Shared Meaning and Health Informatics

January 1, 1999

Prepared for

Business Enterprise Solutions and Technologies.

Veterans Health Administration

Department of Veterans Affairs

Prepared by

Science Applications International Corporation

Health Care Technology Sector

10260 Campus Point Dr.

San Diego, Ca. 92121

Tom Munnecke Munnecket@saic.com
Table of Contents
2Aristotelean Logic

Challenges to the current view
3
The Whole and the Sum of the Parts
4
Where is the “Top” in top-down thinking?
4
One Word, One Meaning
5
Words as Snapshots
6
The many faces of a Snapshot
7
The Visiting Anthropologist Scenario
8
The Patient at the Center of the Community:
9
Community in Health Care
10
The Commons
11
The Contents of a Commons
12


There is an old joke about a drunk on his hands and knees under a lamppost, looking for his keys.  A passerby asks where he lost them, he replies “up the alley.”  “Then why are you looking here?” The drunk says, “Because this is where the light is.”

In a way, the field of health informatics is looking under a lamppost, punch-drunk from certain forms of logic created thousands of years ago.  What we are really looking for is up a darkened alley.  These keys are not easily defined in terms of precise, mechanical, black-and-white concepts. They have to deal with rather fuzzy notions of trust, community, collaboration and shared meaning in the age of the Internet. 

At the core of much of health informatics is notion of standards and specificity.  One paper lists over 70 health informatics standards.  Some lexicons contain over 1 million terms.   More standards and more specific terminology are being added constantly.  Standards are presumed to be the solution to the communications problem.

This paper takes a broader view; the goal is health informatics is to achieve durable shared meaning in the health community.  In some cases, this meaning can be achieved through the use of standards.  In others, however, other forms of communication and convergence are required.  What’s missing in health care today – the keys up the alley – is the notion of community and our natural goals to seek shared meaning through language.

Aristotelean Logic

 Bertrand Russell said, “In spite of the genius of Plato and Aristotle, their thought has vices which proved infinitely harmful.”
  “Since the beginning of the seventeenth century, almost every serious intellectual advance has had to begin with an attack on some Aristotelean doctrine; in logic, this is still true of the present day.”  Amazingly, in the field of health informatics, we must fight the battle again.  Normally, the effects of this logic are buried, however, the NIHI paper makes this explicitly clear:

 “To create an Aristotelian hierarchy, differentia for every term must be specified.  Description logic is used to specify these differentia by defining relations and selection constraints that are appropriate for each term, but that differentiate these terms from their immediate parents.  These differentia are contained within concept definitions, statements that incorporate both the genus and differentia of each term.”

Aristotelian logic is based on three laws:

1. A is A (Identity)

2. Everything is either A or not-A (law of the excluded middle)

3. Nothing is both A and not-A (law of non-contradiction)

Aristotle was famous for the syllogism: All men are mortal, Socrates was a man; therefore Socrates was a mortal.  This sounds reasonable, and is the foundation of much of modern logic.  However, consider the assertion: All golden mountains are mountains, all golden mountains are golden; therefore some mountains are golden.  In some sense, the premises are true, but the conclusion is clearly false.  The problem lies in constructing the initial premise:  “All golden mountains are mountains” implies that golden mountains exist.

Many books and professional societies have been devoted to this topic over the centuries; it is not possible to summarize them all here.  Suffice it to say that the crisp, black and white, predefined categorizations of the Aristotelian world do not necessarily map well into the foggy shades of gray that we find in the real world.

“Prudence versus passion is a conflict that runs through history,” as Bertrand Russell said, “It is not a conflict in which we ought to side wholly with either party.”

One of the passions running rampant in western society is a kind of lust for precision, the assumption that if some degree of measurement is good, more must be better.  Radio announcers broadcast stock market averages to 6 digits of precision.  College graduates, in direct refutation of what they learned in their science classes, are given grade point averages accurate to the thousandth of a point.

The computer has inflamed these passions.  While it used to be tedious to keep generate long strings of decimal points, it is a trivial matter to generate them on the computer.  Managers want to know the bottom line to the penny.  Project management software will calculate the completion date of a 100 staff-year project down to the hour, two years into the future.  Financial counselors will run retirement projections generating cash flows 20 years into the future.

