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Social Construction of the
Patient Through Problems of
Safety, Uninsurance, and
Unequal Treatment

Lisa J. Trigg, PhD, ARNP

The purpose of this research was to study how the Institute of Medicine discourse promoting
health information technology may reproduce existing social inequalities in healthcare. So-
cial constructionist and critical discourse analysis combined with corpus linguistics methods
have been used to study the subject positions constructed for receivers of healthcare across
the executive summaries of 3 different Institute of Medicine reports. Data analysis revealed
differences in the way receivers of healthcare are constructed through variations of social ac-
tion through language use in the 3 texts selected for this method’s testing. Key words: corpus
linguistics, critical theory, discourse analysis, health information technology, inequality,
social constructionism, social justice

THE PURPOSE of this research is to in-
terrogate how some aspects of the dis-

course constituting the currently proposed
National Health Information Infrastructure
(NHII) may reproduce existing social inequal-
ities in healthcare, by embedding them as un-
questioned presumptions in seemingly neu-
tral discussions of information technology.
Specifically, the focus of this analysis is the
possibility that existing barriers to healthcare
for racialized1 populations may be replicated
in policy-level information requirements de-
terminations contained in the Institute of
Medicine Quality Chasm series,1 also known
informally as the Patient Safety reports. The
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problematic consequences of social inequal-
ity and disparity due to socioeconomic sta-
tus and racialization∗ of populations in the
United States healthcare system are well de-
scribed elsewhere.4–7 For the same reasons,
the possibility that such consequences could
be “frozen in” to the NHII, even if only inad-
vertently, would be equally problematic.

To study the implications of the informa-
tion requirements determinations in the In-
stitute of Medicine Quality Chasm series, cor-
pus linguistics and critical discourse analysis

∗In postcolonial studies and in cultural studies,

racialization refers to the concept of “race” as a

social construction rather than a universal, essential or

foundational category of biology or culture.2 The term

race is used for social purposes in classifying humans into

groups who differ on a physical, biological, or genetic

basis, usually endorsing an assumption of a theory of un-

changing human types that are fundamentally different

from each other.3 A racialized population is a group

of people assigned a set of characteristic differences

through social processes based on a theory of “race.”

The expression racialized population is preferred in

postcolonial and cultural studies because it points to this

theory of difference and to the assignment process.
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methods were used to compare the discur-
sive construction of subject positions for re-
ceivers of healthcare across 3 different Insti-
tute of Medicine executive summaries. The 3
executive summaries selected as data for this
project are those from To Err Is Human,8 re-
leased as part of the Quality Chasm series1;
from Coverage Matters,9 released as part of
the Insuring Health series10; and from the In-
stitute of Medicine stand-alone report on the
unequal treatment of racialized populations,3

titled Unequal Treatment.11

In a parallel study, analysis of surface fea-
tures of these data samples demonstrated dif-
ferences in the social action of language used
in the 3 Institute of Medicine report series,
attesting to the benefit of using critical dis-
course analysis combined with corpus linguis-
tics to study official documents of this type.12

The most notable findings of a preliminary
report were the lack of overlap in the re-
search discursive space created by each ex-
ecutive summary and marked stylistic differ-
ences in the framing of the 3 health quality
problems in the opening paragraphs of each
respective Institute of Medicine report execu-
tive summary.12 In the present study, the same
samples are examined using the same meth-
ods, to interrogate ways that the “official lan-
guage” of these documents discursively con-
struct receivers of healthcare.

BACKGROUND AND SIGNIFICANCE

The NHII is described as “an initiative set
forth to improve the effectiveness, efficiency
and overall quality of health and healthcare in
the United States . . . [composed of] a com-
prehensive knowledge-based network of in-
teroperable systems of clinical, public health,
and personal health information that would
improve decision-making by making health
information available when and where it is
needed.”13 Because it was designed to be built
in multiple parts over a 10-year period begin-
ning in 2004, the NHII does not currently ex-
ist as a coherent, singular entity, or completed
institution. At this time, it is primarily consti-

tuted as a discursive object in the texts pro-
duced by the Institute of Medicine,14 as well
as by a variety of other stakeholders such as
regulatory agencies, policy experts and politi-
cians across the ideological spectrum, health
information vendor Web sites, and so on.

