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Looking at the papers selected for
inclusion in the Yearbook Medical
Informatics 2003, one is confronted
withthechanging scenery provided by
research and development of patient
records. These changes include new
perspectives on therol e of the patient
him/herself ascustodian of themedical
record, and research from the social
sciencesunderscoring that technol ogy
isoftennotthelimitingfactoringetting
theel ectronicrecordimplemented and
accepted. Other papersin thissection
show that some topics remain in the
forefront of research: how can we
support coding and how do we deal
withmultilingual environments.

In their paper “Personal Health
Records: Evaluation of Functionality
andUtility”, Kimand Johnsonexamine
the Web sites that provide personal
health records for patients. In most
western countries we have delegated
the role of custodian of the medical
record to the medical community. In
line with the increased emphasis on
pati ent empowerment andinvolvement,
it seems only logical that patients are
also given an activerole in managing
their own medical record. Provide
patientswith the opportunity to create
on a website their own, personal
records; they can subsequently grant
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access to the care provider. The idea
issimpleand appealing.

In other partsof theworld, it would
be considered strange if a medical
community wouldholdontothemedical
record. InIndia, aswas pointed out by
one of our students who came from
there, it is common that the patients
carry their own paper medical record
with them. When the patients visit a
physician, they hand over their record
tothephysicianwho addsnotestothat
recordandreturnsit. | recall thelndian
student asking me what is new about
thisidea of apersonal medical record
on the Web —my response, for lack of
better, was “the technology” .

Intheir study, Kimand Johnsontest
the claims made by the providers of
websites for persona health records.
Thedesignof thestudy iscompellingly
simple. First, take stock of the claims
madeby theprovidersof theWebsites
intheir promotional material . Second,
takeaconcreteexample (albeitinthis
case a fairly complicated example).
Finaly, seeif itworks. Theresultsare
sobering. The promises and claims of
the industry are not met. One might be
tempted to respond with a sarcagtic
statement such as “Only fools believe
theclaimsand promisesof the software

industry”. That, however, would do
injustice to this study. Certainly, the
websitesexaminedinthisstudy showed
many shortcomings. That, inmy mind,
is not the essence of the paper. For
me, the paper posed a question | had
never asked myself before: Giventhe
same set of medical data, what isthe
difference between patient entry and
physician entry? Or, in the words of
the authors: “ Of principal concernis
thefact that the entire process of data
entry assumes that individuals can
accurately categorize and prioritise
their own medical information.” This
thought-provoking paper deserves
reading. Itsuppliedmewiththequestion
| should haveasked our Indian student:
Inyour hometown, who writeson the
patient-held paper record, the patient
or the physician?

In their paper “ Adoption of Smart
Cards in the Medical Sector: The
Canadian Experience’, Aubert and
Hamel report an eval uation study that
examines the factors influencing the
adoption of smart cardsinthemedical
sector. Using methodology from the
social sciences, they examine the
introduction of smart cards in the
complex andinterwoven setting of the
health-care delivery system. Their
conclusions will not surprise the
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experienced researcher in medical
informatics: technology is not the
limiting factor, the system must be of
direct benefit to the user, and the
system is beneficial only if the
information on the card is compl ete.

The paper underscores that the
implementation of smart cards(or, for
that reason, patient records) isnolonger
limited by the technology. Poor
technology will kill a project. Good
technology, however, doesnot guaran-
tee success. Even better technology
will still not guaranteesuccess. Inorder
to better understand the success or
failures of our systems, medical
informatics will have to collaborate
withthesocial sciences. Althoughthe
methodology employed by the social
sciences may be foreign to many
researchersinmedical informatics, we
stand to gain from the collaboration.

Thepaper adsoillustratesthedanger
of separate communities addressing
the same issue. In the past years,
several initiatives have attempted to
introduce cards with varying degrees
of success. Aubert and Hamel do not
make a single reference to these
initiatives. Moreover, inthediscussion
section, the natural place to discuss
how this work relates to the work of
others, the authors do not discuss
related work in medical informatics—
the discussion is a summary of their
findingswithout any attempt to relate
their findingsto the work of others.

In their paper “Evaluation of a
Methodthat SupportsPathol ogy Report
Coding”, Hasman, de Bruijn and
Arends revisited a classical theme:
Theaccuracy of coding by physicians.
Oneof thepurposesof e ectronicrecord
isto use the datain those records not
only for patient care but also for other
purposes, such asresearch or manage-
ment. Understanding the accuracy of
the codes found in records is of
paramount importance. The paper, as
many other papers, documents the
struggleresearchershavetoidentify a
“silver standard” because a gold
standard, the truth, is not available.
Thesilver standardis, for lack of better,
based on agreement between experts.
Inthisstudy, theauthorsconcludethat
the system, when judged against the
silver standard providedby pathol ogists,
does not function optimal. At first
glance, their resultsaredisappointing.
Theauthors, however, report asecond
finding: despite the limitations of the
system, theagreement among pathol o-
gists increased when the system was
used during coding. This intriguing
conclusion begs further research into
how thesysteminfluencedthecoding-
process of the pathologists. Given the
roleof coded datawhenusingmedical
recordsfor awidevariety of purposes,
increasing agreementisimportant. The
paper shows that even if a system
codessub-optimally, itsusageimproves
the quality of coding by physicians
(that is, under the assumption that
agreement isan indicator of quality).

The final paper in this section is
entitled“BuildingaControlledHealth
Vocabulary in Japanese” by Liu and
Satomura. Inthescientificcommunity,
Englishisthelinguafranca. The most
widely used coding systems and
controlledvocabulariesarein English.
Countriesthat rely on other languages
often usetrand ationsof these English
codingsystems. Liuand Satomurabuilt
astandard clinical vocabulary for the
Japaneselanguage. Theauthorsreport
that Japanese medical terms mainly
come from western medicine. Their
use of SNOMED, therefore, is not
surprising. Building controlled
vocabulariesisadauntingtask. Having
tobuildacontrolled vocabul ary and at
the same time having to incorporate
work doneinatotal differentlanguage
adds layers of complexity. The paper
provides the reader with aflavour of
the many issues that need to be
addressed in that context.
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