registered pa-
tient-users online services that include
prescription refills, lab results, appoint-
ments, and secure email with clinicians.
Some health systems have gone even
further—the Veterans Health Adminis-
tration (VHA) began systematically de-
livering clinical services via telemedicine
in 1997; the program is now significant-
ly expanded and coordinated through a
designated Office of Care Coordina-
tion.?

Some of the more interesting impli-
cations of this evolution haven’t yet
turned up on the policy radar, however.
Privacy, yes. And related concerns about
security in online transmission of per-
sonal health information, which we've
addressed nationally in provisions of the
Health Insurance Portability and Ac-
countability Act. We've also raised ques-
tions about the nature of electronic pa-
tient-professional  relationships, al-
though we havent come to consensus
about whether or in just what way those
relationships suffer or are enhanced.?
These are vital and highly visible
concerns, but they dont exhaust the
range of issues around “e-medicine’—a
term that for present purposes I
will use interchangeably with “tele-
health,” “telemedicine,” “e-care,” and “e-
services.” A robust institutional and
public policy must do better.
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So far, we've largely neglected several
lower-profile concerns that are equally
important to crafting well-thought-out
policy, not to mention well-thought-out
systems of e-medicine. I'd argue that the
tasks of system design and implementa-
tion pose ethical challenges that merit
careful attention they haven't yet re-
ceived. Specifically, we must address
nasty, complex questions about which
clinical services should or shouldnt be
provided in this way and which patients
should or shouldn’t receive care in this
way, intertwined with questions about
how to allocate the human and material
resources needed to provide e-medicine.
Its the usual policy work of setting
boundaries and defining expectations,
but now with a cyber twist.

So, setting boundaries. Responsible
practice surely requires at the outset that
we determine what clinical needs could
“appropriately” be met through e-medi-
cine services, and from there go on to
identify criteria for deciding which of
those needs the system will actually try
to meet. That means taking account not
only of the particular needs of the pa-
tient population(s) to be served, but also
of how clinical e-services must be struc-
tured to provide value for patient-recipi-
ents. It also means developing a clear,
comprehensive picture of the technolog-
ical and human resources needed to de-
liver e-care appropriately. And thinking
critically about which patients are well
positioned to benefit from e-services,
and which are not.*

This last is going to be especially
tricky. Matching the “right” patients
with the right e-care is not a trivial task,

not least because it can’t rest solely on
clinical considerations. We must define
patient selection criteria that are ade-
quate to protect individuals who may be
vulnerable when services are not provid-
ed face to face—perhaps those who are
extremely fragile, for example. At the
same time, we must assure that we don't
unduly exclude patients who might ben-
efit from e-services—those who with a
lictle extra help could use the requisite
technology effectively. We must also as-
sure that our criteria are on the whole
fair to the overall population of
patients served by the e-medicine
system. When we already struggle to
bring people into the health care
system, how much can or should we do
to enable patients who don’t have reli-
able access to a telephone or computer
to utilize e-services effectively? Could we
rest content with an e-medicine that
works only for the wired, computer-
literate middle class?

Then there’s that matter of sorting
out expectations. Who will provide e-
care, for example, and what qualifica-
tions must e-practitioners have? Clinical
skills obviously, but more particularly
skill in providing clinical e-services.
How adept should we expect
e-practitioners to be at troubleshooting
their technology? How should we think
about the role of e-medicine’s informa-
tion technology specialists vis-a-vis the
caregiving team? Health care systems
can’t function without nonclinical
technical staff to keep the equipment
running, of course, but do we yet have a
way to understand whether clinical
IT specialists are a different category
of staff? The point is not that the
question isn’t answerable; perhaps it
won't even turn out to be very challeng-
ing. I'm not persuaded we've given it
enough thought even to know whether
it matters.

In looking toward policy wed also do
well to explore the likely “ripple effects”
on workflow for clinical and other staff
of implementing e-services. Shaking
habits up a bit and fostering new pat-
terns can be invigorating—or it can de-
stroy working relationships and profes-
sional commitments, with potential
consequences for patients. Creating an
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e-medicine environment that sustains
professionalism is another piece of the
puzzle, then. Just recently, Kaiser Perma-
nente reported on the disruptive effects
on institutional life of its efforts to im-
plement a new system of electronic
medical records.” The authors of this
qualitative study couch their report as a
cautionary tale for others.

Voluntariness will doubtless strike
many as a much bigger deal. It’s all well
and good to say that patients have the
right to consent to or decline e-care, just
as they can consent to or decline care
face to face. But what if, as e-medicine
evolves, it becomes clear that e-care real-
ly can offer better health outcomes, at
least for certain patients receiving certain
kinds of care? Or what if it offers equal-
ly good outcomes at lower cost>—for ex-
ample, for patients with chronic ob-
structive pulmonary disease who receive
home telehealth as part of their overall
plan of care. As we try to think proac-
tively about policy, can we imagine rich-
ly enough the trade-offs we may find
ourselves trying to make when we think
about allowing patients to opt out, pro-
viding optimal care, and containing
cost?

Voluntariness may also be a concern
for health care professionals. If there’s
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clearly a benefit for patients and/or the
system in e-medicine, might we reason-
ably require clinicians to accept it? Its
been suggested that health care organiza-
tions could reasonably require reluctant
providers to accept online patient-clini-
cian communication under similar cir-
cumstances.”

This doesn’t exhaust the range of
questions we need to ask by any means.
But it’s a place to begin thinking about
issues we've tended to avoid so far. Like
it or not, we will have e-medicine; the
task now is to decide how we will have e-
medicine. We're getting pretty good at
setting technical standards for informa-
tion technologies in health care like se-
curity and interoperability. To make pol-
icy that addresses the fuller range of con-
cerns we face when it comes to actually
using those technologies, however, I'd
say we've got a deal more work to do.
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