The 2003 American Medical Informatics As-
sociation Spring Congress15 outlined a social
justice agenda for health informatics by call-
ing for the development of health informa-
tion technologies that bridge the digital divide
while supporting improved healthcare out-
comes for both vulnerable and underserved
populations. The white paper reporting on
this congress outlined barriers for health in-
formation technology development for vul-
nerable and underserved populations, offer-
ing policy, funding, research, and education
and training recommendations to overcome
these barriers.16 One policy recommendation
specifically relevant to the present research
was to “increase National Health Information
Infrastructure to address specific risks for un-
derserved populations, as well as preventive
health education networks.”16(p453)

A primary assumption in this research
was that the Institute of Medicine litera-
ture, promoting the deployment of health
information technology, contributes to a
policy-level health information requirements
determination17 for the NHII. Although that
connection is not explicitly made in those re-
ports, the reports are widely used in plan-
ning information systems for healthcare and
can thus reasonably serve as suitable sur-
rogates for policy-level information require-
ments determination for healthcare in the
United States. According to Yadav,17 an in-
formation requirements determination is a vi-
tal step in the construction of an information
system during which the information needs
and usage of an organization are surveyed and
disambiguated to develop a clear plan—a re-
quirements specification—that will be used
to guide the development of the information
system. Since there is no single healthcare or-
ganization in the United States, the informa-
tion needs related to healthcare overall are
necessarily heterogeneous, and thus crafting
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an information requirements determination
should be of paramount importance in at-
tempting to build an NHII. Yadav calls for a
“thorough analysis of an organization before
specifying design requirements”17(p4):

1. Identify and remove (if possible) in-
consistencies within an organization.

2. Identify a reasonable set of measures
of effectiveness for the organization
and its information to support these
measures.

3. Determine design requirements for
an organizational support system
(Yadav’s expression for an information
system) to match the information re-
quirements and the characteristics of
the organization and the management.

The overarching question about texts such
as the Quality Chasm series, then, is: how
much do they reflect, or obscure, the social
justice agenda outlined by the 2003 AMIA
Spring Congress?

EPISTEMOLOGICAL AND

METHODOLOGICAL COMMITMENTS

Addressing that question properly requires
taking a critical stance, while doing so in a
methodologically rigorous way. Hence, this
research was conducted from a social con-
structionist and critical theoretical point of
view, using discourse analysis and corpus lin-
guistics methods. Although these approaches
may be familiar to many readers, they are
less commonly used in health informatics re-
search, and their relevance for the present
project may not be immediately clear. There-
fore, a brief overview of these approaches—
and their importance here—follows.

Social constructionism

According to Crotty,18 social construction-
ism is an epistemology that guides selection
of research methods as well as the inter-
pretation of results of research. Burr19 fur-
ther described social constructionism as an
antiessentialist, antifoundationalist epistemic
point of view that considers language use as a

form of social action, and outlined the “family

resemblances”19(pp2–5) of social construction-
ism as follows:

1. A critical stance toward taken-for-
granted knowledge.

2. Assumption of historical and cultural
specificity.

3. Assumption that knowledge is sus-
tained by social processes.

4. Assumption that knowledge and social
action go together.

Constructionist approaches are frequently
used to demonstrate how knowledge is con-
structed through ideologically inflected so-
cial relations, rather than discovered from
neutral research. Constructionist approaches
reject the notion that knowledge can be sim-
ply “known” in an objective, value-free man-
ner. Although the methods adopted for this
research have an objective cast, placing them
within a constructionist frame helps ensure
that the results have a critical value that ex-
poses the problematic social relations behind
them.

Critical theory

When using critical theory, the research
product is a critique of some existing or-
der. Critique is distinguished from criticism
from a neutral position, in that critical theo-
rists question the ability to achieve a neutral
position and are especially concerned with
the circumstances within which knowledge
is constructed.20 There, critique is defined
as a “sustained criticism of an argument . . .

from a specific point of view”20(p76) of a dis-
cursive text or practice. Thus, a researcher
engaging in critique takes an articulated or
specifically stated political position with re-
spect to the object of study and during the
critical research process. Critique is used to
expose contradictory tendencies21 and fore-
grounds the structuring of knowledge around
an array of ideological and social relations.22

The assumption of social constructionism is
a keystone of critical inquiry, but critical the-
ory goes beyond simple constructionism to
articulate the development of knowledge for
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supporting action that promotes freedom18

and is frequently used in emancipatory
projects with social justice goals.

WHO NEEDS SOCIAL JUSTICE?

