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Objective.— To examine the current status of interactive health communication
(IHC) and propose evidence-based approaches to improve the quality of such ap-
plications.

Participants.— The Science Panel on Interactive Communication and Health, a
14-member, nonfederal panel with expertise in clinical medicine and nursing, pub-
lic health, media and instructional design, health systems engineering, decision
sciences, computer and communication technologies, and health communication,
convened by the Office of Disease Prevention and Health Promotion, US Depart-
ment of Health and Human Services.

Evidence.— Published studies, online resources, expert panel opinions, and
opinions from outside experts in fields related to IHC.

Consensus Process.— The panel met 9 times during more than 2 years. Gov-
ernment agencies and private-sector experts provided review and feedback on the
panel’s work.

Conclusions.— Interactive health communication applications have great po-
tential to improve health, but they may also cause harm. To date, few applications
have been adequately evaluated. Physicians and other health professionals should
promote and participate in an evidence-based approach to the development and
diffusion of IHC applications and endorse efforts to rigorously evaluate the safety,
quality, and utility of these resources. A standardized reporting template is proposed
to help developers and evaluators of IHC applications conduct evaluations and
disclose their results and to help clinicians, purchasers, and consumers judge the
quality of IHC applications.
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ADVANCES in telecommunications
and computer technologies, unimagin-
able a generation ago, have become rou-
tine. These technologies are changing
the nature of interactions between indi-
vidualsandhealthprofessionals.Thefol-
lowing analysis results from the efforts
of the Science Panel on Interactive Com-
munication and Health (SciPICH), con-
vened by the Office of Disease Preven-
tion and Health Promotion of the US
Department of Health and Human Ser-
vices. The SciPICH includes experts in
clinical medicine and nursing, public
health, media and instructional design,
healthsystemsengineering,decisionsci-
ences, computer and communication
technologies,andhealthcommunication.
The mandate of the panel is to clarify

major medical and public health issues
raised by the rapidly growing field of
communication technology. The Sci-
PICH is focusing its attention on inter-
active health communication (IHC),
which is defined as

the interaction of an individual—consumer,
patient, caregiver, or professional—with or
through an electronic device or communica-
tion technology to access or transmit health
information or to receive guidance and sup-
port on a health-related issue.

Forthepurposesofthisarticle, thisdefi-
nition does not include electronic appli-
cations that focus exclusively on admin-
istrative, financial, or clinical data, such as
electronicmedical records, dedicated tele-
medicineapplications,orexpertclinicalde-
cision/supportsystemsforphysicians.Dis-
cussions of these areas are available
elsewhere.1-3 This article focuses on IHC
applications, that is, the operational com-
munication and computer software pro-
gramsormodulesgearedtowardusers(ie,
individuals who use IHC applications)
rather than the hardware and infrastruc-
ture technologies that run or dissemi-
nate these applications.

Because IHC applications have the
potential both to improve health and to
cause harm, there is an opportunity and
a professional responsibility for physi-
cians and other health professionals to
help ensure the quality, safety, and ef-
fectiveness of IHC applications. As an
example of one of the ways this can be
accomplished, the SciPICH proposes an
Evaluation Reporting Template to pro-
mote standardized reporting of evalua-
tions of IHC applications.

Benefits and Risks of Interactive
Health Communication

Interactive media are changing the
nature of health communication. Some
health communication strategies that
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use “old” media, including radio, televi-
sion, and printed text and pictures, have
been successful in conveying informa-
tion and promoting healthful behav-
iors.4,5 Newmedia,however,havepoten-
tial advantages for health communica-
tion efforts including the following:

1. Improved opportunity to find6 in-
formation“tailored”tothespecificneeds
or characteristics of individuals or
groups of users. The degree of interac-
tivity may be limited (eg, selecting an
option for specialized information) or in-
volve a series of complicated interac-
tions over long intervals of time (eg,
monitoring of a chronic health condition
or individual risk behaviors);

