EDITORIALS

| nformation for health - hurry slowly

In the 1998 documennhformation for Health,! Frank Burns, medical records in a system that would allow remote access to
Head of Information Management and Technology for thethe record from anywhere in the NHS at any time. Such an
NHS Executive, outlined an ambitious strategy for using comarrangement must increase the opportunity for improper access to
puter technology to further the aim of ‘giving the people of thismedical records, both from within and without the NHS. The
country the best system of health care in the world’. Will thestrategy document recognises that ‘in exceptional circumstances
white heat of this revolution enable the National Health Servicsome patients may not wish for certain aspects of their medical
(NHS) to cope better with its widely recognised underfunding otistory to be ... communicated to other parts of the NHS".
will expenditure on information technology (IT) systems that failHowever, such circumstances are far from exceptional.
to perform prove a further burden on inadequate health car€ontraception, previous pregnancies, previous episodes of vene-
resources? The answer will depend on the effectiveness witteal disease or psychiatric illness are among the more common
which the modernisation process is managed and on whether ttigngs that people may wish to avoid unnecessarily communicat-
pace of implementation takes proper account of certain majang to others. Breaches of confidentiality within families are par-
problems. Putting the machines in place and hoping the problentisularly at risk of occurring with the automatic availability of
will get solved afterwards may not be the best approach. even a subset of the medical record — and are a serious hazard
Its history is not encouraging. The House of Commons Seledif displaying highly legible computer summaries on big screens
Committee on Public Accounts recently reviewed the effectivein consultations. Problems of this kind will render patients less
ness of public investment in computer systems following the outready to share confidences with doctors, and render doctors less
sourcing or privatisation of government IT development that tookikely to record them — both of which are detrimental to good
place from the late 1980s onwa&rd@he report expresses serious clinical care and good record-keeping in general practice. Many
concern at ‘the number of government IT projects that are naxisting general practice software packages have inadequate pro-
delivered on time or at all, are completed over-budget, and eitheision for restricting access to sections of the record. In my
fail to match specifications or require significant changes beforepinion it is doubtful whether the efficiency gains of remote
they are satisfactory’. NHS computer projects have made a sifjNHS-wide access to an electronic health record outweigh the loss
nificant contribution to the spectacular waste of public moneyn confidentiality involved.
documented. The report makes a raft of important recommenda- Existing computer record systems in general practice are
tions: that the needs of end users should be fully taken intmcompatible with one another. Even with the same software, dif-
account in the design of systems; that decisions on IT systenfisrent practices and doctors structure and use their systems in dif-
are business decisions in which senior management must lierent ways. Anyone who has tried to achieve consistency in
involved; that ‘departments should consider carefully whethecomputer usage in one general practice will know the difficulty
projects are too ambitious to undertake in one go’; that stepwisaf achieving any wider consensus in the structure and usage of
incremental introduction should be adopted wherever possiblmedical records. Without basic structural consistency electronic
with regular milestones, each delivering an auditable businesgcord transfer is difficult or impossible. Computer records dete-
benefit; that staff training should be adequately resourced; andlorate on paper transfer: take a look at the large and often
that expert project management is essential. The report should meomprehensible printouts received from ‘paperless’ practices.
read from beginning to end by anyone responsible at any levéind yet computerisation in general practice is advanced com-
