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Computer decision support systems for asthma:

a systematic review

Patricia Matui', Jeremy C Wyatt?, Hilary Pinnock’, Aziz Sheikh' and Susannah McLean'

BACKGROUND: Increasing use of electronic health records offers the potential to incorporate computer decision support systems
(CDSSs) to prompt evidence-based actions within routine consultations.

AIM: To synthesise the evidence for the use of CDSSs by professionals managing people with asthma.

MATERIALS AND METHODS: We systematically searched Medline, Embase, Health Technology Assessment, Cochrane and Inspec
databases (1990 to April 2012, no language restrictions) for trials, and four online repositories for unpublished studies. We also
wrote to authors. Eligible studies were randomised controlled trials of CDSSs supporting professional management of asthma.
Studies were appraised (Cochrane Risk of Bias Tool) and findings synthesised narratively.

RESULTS: A total of 5787 articles were screened, and eight trials were found eligible, with six at high risk of bias. Overall, CDSSs for
professionals were ineffective. Usage of the systems was generally low: in the only trial at low risk of bias the CDSS was not used at
all. When a CDSS was used, compliance with the advice offered was also low. However, if actually used, CDSSs could result in closer
guideline adherence (improve investigating, prescribing and issuing of action plans) and could improve some clinical outcomes.

The study at moderate risk of bias showed increased prescribing of inhaled steroids.

CONCLUSIONS: The current generation of CDSSs is unlikely to result in improvements in outcomes for patients with asthma
because they are rarely used and the advice is not followed. Future decision support systems need to align better with professional
workflows so that pertinent and timely advice is easily accessible within the consultation.
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INTRODUCTION

The Global Initiative for Asthma estimates that 300 million people
worldwide have asthma.' Prevalence rates as high as 32% have
been recorded in the United Kingdom and Australia,® and the
prevalence is increasing in many parts of the world.>™ Despite
evidence-based guidelines,"®™® there is consistent evidence that
asthma is suboptimally controlled, resulting in unnecessary
morbidity, loss of school and workdays, and high costs for
countries.”™" There are 250,000 asthma-related deaths each year.'

There are many reasons why guidelines are poorly implemen-
ted, including physician’s lack of knowledge or inertia of
practice.'®'® As electronic health records are now the norm in
many parts of the world,'*'” it is feasible to provide professionals
with computer decision support systems (CDSSs) to prompt
evidence-based actions within routine consultations, potentially
improving professional adherence to guidelines.

Our systematic review aimed to synthesise the evidence for the
use of CDSSs by professionals managing people with asthma. We
were primarily interested in the effectiveness of CDSSs in
improving patient outcomes, but also sought to investigate
process measures of guideline adherence and practical usage of
the system.

MATERIALS AND METHODS

Our protocol is registered with the PROSPERO international prospective
register of systematic reviews (CRD 42012002412). We followed the
methodology described in the Cochrane Handbook for Systematic Reviews
of Interventions.'®

Inclusion criteria

We used the PICOS (Participants, Intervention, Comparator, Outcomes,
Study design) strategy for describing trials in which we were interested:

Participants. As this study is a review of the evidence, the study
participants were de facto the health professionals using CDSSs who
were caring for people with asthma—i.e, doctors, nurses and others
(e.g., physiotherapists).

Intervention. We adopted Wyatt et al’s definition of CDSs as ‘active
knowledge systems which use two or more items of patient data to
generate case-specific advice.'” Haynes and Wilczynski similarly described
such systems as ‘information technology which matches characteristics of
individual patients to a computerised knowledge base’, with software
algorithms generating patient-specific information in the form of
recommendations.'® There are various levels of sophistication for CDSSs,
from reminders to enter specific data, prescribe certain drugs/vaccines or
provide an asthma action plan, to a system retrieving patient asthma
information from an electronic health-care record and providing a critique
on the intended clinical action. Systems were included if they used patient
data to generate case-specific asthma advice. Systems relating only to the
task of asthma diagnosis or those exclusively providing patients with
support for self-management were excluded.

Comparator. The comparator was ‘usual care’, specifically without the use
of a CDSS.
Outcomes. Our primary interest was in the impact of CDSSs on clinical

asthma control. In line with recommended guidelines,19 we included
outcomes that reflected current control (including asthma-related quality
of life) and frequency of asthma exacerbations (including frequency of the
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general practitioner’s asthma visits, emergency department asthma visits
and asthma hospitalisations).

We were also interested in the process by which CDSSs might impact
asthma control, both practical usage issues (e.g. the proportion of
professionals who actually used the CDSS, the numbers of alerts issued
and the impact on time within the consultation) as well as process
measures reflecting enhanced guideline adherence (e.g. changes in
treatment, in tests ordered and in the proportion of patients with asthma
action plans).

Study design.  All reports of randomised controlled trials of CDSSs used by
health-care professionals for patients with asthma, in any language,
published and unpublished, were eligible for inclusion. No other study
designs were included.

Information sources and search strategy

We searched Medline, Embase, Cochrane Central Register of Controlled
Trials, Health Technology Assessment and Inspec (engineering) data-
bases from 1990 to April 2012 with the terms listed in Supplementary
Appendix 1. We wrote to experts and authors of all included studies
requesting additional relevant studies. We searched for ongoing and
unpublished trials on the following websites: https://portal.nihr.ac.uk/
Pages/NRRArchive.aspx, www.clinicaltrials.gov, www.controlled-trials.com
and www.anzctr.org.au.

Study selection

Two authors (PM and SM) independently screened titles and abstracts,
assessing them against the inclusion criteria. The full text of each
potentially eligible paper was reviewed by both authors to decide whether
the study should be included. Disagreements were resolved by discussion
and, if necessary, arbitration of a third researcher (HP, AS or JCW).

Data collection and abstraction

Using a piloted data extraction form, PM and SM independently extracted
the following data from included trials: country, setting, funding, study
design, health-care professionals, patient population, features of the CDSS
intervention, description of the control group, outcome measures and any
adverse effects. Extraction tables were compared, and discussed with a
third researcher (HP, AS or JW) arbitrating in the event of unresolved
disagreement.

Facilitators

Quality of reporting of trials

We assessed the risk of bias in each trial using the seven-criteria approach
described in the Cochrane Handbook for Systematic Reviews of
Interventions.'® Overall, each study was rated as follows: A: low risk of
bias—no bias found; B: moderate risk of bias—one criterion for risk of bias;
C: high risk of bias—more than one criterion for risk of bias.

