.ot oA

3

.o

L EASRNETERREMGS
| EREMEECLTREL

RENBT N LT OO OHRMBRIERTRIET SR
. (H15-E#-028)
RIEFRREE

 ER16%F (2004%) 38 -

TEHRE AHES CRRERAS)



B K

. BEMRERE
BEAETFINLT ODORRFLRIFRZBRICET IHET
EEHFEE AN #B

. JAMI Viewpoint Concerning the Definition of the Electronic
Medical Record -

Japan Association of Medical Informatics

February, 2003.

. JI1017 ER{r = — RN EE

. BERR B

BRA L -EE AHEE
ERIEBRELHE SV —X 1
BEFHNT DO R RIS E 1
12 ADF—/3— 7 3585 EREROEE(L
1T et 4o F—vPa 2008

. FRRX
it AReEE  BREREL
B — K

Fa—-FOEHERRL, SBI-FEEIA~DRA yE—Y
5 23 EERAHFE S KRXMIE, ppll5-118, 2003,

i : JRBAE, WHRER, BNFER EX5E TEREZ, ANES
MBHRAFRD 2 /KT RAEEROERELIZHOWT
—HARAMAS - REEREBUER AT LA TESERHER BB L T—
5 23 MERFRFESKSIWLHE, pp320-321, 2003,

i AAHEE

ERAF 4 B OERELOBIM & HELICS DE&E

%1 EEMERES L L RU YL EHERE

a7 3ak—n, 1H29H, 2004,



we T Bt

ot



BEEZ BRI EMAEMADS (BERENTFEESHRAFEE)
REMRREE

RENET )V T D0 ORRFEZ AR T 2875
( HIS-EERE-028 )

EEMEE AN EBF  ERERKRZFEFAMERRERERET

MREBNE b B BEVERE#HEES Y-
L BRIEBRFEFER
KL FE  ERERARFEEFIRER
B Hih SBEERRFRGERE S
BE #/H EBTERE
JIEHXE &0 KEREXRET v 21 HHEmR
HE B FREUSEEEREEY W
oHE #E Rl
Rkt BIE AP ARFEERMERE
tRERAt BREAELIER
feckxXk (x) BFEX
B EE ELRERKFEZARRERBE
TB XA ERERSERKEEEERERE
P& B  SUNKRFEZEHRR R
B RRIT  BIERAFEFEM R
alll #Z  RRRFEFENERE
mHE B SIERARERSERE S
WF ¥ wBHARFEERERMERE
A BE— HERAERXRZRFRFR - - FHREREMN
B R REKFEFHM R

(H+&E



MRES

HAEORMLEGREA — TGS 2R IT1017 2~ FI3PERE

N, AREREORESRIIH 1IMNEOEHE L THIRLE,
111017 23— RiZ, DICOMEDARF ¥+ 77U —D—D2 & L THHSE
NBEE T T BETOEEN T — K& L TMEDIS-DC ML E R
RIIIBRRZENE D E L TWS, MERIT-9 BAkid, 1SORBELAD
ELUTWBDHLT CDA R2L2Z IZXIG L7z, Z oMkl $#mEZ
U, EREZFEREROEAE L THEAINELDIELTVWS,
BEA LA BREERD 2 K > HRIHEEIRNIC DWW T, EHa— K&
LT.WT2F—4ERELT. LT Z2BAVWLONBREBETHL I N
PEHAL CNOREEREB IRk,

A. BRFEHEHE
BEABEHEDTL - REBERSE
DERILICEATET S RFF1 >
T, EFAINTOERIINVNEDODHD
EEINTHD, FNICHEEL TEED
B - MIRIED SN TS, HHEE
BRINETZEBROEHRICEAL T
DR EED TEN. BTFHNFN
bl THREZEEREEOKE
DI=DHDLTFTORIZDNWT, 35S - AR
2B,
t O BEICLIBRFNBNMROM
H#SR{EEETORAICHRT IRE
BTFIOINTHEAOAYy FELT
ZEHREBAROBOFEN, #IC
X BBMRICHRBRICE D BB
BREBNES TER VS ANH B,
IR E. BRONHICE - THE
DRELFEOHIBMD AN v b E2D
=59, £ THEMFE T, HHMl,
ZHAlL, mH BN TZOHEDT >
R—= > MEEBIRLS, /-, B8
ZRLNE - BIT. BICZHEITO
FEREHROBERRBRO-DH OB
ENRNEERSIENTFEHINDD

