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Consider also the following from the RCB Project Clinical Workflow paper (p. 15):
Intrinsic burdens.  EHRs rely too heavily on simply representing paper-based 
standards and on forcing clinicians to conform to a rigid, idealized image of 
workflow that often bears little resemblance to actual clinical practice. It will 
take disruptive innovation to progress beyond these limitations and create 
systems that accommodate the inevitable variability in patient care and more 
effectively support clinical workflow.

This is a valuable statement except for concluding reference to “support clinical 
workflow.” Current clinical workflow is part of what needs to be disrupted. Current 
clinical workflow cannot possibly “accommodate the inevitable variability in patient 
care,” because doing so requires (1) information processing that the human mind 
cannot handle, and (2) disciplined, transparent, standard processes that autonomous 
physicians tend to resist.  See generally the Medicine in Denial book.
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The second POHR standard (that all clinicians should enter data under problem to 

which data relate) accomplishes both goals stated in the following from the RCB 

Project Clinical Workflow paper (p. 16):

Instead of requiring physicians to fetch each piece of information from 

different drawers of the filing cabinet one by one, EHRs must assist in 

aggregating, organizing, and presenting relevant context-specific information 

to the clinician. Other members of the care continuum (e.g., trained medical 

assistants and especially patients) should be more actively included in the 

documentation and data entry process, freeing clinicians to keep their full 

attention focused on clinical care and communication. 

As to “population-based generalities,” mentioned in the third sub-bullet, see 

Medicine in Denial, Part III.C (pp. 51-52), and Part VII (pp. 177-194).
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EHR problem lists as described in Atul Gawande’s ”Why Doctors Hate Their 
Computers,” The New Yorker, Nov. 12, 2018:

The [problem] list is intended to tell clinicians at a glance what they have to 
consider when seeing a patient. Sadoughi used to keep the list carefully 
updated—deleting problems that were no longer relevant, adding details 
about ones that were. But now everyone across the organization can modify 
the list, and, she said, “it has become utterly useless.” Three people will list 
the same diagnosis three different ways. Or an orthopedist will list the same 
generic symptom for every patient (“pain in leg”), which is sufficient for billing 
purposes but not useful to colleagues who need to know the specific 
diagnosis (e.g., “osteoarthritis in the right knee”). Or someone will add 
“anemia” to the problem list but not have the expertise to record the relevant 
details; Sadoughi needs to know that it’s “anemia due to iron deficiency, last 
colonoscopy 2017.” The problem lists have become a hoarder’s stash.

“They’re long, they’re deficient, they’re redundant,” she said. “Now I come 
to look at a patient, I pull up the problem list, and it means nothing. I have to 
go read through their past notes, especially if I’m doing urgent care,” where 
she’s usually meeting someone for the first time. And piecing together what’s 
important about the patient’s history is at times actually harder than when 
she had to leaf through a sheaf of paper records. Doctors’ handwritten notes 
were brief and to the point. With computers, however, the shortcut is to paste 
in whole blocks of information—an entire two-page imaging report, say—
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rather than selecting the relevant details. The next doctor must hunt through 
several pages to find what really matters. 

https://www.newyorker.com/magazine/2018/11/12/why-doctors-hate-their-
computers 
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Blog post by Bob Wachter, “Putting the “A” Back in SOAP Notes: Time to Tackle An 
Epic Problem” (2012-09-03) at https://thehospitalleader.org/putting-the-a-back-in-
soap-notes-time-to-tackle-an-epic-problem/.  Both the post and the 50 comments 
are of considerable interest.  The comments include a lengthy response by LLW and 
me, dated Sep. 10, 2012 — scroll about halfway down the page to see it.

A thoughtful set of three blog posts on the Medicine in Denial book, by Dr. Leslie 
Kernisan (a geriatrician).  The third post with links to the earlier ones is at 
https://thehealthcareblog.com/blog/2013/05/22/medicine-in-denial-what-larry-
weed-can-teach-us-about-patient-empowerment/.  

Blog post by LLW and me, “Is Fee-for-Service Really the Problem?,” dated Nov. 2, 
2011, plus 21 comments, at 
https://thehealthcareblog.com/blog/2011/11/02/medicine-in-denial/.  
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