2. Improved capabilities of various
media6 to be combined with text, audio,
and visuals and of matching specific me-
dia to the particular purposes of the in-
terention or the learning styles of users;

3. Increased possibility for users to
remain anonymous7 by providing access
to sensitive information that people may
be uncomfortable acquiring in a public
forum or during a face-to-face discus-
sion.8 Computer-based interfaces also
can increase a participant’s willingness
to engage in frank discussions about
health status, behavioral risks,9 and
fears and uncertainties10;

4. Increased access to information
and support on demand,6,7 because these
resources often can be used at any time
and from numerous locations;

5. Increased opportunity for users to
interactwithhealthprofessionalsortofind
support from others similarly situated
through the use of networking technolo-
gies,6-8,11 such as e-mail, which enables di-
rect communication between individuals
despite distance or structural barriers;

6. Enhanced ability for widespread
dissemination and for keeping content
or functions current.7 This can be accom-
plished for an expanding audience at a
limited incremental cost once the neces-
sary hardware infrastructure is in place.
As these technologies become pervasive
in both public and private settings, more
people, including traditionally under-
served persons (eg, rural, poor, dis-
abled), may gain access to information
that has been out of reach.12

The IHC applications include 6 spe-
cific functions, which are as follows:

1. Relay information: They can pro-
vide general or individualized health in-
formation.13,14 Examples of these tech-
nologies include Web sites, online ser-
vices, and telephone-based applications
that use interactive voice response and
fax-back technology.15,16

2. Enable informed decision making:
Decision/support applications can foster
communication among health care pro-
fessionals and patients by helping pa-

tientsunderstandprevention,diagnosis,
or management of a health condition.17,18

Some applications assist individuals
with health care decisions, such as se-
lecting a health care professional or a
health management plan.19,20 More so-
phisticated applications assist individu-
als in thinking through and selecting op-
tions that are consistent with their de-
sired health outcomes.21-23

3. Promotehealthfulbehaviors:Some
applicationspromoteandsustainhealth-
ful behaviors not only on an individual
levelbutalsoonacommunity-wide level.
Such applications include risk assess-
ment and health promotion modules
typically based on theories of behavioral
change.8,14,24,25

4. Promote peer information exchange
and emotional support: An increasing
number of applications enable persons to
discuss their specific health conditions,
needs, or perspectives with others who
have similar concerns. Through “virtual
support communities,” which are avail-
able on a wide array of medical conditions,
participants may share information and
provide peer and emotional support26-34

that typically cannot be obtained from
health care professionals. This phenom-
enon may reflect people’s tendency to-
ward socialization and is one of the most
common health-related uses of the Inter-
net.26,35 Participants in such support net-
works includeconsumers,patients,health
professionals, and other caregivers.26,36

5. Promote self-care: Some applica-
tionshelpusersmanagehealthproblems
without direct intervention from a
healthcareprofessionalandhelpsupple-
mentexistingservices.8,37 Someconsum-
ers using these resources may have lim-
ited access to a health care professional,
have a particular interest in alternative
medicine, or want information on thera-
pies that may not be available from their
health care provider.

6. Manage demand for health ser-
vices: This function of IHC, increasingly
being used by insurers, health plans, and
employers,39 provides answers to spe-
cifichealthquestionsthroughcomputer-
assisted telephone advice systems, in-
teractive voice response systems, and/
or electronic consultation with health
care advisers.38 Providing specific infor-
mation, tools,andotherresourcestosup-
port wellness, self-care, and self-efficacy
may enhance use of effective health care
services and reduce unnecessary ser-
vices.8,40,41 Exchange of patient-collected
data also is a component of some of these
demand management programs.