TIHIDOWTHEEEDRE - AR E
BIED.
t BRERICOVWT, HERA - BE
RN TIIRELEEhAbDEL
TRREFETH I8, FREOHBBIC
. BROXERIEE B 5MES
LUICERNRENLSREFRREH
BT 5REORR - AR
BFANFIZBWNT, 72 b—h
75 ETRRAY, MEL S AENIE
LT TWUNITHFNELAETH
5, Zhid, BECRHEZ_ET 5
BN - EERETREYTH 508, R
ICMBERR N DOFEBREN AL - T
TS n, IEEATICE
HUHBENH S, B HAL TR
ShEmAEENSREFRERD
T Z et T ENIEGERY — X o
IMETHRTH D, THSOHRESRE
AREBUNEHOBRTERTA L%
B9, .
t BRAMFRICRSTARZ 2 &T/<
—J1—-RTRERL. EATHIES
THRADRSABEOHR - AR
BRANFENREREZRFELRNWT



CIRBEETHAHHN, TIDHICHER
DEFTHZ0IL, EBERTH DB
BHikoBHRTHEFL 2, Xy k
J—2 TOREDAETHINMN. €D
RIEOFEN. FEOERITAFNIR
S5RVEDIICEDEFTITIRELRH
Mhms, L EOBBTERLEOEED
BigE - ARZER LD,
BFANTOREEXREHEDC
SVoEADBMEERBATHIC L
I & U RSt HE Iy I oD 1 S 8 18 {2 5
SNERBRORMLICOANY, T
MR ICHBEL—FREKICED
TREAYRAC=A L ERITPT
<72y, OWTIIERORBEDRHR L
b T At (R

B. WS AE

F9. REZEEREROERLS
BAEEIBBEI—RTHAM. LEik
DFEEARENRDHAATHSER
BEBEI— R JI0TIZDNWTEHR
BT SERREABEOFEAL NI
225U ER. BIUAREDORR
THORBEAMEEOMNGOLHENE
WOWTHERHEBIR> .

Fi=, Laik DEDH TS MERIT-9
B RERICTDOWTHLTCDA LX)V 2
DEHRY U—=RIZEBIRWN, D
I ERN L, Zhick s UL ER
TOEBRDAY A IN—FTORER
REREICLSIREERFTL 2.

BRI, RN FEOHEERD 2 KT
2 IR DWW THLT ER(BITD W
TOBESR. BRAT~REERI-F,
BRI RE 2R PIOEERIC

DWTREEZEB ATz,

(R E DR R)

ARFFEIT, BAERZSOREER
BHBEROTTANL —REBEEZTE
HRT 5 EbEHEHEREE (FHRT
) OFEEZBMELTIT7z, B
HEIC S>> TAPEME 2 HEN
HETBIEER, Eholzlz®, WE
BB T5H-RBEERETS
Eidhamoi,

C. BIERER

E&HBRERER I— RIZDNWTIE #
BRiCAH—FRICRIHES NS —- K&
BHREERCANLWSNZ O —REMN
RAaZpEIRE<, BlZSRDENT
WaH0I, EBIcA—-FTEBDI—
RTHDBENIRKRMITELL. TD
WER BAr347. FFH427&EME
DEEETTERLUTHEML., AfroHk
P EDBREREREITDODVTHR
s (5m) ELTEEDSNTW S
lCigg L 7=, JI1017 o— RiZ. EBAI.
FH. RO 3@EHAEHOETHL
Zi-oBREMEERAASHOEIRL 2
FEBIBMN, ZORMNTERTON
TWBHBADHRETFTHAI M
LR, £ TOB. SMRED
— REDHnEfT> 7.