Synthesis of results

We anticipated considerable heterogeneity in the populations studied, and
in the interventions and the outcomes reported in the trials precluding
meta-analysis of data. Instead, we planned to undertake a narrative
synthesis based on our theoretical model of how such computer systems
are expected to exert their effects (see Figure 1). The expectation is that, in
a linked causal chain, CDSSs will impact process outcomes, which, in turn,
will impact clinical outcomes. The theory underpinning their effectiveness
is that relevant reminders and recommendations during a consultation will
influence clinicians’ behaviour and thereby improve guideline adherence
as measured by process outcomes (e.g. more rational ordering of
investigations, prescribing of treatment and use of asthma action plans).
Implementation of evidence-based practices will consequently be
measureable in clinical outcomes for asthma patients, such as fewer
exacerbations, emergency department attendances and hospitalisations.

RESULTS

Study selection

Figure 2 is the PRISMA flow diagram. From 5,787 titles, eight
studies were selected,?®?’ seven in English and one in Spanish.?
One study had two reports.>*?® None of the experts we contacted
identified any additional eligible studies. We found nine ongoing
and eight unpublished trials (Supplementary Appendix 2).

We excluded a small group of studies from the early 1990s of
computerised theophylline dose calculators because they
addressed a specific problem in emergency care and have already
been evaluated in a Cochrane review.*®

Study characteristics

See Table 1 for details of study characteristics. Most studies were
cluster randomised controlled trials?®® in primary care in the
UK?'2 or the Netherlands.?*** Two studies randomised practices
to receive a CDSS for asthma prescribing or a system for angina or
cholesterol prescribing.?'?* The practices providing data on

Barriers

| Financial incentives |

Guideline
development

Perceived lack of credibility of
guideline

|

changes in treatment protocols

Smooth integration of software Software Prototype does not work in practice
into electronic health record development
User-friendly design, Practical Usability issues: too much non-
easy (potentially automatic) aspects specific information, difficulty
access to relevant advice of use of activating CDSS, e.g., separate
CDSS screen, long time to load,
‘ password protection
Relevant recommendations Process Clinicians choose not to implement
customised to clinical context outcomes recommended changes
Measureable improvement Health
in patients’ conditions outcomes

Figure 1. Theoretical model showing how a computer decision support system can improve asthma outcomes.
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Figure 2. PRISMA flow diagram.

angina and cholesterol prescribing were unaware that their (usual
care) asthma prescribing data were control data for the parallel
asthma study.

Six of the systems were integrated into an electronic health
record:?%22242527 one was partly integrated®' and one was a
stand-alone system.”> Five of the studies®®2"32%27 explicitly
reported that the system gave prescribing advice and reminders.
One system concentrated solely on the prescribing of influenza
vaccine for ‘at-risk’ children.?” Four studies were based on asthma
management guidelines.?’?*"%” One system included a complex
risk prediction algorithm,?® and one system ‘critiqued’ the doctor’s
intended management plan and made recommendations.?*

Risk of bias within studies

Table 2 lists the quality assessment: most studies were rated at
high risk of bias. The study by Eccles et al.?' was rated at low risk
of bias and that by Martens et al.** at moderate risk of bias.

Effectiveness of CDSSs

The impact of CDSS on process, usage and clinical outcomes is
detailed in Table 3. It was anticipated that usage and process
outcomes would influence clinical outcomes as reflected in our
model (Figure 1).

Practical aspects of CDSS use

In the study by Eccles et al.,*' the median number of activations of
the system per practice was zero. In that by Kuilboer et al.*
10,863 Vvisits generated 10,532 decision support comments,
but the doctor waited for the critique only 22% of the time,
and then read only a third of them. In Tierney et al.’s study,?
doctors complied with a third of the systems’ suggestions.
Bell et al.®° reported that the CDSS was used 70% of the time.
In the study by Fiks et al,** the vaccine alerts were only active
during 27% of visits.

© 2014 Primary Care Respiratory Society UK/Macmillan Publishers Limited

Process outcomes

Changes in tests ordered. Eccles et al,”' McCowan et al®> and
Plaza et al.?® all reported that the systems made no difference in the
rates of ordering spirometry, X-rays, allergy tests or blood tests. Bell
et al?® reported an increase in spirometry requests at intervention
practices from 15 to 24%, whereas there was a decrease at control
practices from 8 to 1%. In Kuilboer et al.,*® peak expiratory flow rate
and spirometry tests were ordered more often in the intervention
group, in patients over 11 years of age. In a four-arm trial, Tierney
et al.¥’ reported that between 39 and 50% of patients received the
suggestion to obtain pulmonary function tests.

Changes in treatments. Eccles et al.?’ the only trial at low risk of
bias, found no difference in asthma-related prescribing as a result
of the intervention. Martens et al.** demonstrated an increase in
the prescribing of inhaled corticosteroids to 44% of asthma
patients (95% confidence interval (Cl), 30-56%) in the intervention
group, compared with 27% (95% Cl, 14-47%) in the control group.

In the trial by Bell et al,?® there was a highly significant
(P=0.006) difference between the rate of prescribing inhaled
corticosteroids in the subgroup of urban intervention practices
compared with urban control practices. Urban and suburban
practices were analysed separately in the cluster controlled trial
because of marked baseline differences in patient population: the
urban practices had more severe asthma.

Kuilboer et al.?® demonstrated a significant reduction in the
prescribing of cromoglyate in a post hoc analysis. Plaza et al.*®
demonstrated a doubling of treatment conforming to guidelines,
from 18 to 34% (P=0.02). Vaccination rates increased in both arms
of the Fiks trial with no significant differences.??> McCowan et al.?
found no difference in asthma-related prescribing between the
trial arms due to the intervention. Tierney et al.®’ reported on
treatment suggestions for both asthma and chronic obstructive
pulmonary disease. For example, across the four arms of the
Tierney trial, between 5 and 9% of patients received the suggest-
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(UK)

practices, 477 patients

No baseline data

stand-alone decision
support system with
management guidelines
for asthma that aimed to
improve the quality of the
consultation. It included
risk prediction software
and printed asthma
management plans.