Perhaps it is time for a little prudence.  When the Macintosh first came out, people were so enamored at their ability to use multiple fonts and sizes that they wrote memos that looked like ransom notes.  Eventually, they settled down, and memos have returned to only a few fonts per page. 

Challenges to the current view

Some of the assumptions underlying the current thinking in health informatics are
:

1. Health is something done by an enterprise to a patient

2. The enterprise is responsible for creating a “patient centered” repository of information

3. “Local” information is that which is contained within this enterprise

4. “Interoperability” means dealing with other enterprises

5. Concepts are based on an Aristotelian hierarchy

6. The “top” of this hierarchy is the clinical concept

7. The industry suffers from lack of specificity and standardization

8. The industry will benefit from greater specificity and standardization

9. The individual patient has little to do with informatics

10. Health informatics can be reduced to “one word, one meaning” communications

11.  Health informatics excludes alternative healthcare modalities such as acupuncture, homeopathic, chiropractic, or other.

12. The health informatics infrastructure is tightly coupled to today’s mainstream (i.e. non-alternative) industry, in content, practice, scope, and economic reimbursement.

13. Meaning can be reduced to concept hierarchies independent of the context of an individual patient.

14. The placebo effect, mind-body interaction, racial, cultural and ethnic backgrounds, personal belief system, and family factors relating to a person’s health process can be ignored when “one word, one meaning vocabularies and nomenclatures.”

The Whole and the Sum of the Parts

If we were dealing with toaster manufacturing, and we could standardize the parts to arbitrary levels of specificity.  We could achieve perfect interoperability between parts by knowing the exact specifications of each part of the toaster.  Each toaster would be identical; we could test the toaster to know if it were operating correctly.  Broken toasters could be repaired to their original specifications.  Toasters do not heal themselves, nor does one toaster’s breakdown spread to other nearby toasters.  Using techniques of scientific management, we could analyze the toaster in order to achieve the optimal way to build a toaster.  Using linear programming, we could figure out the best way to allocate resources to build toasters at the least cost.

A toaster is exactly the sum of its parts.

Human beings, however, are not as simple as toasters.  A health care system is not as simple as making and repairing toasters. Patients heal themselves and they infect others.  They do not conform to specifications nor do they always obey orders.  Indeed, we don’t even know what the specifications are. We cannot always fix sick patients, the placebo effect creates a wall of uncertainty whenever we speak about health.  The process of homeostasis is one of adaptation, not maximization.  There is no “one correct way” in health care.  The individual’s culture, belief system, and predisposition play a major role in the health process.

Humans and our health care system are far more than the sum of their parts.

The traditional model of dealing with complexity has been a cognitive “divide and conquer” process.  Divide a complex problem into a set of smaller ones, solve each of the smaller problems, put them back together, and the whole problem is solved.  If the process failed, it was presumed to have been due to lack of precision of the pieces.

Rarely do we question the basic process of decomposition.  It is difficult to think about problems in which the whole is greater than the sum of the parts.  It is simpler to just scale down the problem to the point where it fits into our chosen microscopic view of the world.

Where is the “Top” in top-down thinking? 

“In all concept hierarchies, there must be some starting point from which all other concepts are derived.  This is usually called the top concept.”

Implicit in this statement is that there is a top from which to do a top-down analysis.  All other differentia will be anchored to this decision.  This statement is a leap of faith, even if the domain of discourse is limited to only the allopathic model.  Is the top really “clinical concept” or is it “public health?”  Will discoveries in genetics change our notion of “clinical?”  Is it possible that there are legitimate differences of opinion as to the top concept of the hierarchy? If we move outside of allopathic medicine, we find acupuncturists dealing with a top concept of chi, and chiropractors with a top concept of spinal alignment.  There are those in today’s health care enterprise who would say that the top concept of is the super bill.  There is no easy answer to these questions, except to ask whether it is even a sensible process to try to define a single top down hierarchy.

The paper alludes to this problem with the notion of polyhierarchy  

“Polyhierarchy  (also called directed acyclic graphs and partially ordered sets, or posets) refers to the ability of a terminology to support multiple parents, or classifications, of individual terms.  Historically, vocabularies have been organized as simple sets, flat lists, or strict hierarchies.  The latter form was created to support classification of information, but was usually restricted to being strict (that is, one or more root terms with no parents, all other terms having exactly one parent, and no term having a parent that was also its descendant).  Strict hierarchies are more convenient when used in a paper-based fashion; even with a computer, they are difficult to manipulate and display.  However, appropriate classification of terms often demands polyhierarchy (for example, "Staphylococcal Pneumonia" would necessarily be classified under both "Pneumonia" and "Staphylococcal Disease").  This is particularly true when interoperability is involved - a classification used by the originator of some coded data may not necessarily match the classification needed by a user of the data.”