MERIT-9 #B/ k7 D CDA L2R2 3 fts
T DT, KREDORBOBEELEF
STV, [SO{EEWSEEDHD
e REICEEL L =20, fE¥IT
LR frbhiz. £ ZhiTkD
R ZINSEMROBAREKRETIT. ML
DA I — FRERICERATSE



5T ENHBHL =,

bl 5 SR O 2 ke >R
BIZ2DWTiIE, BWaAXREFIJI—KRiZ
HOT O—FTHOD. E£/HTHETH
BiEHR. WHBEBLEN T3 TR
BEEANMEE L THESHLENS S
ZEMH- T BRATRE2KTLY
RV RABFEDZAR—ANS5 LT QR
EPFD4l THABEUTH DI EMbhD,
KEFEIERICEEARL TES %
HETZFETH S,

D. =%

JIT1017 a— Rz DWW T, S8k
FH, B, AR ED 3BERAAE
DETHHET B EEEL TN,
EBRIOMAsEhbEEADOTAY —
I L= RISVHISIZIE & A E7R L.
THRBENA S REBAT SHBIC
FENEEZ 0N, RETAY—0
AFTHBEbHD, ERITHONT
WABREIZED. UX MDOETIRELT
LZENMBBEFNTNEEEZS
NRFEBRBICENEZERTSFE
Thb, - ‘

MERIT-9 BRIC DWW T, %MIE
BREBRAEFEOZHRBREREOR
BERELTEAINLES ELTY
%, CDATDBHDN1S0{EEhDDH
DEGBRIEIINN. BRELSETHA D,

BEA LA EDOULTLICE L TARET
HoEHBIE, RBREHRE—RHUSR
Tholz. BIBILRTLH DN, #
FI BAETE I—E18. —H3
Bl ERETDHDIENBEETHBDIC
MLUT, BT, N A3& —A

3 RELBITHDEDTHD, 1277,
B0 AN S S, EROEEE

REKOLIFDLENLDITH S,
E. #&

HEOFEMSERRE A — 513t
g 5L J11017 J— RiddEEsh
oo EEAGHEREOBRESRICL 1
NEOEHEL THRIELE., 111017
J— R, DICOMBEORF+ T3
—D—DELTHEFINDZIT TR
SHETOREN2I-FELT
MEDIS-DC DIEME{LEZEBRITHIRZ N
rarlTnz, '

MERIT-9 #BSTIRIE. 180 g &7z 3
5 &L TW3 HL7 CDA R2L2 2L
oo ZORMMRERIL, HEREILL
O, HRMZEFREHEOEREL T
BFHINESI ELTWS,

BANSBERD 2 KT >RV
{LENRlIZ DWW Tid. FHIa—RELT
HOT 25— N ELUTHLT 203
ONBRBTHIEMHBEL, ChoE
EHEBREBILHTE. A RET
PILELTIE: R R, BB
VOPFDALT BRI OEE SN, KR
AWFEDOLIENAR—ATILEY
THAD,

F. f@RfaiiEH

A HEEIZBNWT, £, @BEEIC
BRBEEERIETITEEZONDH
e IR UMERIT A o 72,



G.

1.

MR

EHERE

ANEE GRA b, G EE
HERERELRE U —-X 1, B
FhANT DI OERERER
BRI 12 ADF—/
—Y IR SEHEFRORE
&, ekt 123
>, 2003.

FRREK

AHES, FERL FHED
— REE {31 ROEHER
ME, GRI—BEESAND
Awt—2

23 RERERFHG RS
WX, ppllo-118, 2003.

FHRE, LdEx, wHHFX,
EAxE, PEABE, KA
B AAEEABERD2KT
PRI EERDBEEERIZDNT
- BAEREN - REBEREHL
HE AT LT ESIEERE
=L T-

23 MERERFES KR
RE. pp320-321, 2003.

AHES ERERIBFOR
HE{LOBhE & HELICS D% El

% | BRI LHEE R S >R
VUL HE#E#E 1A 298,
2004

H AR BEHE O R - BRI
(FPEZST. )
1. FFEF LS
AQ W
2. ERHIERH
AW
3. T Ay
A



JAMI Viewpoint Concerning the Definition
of the Electronic Medical Record
Japan Association of Medical Informatics

February, 2003



JAMI Viewpoint Concerning the Definition
of the Electronic Medical Record

Japan Association of Medical Informatics

February 2003

Page 1 0of 12



A. Background

In recent years, clinical and related medical information is increasingly
managed by information systems as so-called the electronic medical record
(EMR). However, a common definition of the term "electronic medical
record” has not yet been established, causing problems in business
transactions as well.