Potential for Harm
Although early IHC applications were

limited primarily to academic or research
institutions, many systems are now di-

rectly available to the public, especially
through the Internet.15,42 The growing
use of IHC applications should raise le-
gitimate questions about their quality,
cost,andpotentialtocauseharm.43,44 Even
thoughsomehealthcommunicationinter-
ventions have been shown to be effica-
cious,8,14,24,25,29,38,45 minimal research has
been reported to date about the risks as-
sociated with their widespread use. Inac-
curate or inappropriate health informa-
tion and/or poorly designed applications
can result in harmful outcomes, such as
inappropriate treatment or delays in
seeking necessary medical care.46-52 Po-
tentially misleading claims for medical
products are endemic on the Internet.53

Within a few hours, a Federal Trade
Commissioninitiativeidentifiedmorethan
400 Web sites and Usenet newsgroups
that contained potentially false or decep-
tive advertising claims for products or
services for 6 diseases.54 Similarly, al-
though online support groups have fa-
cilitated informational sharing and sup-
port among millions of users, they are also
susceptible to the proliferation of incor-
rect or inappropriate information.55,56

Moreover, misleading information can
damage people’s trust in their health care
clinicians and prescribed treatments. Al-
though such risks exist with most media,
IHC applications must be held to a high
standard because emerging research
shows that people put more credibility in
information from computers than from
television and other media.57 Further-
more, privacy and confidentiality may be
breached. A user may have little knowl-
edge or control over what happens to per-
sonal information he or she enters into an
IHC application; it may be sold, used to
discriminate against the user, or applied
to a personalized marketing effort.

ManyIHCapplicationsdonothavecon-
sistent standards of evaluation to enable
userstocompareonewithanotherorwith
lessexpensivetechnologies.Aswithother
health and medical technologies deployed
prior to evidence about whether or not
they work, we may be on the threshold of
an era in which considerable investment
in these tools precedes knowledge of their
effectiveness or their impact on costs.
Without necessary feedback, this is likely
to result in wasted resources and delayed
innovation. There is concern about the ul-
timateimpactthatthewidespreaddeploy-
ment of IHC applications will have on the
qualityofhealthcare, theclinician-patient
relationship, the organization of medical
systems, and the health of the public.17,58-61

Toward an Evidence-Based
Approach to IHC

Many aspects of the development,
evaluation,anddisseminationofIHCap-
plications are in need of input and guid-
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ance from the scientific and professional
communities to achieve an optimal fu-
ture for these technologies.61-63 Reliable
and valid evaluation guidelines and tools
to assess and improve IHC applications
needtobedevelopedanddisseminated.59

For example, many organizations have
proposed rating systems, guidance, or
criteria for assessing the quality of
health-related“sites”ontheWorldWide
Web.59,64-68 Most of the Web site rating
systemsinuse,however,arecursoryand
inadequate for the task.64 Although a
particular Web site may have received
awards or high ratings, such accolades
may not indicate high quality. It is un-
known how many health-related Web
sites or other IHC applications have
been independently assessed or how
many have internal quality assurance
and improvement policies. The current
challenges in evaluating IHC applica-
tions include the following: (1) the media
and infrastructure (eg, Internet, cable
television, wireless technologies) that
underlie these tools are in a dynamic
state; (2) the applications themselves
may be highly fluid because of the rela-
tive ease of changing content and func-
tion; (3) many IHC applications are used
in situations in which a variety of influ-
ences on health outcomes exist, few of
which are subject to easy assessment or
experimental controls; (4) developers of
IHC applications often lack familiarity
with evaluation methods and tools; and
(5) developers of IHC applications often
believe that evaluation will delay devel-
opment, increase “front-end” costs, and
have limited impact on sales. Address-
ing these issues requires additional re-
search to improve monitoring of quality
and effectiveness of newer IHC tech-
nologies (eg,automatedupdatingofWeb
sites) and policy and educational initia-
tives to promote evaluation. At the same
time, existing evaluation methods can
and should be adapted to assess IHC.