for driving forward the NHS IT agenda. pared to the hospital sector, where in 1998 more than 75% of
What does the NHS information strategy have to offer, andicute hospitals had yet to invest in information systems capable
what are the problems? The idea is that there should be a lifelomd supporting an electronic health record. In hospitals the
electronic health record kept in a standardised form in generaroblem of multiple incompatible systems is worse than in
practice. It would be used by both primary and community healtiprimary care and the tasks in achieving a shared record structure
workers, accessible — at least in part — from anywhere else iare yet more daunting.
the NHS at any time, and electronically transferable when Direct booking of outpatient appointments just like airline
patients move to another practice. Sharing of the record shoutickets would need to be piloted for its impact on outpatient
be possible, under appropriate circumstances, by social serviegaiting times before any widespread introduction. Effective
departments. Communication to and from hospitals and transmislemand management is crucial to the NHS’s ability to cope with
sion of laboratory results would take place electronically.inadequate funding, and the risk here is that convenience (for
Appointment systems, both in hospital outpatients and in generabme) takes priority over clinical need in the allocation of scarce
practices, would be open to booking from other agencies, includesources.
ing NHS Direct. Anonymised data from patient records would Information technology systems hit problems when they try to
permit analysis for purposes of managerial and clinical audit witlserve multiple agendas. The limited clinical usefulness of many
selected data on the performance of provider units made publiblHS systems has stemmed from their having been designed to
the aim being to inform the planning and improve the quality serve the needs of managers in the context of the internal market.
efficiency, and convenience of services. Appropriate informatiorSome of the difficulties experienced with Read codes and the
resources (protocols, guidelines, clinical evidence) would belinical Terms Project have been due to the problems of recon-
made electronically available, both to professionals and teiling different needs in clinical coding. Enormous care will be
patients. needed in progressing the concept of the electronic health record
Most of the problems with this vision of the brave new worldto avoid a structure that satisfies none and frustrates most of its
are recognised itnformation for Health, but it is essential that users.
these problems are addressed and solved if implementation of theA further risk identified by the Public Accounts Committee is
strategy is to be a success. that delay in implementing projects places them at risk of being
The most obvious and pressing concern is confidentiality obvertaken by technological change. The commercially driven and
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dysfunctional speed of obsolescence of computer hardware ago on using their own computers in their own \Wahis rather
software is a major problem, especially for a cash-strappeduccessful idea was conceived in response to a very similar set of
organisation such as the NHS. ‘It is vital that project plans ar@roblems to those facing the NHS. A lot of money is now riding
sufficiently flexible to allow for the insertion of technological on the need to achieve security and confidentiality in web trans-
advances where relevant.” ‘Management must be aware of thections and good solutions may soon be found. Will an NHS
importance of halting a project that has been overtaken by everitstranet be necessary in five years’ time? Perhaps we would do
rather than continuing to spend monéyhd plenty of money better to wait and see.
will need to be spent. Expenditure on IT procurement, mainte-
nance, and services in the NHS was £1 billion in 1998-1999. DuNCAN KEELEY
That flgure will grow_rapld_ly if the strategy |mf_orma_1t|on for General practitioner, Thame, Oxfordshire
Health is to be effectively implemented, especially if the needs
for bet_terdpro(Jjecz1 manta?ement ang proper staff training arReferences
recognise adn | a .eqlfqa ely rlesource L f th inf . 1. NHS Executivelnformation for health: an information strategy