First of all, even the term "medical record” has not been given a Steady
definition, and although it is difficult to provide a fixed and permanent
definition for such a developing concept, we at the Japan Association of
Medical Informatics publish our opinion on how the EMR should be defined
under the present circumstances, to solve some of the aforementioned
problems. It is evident that these opinions should be revised along with
technological advances and environmental changes.

To present a meaningful opinion under the present circumstances, we
should primarily evaluate the current situation, since various functions
expected of the EMR and its current achievements need to be taken into
consideration.

Also, since functions are to be focused, we defined the EMR in the manner
we considered the most adequate at present, by grasping each individual
function of various existing information systems (for example, systems such
as hospital information system, clinic information system, order entry
system, department-specific system) rather than treating them as given
infrastructures (actor analysis).

Finally, we added brief technical explanations, implementation checkpoints, -
as well as our thoughts on the EMR’s potential contributions to the medical
reforms, described in the Grand Design.

B. Current Evaluation

Current goal attainment of the existing systems has been evaluated.

B-1. Clinical Information Sharing

A large percentage of information is successfully shared within each facility.
However, information exchanges between outside institutions are few, and,
if any, are limited to specific partners, and even in these cases they seldom
occur routinely. Nonexclusive information exchanges are extremely rare,
despite the importance of information sharing across medical institutions in
improving transparency of medical practices.
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B-2. Data Presentation at physician’s terminal

The increased in-house information sharing enhanced the on-demand
availability of medical data on physician’s terminals, as compared to the
individual order system. These systems are also helpful in providing
patients with explanations.

B-3. Data Reuse

Data reuse for clinical support, management support, education, and
research support has not been realized as much as we expected. However,
there are some instances in hospital logistics where targeted investments
have contributed to successful data reuse.

B-4. User Interface and Responses

Data entry, depending on the type of information, often requires more time
than hand-writing on paper charts. This is particularly true for information
generated by medical personnel, such as findings. A majority of the
facilities prefers, depending on physicians’ specialties, entering free-format
text data by keyboard to entering data on document templates. Few
facilities are effectively utilizing mouse or tablet for graphical data entry.

C. Electronic Medical Record - Its Position and Functions

The so-called "order entry systems" have two major functions: order

“transmission and result query. The EMR logically includes the latter.
While prescriptions and instructions must be documented in medical
records, the EMR functions do not necessarily include order transmissions
through information systems. Results of laboratory tests for which orders
are not transmitted through information systems may be referenced by the
EMR. The EMR is not the same as order transmission systems and does not
necessarily include full-featured ordering systems.

The term "hospital information systems" has a very broad concept. It can
include tasks ranging from basic patient information management to order
transmission, performed procedure information, result database, accounting,
and appointment management. It may also include various department-
specific systems, It is quite natural for the order entry system and the EMR,
not to mention the various department-specific systems, to share functions
such as basic patient information management.

According to this point of view based on actor analysis, the main function of

the EMR is to store patients' medical documents such as clinical findings
and examination results, while the main function of order entry systems is
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to transmit hospital information such as physician’s orders and test results.
These two systems share some functions in common and constitute a part of
the hospital information system or the clinic information system.

D. Definition

We defined the EMR, distinguishing the standard EMR (with the least
functional requirements: Bottom-line) and the paperless EMR. In reality,
EMRs at different degree of electronization exist between these two.

D-1. Standard EMR (with the least functional requirements):

(1) It does not cover all application areas, but it must support the order
transmission system and the order result reference system in many of
these areas, and in each of these, must form the basis for medical
record information.

(2) It does not cover all information types constituting the medical record,
but for many of these types, it must allow prompt information retrieval
simultaneously at different places. This must be possible even for
sufficiently old information. Also, such information must be
retrievable in various axes {(such as in chronological order, in
department-specific or clinical division-specific form, or in pathway
format).

(3) It must adopt standardized data formats and codes such as Health
Level 7 (HL7) and Digital Imaging and Communications in Medicine
(DICOM) wherever possible, taking into consideration the transition of
these data into a new system after a future model update, as well as
the information sharings with other medical institutions. Additionally,
the mutuality between the information stored in traditional media,
such as paper and films, and the electronic information must be
preserved.