Table 1. Characteristics of studies
Author (country) Study design Participants and setting ~ Age Time scale Intervention Control
(years)
Bell et al.° (USA) Cluster RCT 12 clusters: 12 primary  0-18 12 months CDSS embedded in an The control group
care practices, 19,450 6 months prior to  electronic health record experienced educational
patients study start (EHR) in the form of alerts ~ programme for
clinicians and reminders based on professionals. It also had
participated in an  expert asthma guidelines. access to the data entry
educational This included a data entry  and all documentation
programme, tool, standardised tools but only passively,
12 months of documentation for asthma  without alerts and
intervention severity classification, reminders.
standardised drug and
spirometry order sets and
an asthma control plan.
There was also an
educational programme for
professionals.
Eccles et al?' (UK)  Cluster RCT with 60 clusters: 60 primary  >18 24 months CDSS offered suggestions Controls received
2x2 incomplete  care practices, 1,129 12 months for management (including intervention for angina,
block design patients baseline period, prescribing) depending on  while the asthma
12 months the chosen clinical scenario intervention group was
intervention and requested the entry of the control from the
relevant information. angina group as a
strategy to balance the
Hawthorne effect.
Fiks et al.*? (USA) Cluster RCT 20 clusters: 20 5-19 6 months CDSS was an EHR-based Described as routine
practices, 6,110 All intervention influenza vaccination alert care.
patients system. Influenza vaccine
alerts appeared
prominently at the top of
the computer screen in
bold and highlighted text
whenever the electronic
health record was opened
for a study subject who was
due for this vaccine. Also a
link was provided to
simplify vaccine ordering.
Kuilboer et al.? Cluster RCT 40 clusters: 32 primary  All 10 months ‘AsthmaCritic; the CDSS, Described as usual care.
(The Netherlands) care practices with a 5 months baseline relied solely on the existing
total of 40 GPs, each period, 5 months data in the EHR. Once data
control practice with a intervention related to the visit was
mean of 4,933 control entered, the system
and 4,865 intervention evaluated whether the
patients patient had asthma or
COPD, reviewed the
physician’s treatment of
asthma and COPD, and
generated feedback. In this
way, the doctor made the
decisions and the CDSS
‘critiqued’ these decisions.
Martens et al.?*?®  Cluster RCT with 53 clusters, 14 All 12 months CDSS was part of a One group that received
(The Netherlands)  an incomplete practices with a 6 months computer-reminder system  prescription reminders
block design total of 53 GPs intervention, integrated into the EHR asa for cholesterol-lowering
6 months data prescribing module. When  drugs served as controls
collection the GP prescribed a drug for the other group that
the decision support received CDSS for
system was activated and antibiotics, asthma and
provided information COPD, and vice versa.
specific to the patient (e.g.,
age and gender) and the
prescribed drug. The GP
was obliged to enter a
diagnosis code which the
CDSS would check and use
to issue relevant reminders.
McCowan et al.>® Cluster RCT 40 clusters: 40 All 6 months ‘Asthma Crystal Byte’ was a The control group had

no knowledge of the
intervention and had to
report parallel data on
the same number of
patients as were
recruited to the
intervention group.
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internal medicine
residents, 1 full-time
and 9 part-time
pharmacists, 706
patients

intervention

giving influenza and
pneumococcal

caring for patients in the
control group.

vaccinations, prescribing
advice and encouraging
smoking cessation. These
suggestions were
presented on doctors’
workstations or were
printed under a list of
active medications that
doctors received along with
the patient’s paper chart
when he/she presented for
usual care.

practitioner; RCT, randomised controlled trial.

Abbreviations: CDSS, computer decision support system; COPD, chronic obstructive pulmonary disease; GINA, The Global Initiative for Asthma; GP, general
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Table. 1.  (Continued)
Author (country) Study design Participants and setting ~ Age Time scale Intervention Control
(years)
Plaza et al.?® Cluster RCT 20 clusters: 10 >14 12 months CDSS providing patient- The control group
(Spain) pulmonologists and 6 months baseline tailored recommendations  worked as normal but
10 GPs, 198 patients and 2 sessions of  based on the GINA recorded additional data
educational guidelines enabled for comparison.
programme for clinicians to establish the
clinicians, severity of asthma
12 months according to the GINA
intervention classification, from relevant
inputs such as PEFR,
symptom frequency,
quantity of corticosteroids
and the clinician’s
professional opinion. Then
the CDSS would
recommend medications
according to the GINA
guidelines. There were also
education programmes for
clinician and patients,
teaching inhaler technique
and general information
about the condition of
asthma.
Tierney et al.”’ 2 x 2 factorial 4 clusters: 4 hospital- >18 36 months CDSS generated care Care suggestions were
(USA) randomisation of based academic 28 months suggestions based on still generated by the
patients practices with 25 recruitment and agreed guidelines. These CDSS but were not
faculty general baseline, include performing displayed to the
internists and over 100 8 months pulmonary function tests, physician or pharmacists

ion to ‘start inhaled corticosteroids.” However, only 11-30% of the
physicians or pharmacists complied with this suggestion.

Clinical outcomes

Asthma symptoms. Three studies reported asthma
symptoms.?'?>“¢ Eccles and coworkers® reported that the CDSS
had no effect on the validated Newcastle Asthma Symptoms
Questionnaire (mean difference —0.6 (95% Cl, — 2.1 to 0.9)).>’

Plaza et al®® reported that asthma daytime symptoms, but
not night-time symptoms, were significantly reduced in the
intervention group compared with the control group (Wilcoxon
P < 0.02). McCowan et al.®® reported no significant differences in
asthma symptoms between the intervention and control groups
(odds ratio 0.3, 95% Cl, 0.03-3.3), although this study was
underpowered.

Asthma-related quality of life. Three studies reported asthma-
related quality of life.2"?*?” The study by Eccles et al.' a trial at
low risk of bias, reported no effect on the validated Asthma
Quality of Life Questionnaire.®' Plaza and coworkers®? reported
quality of life using the Spanish version of the St George’s
Respiratory Questionnaire and found significant improvement in
all domains (activity P=0.002, symptoms P=0.003, impact
P=0.001).2° Tierney et al*’used two different quality-of-life

© 2014 Primary Care Respiratory Society UK/Macmillan Publishers Limited

scales,>*3* but found a significant result only in one subdomain,
possibly due to multiple testing.

Frequency of asthma exacerbations. Two studies reported exacer-
bation rates. In the study by Plaza et al.,*® exacerbation rates were
not significantly different between the control and intervention
groups: mean exacerbations, 1.3 (s.e.)=1.2) in the control group
and 0.5 (s.e.=0.3) in the intervention group (Wilcoxon P=0.2).
McCowan et al.?® reported that in the intervention group 12/147
patients had exacerbations compared with 57/330 in the control
group: control patients were approximately twice as likely to
experience an exacerbation as were intervention patients (odds
ratio 0.4, 95% Cl, 0.2-0.9, after adjustment for clustering). The
denominators were different because of study dropouts.

