
were pleased that Haslam and Prasad did not contest the
importance of vaccines, testing, treatment, local COVID-19–
cautious resources, and problem-solving support.

We had a difference of opinion on several conceptual
points. In our opinion, Haslem and Prasad cited low-rigor stud-
ies that were not focused on high-quality masks. Efficacy data
come from the methodologies noted above, not later-stage T3
comparative effectiveness trials, which have limitations re-
lated to low adherence, low fidelity, and low monitoring. Sec-
ond, SARS-CoV-2 poses cumulative harm from reinfections.1,6

An infection or a reinfection remains a notable concern in a
population that may have a limited treatment window2 and
limited life span. Third, reasonable mitigation can enhance
rather than detract from social well-being by allowing friends
and family to visit more safely with less concern toward dis-
rupting a loved one’s oncology care. Several types of mitiga-
tion require little to no cost.

In sum, people with cancer are among the most vulner-
able to severe outcomes associated with COVID-19. Health
care systems are encouraged to develop comprehensive sup-
ports to reduce the risks of COVID-19 among this vulnerable
population.
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Standardized Documentation
Is Not the Solution to Reduce Physician
Time in the Electronic Health Record
To the Editor In their Viewpoint published recently in JAMA
Oncology, Gabriel et al1 expressed the view that oncologists
spend too much time in the electronic health record (EHR). Al-
though nurses also spend too much time in their EHR,2 the au-
thors state that this excess time is due to the documentation
required to upcode visits. Given that EHRs are “not designed
primarily to capture and present a patient’s record as effi-
ciently and effectively as practical,”3(p523) the literature points
to other reasons why physicians spend too much time in their
EHR, including the difficulty in finding and combining di-
verse sources of information to create a cohesive and compre-
hensive view of the patient; dealing with information that is
incorrect, out of date, and duplicative; clicking a myriad of tabs,
boxes, and pull-down menus; and responding to demands for
information that are not directly relevant to the patient
encounter.4

The authors1 propose the creation of a set of structured ele-
ments in a standardized format for all of oncology. They point
to mCODE (Minimal Common Oncology Data Elements) as evi-
dence that a standardized description of oncology actually
works.5 Unfortunately, mCODE is not about clinicians using an
EHR; rather, it is about the FHIR (Fast Healthcare Interoper-
ability Resource) transfer of named objects across databases
in the HL7 (Health Level Seven International) format. To ac-
complish what the authors propose, namely, to replace clini-
cal narratives, including the chief complaint, the history of pres-
ent illness, and the assessment and plan, we would have to
implement a vast number of checkboxes and drop-down menus
of structured text. Even so, it would be difficult for this ap-
proach to represent the patient. For example, every clinician
knows that pain is not just its physical manifestations; it also
has emotional and cognitive components, and the patient’s
feelings and thoughts must be considered in their diagnosis
and treatment. Clinical narratives are central to medicine
because they tell the patient’s story, they help us understand
the patient, they allow us to organize our thinking, and they
guide our treatment plan. In the approach proposed by Ga-
briel et al,1 physicians would have to search and select from
hundreds, if not thousands, of boxes and menus (the exact
number is unknown), and they would have to try to under-
stand the patient based on the display of a conglomeration of
boilerplate text.

The answer to the complaint raised by Gabriel et al1 is not
to play with their EHR; rather, it is to wait for natural lan-
guage processing programs, such as ChatGPT, that can read
open-vocabulary free-text narrative notes. They are coming;
please be patient.
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In Reply We appreciate Dr Burke’s thoughtful comments on our
Viewpoint.1 We agree that there are many drivers of excessive
time spent in the electronic health record (EHR). The avail-
able literature does suggest, however, that documentation is
an important factor, accounting for 25% to 45% of overall time
spent.2-4

Most importantly, however, we believe that the time in-
vested in clinical documentation is not producing value for pa-
tients, clinicians, or the health care system in general.1 Notes
are bloated by objective standards, and their information con-
tent, interpretability, and overall quality are poor by widely
agreed-upon subjective standards. Of note, this poor quality
is actually a contributor to excessive time spent on other ac-
tivities, such as medical record review.

To be sure, regulatory and billing requirements are not
the only factors influencing note content and quality, but
they are the most powerful policy levers that exist, and they
incentivize precisely the type of documentation that is not
useful for patient care, quality monitoring, or research. We
believe that this lever can be used more thoughtfully, both
to improve clinical care directly and to accelerate progress
toward secondary use of EHR data to power a “learning
health system.”

We also wish to address a misunderstanding regarding our
recommendations1 for structured data capture. We agree with
Dr Burke that structuring all aspects of oncology documenta-
tion would be both impossible and highly undesirable. How-
ever, we believe that capturing a modest number of critical data
elements can be feasible and highly valuable. At our own in-
stitution, we have implemented a template with only 8 core
data fields. It takes seconds to complete but captures such
essential information as therapeutic intent (curative, pallia-
tive), current disease status (responding, stable, progress-
ing), patient performance status, whether treatment is being
changed, and if so, the reason for change (eg, progression,

toxic effects). Imagine the value for clinical care if these es-
sential details were always communicated clearly to our col-
leagues; imagine the value for research and quality improve-
ment if they could be easily extracted from the EHR in a
computable format.

While natural language processing no doubt has a role to
play in making EHR documentation more useful, accuracy
has long struggled to reach acceptable standards, and techni-
cal processing pipelines are complicated and expensive. Addi-
tionally, natural language processing can only abstract what
the clinician has documented, whereas structured templates
help to ensure that critical data elements are captured. We
doubt it will prove to be a better solution than clinicians sim-
ply recording their most essential observations directly in a
useful format.
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Assessment and Prognostic Value of Inflammatory
Biomarkers in Patients With Colon Cancer
To the Editor We read the cohort study assessing the associa-
tion of inflammatory biomarkers with survival among pa-
tients with stage III colon cancer by Cheng et al1 with some in-
terest. This post hoc analysis of 1494 patients who underwent
potentially curative surgical resection and adjuvant chemo-
therapy for TNM stage III colon cancer showed an association
between inflammatory status, recurrence, and mortality. In the
context of a multicenter, double-blind, phase 3, adjuvant che-
motherapy trial of anti-inflammatory agents, inflammatory sta-
tus was measured using interleukin 6 (IL-6), tumor necrosis
factor (TNF) α receptor 2 (sTNF-αR2), and high-sensitivity C-
reactive protein (CRP) levels. The values of the objective bio-
markers reported in this large, well-designed cohort study al-
low comparison with previous studies.

The median (IQR) plasma concentration of IL-6 reported
by Cheng et al1 (3.8 [2.3-6.2] pg/mL) is dissimilar to the median/
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