(4) It must significantly improve information service for patients as
compared to paper presentations, through direct viewing of a monitor
screen, or utilizing a monitor screen.

(5) It must be managed with the privacy protected. Concerning the
information for which the original material in the form of traditional
media such as paper and films is not preserved, the implementation
must satisfy the three conditions of electronic storage {(securing
authenticity, securing readability, and securing storability).
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D-2.

(D

(2)

(3

(1

D-4.

Paperless EMR:

It must support the order transmission system and the order result
reference system in all application areas, and in each of these, it must
form the basis for medical record information.

It must allow electronic management of all types of information
constituting the medical record, and must allow prompt information
retrieval simultaneously at different places. This must be possible
even for sufficiently old information. Also, such information must be
retrievable in various axes (such as in chronological order, in
department-specific or clinical division-specific form, or in pathway
format).

It must satisfy D-1 (8), (4) and (5).

Additional Functions

The following two functions, although not required of the EMR at
present, are quite important. Therefore, positive exploitation 1s
desirable.

o Hospital logistics (these require toc much hardware and software
investments to be made an essential requirement at this point of
time. The Grand Design also describes hospital logistics and the
EMR as separate entities). )

o Data Reuse (data contents such as terms and codes are not
standardized enough to make data reuse a requirement at this
point of time. However, positive implementations are encouraged
for the well standardized items such as drug names, clinical
'examination names, and disease names).

Suppiement

Concerning the following issue, in addition to satisfying the three
conditions of electronic storage and the privacy protection
requirements, continuous measures should be taken in accordance
with technological advances.

o Data security and privacy protection measures that should be
taken when exchanging electronic clinical information within the
facility as well as among institutions.

Technical Explanation
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E-1. Paperless

Upon evaluating the current status, we considered that the key point in
classifying EMRs was whether the management of such information as
physicians’ findings was paperless or not. Achieving paperless management
is not easy, and it currently requires a large amount of investment and the
facility's effort. However, even if paperless documentation of findings is
implemented, effective data reuse cannot take place without data-items
such as disease names and finding description being standardized; in deed,
the number of institutions effectively reusing data is limited. Efforts for
such standardization are being made, but if a sufficient amount of reusable
data cannot be generated, one of the benefits of going through the trouble of
realizing paperless management in this area cannot be expected. On the
other hand, other items such as images, examination results, prescriptions,
and reports are relatively well standardized, and a variety of products for
these is available and is relatively inexpensive. Although they do not
constitute the entire clinical information, presenting such information in
visually ingenious forms to health care personnel and patients is very
meaningful. Therefore, it is not appropriate to exclude such benefits from
the EMR just because it's not entirely paperless. Nevertheless, the
situation differs considerably by whether the management is paperless or
not, and we considered this to be the key point in classifying EMRs.

E-2. Relationship with Critical Pathway

Whether managed by paper or an information system, there are three types
of Critical Pathway (CP) with different degrees of implementation: CP that
is simply for informing patients before the treatment; CP in which various
orders are initially generated but with the subsequent changes made
individually; and CP in which orders as well as subsequent changes are
generated. The most important point is that, when changes are made in
response to the patient's conditions, the latest and the most reliable
instructions be clearly indicated. In view of accident prevention, the third
type appears to be desirable, but this requires the system to be something
close to the "paperless EMR" defined above. In addition, all health care
personnel must check the latest To-Do list before engaging in a medical
practice. In other words, medical practice becomes too risky to perform in
the case of system failure, thus requiring the hospital information system
an-extremely high degree of reliability. As a result, constructions of hospital
information systems would require a significant amount of investment.
Even then, because there may be several medical personnel who make
changes to the CP, there must be a person responsible of the patient's
treatment process. The same thing can be said to both CPs implemented
through paper and information system. This is reflected by the fact that
CPs are more effectively used in facilities where nursing staff is playing
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more active roles, given the present circumstances in which nursing staff
communicates information better than doctors. :

Nevertheless, Critical Pathway is a very effective tool for informing patients,
and should be adopted positively. However, CP is basically built upon order
entry, transmission, and change implementation functions. These are not
required of the EMR nor premise the use of paperless EMR. Also, changes
do not have to be made electronically. On the other hand, even in the case
of paperless management, the person in charge of the treatment process
must not be disregarded.