Unscheduled health-care utilisation. McCowan et al.>®> reported
significantly fewer unscheduled general practitioner consultations
in the intervention group in comparison with the control group
(odds ratio 0.6, 95% Cl, 0.4-0.95). Four studies reported no
differences in the frequency of asthma-related visits to the general
practitioner.202%%326

Two studies reported no significant difference between the
intervention and control groups in emergency department visits
or hospitalisations.?>?” The absolute numbers were close to zero.

npj Primary Care Respiratory Medicine (2014) 14005



P Matui et al

Computer decision support systems for asthma

np)

usuonoeld [eiaush o ‘eseasip Aleuow|nd SA13ONIISCO dIUOIYD

‘Ad0OD :suoneIAIqay

‘uoliendjed Jjamod jo
sisAjeue >oy jsod pue
Joo0104d paysiignd

‘paduejeq Ajiiey aq 03
paJeadde uonuny "Mmaipyium
10 Ino paddoup syuaned Aym

S10SSasse awodlno
Jo Buipuyq jo

sdD Jo Buipui|g

sjuaned
J0 sjeuoissajoud
10J 1usw|eaduod

‘uonedolje 01
papul|q Jaydieasal e Aq
wue Jad suoneynsuod
Jo s1aquinu jenbs 01
Buiydums uayi ‘uiod diy

3su ybiy—o OoN -21d ou—saA suie|dxa weibeip Mojy—ON  UonUSW Ou—Ie3PUN OU SeM 2J9Y1—SaA uonedojle oN  Aq uonesiwopuel—oN 121D 12 AduiaiL
‘weJbelp ul pauodal Uo[1e}|NSUOD I0) dWed
os|e sjemelpyiim juaned A3y1 se pajnidal a1am
‘swa|qoid aanensiulwpe 510559sS@ 9WO0D1N0 sjuaned “(dwwesboid
‘locoyoud paysijgnd 0} anp (zz/z) pawodal Jo Buipuiq jo 1USW|eadu0d sonsnels) sys buisn
3su ybiy—> OoN -21d ou—ieapun S|EMEIPYIIM UBIDIUID—ON  UOIUSW Ou—iJedppun  paliodal Jou ‘4espun uonedojje oN uolesiwopuel—oN oz [P 32 Bzeld
‘uolewsoul JusdYNSUl 0}
anp 3|qissodw sem siskjeue wea)
1e911-0}-UOIIUIUI pue uonensiuiwpe 133foid
pasamodispun buisaq Apnis a1 jo Apuapuadspul
9U1 Ul pa1ynsal sy} sUoseal pawuoyiad
awos aneb sadided ysow $10SS95SE DWODINO pue aouanbas
‘|looojoud paysijgnd ybnoyije pue pasuejequn jo Buipuiq jo sdo jo buipuiq JUBWI[EIdUOD  Jqwinu wopues Buisn
su ybiy—> oN -a21d ou—ieapun SeM UOILI)Ie—ON  UONUSW Ou—iea[dun OU SeMm 2J9Y1—SaA uonedojje oN uoljesiwopuel—oN oD 32 UBMODD
adod pue
‘uanib eWIYISE 10 |0I91S|0YD
9J9M UOI1LI1Ie JO) SUOSEdY 30| J12Y10 ay} JO JusWiea]
‘pasamodiapun Buiaq Apnis S10SS9SSe DWO0DINO 10} S|OJU0D se Buloe uo passasse
Msu ‘locoyoud paysijgnd  ay1 ul paynsal Ing paduejeq jo Buipullq Jo  a19m £A3Y) 1Byl mouy  3I9M ASU3 Jayiaym o) uonesiwopuel
91eI9pow—g oN -a1d ou—ieapun AJile) sem uonLIB—ON  UOIUSW Ou—IJesdun 10U pIp SdD—ON Se papul|q S§D—SIA  JO S|iel9p ou—iespun szpz [P 19 SUdLIei
sao1oeud Jo
Anuspi ayy 01 papuiig
‘loAd)] @d1dead SeM OUM J9YdIeasal e
1e Uolle ON "MIIPYUM 510SS9SSe SWODIN0 Aq slaquinu wopuel Jo
‘|lod03oid paysiignd 1o no paddoip syuaied Aym jo Buipulig Jo  si1asn ¢o Joy buipuiq JUBW[eIdUOD  3|qe) B YylM pawopad
su ybiy—>o oN -21d ou—ieapun sule|dxa weibelp Moy—ON  UONUIW OU—Ie3dUN OU SeM 2J91—SdA uonedo|je oN uolesiwopuel—oN ez 1D 12 190q|InY]
‘|lodojoid "11040d
siskjeue paysiignd  abue| e yons ur pardadxa aq
-a1d ou—sales  Aew se ‘syuaned Jo sisquunu S}I9|e 9y} aney
1aybiy ana1yoe 9U3 Ul uonenN| sem 10U pIp JO pIp JBYUd
0] S9)eJ UoljeulddeA 219y U9AIMOY ‘M3IPYUM 510559558 9W021NO 21eMOS 19V 18y}
Jo sisAjeue ooy jsod jo sjuaned ou—paduejeq jo Bulpulq Jo  aieme a1am suepIul JUdW|[e3dUOD uoles|wopuels
su ybiy—> oN 1ssod—aieappun AJiley uonle—oON  UOIUSW Ou—IesPun ‘buipul|q OU—SIA uofedojje ON  JO S|IeId9p ou—iedpun 221D 12 i
‘uonen|eAs ‘Sslemeipyiim om) pue Apnis
Jlwouodd pue Apnis a3 paredwod oym sadidesd ubisop
9sed pappaquid pue Jo13U0d 67 pue sadMdeld J1215N)> € Ul sadnoeud
siskjeue ejep Joj ue|d UOIUSAIIUI | € DIDM DI3Y]} 9o110e1d Jo sniels 320]|q 13Y10 JO uonesiwopuel
pauijino-jo>o3oid ‘paduejeq pue pajuasaid 3y3 01 papul|q dIdm 9y} 10J S|0J1U0d Se 1USW[eadU0d pasuandwod
S MO|—Y OoN  paysignd-aid e—opN 919M sd)el uonue—oN 510129||0d elep—ON  Bunoe aiam sgo—oN uonedojje oN Aq pasiwiuiw—oN 12D 32 $9]203
sitp
‘payiodal Jou sjemespyim 10} |013u0d 0} padjay
‘3)qIx3y dInb J1ojeuiwousp aAeY pjnom buuaisnd
‘ubisap dnewbesd—ienn “Janamoy ‘sadndeid
3yl ul pautewss adndeid 510559558 9W021N0 |eans pue uegungns
‘locojoud paysiignd  yoes 1e pajosud syusned ayy Jo Buipuiq jo s19sn 1oy bulpuilq 1USW|eadU0d UD9M130| S9DUIBYIP
Sysu ybiy—o oN -a1d ou—iedpun Jo Auew moy 0} Se Jespun  UOIUSW Ou—Jeddun OU SeM 2J9Y1—SdA Uo[1ed0[|e ON  DIUYID J9M IBY}—SIA oz 1P 32 1199
spiq
Apnd 12430 buniodai anidafas sbIq uonLNIY sbiq uonalaq SDIQ 3oUDWIOMSY  JUSW[DIJUOD UOIIDIOJIY sbIq U011I3[3S oL