Proposed Evaluation
Reporting Template

The SciPICH proposes an Evaluation
ReportingTemplateforInteractiveHealth
Communication Applications, which is
based on the rationale that all applica-
tions should undergo some level of evalu-
ation and that the nature and results of
such evaluations should be available to po-
tential users and purchasers of the appli-
cation. The template is designed to assist
health professionals, consumers, and pur-
chasers in judging the appropriateness of
agivenIHCapplicationfortheirneedsand,
perhaps, compare one application with an-
other. A standardized approach to plan-
ning and reporting evaluations can also
help IHC developers explore and clarify
expectations of potential purchasers and

users. Finally, the template can help ad-
dresstheconsiderationofcommonlyused,
but sometimes difficult to define, con-
ceptssuchastherelevance,efficiency,cost-
effectiveness, and practicality of a given
application.Thetemplateisdesignedtoap-
ply to essentially all IHC applications, re-
gardless of the specific technologies in-
volved, communicationstrategiesused, or
stated goal(s). The background for evi-
dence-based approaches to the develop-
ment and diffusion of IHC applications is
addressed in detail elsewhere69-72 and also
willbeaddressedontheSciPICHWebsite
(URL: www.scipich.org).

Thetemplateisproposedinaspiritsimi-
lar to the call for structured abstracts and
for standardized reporting of results of
randomized controlled trials as endorsed
and required by JAMA and other jour-
nals.73-76 However, unlike journal stan-
dards, what we propose is voluntary. All
IHC stakeholders can benefit from a vol-
untary standard of reporting that pro-
motes evaluation. This template and fu-
ture generations of it can (1) assist
developers as they plan, conduct, and re-
port the results of their evaluations and,
ultimately, help prevent the develop-
mentof flawedapplicationsandwastedre-
sources; (2) help users determine which
applications are most likely to be of ben-
efit; (3) assist clinicians in selecting rel-
evant applications for their patients; and
(4) help purchasers and policymakers fo-
cusonthebestIHCapplicationsandstrat-
egies for investment and dissemination.

METHODS
Wederivedourtemplatethroughanon-

going consensus process. The SciPICH
considered findings of published studies,
online resources, and opinions of outside
experts to construct an initial list. This list
was formally presented for feedback from
developers of IHC applications, health
care industry representatives, patients,
and patient advocates who attended the
Partnerships for Networked Consumer
Health Information conference in Ran-
cho Mirage, Calif, on May 14, 1996. Dur-
ing 8 additional panel meetings over the
following 2 years, feedback and sugges-
tions for improvement were elicited from
invited experts and liaisons represent-
ing developers of IHC applications, gov-
ernment agencies, academic research-
ers, health care organizations, health care
consumers, and consumer advocates and
comprised more than 24 federal agencies
and offices and 25 nonfederal or private-
sectororganizations. Inaddition, thework
of the SciPICH was presented to audi-
ences at 3 national conferences to obtain
feedback and to ensure that the template
was comprehensive and general enough
to accommodate various forms of IHC.
Nine developers of IHC applications com-

pleted the template for the 1998 Partner-
shipsforNetworkedConsumerHealthIn-
formation Technology Showcase and
Games, held in Washington, DC, on April
28,1998,andinPhiladelphia,Pa, fromMay
27 to May 28, 1998. The developers dem-
onstratedthatthetemplatescouldbecom-
pleted appropriately and correctly among
various disciplines. Before completing the
current template, version 1.0, we re-
ceived additional feedback and made fur-
ther revisions.

THE IHC TEMPLATE
The template is divided into 4 sections.

The first section focuses on identification
of the developer(s), the source(s) of fund-
ing for the application, the purpose of the
application, its intended audience(s),
technicalrequirements,andissuesofcon-
fidentiality—a particular concern among
consumers and consumer advocates.

The second section focuses on the re-
sults of formative and process evalua-
tions, as contributors to application de-
sign and development. These items elicit
informationtohelppotentialusersandpur-
chasersjudgewhetherthecontent isvalid,
whether the application addresses the us-
er’sneeds,andwhethertheapplicationwas
sufficientlytestedsothatits intendedfunc-
tions are ensured. In addition to provid-
ingdescriptiveinformation,thissectionat-
temptstoencouragedisclosureofwhether
and how potential users and other “ex-
perts” were involved in the application’s
development and how extensively the ap-
plication was tested prior to release.