E-3. Number of Information Types to be Handled

According to the definition described above, even in-hospital Picture
Archiving & Communication System (PACS) alone can be referred to as
EMR if the display at physicians’ terminal is well thought-out. It is
desirable that not only images but as much information as possible be
comprehensively displayed. However, the scope of information to be
handled changes with the time. For example, even a simple system
allowing only prescription and examination orders within a hospital ward
was called an order entry system at the time of its initial introduction, but
such a system is no longer sufficient even for business transactions. It is
expected that the EMR would go through a similar process. In the present
circumstances, the appropriate scope of information to be handled would be
most of the information for which the data i1s generated from machines
(clinical examinations, images), and for which the order entry is
implemented (prescriptions and injection). In other words, at this point of
time, systems that only allow examination result reference inside the
hospital would be insufficient, while systems that allow reference of
information encompassing examination results, prescriptions, and images
would satisfy the requirements (provided that other conditions such as an
- improved information service are satisfied. Particularly, the requirements
such as prompt retrieval and retrieval of sufficiently old information are
often not adequately satisfied even at the present time). However,
concerning the latter type of information (information for which the order
entry is implemented), the system must mainly handle not only order
information but also implementation information. In the case of drug
prescriptions, for example, the order information would be the drug name
and the implementation information would be the preparation instruction.
Although prescriptions in generic names and query processing should be
considered, instances of such achievement are rare. It is because of these
reasons that in this definition, we did not lightly regard this type of
information as a necessary requirement, and that the conditions concerning
on information types are not set strict.
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E-4. Information Storage

Long-term storage of important information must not be interfered with by
system replacement or vendor change. Although this has been
accomplished in areas well standardized by such systems as HL.7 or DICOM,
if information is stored in proprietary formats, measures to be taken at the
time of future system upgrade must be carefully considered. Also, in the
case where physicians' findings are documented electronically, if all the
information subject to authenticity is to be stored in the database, in the
worst case, the existing equipment may have to be maintained for as long as
5 years after the system replacement. This is an extreme view, since such
information as under which circumstances and from what options the user
entered the data is for usability purposes; therefore, it i1s not appropriate to
document the user’s each and every action and make it subject to
authenticity. In information system management, the documented
information needs to be confirmed by the user him/herself, and it is this
confirmed information that should be subject to the authenticity.

E-5. Component-Based Approach, Multi-Vendor System, and
Internationalization

EMR component products are already available for some applications such
as image management solutions. Good examples of such are the component
products using DICOM to receive images and Web to reference them within
the hospital, or those storing images in the DICOM format. Standardization
allowed the use of these products which are supplied by vendors different
from that of the EMR. Naturally, in these limited vertical segments, new
entries into the market are promoted, giving the possibility for users to
purchase better quality products inexpensively. As the standardization
progresses, component-based approach will probably be possible in wider
application areas. Until now, Japanese hospital information systems and
order entry systems have been rarely sold abroad, and, in the same manner,
foreign systems have been rarely sold in Japan. However, EMR component
businesses are expected to spread into imaging modalities and bed-side
monitors, and many of these are supplied by foreign vendors; some Japanese
vendors also sell to overseas markets. Therefore, international procurement
is inevitable, and we must say that procurement based on some proprietary
standard, which doesn’t measure up to the international standard, is
somewhat of a problem. On the other hand, Japan has the world highest
diffusion rate of order entry systems, and given the hectic environment of
hospital administration in Asian countries as compared to the Western
countries, the technology which has been tested under such conditions must
be of high-level. The Japanese vendors must have a vision to spread their
high-level technologies through international standards.
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F. Introduction Checkpoints |
F-1. Paperless or Not?

The benefits (for example, information retrievable simultaneously at
different places, safety improved by reduced handwritten documentations,
availability of administrative, clinical, research, and educational support
data) and the cost (for example, equipment (both software and hardware),
purchase, maintenance, time and effort for data entry) must be weighed
before decision-making.

F-2. To What Extent Should Data Be Reused?

To obtain meaningful data, certain preparation work is required (for
example, master data preparation, code standardization, methods and
efforts to obtain material data).

F-3. Should Hospital Logistics and Workflow Management be Included?