9|gel Alewwns seiq Jo ysiy

T 3|qel

© 2014 Primary Care Respiratory Society UK/Macmillan Publishers Limited

npj Primary Care Respiratory Medicine (2014) 14005



Computer decision support systems for asthma

P Matui et al

np)

"ISIA 3] JOJ UOSEDI 3] JO DADASDLII SJUSWIWOD Pale[ai-_ulylse
papinoid SSAD ay1 18yl 99 Aew siy1 4oj uoneue|dxs ay] ‘s10150p
Aq peas 219Mm SIUSWIWOD dY) JO piIy) e Ajuo Jey) pariodal

SeM 1| "UOIYSe} PaINidNis 2JOW e Ul elep 310W Papiodal
$10100p :pJ0daJ 31 Jo Buipod a3 ul sabueyd a1am painsesaw
os|y ‘AemAue sbnip asayy paqudsaid Ajies siauonideld
|eiauab ay1 asnedaq Ajqeqoid—(siorejipoyduoiq |eJo pue
saujweisiynue ‘suidondsp) aulppinb sy ul sbnip 1ayio ayl Joy
sabueyd ou aI9Mm 3IdY) 49AIMOY ‘SSAD Yl Yum 1edk|Bowold
jJo Buiqudsaid J19y1 abueyd 01 A|9y1| 210w d1aMm SI0100p

1BY1 9JUIPIAS SWOS SeM 2I3Y) ‘Uonippe u| ‘Anawolids pue sajel
moy Kiojendxa yead Jo buuspio ay1 ul seseasdul s|gerdasdde
21aM I3y ‘@duUaIaype auljepIinb uo 1oedwi s1i Jo swis)

Ul SS@D JO SSDUIANDYD BY JO DUSPIAS dWOS sapiaoid el siyL
‘syuaied J19y1 pue pliyd sy Jo syaljeq

yijeay ay1 pue ‘dluld ay1 pualie A9yl awil ay) 1e Jou Jo |[Pmun
A[@ande si pjiy> e uaylaym buipnppul ‘uoneurddea jo el ayeidn
9yl UO sadudNjul AUBW dJe 2I9Y) 1Y) PAIDCUIBWaI 3] P|NoYs
U Apnas siyy bunaidiayul uj “sdnolb yioq ui pasealdul ajel sy se
sdnoJb UOIUSAISIUI PUR [0JIUOD BY] SSOUDE JURIBYIP Apuedylubls
10U SEM UOIJBUIDDRA Ul 958310Ul JO 91RJ 3] "UOIIRUIDIRA
eZUSN|JUI UB BUIYISE YIM UJP|IYd 9AI6 0 suepiuld Buipuiwal
10} $S@D Jo 1oedwi ay) parebnssaul Apnis ueduaWY SIYL

‘(sdnoib yioq oy paidde

siy1 ybnoyy) |ew siyy jo pouad swn syl buunp saanuadul
9duewJoyiad-1ad-Aed pajejal-aied eWYISE JO UOONPOAUI

SY1 Sem Japunojuod Jofew e pue |eul siy) ul parodal

1O painseaw a1am syuswanosdwi jesuld o ‘suejd uornoe
ewyise Jo asn pue buuapio 1s91 ‘buiqudsaid 1oy saulPpIinb

0] dduaIdYype 3Y1 dnoidwi pinod §sad eyl pajesisuowsp Apnis
sy "seonoesd uequngns SNSI9A UBQIN JUJIdIP 9yl ul A1dIuYld
pue Au9Aod Jo sedUBIRYIP Sulj9seq dY) dsiwopues 01 A1)

0] uaye] a4aM sda1s YdIym ul ubisap Ja1sn|d d|qesiubodal e aney
pIp 3 ‘selq Jo s ybiy e papesb sem Apnis sn syl ybnoyyy
's3InNsaJ JuedyIubIs-uou syl 01 PIINQLIU0D dARY Aew YdIym
‘(1oamod Apnis a1ewnnss 01 pasn sanjen uey Jabie| sem uolelea
Jenide oY1) pasamodispun sem Apnis ay] ‘seiq JO dsi dleiapowl
1e Ajuo se pajes Bulaq 11 01 PLINLIIUOD DI0JDIBY] SBY PUR 1091)9
QUIOYIMEH 91 pue seiq aduewloylad Jo 1dedwi ay) sasiWIUIW
ubisap siy ‘Buiqudsaid [019159]0YD 10} SSTD PAAIDIRI J9Y10 SY)
pue ‘Buiqudsaid qdOD pue ewise “onoignue uo apinb o1 ssad
e USAIG sem wie suQ “JSY10 Ydes 10j S|o1Iuod se parde Apnis ay)
JO swiue om) ‘Apnis $3]203 Syl Ul SY ‘[el) PI]|0J1U0d pasiwopuel
J31snpd e ul sadndeud essuab | Jo paisisuod Apnis ysng siyL
‘painseaw A||njoied aom

yaiym ‘Sowod1no |es1ul|> 10 SawodINo ssacoud ‘sojel uonejnsuod
Ul S9DUSIDYIP OU 2J9M 3J9Y] pue 019z sem Apnis siyl ul SSaD
2y Jo abesn uelpaw Y| "MOSIOM [ensn J1dY3 Ylm pajelbajul
10U SI 11 §I suepiuld AQ pPasn aq 10U [|Im §SAD eyl Alespd