One Word, One Meaning


One of the popular notions is that by standardizing on a “one word, one meaning” nomenclature, people will be able to communicate.  S.I. Hayakawa noted:

Everyone, of course, who has ever given any thought to the meanings of words has noticed that they are always shifting and changing in meaning.  Usually, people regard this as a misfortune, because it “leads to sloppy thinking” and “mental confusion.”  To remedy this condition, they are likely to suggest that we should all agree on “one meaning” for each word and use it only with that meaning.  Thereupon it will occur to them that we simply cannot make people agree this way, even if we could set up an ironclad dictatorship under a committee of lexicographers who would place censors in every newspaper office and microphones in every home.  The situation, therefore, appears hopeless.

Such an impasse is avoided when we start with a new premise altogether – one of the premises upon which modern linguistics is based: name, that no word ever has exactly the same meaning twice…

To insist dogmatically that we know what a word means in advance of its utterance is nonsense.  All we can know in advance is approximately what it will mean.  After the utterance, we interpret what has been said in the light of both verbal and physical contexts and act according to our interpretation…Interpretation must be based, therefore, on the totality of contexts.

Definitions, contrary to popular opinion, tell us nothing about things.  They only describe people’s habits; that is, they tell us what noises people make under what conditions.  Definitions should be understood as statements about language.

Words as Snapshots

Words can be compared to photographs.  While words are snapshots of spoken language, photographs are snapshots of visual language.  “One word, one meaning” is like “one photo, one meaning” in photography. 

A photograph is not simply an objective rendering of an image.  Although invisible to the surface of the photograph, the perspective chosen by the photographer is inescapable.  What was included, what was left out, what lens was used, and what lighting was chosen are all critical aspects of the photographic composition.  The timing of the photo, the type of film, and a host of other compositional details make each photograph unique.  A photograph represents only a microscopic layer of time and space.

The closest thing to a “one photo, one meaning” approach to photography is the police mug shot.  This form of photography strips the subject of context; the only perspective is that the subject is under arrest. 

Attempting to build “one word, one meaning” hierarchies of medical terms is the equivalent to trying to compile verbal mug shots of all medical concepts.  Context must be stripped, and all that is left is the concept subjugated to some possibly ephemeral particular authority.  Arbitrary decisions must be made as to what must be left out; context suffers. 

Imagine lining up every concept in medicine for a linguistic mug shot.  How would we structure the lineup?  How would we order the shots when they were complete?  This is Aristotle’s turf; we would illuminate the concepts by the light of the Aristotelian lamppost.  To do so, we must strip away all context, and then add a hierarchy of strict identity.  We must define crisp “A or not-A” differentia; ambiguity and shades of gray are not allowed.

The assumption goes like this: once we get all of our terms into neatly pigeonholed hierarchies, we can “add knowledge” to construct the relationships between them.  Of course, much of this knowledge is what was stripped out of the context of the term in force fitting it to the hierarchy.

For example, my first interaction with computer assisted diagnosis came during a visit to the University of Missouri at Columbia in 1972.  I had been traveling on a hectic schedule, and was feeling worn down and jet lagged.   The computer asked me a series of questions, which I answered truthfully.  It suggested that I was suffering from premenstrual tension.  Somehow, the context of my being male had not been considered.  I did, however, draw significant meaning from the encounter.  Besides having a story to tell for the following decades, I gained an appreciation of what women must experience.

Meaning and Context

“In one research project the computer could not match the diagnostic skills of seasoned physicians.  The researchers were puzzled, since both the computer and the physicians asked the same questions and the patients gave the same answers to both.  Why did the diagnoses differ?  Trying to understand how the reasoning of the physicians differed from that of the computer, the researchers asked the physicians, “What is the first thing you notice in the interview?” The physicians replied, “Whether or not the patient is sick.”  Yet when pressed, they could not explain what “sick” meant…. [Being sick] is the outward expression of the inner meaning of the illness for the patient.”

