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The ability to store vast amounts of health data in an accessible form (ESHD) for use in clinical care, management, policy making and research offers huge opportunities for improvements in patient care. Simultaneously it poses considerable threats to the interests of patients. Solutions to the tensions between these rival outcomes are urgently called for.

A comprehensive central health record, the holy grail of health informatics, would afford improvements in the quality of clinical care in a number of contexts. At the point of care in General Practice, Accident and Emergency, at the bedside and in cases of changes of practitioner the benefits are clear. Where clinicians can, on a need to know basis, access all the relevant history of presenting patients including the results of all previously executed tests, clinical judgements would be more secure and timely. For example the process of differential diagnosis is better executed when all previous test results and the medical history of the patient are known and prescribing is more safely done when information about known allergic reactions and current medications are known.        

The advent of ESHD in healthcare management affords better protection of investments by the improved capacity to audit programmes and practitioners. For example, accurate evaluation of community health programmes and pay for performance programmes is better facilitated. Improved health policy decisions such as disinvestments and new investments can be made with a fuller understanding of the health status of populations. Better information can be provided to the public about the quality of healthcare available to them in the form of leagues tables, comparative health indices for subgroups and so on.

The value of access to a wide range of health data in populations with respect to various forms of disease, treatments and outcomes is self evident. Access to a central medical record would be a dream come true for epidemiologists in their quest to ascertain the aetiology of diseases, to clinicians in their analysis of clinical case series to further knowledge of specific disease conditions and treatment regimes, and to the newer and more exotic areas of research such as pharmacogenomics and nutrigenomics in linking genotypes and phenotypes.

Given the promise of such benefits can we afford to be sanguine about the moral cost of providing such opportunities for improving the lot of patients?    
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