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Abstract

This report studies medical documentation and the Electronic Patient Record
technology. The technology is discussed as a technology that supports the clinical
practice of the health professionals. Case studies and arguments from theoreti-
cal literature, primarily from the fields of Computer Supported Cooperative Work
(CSCW) and Medical Informatics, serve to provide a broad treatment of the sub-
ject.

The studies identify multiple purposes for medical documentation. Both the
local practice and external entities define requirements for documentation systems.

The study discusses a proposed national (Danish) standard for medical data.
The standard defines a precise grammar for medical documentation the enabling
sharing and processing of data, as well as, hyper—linking and referencing in be-
tween the medical descriptions, enabling easy reading of medical information.

Both the Electronic Patient Record system and the proposed national document
standard rely on one specific medical practice (ie. work protocol). The findings
of this study suggest that a medical documentation artifact must support at least
two medical protocols, one with documentation preceding the intervention and
one with the intervention preceding the documentation.

The study describes a medical documentation system as a system consisting
of numerous documents besides from the official patient record. The total system
uses both the electronic and the paper media. The design of the total documenta-
tion system must therefore support the integration of information across the two
medias. Further more, the design of the official documentation system should ac-
knowledge the existence of other locally defined systems.
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Chapter 1

Introduction

Much attention is focused on Electronic Patient Record (EPR) technologies. Large projects with
the aim of implementing EPR system in Danish hospitals are currently runping. (Bernstein et al.,
2001) Similar projects are running in most other western contiies. (Clayton and van Mulligen,
1997) Stories of the many possible benifits from the technology, a main one being a higher
quality in the treatment of the patient, are reported by the media on a regular basis. A very
important feature of the EPR technology is the fact that it is under develpement and therefore not
yet defined. What should EPR systems look like and which informations should they contain?
How can information from the different systems be integrated on a national level? These are
guestions which are not yet answered. Further more, because the technology is still in the process
of being introduced into the hospitals, the role of the technology in the concrete clinical practices
at the hospitals is not yet know. As well as, the changes to the work of doctors and nurses as a
consequence of the introduction of EPR technology is still unknown.

This report will discuss EPR systems as systems which function in a medical practice. It
will discuss the consequences of the EPR technology on the work practice, as well as, the re-
quirements that the practice imposes on the technology. Subsequently, this report will also touch
upon issues which are important to the ongoing process of defining the EPR technology.

Observations for this report were undertaken on a ward in a large Danish psyciatric hospital.
The report will therefore primarely discuss the findings from this work place. However, it will
also attempt to put them into a wider theoretical perspective and to discuss them in the light of
other ongoing EPR projects.

This report is written within the framework of the field of Computer Supported Coorperative
Work (CSCW). The aim of this field of study is to develop knowledge and technologies, which
can support cooperative work (people working together on a task). This report understands med-
ical work as a largely cooperative practice, where different health professionals are involved in
the treatment of patients.

The Electronic Patient record is a tool, used by the health professionals to support and doc-
ument their work. The EPR system and the other tools for documentation, such as the (paper
based) Patient records and hand written notes, serve to support the clinical work at hospitals.
Documentation tools, therefore, have to be integrated into the work practice and their design has
to meet the requirements of the practice.

Hoegh-Nielsen| (2002) writes in the internal Journal of theﬁ-lﬁat “In order to recieve
the full benifits from the information technology, the clinicians must analyse the existing work
procedures and define the new work procedures and thereby also define what an IT-system has
to be able to do. They have to plan, how they want to implement the IT-system and how to use it
in an appropriate way.” The quote is taken from an article, which discusses the implementation

1HS is the name of the Hospital consordium for the greater Copenhagen area. Sct Hans Hospital, the
hospital studied in the report, is a member of the hospital consordium.
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of EPR systems within HS hospitals. The statement is very general in its description of the
situation, but it points at an important problem. EPR systems have to be designed to fit into the
work practices of the users. And secondly, the work practices (the organization of work) have to
be altered, in order to integrate the EPR systems into them. This report will adress this issue.