Perhaps we could compile the mug shots, but what would they mean?  Where did all the context, the richness, the multidimensionality go?  What if two concepts were poles apart from one dimension, yet intimately related in another?  Can we really divorce objects from their context?  Can concepts be decomposed into isolation, and then be recombined to have meaning independent from the individual and their context?

Not only do we lose context when we pigeonhole concepts into Aristotelian hierarchies, we also add things which are simply an artifact of the process, irrelevant to the underlying reality.  For example, decomposing nature into Aristotelian hierarchies created concepts for heat and cold.  It was quite some time before science healed the rift between the two, and they were reunited into a single concept of energy.

An even deeper question is, “Is there really only one compilation of concepts, universally applicable to all?”  Is it possible that each individual derives their own meaning from terms, from their own perspective?  

The many faces of a Snapshot

Imagine a photograph cropped to just show a man’s face.  He has a wry grin, glancing off into the distance.  Now, imagine that more of the photo is revealed to show him with his arm around a woman, who is glancing admiringly up to him.  A third photo shows a larger scene, which shows a third woman’s leg and skirt in the foreground, the object of the man’s attention.

Three perspectives of the same scene, each telling three different stories. Which is the “correct” one?  How much of the reality of the situation is created by the viewer? By the photographer? By the editor who chose those particular croppings?  A young Frenchman may see joie de vivre in the photos, while a religious fundamentalist may see sin.

There is no one correct way to view and interpret the photos.  They are inextricably linked to the context and the perspective interactions of the viewer and the photographer.

In the same way that photos map (and distort) our visual reality, and words can be seen to map and distort our linguistic reality.  Words are intimately linked to what we think, and our thinking is intimately linked to our ability to name things with words.  Words create a kind of linguistic shell, inside of which we contentedly view and filter external reality.

This shell is unique to each person, heavily influenced by their native tongue.  An American viewing the Great Wall of China may notice that the wall winds through the mountains in ways strange to the western eye. A Chinese, however, brought up in the tradition of feng shui would see the wall following the dragon’s back, a natural consequence of the flow of the earth’s chi.  Similarly, they may “see” a person with “porcupine,” “bamboo,” or “suicidal” chi, concepts which are completely foreign to the linguistic shells of Western allopathic medicine.

Who is to say which of these shells is correct?

Imagine living inside a huge spherical photo album, in which all external reality is represented by strategically placed snapshots.  Your reality is shaped by the context and interpretation of each of these photos.  In order to communicate with others, you have to exchange snapshots, assuming that the recipient of the snapshot interprets it as you do.

If we replace “snapshots” with “words,” we can appreciate the complexity of communication.  We all live inside linguistic shells, the surface of which is plastered with words.  When we communicate with words, we send them out under the assumption that they mean to the receiver what we mean as the sender.   And just as snapshots are highly subjective and contextual, so are our words and the language in which we embed them.

The Visiting Anthropologist Scenario

The following scenario may help to illustrate the effects of attempting to rely on dictionaries for meaning.  Imagine two extraterrestrial anthropologists are approaching Earth from 25 light years.  They have already downloaded the Oxford English Dictionary from the an intergalactic web site.  They do not understand the first thing about English, and are anxiously awaiting their first contact with humans. Their first encounter with earth communications may sound like this:

Abulus:
We have the first transmission!  It is an analog modulated audio video electromagnetic transmission.  

Betica:

I can barely make it out.  It says, “The Perry Mason Show”

Abulus:
I can detect a sentence.  My intergalactic linguistic morphogenetic interpreter is showing the words, “I object, your honor!”

Betica:

Fantastic! I can look up the words in the English dictionary.  Let’s see.  “I” is the first word: “The pronoun by which a speaker or writer denotes himself in the nominative case.”  It must be a male.

Abulus:
I’ll take the second word, “Object:” “Something presented to the sight or other sense; a material thing; Spec. the thing or body observed by means of an optical instrument, or represented in drawing or perspective.”  Since this definition uses thing three times, it must be an important word.

Betica:

Here’s thing: “A material object, a body; a being or entity consisting of matter, or occupying space.”

Abulus:
Well, we seem to have a circular definition.  An object is a thing, and a thing is an object.

Betica:

I just did an extended agent scan.  It seems that every word we look up is either defined in terms of other words, or it is undefined.

Abulus:
Obviously, the dictionary is an historical document, describing what was, in terms of the language and culture of the speakers.  