DISCURSIVE CONSTRUCTION

OF THE SUBJECT

The concept of “subject position” is key
to linking these considerations together with
the actual people who move through health-
care systems. Subject position is a poststruc-
tural concept associated with critical the-
ory, cultural studies, and discourse analysis,
which views individual humans as “multi-
forming and fragmentary . . . not unitary and
integrated.”23(p95) It is important to differenti-
ate between the empirical concept of a “sub-
ject” who is a member of a control group
or treatment group in an experimental study
and a “subject position” in critical or post-
structural theory. The concept of subject po-
sition is at odds with the commonsense no-
tion that people are autonomous self-defining
entities with individual identities that are the
source of their actions and beliefs.24 The pro-
cess of construction of subjectivities in this
sense is the means by which ideologies are
constructed, enacted, transmitted, and repro-
duced over time. Althusser argued that “there
is no practice except by and in an ideol-
ogy,” and “there is no ideology except by
the subject and for subjects.”25(p115) Critical
theory holds that fragmentary individual hu-
mans, as well as groups, are constructed by
subject positions through representations of
humans and groups of humans in texts and
discursive practices, including normalizing
practices imposed by the use of computer
software. Critical theory assumes that sub-
jects are both produced by and contribute
to the constitutive and ideological social pro-
cesses reflected in texts, discourses, and
discursive practices.20 Althusser considered
ideology an “essential feature in the repro-
duction of social relations”25(p199) and intro-
duced the concept of ideology as interpel-
lation or the hailing of individuals as con-

crete subjects25 or vehicles to express ideol-
ogy. The individual’s response to the hailing
is at the same time their enlistment into and
their recognition or acceptance of their place
in the dominant ideology.20

Critical and social constructionist dis-
course theory assumes that any single spe-
cific human or group of humans may actually
occupy, or perform, or have imposed upon
her or them, a number of different and possi-
bly competing subject positions, such as “el-
derly,”“African American,”“female,”“patient,”
“stakeholder,” “end-user,”and so on .26 Labels
such as these represent some of the ways pa-
tients may be classified or hailed into subject
positions for any given ideological purpose
in healthcare, or with respect to normalizing
processes in health information technology
designed to facilitate healthcare delivery. The
study of the representation and positioning
of subjects (eg, as in “elderly African Ameri-
can female patient”)within a discursive struc-
ture may reveal latent ideological assumptions
about people that are socially and histor-
ically contingent, taken-for-granted, inaccu-
rate, and/or unjust.27 Such representations of
subjects, embedded as they may be in uncrit-
ical understandings of how subjects are “con-
structed into” their roles in healthcare sys-
tems, are likely to lead to inadequate and/or
unjust information requirements determina-
tions for information technology projects os-
tensibly designed to assist the people forced
to take on such roles.

Discourse analysis

Discourse analysis focuses on language
use as social action and the ways in which
language use influences or constitutes knowl-
edge development and representation.28 Dis-
course analysis is thus often used to identify
systematic language-based bias, ideology, and
taken-for-granted and historically contingent
assumptions that underlie—or result in—
systemic institutional social injustice.29,30

Jaworski and Coupland note that aca-
demic study and knowledge production are
“based on acts of classification . . . defining
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boundaries between conceptual classes . . .

labeling those classes and the relationships
between them.”28(p4) They also hold that
discourse analysis evolved in response to
the rise in the information age, in response
to 2 conditions: first, the “weakening in
confidence in traditional ways of explaining
phenomena”28(p3) and second, the commodi-
tization of language through communications
media.

Both of these conditions underlie the anal-
ysis of problems like the reproduction of in-
equities in the construction of subjects, in
that healthcare systems are now so complex
that supraindividual, structural approaches
are required to understand how they work,
and communications media are now required
to make them run with any semblance of
smoothness. On the latter point, healthcare
information science is fundamentally con-
cerned with the development of classifica-
tion systems to facilitate computerized data
and knowledge management; therefore, dis-
course analysis is particularly appropriate
for social justice research projects in health
informatics. Further, health informatics is
specifically concerned with encoding health
knowledge, information, and practices into
machine-readable format to enable deploy-
ment of information technology in the inter-
est of improving healthcare and medical deci-
sion making. Discourse analysis should prove
especially useful in identifying latent, inaccu-
rate, and unjust ideological assumptions in
the texts and documents used to plan the
information systems that instantiate such de-
ployments. It can also identify the traces of
such assumptions in the surface characteris-
tics of the information systems themselves—
from the levels of data structures through to
the graphical user interfaces used in the prac-
tice of care management.