KI3A po1esisuowsp |eul siyl “1SNQoJ U33q 9ARY PINOYs S)Nsal
0s pue ‘YN a3 ssosde saddesd 9 yum ‘abue| K1an sem Apnis
9Y31 ‘UonIppe U| "BSISA IDIA pue ‘sadideid a1ed §SgD ewyise ay)
10 B1Ep [043U0D 3B |ensn papiaoid eulbue 1oj d1ed USALP-SSAD
Bunebnsanul sadideId "UONESIWOpPURI JO Jlun 3y se sadndeld
Yum ‘ubisap 1a1snpd> e sem Apnis oy I9Ylo ay) Joj buljjoiauod
yoea ‘swue omy paresodiodur Apnis ysniig siyl Jo ubissp ay |

Bunsay ajdinw Jo ysu Ing ‘syexjoeiq abe noy
23U} JO 3UO Ul 1d30X3 SHSIA dO Ul SIDUIRYIP ON

SUSIA dD Ul S9OUBIYIP ON

SHSIA dD Ul S3DUBIBYIP ON

pa3iodal ssWodINO (eIl ON

(80°'L-180) ¥6'0 =4O ‘=38!

dD Ul S22UIRYIP ON . (DTOV) d41eUUONSIND
9J17 Jo Aujend ewyisy sJadiung pajepijea

91 Uo painseaw sem 3J| Jo Alljenb uo 12949 oN
52/(88°0 01 71T = SI 1D %S6)

79'0— SeM 3]eds JO DUBLIBAOD JO SISA|eue wouy
S1ewnss Ja1aweled ayy uedyjubis-uou sem
21025 woydwAs uo SSAD dY) JO 123)43 ||_IRAQ

edyiubis skemje

10U Sem dUBYIP SIY1 INg ‘dnoib
$5AdD aY) buowe pasapIo 1M
5159) 240\ ‘sabueyd juedyiubis
J9Y10 ou 1Inq ‘syaydeiq abe unoy Jo
auo ul suondudsaid ajedk|bowotd
Ul 9Se3D9p B 10) DUIPIAS SWOS

$91IS UOIUSAIRUI
1e %8 Aq pue sadndeid |oiuod e
%8'€ Aq pasealdul sajes uoleudde)
sao11oeud uequn

Ul @SN “(€0°0 =d) s|ou0d uequngns
yum pasedwod paseasoul sadioesd
UOIIUSAIRIUI UBQINQgNS Ul P3|y
sue|d ewyise Jo JSquINN (€00°0 =d)
%L 01 8 WOJ) SIS [0J1U0D

Ul 9Se3IDDP pUe % 01 G WO
S9MUS uonuaAISul Ul Andwouids ul
aseaJdu] ‘sadideld uequngns ul dsN
pue (900°0 =d) sa211oeid josuod
ueqin yum pasedwod sadnoerd
UOIJUSAISIUI UGN Ul USO dIoW
paquasaid uonedipaw J43|j0JuoD

ewyise
wLisisiad Ajpjiw yum sauaned
Huowe dnoib |013U0D BY} JO %/Z
Yum pasedwiod suolepuIWLIodS)
3y} 03 Buipiodde paquosaid

21om dnoib UoUSAISIUI Y] JO %t

(E€°L-£9°0) ¥6'0 HO Joue

pue 210J9q JUBWISSISSE UONDUN
Bun| ur eduaayIp uedyubis

ON °"SSdD JO uondNpoul JaYe
pue ai10jaq ewyise 1oy paqudsaid
sbnip u1 e>uaiayip Juedyiubis oN

(s 87 = 9nuadiad

Ui1s/ ‘s ¥ =2ajnuadiad Yyise)

S 6 SeM SpUSWWOD Buipeas
J10300p 3y} Aq 3uads swiy
ue|paw Y| "pi0d3J 3y dsAjeue
01 s /'L€ 9beIaAR UO Y00} SSOD
9y "s10100p AQ peas 219M 99y}
4O 9%z pue padnpoid atam
SJUDWIWIOD ZES'OL "SUSIA €98°01
40 %z ul siskjeue $5aD dy1 jo
1NS34 Y} 10) Paliem J0120p dY |

SHSIA JO 9%/7 KJUO 3@ dAjde
2J9M S}I3JE SUIDBA BZUSN|U|

uofuaAIRIUL By} Bunnp

Wil 3yl Jo 9%0/) pash sem
SSAD 3Y3 Yaiym 3e el ayy ut
sdnoib usamiaq aduaJalIp ON

paleAalloe
aq 03 sem SSAD AU J APPIP
0} 3210y B 3AeRY 10U PIP SdO

019z APP1ewixoidde sem

S1I9[e JO JaqWINU dY| "0J9Z SeM
suoDeISIUI BAIDR JO JaqUINU
ueipaw ay) sdnoib yoq Jo4

1D 12
YbiH 190q|iny|
YbIH 221D 32 14

YBIH o 10 32 119

wnipsy

MO

waN.\G 12
suspiep

P32
s9|223

uonplaidiayuf

Sawi021no [d1ulD

S2W022]N0 5Sa304d

asn §s@> 4o s1adsp [p1IDI

spiq
045ty

Apnis

9dUaIBYpe JUIPPING—S3aW02IN0 ss304d :§5JD JO SSBUDAIDDYT

"€ 3yqe]

npj Primary Care Respiratory Medicine (2014) 14005

© 2014 Primary Care Respiratory Society UK/Macmillan Publishers Limited



P Matui et al

Computer decision support systems for asthma

np)

"ol1el SPPO ‘YO ‘@duiayip 1uedyiubis ou ‘SN
‘pariodal Jou ‘YN ‘4suonindeid [eiausb 4o ‘ewyisy 1oy 9ARNIU| [BQO|D 9y ‘YNID ‘@seasip Aieuow|nd 9A110N11SqO J1UOIYD ‘AdOD ‘[eAIDIUl 92USPYU0D ‘| ‘w1sAs 11oddns uoisap 191ndwod ‘SSD :suoneirliqqy
‘S|BAJIUI DUDPYUOD 956 Juasatdal s1axpelq ul sainbi4

'salleuuonsanb jouod ewyise pue 31| jo Aljenb ayy

Ul PUNOJ 2J9M SIDUIIBYIP JuedyIubls ou Aym urejdxa Aew siyy
%05 uey ssa| Apuanbauy pue s|geliea K1 sem suonsabbns o)
2dUBJaYpe SY) se eyl pasiwins 3q Aew 3| “uidlied Jespd ou sem