The third section focuses on the results
ofanyoutcomeevaluationsperformed.The
listed outcomes include those most com-
monlyencountered,rangingfromwhether
users liketheapplicationtowhether itpro-
duces changes in morbidity or mortality,
reduced costs, or organizational change.
Potentialoutcomesarebroadlydefinedbe-
cause individual developers, users, and
purchasers may have different needs and
expectations. For example, while 1 devel-
oper or potential purchaser may be inter-
ested inanapplicationthat improvesman-
agement of a specific chronic disease
symptoms, another may be solely inter-
estedinimprovingpatientsatisfaction.The
SciPICH seeks to provide a tool to pro-
mote evaluation and evaluation report-
ing without imposing any particular opin-
ion about the most appropriate outcomes
to assess. Classifications of evaluation de-
signs from the US Preventive Services
Task Force77 are included to provide in-
formation relevant to the internal valid-
ity of the results (ie, the strength of evi-
dence that the observed results are due to
the intervention) and descriptions of
samples are included to provide informa-
tionrelevanttotheabilitytogeneralizere-
sults. These considerations may be new to
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Evaluation Reporting Template for Interactive Health Communication Applications, Version 1.0, Science Panel
on Interactive Communication and Health

I. Description of Application
  1. Title of product/application:
  2. Name(s) of developer(s):
  3. Relevant qualifications of developer(s):
  4. Contact(s) for additional information:
  5. Funding sources for development of the application (eg, commercial company, government, foundation/nonprofit organization, 

individual):
  6. Category of application (eg, health information, clinical decision support, individual behavior change, peer support, risk assessment):
  7. Specific goal(s)/objective(s) of the application (What is the application intended to do? List multiple objectives if applicable):
  8. Intended target audience(s) for the application (eg, age group, gender, educational level, types of organizations and settings, disease 

groups, cultural/ethnic/population groups):
  9. Available in languages other than English? No  Yes (specify):
10. Technological/resource requirements of the application (eg, hardware, Internet, on-site support available):
11. Describe how confidentiality or anonymity of users is protected:
12. Indicate who will potentially be able to get information about users:
 

II. Formative and Process Evaluation∗
  1. Indicate the processes and information source(s) used to ensure the validity of the content (eg, peer-reviewed scientific literature, in-

house “experts,” recognized outside “experts,” consensus panel of independent “experts,” updating and review processes and timing):
  2. Are the specific original sources of information cited within the application?  Yes   No
  3. Describe the methods of instruction and/or communication used (eg, drill and practice, modeling, simulations, reading generic online 

documents, interactive presentations of tailored information, specifying methods used):
  4. Describe the media formats used (eg, text, voice/sound, still graphics, animation/video, color):
  5. For each applicable evaluation question below indicate (1) the characteristics of the sample(s) used and how they were selected, (2) 

the method(s) of assessment (eg, specific measures used), and (3) the evaluation results:
a. If text or voice is used, how was the reading level or understandability tested?
b. What is the extent of expected use of the application (eg, average length and range of time, number of repeat uses)?
c. How long will it take to train a beginning user to use the application proficiently?

  6. Describe how the application was beta tested and debugged (eg, by what users, in what settings):
 

III. Outcome Evaluation†
  1. For each applicable evaluation question below, indicate (1) the type of evaluation design (I-III), (2) the characteristics of the sample(s) 

used and how they were selected, (3) the method(s) of assessment (eg, specific measures used), and (4) the evaluation results:
a. How much do users like the application?
b. How helpful/useful do users find the application?
c. Do users increase their knowledge?
d. Do users change their beliefs or attitudes (eg, self-efficacy, perceived importance, intentions to change behavior, satisfaction)?
e. Do users change their behaviors (eg, risk factor behaviors, interpersonal interactions, compliance, use of resources)?
 f. Are there changes in morbidity or mortality (eg, symptoms, missed days of school/work, physiologic indicators)?
g. Are there effects on cost/resource utilization (eg, cost-effectiveness analysis)?
h. Do organizations or systems change (eg, resource utilization, effects on “culture”)?