Corpus linguistics

Corpus linguistics is a methodology em-
ployed to study how language is used for
achieving communicative goals in large col-
lections of naturally occurring texts called

corpora.31 Computerized linguistic analy-
sis of corpora includes the construction
of keyword-in-context concordances that
facilitate the identification of association
patterns32 in language use in specific texts.
A concordance is an index or list of lines
containing all instances and contexts of use
of a node (or target) word,33 which can
be used to study language use as social ac-
tion through the analysis of word frequen-
cies and clusters, keyword lists, word collo-
cations, and so forth. Stubbs34 and Hunston35

have both outlined ways in which computer-
assisted corpus linguistic methods can en-
rich discourse analysis by automating some
aspects of close textual analysis of patterns
of language use in large corpora. Combined
with the discourse analysis principles and the-
oretical stances described above, corpus lin-
guistics can be used to expose patterns in the
rhetoric used in healthcare information sys-
tem descriptions, to help establish whether
ideologically charged assumptions are present
therein.

METHODS

Data

The Institute of Medicine report series
“Quality Chasm” was selected because these
texts include strong recommendations regard-
ing the use of health information technology
in improving healthcare safety and quality1

and are widely quoted in literature supporting
the deployment of health information tech-
nology in general, and the construction of the
NHII in particular.14 The Insuring Health re-
port series10 and the stand-alone report Un-
equal Treatment11 were selected because
they are also from the Institute of Medicine
and outline specific social justice problems
in United States healthcare. Insuring Health is
concerned with the consequences of the so-
cial justice problem of “uninsurance,” or less
euphemistically, the lack of insurance cover-
age and therefore lack of access to health-
care in the United States. Unequal Treatment
is a stand-alone report from the Institute of
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Medicine on the unequal treatment of racial-
ized populations regardless of insurance cov-
erage or access to care. These reports were
published by the Institute of Medicine con-
temporaneously with the Quality Chasm se-
ries, between 2000 and 2005, and form a large
corpus of naturally occurring texts from one
of the leading health policy advisory organiza-
tions in the United States.36

The executive summaries of the first re-
port in each of these series were selected
for the data analysis. Frequently, the execu-
tive summaries of the first reports are often
all that decision makers read, and executive
summaries tend to emphasize or highlight the
authors’ “take home” messages precisely to
cater to that pattern of surface-level informa-
tion consumption. Furthermore, because the
authors—by definition—consider those “take
home”messages to represent the most impor-
tant things they have to say about the matter,
they constitute a good window into the au-
thors’ agendas regarding the matters at hand,
including their unquestioned presumptions
and critical omissions. Finally, an exclusive fo-
cus on the executive summaries of these re-
ports serves to limit the scope of this project.

Data management and processing

All texts of Coverage Matters, To Err Is
Human, and Unequal Treatment were pur-
chased from The National Academies Press37

in both paper and digital PDFs to facilitate
comparison of surface features of all the texts,
and to facilitate random checking of agree-

Table 1. Word frequenciesa

Keyword-in-context Coverage Matters To Err Is Human Unequal Treatment

Patient∗ 2 81 129

Person∗ 27 2 3

Consumer∗ 3 7 1

Total word tokens 4764 5139 7729

aThis table shows the number of times each truncated keyword appears in each text, according to the keyword-in-

context concordance. Each line represents a set of concordances. The words person, patient, and consumer are all

used to refer to receivers of healthcare in these executive summaries. Each carries a somewhat different connotation.

ment between the 2 formats. The PDFs were
converted to Rich Text Format in batches,
using Convert Doc (Softinterface, Inc)38 in
preparation for analysis using corpus linguis-
tics tools. Headers repeated on each page
of all 3 executive summaries were removed
to keep them from skewing word frequency
counts. Oxford WordSmith Tools 4.039 was
used initially to create keyword-in-context
concordances of the 3 separate executive
summaries.