The process of implementing an EPR system is often characterized as the process of chang-
ing from a paper based system to an electronic system. However by using such a description one
risks ignoring the problem descriped abdve. Sellen and Herper|(2001) argue that this mistake is
made in manydigitalization prejects. They found that in all of the cases studied in their book
the main aim was to change the tools from paper based to electronic, the projects failed. This is
also a potential pitfall for the EPR projects in the Danish hospitals. Instead, “Organizations need
to look at the combination of people, artifacts, and processes to assess where problems may lie
and how solutions can be implemented.” (Sellen and Harper,| 2001, g. 193) The documentation
systems are just tools used to support the organization of work. And thus, an aim of tranforming
paper based tools into electronic ones is an aim, which does not touch the core of the problem.
The aim should be to tranform the organization of work, and as a consequence, change the tools
which supports it.

Berg (1997) discusses the relation between the design of systems and practice as a mutually
dependent one. He uses the teromvergencéo descripte this relationship between the two. He
argues that:

“there is no meaningful way to talk about a tool without at the same time speaking
of the practice with which it coevolved: the research protocol is part and parcel of
the network that is “current oncology.” One cannot cut away either one or the other
without loosing sight of the constituent features of their current “essences.” The
“properties” of both tools and practice are in constant motion. And when nothing
has remained the same, when tools and practices have become so thoroughly in-
tertwined, blame or praise for a tool’s fate cannot be distributed unequivocally. A
story of heroes and villains has lost its ground. “the tool” or “the practice” can no
longer serve as an explanatory catagory: an understanding of the current situation
requeres an understanding of the way these catagories are intimatly involved in
each other’s production.| (Berg, 1997, pg. 164—165)

The relationship between the practice and the tools, one of them being the EPR system, is
a complex one. When the two are mutually dependent, changes to one will have effects on the
other, which will again affect the first one. An implementation of new tools into an organization
will result in a need to change the present organization of work, to change routins&addrd
operating proceduresThe other way around, changes in the organizations also result in changed
requirements to the tools. Bacause organizations are contunously evolving, the tools will have to
be continously modified to meet the requirements of the organizations. The task of building EPR
systems is, therefore a complex task. It is a task which has to deal with the complex relationship
between the system and the practice. And it is a task which héisal@nd point.

The process of building Electronic Patient Record systems is further complicated by the fact
that multiple purposes for the systems exist. Patient Records serve to document the treatment
performed. The documents in a patient’s record serves as evindence if problems during the
course of treatment gives rise to law—suites. From a managerial view point, the patient record
also documents the actual work conducted during a course of treatment and the resources applied
to the tasks. An explicitly stated purpose of the EPR is the enabling of statistical operations on
the data material in the EPR systeins.(Bernstein|et al.,|2001) It is hoped that the implementation
of EPR systems in the Danish health sector will enable statistical operations on data to further
resource management and scientific research. At the same time, the patient records (the elec-
tronic ones included) serve as a support to the clinician doing the actual work. Information about
the treatment is stored in the patient’s records. The patient record servesemsraonfor the
doctor or nurse helping them to recall previous incidents. In modern medical practice, many
different health professionals are involved in the treatment of the patients. The memory function
of the patient record also supports the cooperation of these actors. Described in simplified terms,
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the patient record enables a physician to see what others have done to the patient. Besides from
the memory function, the record also serves as a planning tool. The clinicians write down plans
for the treatment of patients, which are then guiding the work thereafter.

Some of these different purposes do not coexist without conflicts. For instance, the manage-
ment’s need for statistical information might result in a change in the documentation demands
put on the clinicians, changes that do not benefit them in their work. This conflict is recognized
in general within the theoretical field of CSCW. (Schmidt and Wadner, 2002b]| Berg, 1999) A
conflict between thglobaland thdocal exists in all coorperative work practices. The needs and
requirements within a work group are not all the same as those from their surroundings. When
implementing an EPR system conflicts between the global and the local have to be managed.

1.1 Problem statement

My problem statement consists of three related questions:

e What are the purposes of medical documentation?

e What are the consequenses of implementing Electronic Patient Records for the organiza-
tion of work and the practitioners?

e How should an EPR system be designed and consequently implemented in the organiza-
tion?

It is important to define the purpose of medical documentation. The Electronic Patient
Record is a part of the medical documentation and as such, it serves the same purpose. A def-
inition of its purpose consists of a description of tfiebal purposes, as well as an uncovering
of the role which documentation plays in supporting the clinical practice. The second question
adresses the changes which the implementation of eletronic documentation systems impose on
the organization. The report will discuss medical work and the electronic patient record’s effect
on it, possitive, as well as, negative. The answers to the two first questions enables a discus-
sion of the third question. This question adressesigsgnof both systems and organizations.