However, delay in the implementation of the NHS information ™ tqr the modern NHS 1998-2005. A national strategy for local
strategy may be vital to its success. A common record structure  implementation. Wetherby: Department of Health, 1998.
allowing electronic transfer of general practice records and better  http://www.imt4nhs.exec.nhs.uk/strategy/index.htm )
resolution of confidentiality concerns are necessary conditiong: House of Cc.’mmr?”(sj eIF.’Ub"C Accounts Select Committee. First Report
for implementation of key elements in the strategy. These condi- 2000-Improving the defivery of Government I projects. [HCE5
or imp Yy _ Legy. ISBN 0 10 204700 6.] http://www.parliament.uk (House of
tions have not yet been met. Delaying major new IT system  Commons - Select Committees - P - Public Accounts Committee -
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drive the NHS into another round of wasteful investment in
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What kind of partnership in the consultation?

-I-he idea of partnership with patients has become not only faskasssumptions by doctors about their patients’ ageldasectors
ionable but also part of national politgjthough there is evi- often fail to acknowledge patients’ ‘expertise’ about their prob-
dence that not all patients necessarily welcome such partnérshifems and how it relates to their situatidhand subsequently fail
Older people may have particular problems with the concepto incorporate patients’ beliefs and explanatory frameworks in
especially if they have been used to a different style of ‘doctorexplanation and manageméfnthe challenge of doing so is ever
ing’. Patients may also reject this ‘sharing’ philosophy if doctorsincreasing as the lay expertise of patients is augmented by
do not effectively integrate it into their consultation stylés. increasingly open access to clinical and other information; for
Although politically correct, this partnership may not be uni-example, medical guidelines on the Intefet.
versally popular with doctors either. For example, doctors may However, partnerships may take different forms with widely
hold negative stereotypes of patients who bring written lists ofrarying roles within them. For example, in a professional group
concerns to the consultation, perhaps because they fear the copmactice the other partners may choose to rely on the expertise of
bination of excessive demands from patients and limited time ithe ‘administrative’ partner for guidance on major strategic deci-
which to manage themThe workload for doctors within the sions. What is important is that the ‘administrative’ partner has a
consultation has also grown because of local and national initianandate from the others. Similarly, in the consultation, roles for
tives and this may threaten the interaction between individuahe doctor and patient may need to be negotiated and mandated.
patients and their doctors in the consultafion. Each patient's preference for partnership in the consultation is
Nevertheless, the principles of patient-doctor partnership haviecated within a multi-dimensional framework, the axes of which
long been enshrined in models of the consultatib@eneral embrace differing desires and needs for information, assistance
practitioners may feel that they have ‘been there, done that, andth its interpretation, and involvement in final decision-making.
got the T-shirt’. Unfortunately, the finding that doctors prema-The patient’s preference for ‘sharing’ or being directed must be
turely interrupt and close down patients’ accounts of their coneetermined on each axis. The abrogation of responsibility by the
cerns is far from encouragifgAlthough attention is now being doctor — for example, to unload a mass of statistics about
paid to the ‘neglected second half of the consultation’, in whicloptions onto a patient who has not been enabled to assimilate the
information is shared and decisions made, a successful outcoritédormation — is an impoverished model of partnership. Patients
is dependent on the first part of the consultation when doctonsill have varying needs for information: some may have fully
must identify and understand their patients’ agendas. informed themselves about available options from the Inférnet
Dysfunctional consultations often result from inappropriatewhile others will entrust the doctor to provide this information.
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Patients will also have differing needs for assistance with theb.
interpretation of such information and its application in the
context of their own presentations. Finally, some patients will
seek active guidance from their doctors in making the final deci-g.
sion while others will wish to make it themselves. 9.
Such partnerships require doctors to understand patients’

agendas; the ‘first’ and ‘second’ halves of successful consultarg,

tions cannot be separated except in thédiy. such integrated

consultations, doctors can come to understand their patient$l.

agendas — which are often complex — and patients’ needs and

preferences for information and assistance with its interpretatiomny.

and decision-making. Doctors are then better placed to develop

negotiated and agreed management plemsvhich patients are 13-

more likely to adhere, thus maximising the chances of successful

outcomes. Unfortunately, doctors may not have been enabled ia.

develop the required skills during their trainiigrhe impact of

such partnership on the total time required to care for patlents -
unknown but it has the potential to reduce it. 16.

Whatever our views about patient-doctor partnership, co-oper-
ation will be preferable to conflict. A perception by patients of
achieving common ground with doctors is associated with lowel’
rates of investigation and referrdlactive participation by

patients with improvements in blood press@irend diabetic  18.

control2° and better communication with increased patient satis-
faction2 Indeed, a measure of such ‘patient enablement’ ha
been found to be a useful proxy for the quality of the consulta-

tion.2223 Sharing of understanding is likely to be a common20.

factor that enables negotiation of outcomes. We have demon-

strated that experienced doctors can be trained to identify morg

of their patients’ problems and that patients can be assisted in
making their agendas more explicit by completing an ‘agenda
form’ while waiting for their consultation with their doct#f.

Therefore, we believe that both patients and their doctors can bé’

assisted to develop their partnerships.
The consultation is an invaluable opportunity for patients and

their doctors to negotiate their desired outcomes and their pré="

ferred roles in achieving them. Although successful
patient—doctor partnerships can yield more efficient use of health

care resources it is threatened by outside pressures, time ca#-

straints, and lack of appropriate training. This partnership
urgently requires investment.
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