FINDINGS

Table 1 shows the results of the word fre-
quency analysis for all the executive sum-
maries described above, using keywords rep-
resenting receivers of healthcare in the texts.
The first round of concordances for each text
was produced using the truncated keyword
patient ∗. The sentence “Uninsured persons
may be charged more than patients with cov-
erage . . .”9(p5) in the concordance from Cov-
erage Matters led to a second set of con-
cordances for all 3 texts using the truncated
keyword person∗, and a third set for the trun-
cated word consumer∗. The words person,
patient, and consumer are all used to refer
to receivers of healthcare in these 3 exec-
utive summaries. Table 1 includes the num-
ber of times each word is used in each text,
along with the total number of words in each
text. There is no direct statistical correlation
between word usage, intended meaning, and
any inadvertent meaning production34; how-
ever, such frequencies point to node words
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Table 2. Word cluster listsa

To Err Is Human Unequal Treatment

Cluster F Cluster F

for patient safety 8 racial and ethnic 6

patient safety and 6 minority patients and 5

to patient safety 6 are more likely 5

patient safety to 5

to improve patient 5

on patient safety 5

improve patient safety 5

center for patient 5

in patient safety 5

improving patient safety 5

aWord clusters from concordances of executive summaries from To Err Is Human and Unequal Treatment using keyword

patient∗. No word clusters resulted from the patient∗ keyword-in-context concordance for Coverage Matters. F refers

to number of times the word cluster is repeated in the text.

that represent likely signposts for identify-
ing ideological social action through language
use.

Oxford WordSmith Tools also generates
word cluster lists for each concordance if
there are significant word clusters repeated
throughout the texts. These are shown in Ta-
ble 2. Given that To Err Is Human is often re-
ferred to as the “patient safety”report, it is no
surprise that word clusters including variants
of “patient”and “safety”are repeated through-
out the text. The same can be said for the clus-
ter result for Unequal Treatment, which ex-
amines unequal treatment of racialized popu-
lations.

Discussion

The keyword-in-context concordance en-
abled detection of differences in the words
and phrases used to refer to receivers of
healthcare in the 3 policy report executive
summaries. To Err Is Human and Unequal
Treatment predominantly use the word “pa-
tient,” and far less frequently “person” and
“consumer.” The most notable result of the
keyword-in-context concordancing was the
small number of times that the word patient∗

is used in Coverage Matters compared with
the number of times it is used in the other

2 texts. Coverage Matters draws a sharp dis-
tinction between an “uninsured person” and
a “patient,” even though an individual can be
both. Each word carries a somewhat differ-
ent connotation. The sentence from Cover-
age Matters discussed in the results section
above actually distinguishes between “unin-
sured persons” and “patients with coverage,”
reporting that uninsured persons often pay
more for medical care than patients with
coverage.9(pp48,49) This distinction between
“persons”and “patients”is curious and contra-
dictory, given that if “uninsured persons” are
“paying more than others for medical care,”
those same persons must have also been “pa-
tients”at some time.

Deeper exploration of these keywords
yields interesting distinctions of meaning and
interpretation, and therefore social action
through language or discourse. One of the top
current definitions for “person”in the Oxford
English Dictionary Online40 is “an individual
human being,” a canonical usage likely to be
shared by most if not all policy makers. A “per-
son”is one of the most general words that can
be used to describe an individual human be-
ing. It is difficult to think of a more vague sub-
stitute for the word “human.”

A top Oxford English Dictionary definition
for the word “patient” is much more specific:
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“a person receiving or registered to receive
medical care.” Earlier Oxford English Dictio-
nary definitions for the word “patient” are “a
sufferer” and “a person who suffers from in-
jury or disease.” This definition is delineated
as “archaic” by Oxford English Dictionary,
but it was the definition specifically used in
the author’s own nursing training and is a very
useful construct in clinical work with chroni-
cally mentally ill patients. A “patient” is a very
specific kind of person, engaged in very spe-
cific social relations. As “sufferer,” a patient
garners recognition of a painful condition and
perhaps compassion. Even under the more
generic definition of “a person receiving or
registered for healthcare”—again, a canonical
usage likely to be shared by policy makers—
a patient is entitled to specific rights and ex-
pectations from healthcare providers and the
healthcare industry.

The word consumer has entered health-
care vocabulary with the commoditization of
healthcare as an industry and has economic
overtones of one who consumes wastefully,
as opposed to one who suffers, as suggested
by the word “patient.” Oxford English Dic-
tionary defines a “consumer” as “he who or
that, which consumes, wastes, squanders, or
destroys.” Oxford English Dictionary defini-
tions of “consume” include “to make away
with, use up destructively,” “to destroy,” “to
decompose,”and “to spend, especially waste-
fully, to waste, to squander.” This is a trou-
bling characterization of receivers of health-
care. The New Dictionary of Cultural Liter-
acy defines consumer as “one who purchases
a good for personal use.”41 This definition of
consumer is less pejorative for receivers of
healthcare but raises a host of new questions.
Most healthcare costs are paid for by health in-
surance corporations contracted by employ-
ers to benefit employees. Which “consumer”
of the healthcare good is prioritized in the
healthcare industrial complex? If a consumer
of healthcare is one who purchases health-
care for personal use as 1 definition states,
then whose use is prioritized in the design
of healthcare information technology? The an-
swers to these and other questions suggested

by these varying subject positions most defi-
nitely affect the design of health information
systems and the NHII, as the following discus-
sion indicates.