 

IV. Background of Evaluators
  1. Names and contact information for evaluator(s):
  2. Do any of the evaluators have a financial interest in the sale/dissemination of the application?   No   Yes (specify):
  3. Funding sources for the evaluation(s) of the application (eg, developer’s funds, other commercial company, government, 

foundation/nonprofit organization):
  4. Is a copy of the evaluation report(s) available for review on request?  No  Yes (how to obtain):

This is an evaluation reporting template for developers and evaluators of interactive health communication (IHC) applications to help them report evaluation results to 
those who are considering purchasing or using their applications. Because the template is designed to apply to all types of applications and evaluations, some items may 
not apply to a particular application or evaluation. Users need only complete those items that apply. This and subsequent versions of the template and other resources on 
evaluation of IHC is available at URL:www.scipich.org.
∗Formative evaluation is used to assess the nature of the problem and the needs of the target audience with a focus on informing and improving program design before 
implementation. This is conducted prior to or during early application development and commonly consists of literature reviews and reviews of existing applications and 
interviews or focus groups of “experts” or members of the target audience. Process evaluation is used to monitor the administrative, organizational, or other operational 
characteristics of an intervention. This helps developers successfully translate the design into a functional application and is performed during application development. 
This commonly includes testing the application for functionality and also may be known as alpha and beta testing.

†Outcome evaluation is used to examine an intervention’s ability to achieve its intended results under ideal conditions (ie, efficacy) or under real world circumstances (ie, 
effectiveness), and also its ability to produce benefits in relation to its costs (ie, efficiency or cost-effectiveness). This helps developers learn whether the application is 
successful at achieving its goals and objectives and is performed after the implementation of the application.

Design types are grouped according to level of quality of evidence as classified by the US Preventive Services Task Force and the Canadian Task Force on the Periodic 
Health Examination.

I. Randomized controlled trials are experiments in which potential users are randomly assigned to use the application or to a control group. Randomization promotes 
comparability between groups. These designs can be (1) double-blinded—a study in which neither the participants nor the evaluators know which participants are in the 
intervention group or the control group, (2) single-blinded—a study in which the participants are not aware which experimental group they are in, or (3) nonblinded— a 
study in which both the participants and the evaluators are aware of who is in the intervention group and who is in the control group. The more a study is blinded, the less it 
is subject to bias.

II-I. Nonrandomized controlled trials are experiments that compare users and nonusers (or “controls”), but they are not randomly assigned to these groups. This type of 
design should specify how the participants were recruited, selected, and assigned to the groups and how the groups compare—similarities and differences between users 
and nonusers prior to the evaluation.

II-2. Cohort or observational studies evaluate users with no comparison or control group.

II-3. Multiple time series use observations of participants as they go through periods of use and nonuse of the application.

III. These include such items as descriptive studies, case reports, testimonials, and “expert” committee opinions.
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some IHC users or developers but are in-
cluded to promote a standard that is evi-
dence based rather than opinion based.

Thefinalsectionofthetemplatefocuses
oninformationaboutevaluatorsandfund-
ing to disclose potential biases or conflicts
of interest relevant to the evaluation. The
notion of disclosing conflicts of interest is
complex78 and while previously discussed
models may not be sufficient to ensure
consumer protection, they serve as useful
precedents.Thetemplatealsoattemptsto
increase accountability for IHC applica-
tions by encouraging the disclosure of
those responsible for its design and con-
tent and for evaluation. This concept is
consistent with the recent initiative to
make contributors to scientific studies
more accountable for the content of their
published work.79,80

