
SERIES INTRODUCTION

Personalizing patient care

T he concept and promise of personalized health 
care have been anticipated for decades. Yet in its 

breadth and in the way we would like it practiced, it is 
in its infancy. 
 Personalized health care aims to individualize care 
by integrating a person’s unique clinical, molecular (ie, 
genetic, genomic), and environmental information. 
Applied not only when the patient is sick but also when 
he or she is well, it builds on and enhances our current 
standards of care.
 As Sir William Osler recognized more than a cen-
tury ago, “Variability is the law of life, and as no two 
faces are the same, so no two bodies are alike, and no 
two individuals react alike and behave alike under the 
abnormal conditions which we know as disease.”1 

 ■ PREDICTINg ThE RISk Of DISEaSE

For years, we have attempted to predict and stratify the 
risk of disease, and the Human Genome Project has 
given us a new set of tools to help understand the com-
plexity of disease and its variability.
 We know and have known for decades—and in some 
cultures, for centuries—that family history is the most 
clinically validated tool for predicting the risk of disease. 
 Nevertheless, evidence suggests that we physicians 
are not collecting adequate family histories, and be-
cause of this, we are missing opportunities to intervene 
and prevent diseases predicted by the family history. 
The current standard of care is to use family medical 
histories to hone genetic differential diagnoses, and 
based on the differential diagnoses, to target specific 
genes to test in the setting of genetic counseling. Cur-
rent genetic testing is used for molecular diagnoses and 
predictive testing so that gene-specific clinical manage-
ment can be subsequently tailored.
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 ■ PREDICTINg RESPONSE TO TREaTmENT

The use of personalized health care to predict re-
sponse to treatment is a novel and constantly evolv-
ing practice.
 ABO blood typing is a form of genetics-based 
personalization of safe transfusion that dates back to 
World War II.
 A prominent, recent success story is in cancer treat-
ment. For example, the American Society of Clinical On-
cology now recommends that tumors from patients with 
node-negative, estrogen-receptor-positive breast cancer be 
evaluated with the Oncotype DX assay.2 This test measures 
the expression of 21 genes, and the score obtained identi-
fies patients most likely to benefit from adjuvant chemo-
therapy. A similar 12-gene expression signature has been 
developed for colon cancer, and others have been devel-
oped for hematologic cancers.2,3 As with other new but 
apparently valid tests, the risk scores derived are sensitive 
at the extremes but ambiguous in the mid-ranges. We an-
ticipate many more developments in this field.
 In the field of pharmacogenomics, there is evi-
dence to suggest that prior knowledge of CYP2C9 and 
VKORC1 genotypes enhances outcomes for patients 
starting treatment with warfarin. The US Food and 
Drug Administration revised the label on warfarin in 
February 2010, suggesting that genotypes be taken into 
consideration when the drug is prescribed.4 
 However, clinicians have been slow to adopt gen-
otype testing when prescribing warfarin. Some cite 
the paucity of large, randomized, controlled trials 
demonstrating clinical utility of genotype-informed 
prescribing. Others cite concern that warfarin will 
soon become obsolete with the arrival of newer anti-
coagulants (such as factor X inhibitors) that do not 
carry warfarin’s adverse effects, and these genotypes 
will therefore become moot. Perhaps, as we move for-
ward and new drugs are developed, companion geno-
type tests could be developed at the same time to be 
used with them.5
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PERsONAliziNg PATiENT CARE

 ■ ImPROvINg CaRE, SavINg mONEy,  
aND EmPOwERINg PaTIENTS

The goal of personalized health care, by customizing 
treatments (medication types and dosages) and pre-
ventive strategies, is to optimize medical care and im-
prove outcomes for each patient. It could improve the 
quality of care by targeting interventions and reducing 
adverse events, topics that are important to all of us in 
the current environment of health care reform. 
 A personalized approach might also, in the long 
run, decrease the cost of health care by driving appro-
priate utilization of resources. 
 Lastly, the true value of personalized health care 
may be in its potential to improve patient satisfaction 
and to empower our patients to work with us towards 
better health.

 ■ wE laUNCh a NEw SERIES

To keep physicians up-to-date on progress in personal-
ized health care, the Cleveland Clinic Journal of Medi-
cine will present a series of articles on the topic. The se-

ries, to run once a quarter, begins in this issue, on page 
331, with an article on the importance of the family 
history as a piece of genetic information that can help 
to predict the risk of disease and inform preventive 
care plans. Future topics will include the role of genet-
ics and genomics in personalized care of patients with 
breast and colorectal cancers; the genetic counselor as 
a part of the health care team; pharmacogenomics; and 
ethical, legal, and societal considerations.
 Our goal in this series is to provide practical in-
formation to help our readers incorporate personal-
ized approaches into daily practice. In addition, as 
patients become more interested in and informed 
about personalized health care, we hope this infor-
mation will help clinicians to effectively coach them 
about its potential benefits and risks. We also hope 
this information will enable our readers to ask the 
right questions so that patient and health care pro-
vider can work together to help the patient grow old 
gracefully. 
 As the series unfolds, we ask you to send us feed-
back and to suggest other topics in personalized health 
care you would like us to cover in this series.	 ■
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