21941 ‘||eISAQ ‘%16 01 Z1 W0y sem wue 1speweyd pue uepisAyd suonesjeldsoy ewyise 11 01 paiaype uonsabbns
9y Joj suo1IsabBNSs 31ed 01 AUIBYPY "%/ O} 6 WOI) PALIBA WIR IO SISIA Judwliedap Aouabiaws ul 95UIayIp ON 91 paAIddal1 oym sdnoib
|013U0d 8Y1 10} suonsabbns aied 01 aduaIBYpPY JSINdwod ayy 6unsal ajdnnw jo 1ynsai UOIJUSAIDIUL 991Y) 3Y) Ul %05-0t
uo jou “1aded uo asem Asy 1ey) Aluo—siuaned [01U0d 3Y) Joj e se Ajuo Juedyiubis aq Aew 3nsai syl 1eyy A3y JO %L pue 9 usamiaq pue dnoib
pajesauab osje atem suonssbbns aied ay) 49AaMoH ‘suonsabbins SW99s 1| '$9402s 3JI| JO Aljenb Jo 9dueLIEAOD  |0J1UOD DY) Ul %6E SY1 JO %9 51591
2Jed> 3y} 01 dduIBYpe ul sdnoib Apnis Jnoj syl usamiaq JO sisAjeue Buimoj|oy 3nsal Juedylubls uonduny Aleuow|nd ‘) 0} paiaype suonsabbns
S9OURJRIP 1UedYIUBIS OU 3I9M 2134 "UonURAIRIUI Ispewleyd  AJuo 3yl sem sIyl 1ey) pue 3|edsgns UOIOWS 3y} uonsabbns siyl PanIddRI oym J0 9%/£-7€ Aluo yum
pue uepisAyd yioq pue uonuaiRul SSAD 1sewseyd ul s2102s panosdwi (S0°0 > ) Apuedyiubis pey SUBIDIUI JO 9%0-L1 ,SPI0J91SOd11I0D palidwod si0100p ‘uonsabbns
‘UoIURAIRIUI SSOD UeIIsAyd JO PISISUOD SWwe UOIUSAIIUL BY | |el] Syl JO Wwie uonuaAIRul Ispewseyd syl ul pajeyui 1els, 03 uonsabbns e jJo uonesausb ayy ur paynsal /1D 32
"UOIIUDAIDIUI 93] PUB [0JIUOD SUO :swe Jnoj pey Apnis syl ewyise yum siusned eyl pariodas sioyine ay | 9y1 paAIddal syuaned Jo 9%6-5 SUOI1LYNSUOD JO %S6-/8 ybIH \@Ew_._.
(1'0<d) suonesijeyidsoy ewyise ui dUIBYIP ON
(8880°0=d)
‘BWIYISE SB UDNS UOIIPUOD [euoseas S1USIA Juswedap Adusbiaws Ul 9dUBISYIP ON
e u| Jolde) Buipunojuod e usaq aAey Aew yoiym ‘pouad Bulds (1°0<d) SUSIA dD Ul 3dUI3IPp ON
0} J21UIM e I9A0 pajjdde sem UOIUSAIRIUI SIY] ‘DIedA|BowoId (100°0=d 1edw
Jo sa1biauljoyduUR ‘SpIoIR1S |elo ‘sploaals pajeyul Jo buiqudsaid  ‘€00°0 =d swordwiAs ‘2000 = 4 A11AnDe) sulewop
JO 1.4 DY) Ul SOUBIRYIP JURdYIUBIS OU Sem 3IdY] “(SYuow 9 Jle ut syutod unoy jo dduaIayIp uenodwi
UIYHIM) SSWO0DINO0 Wdl-10ys paroidwi pue saulppinb ayy Jad Ajlewiuiw sy ueyy asow Aq Juswanoidwi
se s)siuobejue ausLIoYNIS| pue (joislowioy Ajjeidadss) sisiuobe uedyiubls pamoys  (OYDS) d41euuonsand
-e19q Hunoe-Huo| Jo wie uonuaAISUI Y} Ul Buiqudsaid Jaybiy Aioyendsay mmwhowo 1S 9Y) JO UOISIDA
Apuedyiubis usamiaq yul| e parensuowsp Apes|d Apnis siy| ysiueds pajepijea ayy buisn payodal 9yl Jo
Jou pIp swoldwAs awn-1ybiu Ing pasoidwi osje suoneqiadexs  Ayjeny 'sdnoib UOIIUSAISIUL BY) PUR |0JIUOD By}
pue swoldwAs awnAeq ‘aiieuuonsanb oy jo Ailjenb sabi099 U99M13q 1uUIYIP Apuedylubis Jou aiam sarel
1S @Y1 JO sainseaw ayl ul sjuswaoidwi Juedyiubis pasnpoid uonequadex3y ‘(1’0 =4 Uoxod|ip) swoidwAs S1591 poo|q
Apnis siy] "saulppinb yNID 8y3 uo paseq sasinu Joj swwelboid Jeuinidou jo swudl ul sdnoib oyl usamiaq 1o ABudje sAel-X ‘seies Anwouids ul
uonedNPa BWLISE UR pue SSJD 3Y3 :UOIUSAISIUI Y] O} 9JURJYIP OU SEM BIdY] “(TO'0 > d UOXOD[IM)  9OUDIHIP ON “(0¥Z0°0 =d UOXOD|IMN)
sjusUOdWOd OM] DJ9M 3IBY] "WiIe Ydea ul s10120p 0L Ajuo yum  dnoib [013u0d ay1 ul 1eyl ueyy ssa| Apuedyiubis saulPpInb Juswiess] 1o11s
Apnis [|ews e sem ]| ‘WJe [0JIUOD SY) IO UOIIUSAISIUL SY) JSYUD sem dnoub uonuaAIIul Yl Ul Aep 3yl 01 PaWIOJUOd syuslled uonuUSAIRIUI
0} (s1915nP2) sdnoub Buisiwopues pariodal Apnis ysiueds siyl  Buunp swoldwAs yum syusned Jo Jaquinu sy JO %€ pue |0JIU0D JO 6°/L paliodai 10N YbiH oD 30 ezeld
(Pr"€-0)
0=4YO ‘suonesijeldsoy ewyise ul 9dUIYIP ON
(91'6-0) 0=YO
:SYISIA Juswipiedap Aousbiaws ul 9duIRYIP ON
(S6°0-L£°0)
65°0 HO ‘dnoub uonuaAILlUl BY) Ul SUOIIBYNSUOD
‘siskleue dD pareniul syuaned samay Apuedyiubis
1e911-01-UONURIUI AQ PasAjeue 10U 349M elep dY) ‘el syl sjuaned uonuaAIUL
pa13|dwod oym 350y} JO siseq DYl UO SI SIY| ‘SWIe UOIJUDAISIUI  Se UOIleqJadexa ue 9duauadxa 01 A9y se adim
pue |043U0d USIMIDC JUIBYIP Ajuedyiubis Ajjednsiiels J0u a19m A|@1ewixoidde aiam syuaned |011U0d 310219y L
(Mo} ead Jo jJuswainseaw pue anbiuydal Jajeyul ‘swoldwAs)  Buuisn|d 1oy bunsnipe uaye (S8°0-12°0 ‘1D %S6)
S9W021N0 Jo Aliofew ay) “19ASMOH 'sjusned uonuaAIRUL €1°0 =4O ‘suoneqiadexa pey syuaned ogg//S sueld uonoe yum uoniodoid
Buowe ewyise Jo suoneqiadexa Jamay Ajpuedylubls aiam 19y dnoub |011u0d BY) Ul pue suoneqladexs pey Ul 9DUIBYIP ON "PAISPIO SY43d
1841 Ul 9A1D3YS AjjenJed Apusiedde sem ss@D ayy “uoneniul jeuy  syusned /1 /Z1 ‘dnosb UONUSAISIUI SSAD BYI U] Ul DUISYIP ON "SaullPpInb ewyise
9y 1e 21emyos oyl buisn pue buljjeisul swajqoid pey sadnoesd (ZE'E-€0°0  Yysnug oy 01 buipiodde buiquosaid Apnis
UOIIUSAISIUI Y3 WOy Jaquinu Juedyiubis v “[eu ay) parsjdwod ‘12 %56 ‘L€°0 ohel sppo) sdnoib joiuod  SduUeUSIUIRW JO SD1I063ILD JURIIYIP pa1sau e 0} bulpiodde IdiApe
sa110e4d uonuaAIRIUL G pue sadndeld [04U0d | AJuo |eul pue UONUAAIDIUL BY) UDIMID] swoldwAs Yy ul syuaned jo suonodoid oY1 aessauab pue areidwal ay) 1D 12
9Y31 aepdpun o} paisisibas oym sadideid YN of [eniul ue woiq eWYISe Ul S9DUIBYIP Juedyiubis ou parioday 93 U] 9DUSJ3HIP OU Sem dI3Y] Ul ||y O} Ulw Q| uey ss9| Ajjensn ybIH UeMODDN
sbiq
uonplaidiayuf $aWI023N0 [DIIUID 53W022]N0 $5220.d asn §s@> Jo s1adsp [p21IDI Jo ysiy Apnis