Since IHC applications are diverse,
evaluationtargetsneednot includeall the
categories specified but should reflect the
specific needs of the target audience(s)
and the developer’s objectives. Similarly,
randomized controlled trials are not ex-
pected for all IHC applications to assess
their immediate and long-term outcomes,
sincetheyarenotappropriateorpractical
for all interventions. Rather, the panel
proposes a level of evaluation that is suf-
ficient to support the intended purposes
oftheapplicationandtheresources itcon-
sumes.Thatis,applicationsthathavesub-
stantial potential risk or require a large
investment should require a higher level
of evidence, such as an appropriately de-
signedandimplementedrandomizedcon-
trolled trial. The level of confidence in the
evidence of safety and efficacy for such
interventions (eg, shared decision sup-
port applications for serious illnesses)
should be “beyond a reasonable doubt.”
However, for interventions that have
minimal potential risk and require few re-
sources (eg, Web sites that provide gen-
eral informationfromtrustedandreliable
sources), formative and process evalu-
ations may be sufficient to provide a
“preponderance of evidence” that the
application would benefit users. Develop-
ers should be proactive and implement
quality-control and evaluation methods
throughout the development process to
preventthereleaseofineffectiveorharm-
ful applications. In situations in which de-
velopers are unwilling to implement such
controls or evaluation methods, health
professionals (as individuals and through
professional organizations), purchasers,
consumers, and consumer advocates will
need to exert pressure on them to do so.

Will developers of IHC applications
voluntarily disclose information about
their products? Many developers may
perceive few advantages to conducting
evaluations and/or disclosing results to
users or purchasers. Potential incentives

to spur appropriate evaluation of all IHC
applications include increased demand
among users and purchasers for evalu-
ated applications, awareness of the po-
tential for harm, and the fear of possible
government regulation or legal interven-
tion in this area. The proposed template
should help guide application developers
in planning and implementing appropri-
ate evaluation methods and in assisting
them in these voluntary efforts.

Refinement of Template
The template is a first step toward pro-

motingappropriateevaluationanddisclo-
sure about IHC applications and toward
helping the IHC field advance with more
rapid innovation and greater benefits to
individualandpublichealth.Althoughthe
current template arose from an extensive
multi-year development effort, it will
need to be updated as it is used and as the
field itself evolves. The effectiveness of
the template must also be evaluated, a
process that was started recently when
the template was used by developers par-
ticipating in the previously mentioned
1998 Partnerships meeting. However,
rather than wait for evaluation to be com-
plete, the current near absence of valid
information with which to judge the
safety and effectiveness of most available
IHC applications mandates that the tem-
plate be widely disseminated at this time.

COMMENT
Interactive health communication

technologies have the potential to change
dramatically both the practice of medi-
cine and the structure of health care sys-
tems.17,81,82 The ultimate direction these
technologies take will depend partly on
the response and participation of physi-
cians and other health care professionals.
If health care professionals make it a pri-
ority to understand these systems, play
an active role in assessing and assuring
their quality, and contribute to applica-
tion development and dissemination, out-
comes will more closely approximate the
ones they desire. An evidence-based ap-
proach to the development and diffusion
ofIHCapplicationsisnecessarytoensure
that these technologies benefit individual
and public health. A culture of appropri-
ate evaluation and disclosure of evalua-
tionresultsiscentraltothisprocess.How-
ever, if these technologies are ignored,
disparaged, or treated with benign ne-
glect, the quality of health information
available to the public may suffer and
harm may result. As IHC applications
continue to grow, there is little doubt that
consumers will increasingly turn to them
for health information and support. The
challenge of the next decade will be to
transcend the surface appeal of these
technologies and to understand and har-

ness their power to improve the health of
individuals and communities.
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RN, PhD, School of Nursing and College of Engi-
neering, University of Wisconsin, Madison; Molly
Joel Coye, MD, MPH, The Lewin Group, Fairfax,
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Holly Jimison, PhD, Oregon Health Sciences Uni-
versity, Portland; Albert Mulley, Jr, MD, MPP,
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