Betica:

(Enters into her anthropological log book) “There is a god-like character in the American culture named Perry Mason, who projects his image omnipresently.  He has a strongly developed sense of self, and feels the need to express himself to large groups, declaring himself an object or a thing.”

The Patient at the Center of the Community:


The trends are in the direction of the smallest player (the individual patient) more and more powerful.  To quote VA Undersecretary Dr. Kenneth Kizer,

“The patient is the center of the health care universe, not the hospital. Information systems of the future have to be built around the patient - what his or her needs are, what services he or she receives…That will require a paradigm shift in how we view our technology in the future.”

The concept of building a health care system around the individual instead of the enterprise is a radical concept.  Using technology directly for the benefit of the individual creates value directly for the consumer, not necessarily for an enterprise which intersperses itself between the consumer and the valued process.  

This process, called disintermediation, is characteristic of the new economy.  Amazon.com, for example, connects the consumer directly with the supplier of books – and a community of interest of other readers and authors interested in the same topic.

This is paradigm shift is not isolated to the health care industry.  The financial services industry is undergoing similar pressures:

 At the core, Morgan, DLJ, Merrill Lynch and Salomon Smith Barney are still holding onto an antiquated 19th century paradigm, a belief that God gave them the divine right to absolutely control the "little guy's" thinking about and access to the markets. In the wargame they imagine playing, they are fighting with muskets against Cruise missiles. Unfortunately, Wall Street still doesn't fully grasp the new rules of engagement -- that the Internet has virtually destroyed their historic monopoly on financial information. The key word in the new paradigm is freedom -- freedom of choice for the individual investor.

As John Naisbitt put it in his leading edge classic, The Global Paradox, "The telecommunications revolution will enlarge the role of the individual with more access to information, greater speed of execution, and greater ability to communicate to anyone or to great numbers anywhere, anytime. All trends are in the direction of making the smallest player in the global economy more and more powerful."

Community in Health Care

There is little community in healthcare today—no sense of shared identity that encompasses public and private, for-profit and not for profit, integrated and distributed systems of care. 

The rigid compartmentalization common in bureaucracies has become entrenched in medicine.  This has come at the expense of consistent, comprehensive care delivered over time. 

Isolation has resulted in fragmentation.  The growth of the insurance industry into many specific and separate products has further encouraged isolation as much as it has discouraged collaboration.  Not only do separate insurance programs within the same company have to publish glossaries of their own particular vocabulary, but bureaucratic programs originally designed to enhance a physician’s practice, such as the CPSP Comprehensive Perinatal Service Program, require unique, and often redundant tasks be accomplished to justify reimbursement. 

The Internet is creating a community touching all segments of society, and building convenient ubiquitous connectivity which can become the infrastructure necessary for a true health care community.  The success of the Web exemplifies the dynamic expansion possible through adopted not imposed standards. “[The Internet] also demonstrates the remarkable leverage provided through natural entrepreneurial forces complying with industry standards. The benefits to the consumer, including clinicians, are tremendous.”
 

The Web to can be used in healthcare to provide the concepts and tools to create an essential infrastructure of collaboration.  The basic assumption is that through connectivity shared medical records and shared medical information becomes a collaborative space independent of the source of the data, but available at any point of need.

In a collaborative space all constituents see direct value for participating in the association.  Value is not associated with ‘place’ as in a hierarchy, nor with function, as in inpatient care.  Value is associated with the availability of resources and learning, so that the more participants there are in the collaboration, the greater its value.  This means that growth and expansion is a positive, anticipated improvement, not a threat to performance, rewards, or capacity.

Participation in this collaborative space is chosen according to self-interest, and thus the essential qualities of community are built into the activities of using the infrastructure.  

The Commons 


The development of the commons is critical to the formation of the community.  For example, in the case of Manhattan, there was a period during which the island was  too undeveloped to allow the formation of the Central Park.  Then there was a period the during which Central Park was economically feasible.  After that there was a period during which Central Park would simply be too expensive to develop.  If the Park developed during the middle period, then there was a chance that the park would become part of the community. It would be impossible today, however, to go to the New York city council to ask them to buy 700 acres in Manhattan for a public Park.  Conversely it would be unthinkable for the city to sell the Park for tax revenues.

Such is the power of the commons when created in the context of a community.  It becomes an indelible part of the culture, and in many ways the defining characteristic of the community.