(panunuod) g "aqel

© 2014 Primary Care Respiratory Society UK/Macmillan Publishers Limited

npj Primary Care Respiratory Medicine (2014) 14005



DISCUSSION

Main findings

We found eight relevant trials, four of which reported clinical
measures of asthma control.2"?>™2” The key finding was that CDSSs
for health-care professionals were ineffective in improving patient
outcomes because the systems were rarely used,?'* and there was
low compliance with the advice when it was issued.?>?” However,
when systems are used, clinical outcomes can improve.2%*

Strengths and limitations of this study

A strength of this review is its robust search strategy. We used the
Cochrane-suggested terminology for asthma and randomised
controlled trials, and drew on our eHealth research group’s
inclusive search terms for CDSS.2® Nevertheless, we may have
missed some relevant studies, and the list of ongoing trials
suggests that more evidence may be available in due course.

In contrast to the methodology used by the recent McMaster
group series of reviews in which improvement was considered to
have occurred if >50% of the selected outcomes showed
benefit,'®**" we report specific clinical, usage and process
outcomes from each trial to explain why the systems were having
an effect or not.

We did not perform a meta-analysis as populations and
outcomes across trials were too heterogeneous. Descriptions of
interventions were often poorly described, which may have
limited our interpretation of the findings.

Interpretation of findings in relation to previously published work

Our review focuses on asthma as a clinically important area for
CDSSs. A crucial observation was that the systems were rarely
used."®?'*? Usage was not considered in the recent McMaster
group’s meta-regression,*? although this is clearly fundamental to
understanding the reasons for lack of effect, and should be a
crucial focus for development if systems are to improve patient
outcomes above the 15-31% impact on outcomes reported by the
McMaster group in a series of reviews3*™*! Usage rate of the
systems should be a core standard for reporting trials of CDSSs.

The McMaster group’s meta-regression explored the features of
CDSSs associated with system ‘effectiveness’. They found
(1) stand-alone programs, (2) advice directed at both health-care
practitioners and patients, (3) requiring users to enter an
explanation for any overrides of system recommendations and
(4) developers’ involvement in trials to be associated with better
patient outcomes. Poor integration (as in a stand-alone program),
however, risks clinicians avoiding using the system as in Eccles
et al?' The issue, however, is complex as advice presented at the
time of care does not always predict success, possibly because
practitioners become overwhelmed by such integrated alerts that
interrupt their workflow.*®

Our recent analysis of recordings of general practice consulta-
tions emphasised the importance of the timing of alerts in the
context of prescribing safety CDSSs.** The practitioner, negotiat-
ing with the patient, makes decisions regarding drugs and
management throughout the consultation when information
about allergies, sensitivities, interactions and guideline recom-
mendations might be useful. Provision of information during the
final computer-based task of generating the prescription can
frustrate clinicians, who then override the alerts. Integration with
workflow requires a detailed study of the consultation process.

Implications for future research, policy and practice

A detailed description of the CDSS intervention under investiga-
tion is essential to providing insight into what promotes a well-
used and effective system that can inform future development.
Taxonomies and frameworks such as those described by
Kawamoto et al.,*® Garg et al.*® or Berlin et al.*’ may provide a
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suitable basis for a full description. Future research should
substantiate our theoretical model (Figure 1), which we suggest
as a possible useful framework. In terms of the logical chain from
usage to process outcomes to clinical outcomes, Bell et al®
demonstrated that usage rates have an impact on process
outcomes, and Plaza et al.*® demonstrated the impact of process
outcomes on health outcomes. However, we feel that further
research is required to evidence this model more thoroughly.

Conclusions

Our review suggests that current CDSSs are unlikely to result in
improved outcomes in asthma because they are rarely used and
the advice not followed. A key challenge in the future design of
decision support systems lies in the better integration and
alignment with professional workflows such that they are adopted
into routine practice.
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