Insurance companies, for which healthcare
is a commodity bought, sold, and bargained
for, have an incentive to reduce the cost of
healthcare to increase profits. Insurance com-
panies are known to cut their costs by threat-
ening to withdraw their business from health-
care providers who do not meet their price
demands. This practice has resulted in hospi-
tals increasing their charges for people with-
out health insurance such that patients with-
out insurance pay more for healthcare than
patients who have insurance.42,43

For the employer, the healthcare good is
an affordable insurance product, which the
employer uses as an enticement for retain-
ing strong candidates for employment. Com-
panies shop for insurance with affordable pre-
miums based on their own fiscal position. The
size of the company has a profound effect on
its ability to offer health insurance as a benefit
to its employees. Those companies who can
offer insurance may be limited by their fiscal
circumstances with respect to the quality of
healthcare they can purchase. As more com-
panies move their jobs overseas,44 this leaves
fewer employers in the United States offering
employment including health insurance bene-
fits, the traditional means by which American
citizens have achieved access to healthcare.45

Furthermore, those companies who maintain
their United States operations complain that
they cannot compete with companies who
have moved most of their operations over-
seas, and they continue to reduce their ben-
efit packages for Americans.46

The healthcare good for the persons who
actually receive the care applied directly to
their physical bodies is care that is safe, ef-
fective, and timely. Quality of care has been
defined as “the degree to which health ser-
vices for individuals and populations increase
the likelihood of desired health outcomes
and are consistent with current professional
knowledge.”47(p21) Timely, safe, and effective
healthcare is something that is often out of
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reach for those who do not have health insur-
ance or whose insurance coverage is limited.
People without health insurance are blocked
from routine wellness care and often end up
receiving care on an acute and emergent basis
for conditions that might have been avoided
with routine wellness care.48 This is costly for
the emergency health facilities and the com-
munity at large.49

Because healthcare insurance in the United
States is paid for predominantly by private
insurance, which is supplied as a benefit of
employment, the label of “uninsured person”
may be suggestive of one who does not work.
However, except for children, this is not the
case; most uninsured persons in the United
States are employed but do not receive health
insurance as a benefit of employment.50

The word clusters (see Table 2) revealed
in both To Err Is Human and Unequal
Treatment were predictable. However, their
identification through the use of keyword-
in-context concordancing demonstrates that
this approach—combined with critical and
social constructionist discourse analysis—has
the potential to expose subtle differences in
social action through language use even in
very small corpora.

CONCLUSION

In this study, the combination of critical
and social constructionist discourse analysis
with corpus linguistics methods has proven
to be adequate for investigating textual data
for discursive signs of the social action of lan-

guage in creating subject positions in the se-
lected Institute of Medicine report executive
summaries. The automation of corpus linguis-
tics methods does not replace human inter-
pretation in discourse analysis but provides
systematic ways to find language use patterns
of interest to this research.

The results show differences in language
use for describing and constructing the sub-
ject position for “receivers of healthcare”
across 3 Institute of Medicine executive
summaries. If these distinctions between
“uninsured persons” and “patients” uninten-
tionally or covertly enter the policy-level re-
quirements specification for the NHII, the
needs of receivers of healthcare who are unin-
sured may not be adequately represented in
an NHII that is designed primarily for “patient
safety.” This might simply be due to inatten-
tion (or underattention) to healthcare inequal-
ity issues during the process of codifying the
information technology aspects of the NHII,
but whether the problem is due to commis-
sion or omission is largely irrelevant from a
policy point of view.

More research is needed to establish the de-
gree to which the language of the executive
summaries discussed here actually represents
a problem in the way subjects of the health-
care system are being constructed through
policy formulations. The safe, effective, and
socially just deployment of health information
technology requires explicit delineation be-
tween the good insurance corporations and
individuals who have healthcare applied di-
rectly to their bodies. Their interests may not
always coincide.
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