Although hospital logistics and workflow management are not part of the
EMR functions, these are important in improving hospital services.
However, in either application, gathering the basic data entails significant
costs. Therefore, the amount of reduction in billing errors and dead stock,
and the optimal personnel placement that would be possible by such
applications need to be considered.

F-4. 1is the Data Format Standardized?

At the time of system replacement, will important data migrate to the new
system? Even if physicians’ findings are preserved in structured documents,
will they be reproduced in the new system? In other words, if a different
vendor offers a better and less expensive system at the time of next
replacement, would not the format be an obstacle to data migration?
Furthermore, would not the data be lost if the current vendor pulls out of
the market in the first place? These issues must be taken into consideration.

F-5. Can the System Handle Increased Data Volume?

The response must be sufficient to handle the data volume not only at the
time of the installation but also near the end of the system's life span. Also,
the storage capacity does not have to be excessive from the beginning, but in
that case it must be expandable from both system design and cost planning
points of view.

F-6. To What Extent Should User Authentication and the Three
Conditions of Electronic Storage Be Implemented? -
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These are all too expensive to be covered by the information system alone,
and must be implemented along with operational procedures.

G. Towards the Medical Reform

The Grand Design cites four issues for which EMR should contribute to the
resolution. ' '

G-1. Information Provision
o Accumulation of comparable data

A standardized data format must be used when accumulating important
data. Also, accumulating sufficiently old data in a user-friendly format
improves availability and enables meaningful comparisons.

o Clear presentation of information

Clearly presenting information to medical personnel is important for
work efficiency, accident prevention, and for better medical service.
Understandability is also essential in assuring transparency of health
care.

o Information sharing among medical workers

Information exchange facilitates consultation of a second-opinion. This
also is important in gaining patients’ trust in the health care system, and
it contributes to efficiency and priority improvements by increasing the
options available to patients of medical institutions.

These three points are also emphasized in this definition of the EMR.

G-2. Quality improvement

As data accumulation and sharing bring about more effective data analysis,
establishments of new medical treatments and new evidences are expected.
However, such issues as terminology standardization still need
improvement and information sharing is insufficient as well. Although
these goals are not to be achieved by information systems alone, continuing
efforts need to be made in order to resolve these problems and to provide as
much material as possible. For example, when we think of the potential
contributions to genome information-related researches, gathering
comprehensive, multi-center epidemiological data is essential. However, the
categories of clinical data that will be required cannot be predicted at this
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stage. As it is impossible to be prepared in advance for each of these
particular domains, we should at least be poised to promptly provide
prescriptions and clinical examination results.

Neither data accumulation nor sharing is sufficient to evaluate medical
service, but even if these problems are solved, the criteria (indicators) for
such evaluation remain to be properly defined. In order to assist the
establishment of such criteria, data accumulation and sharing must
nonetheless be made possible in an accessible manner. Yet, the information
sharing promotion results in increased opportunities to disclose medical
activities among physicians, and this alone can contribute to the quality
improvement of health care and description.

G-3. Efficiency Improvement

Utilization of medical practice implementation information which
constitutes the infrastructure of the EMR can contribute to cost reduction.
However, cost reduction cannot be achieved by the EMR alone since this 1s
made possible under cooperation in the hospital logistics system and the
work and human resource management system; it also needs sufficient
amount of equipment investments and data entry/registration efforts.

G-4. Safety Measures

The Grand Design describes that the safety measures concern the order
entry system. It is a fact that electronic order entry can reduce errors
inherent in handwritten documentations. However, these measures must
not be based on the assumption that the information system can be relied
upon, since data can be originated from various sources, and software
developers are also humans. For the EMR to contribute to data safety, a
function which utilizes various information stored in EMR to validate
integrity of instructions will be necessary.

H. For the Public to Understand -- Reduction of medical cost
is not the purpose

Is health care quality in Japan inferior to those in other countries?
“Although the ratio of medical expenditure to GDP is the lowest among
industrialized nations, life expectancy and other indicators in Japan rank at
or near the top, and we, along with France, have been highly evaluated by
the WHO. Many advanced clinical institutions have already' begun
reporting information such as department-specific, disease-specific, medical
worker-specific revenues and expenditures. These data should of course be
used to further improve efficiency and to reduce wastefulness, but at the
same time, if current health care practice is properly run, they should also
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