Until now, the use of the Internet in healthcare has been fragmented and subject to many limits, but it could be applied as a global solution if based on sophistication of access, reliability, and trust. The Commons is an integral part of the web of trust. 

A commons is a virtual community and a meeting place for the Health Community. It is designed to support the principle of collective self-interest –Everyone joining commons does so out of his or her own self-interest.  It serves as an anchor point for the web of trust.  The more who join the community, the more valuable the community becomes for all.  The more trustworthy the information is, the more trustable information people will want to pump into the system.

Wired Magazine mentions the term: “Network Externalities:”

“Fax machines and board games share an economic quirk: each new one sold… adds to the value of the rest.  A fax machine isn’t worth much if there are no others to communicate with…the whole adds to the value of each of its parts. Network externalities – a term for the effect one person’s decision to buy into a network has on others who are still thinking of buying in –have been the Net’s rocket fuel: the more people who connect, the more valuable a connection becomes.  But the Internet is in turn bringing network externalities to the economy as a whole.  Knowledge is affected by the same sorts of network externalities as the Internet connections themselves; having the equipment to receive messages is no more important than having the knowledge to understand them.  This explains why the future seems to happen so fast on the Internet.  Change accelerates itself.  And yesterday’s arcane knowledge becomes today’s essential information.”

The goal of the Commons is to be the rocket fuel that drives the growth and acceptance of the new system.  Each of the constituencies that make up the healthcare community will find a virtual community that they can join.

Vendors will find it in their best interest to “connect to compete.”  When they are strategizing plans for a new product, they will realize that they can maximize their profits if they add value to the community by building compatible components.  The goal of this “connect to compete” ethic is to allow the industry to stand on each other’s shoulders, not on each other’s toes.

The effect of the commons is to encourage convergence, an evolutionary growth path that naturally occurs as a result of interconnectivity.  This process is not necessarily a linear path from Point A to point B.  There may be competing efforts, which have to be decided by market forces or formal policies. 

In many cases, convergence can be achieved by formal standards bodies, of which there are many in the health care industry.  However, this process may not work in all the cases in which it has been applied.

Consider the problem of defining the term “episode.”  VA spent nearly a decade defining the term, with great difficulty and turmoil.  HCFA has been operating a prospective payment demonstration for Medicare based on episodes for three years, but has yet to define the term “episode” consistently. CorbaMed is debating the term as part of its standardization process. An organization struggling for a decade to define a single term indicates that something is wrong with the underlying approach.  One must ask, “how did it operate in the decade during the debate?”  “What will happen when the organization changes?  Will it take another decade for the term to evolve?”

A community still needs communicate, whether or not there is perfect agreement of terms.  This communication must evolve over time, and the community must converge on some form of shared meaning.  In some cases this will be formal standardization and controlled dictionaries.  In other cases, it will be some kind of “cultural” convergence, in which a group uses their own terms.  In other cases, irreconcilable differences between groups may simply be a necessary evil – at least, it will be recognized as such.  Humans rarely look in a dictionary for definitions – the dictionary of spoken languages is an historical document.

The Contents of a Commons

1. An introduction to the system and its various components.

2. Virtual communities for each of the constituencies.  These will include FAQs, newsletters, discussion forums, databases, nomenclatures of that community, names of associations, relevant standards, laws, shopping mall, white pages, yellow pages, pointers to publications, news groups, mailing lists, and other information as appropriate.

3. Software for downloading

4. Data models, trigger names, security policies, and other definitions

5. Various directories, and “what’s new” lists

6. Access points for individuals to subscribe to information channels.

7. Access for online support groups, moderated according to defined standards, and operating under a web of trust.

8. Ability for patients to have their own information data vaults.

9. Access for vendors wishing to sell their goods or services to the community.

10. Access for consumers wishing to purchase goods or services from the community.

11. Access to knowledge bases, reference systems, etc., which conform to the web of trust principles.

12. A common reference point for the trust seal mechanism.

Summary


The field of health informatics has spent many years looking for solutions under the light of Aristotle’s lamppost.  Its attempts are based on notions of words cut loose from their context.  While this may suffice in some realms of health care, it can serve to detract from shared meaning in broader contexts.


The Internet and the connectivity it provides allows us to deal with new forms of community within which shared meaning can arise as a natural process of human communication.
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