How should systems be designed, in order to support the work practice and how should work be
organized in order to utilize the benifits of the system.

It is important to mention that the above questions should not be understood as questions,
which demand exhaustive answers. | will not be able to include and discuss all purposes of
medical documentation. In the same way, the discussion of system and organizational design is
not intended to be a compledesigner’'s manuall will instead limit myself to discussing aspects
and problems that have appearegagicularly importantduring my studies.

The questions will be answered using data material collected during observation at a ward in
a large Danish psychiatric hospital. Concrete examples of medical practice are, thus, examples
collected at this ward. Morgeneralmaterial and theory has also found its way into this report.
This material falls into three categories: Descriptions of design and principles of EPR systems,
descriptions of medical documentation practice and principles, and finally, generel/theoretical
computer science litterature. Litterature from the last category has primarely been found within
the CSCW field of research. This report, thus, tries to include both concrete examples as well as
the more generel statements.

Chapter[ P presents an overall view of the hospital, the ward, it's staff and it's patients will
presented. The work activities and mechanisms for coordinating these will also be presented to
the reader.

Chapter| B presents illustrative examples of the treatment conducted on ward M6. These will
serve to provide the reader with an understanding of the work conducted on the ward. In partic-
ular, the section will stress the coordinative efforts the staff and patients invest in coordinating
the work.
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Chapter [} introduces the reader to the documentation work conducted at the ward. The
different documents used (being written and read) on the ward will be presented along with a
description of the EPR system used by the staff.

Chapter[} discusses medical documentation and the electronic patient record from a wider
perspective. The historical developement of medical documentation and electronic hospital in-
formation systems will be summed up and design principles of a contemporary system will be
described. This section primarely serves to define the global purposes of EPR systems.

Chapter [ p discusses the relation between the many documents, which make up the total
documentation produced about the patients. The fact that many different doucments are used at
the same time and that they are related to each Pibies rise to a discussion of information
integration across documents and media. The need for explicitly linking of information, as well
as, the ability of electronic systems to support this is discussed. And secondly, the integration of
information in both paper-based and electronic media is discussed.

Chapter[J discusses the relation between planning and practice. The EPR system is dis-
cussed as an artifact that serves the function of documenting the clinical practice, as well, as
beeing a planning tool for the clinicians.

Chaptei[ 8 further discusses the articulation workthat takes place on the observed ward. This
discussion leads to conclusions on the roles of artifacts, paper—based and electronic, in support-
ing the coordination of work.

Before the argumentation is unleashed, a few notions have to be mentioned.

The EPR system is only one artifact out of many used by the staff in their work with the
patients. The EPR system is the focus of this study. However, the documentation work conducted
by the staf and, as we will see later on, also by the patients, will be treated as a whole and the
EPR system will be treated as a part of this.

The termdocumentation works used in litterature (Nurses at Sct. Hans Hospital, Nufsing
department, 2001; Ministry of health, 2001) and in the way in which the staff talk about the
writing of documents as part of their work. Two different kinds of work can be distinguished,
documentation work and clinical work (treatment work). The two types together make up the
total work conducted by the staff. The two are related in several ways. The two are focused
on the same subject (the patient and the treatment of him/her). Documentation work serves to
coordinate the treatment work. But the two are seperate entities. The fact that the documentation
also serves a legal purpose is something that distiguishes documentation work as a seperate
entity.

The distinguishing features between documentation work and the tratment conducted is a
central focus point in this report. This report focuses on the documentation work. The actual
treatment conducted by the staff members is treated as secondary to the documentation. From
the view point of the Health Professionals the relationship between the two is obviously the other
way around. There are two main reasons for my focus on the documentation work. Firstly, the
focus of this report is the EPR system which is the main artifact used in the documentation work.
But equally important, the distinction have to be made so that this report does not attempt to
answer questions that are essentially clinical ones. In other words: The field of Computer Science
might be able to build systems, which can handle medical information. But it is essentially up to
the clinicians to decidayhat goes into the systemsam not capable of judging the treatment or
to make suggestions as to how the treatment can be reorganized and improved.

The observations and interviews conducted during this project have been concentrated around
the staff. | spent the entire time in the nurse’s office on the ward. | have not had any direct contact
with the patients and | have not directly observed the treatment and therapies refered to in this
paper. My description are based primarely on the staff’'s accounts along with the documentation
produced on the patients.

| have mainly concentrated on the nursing part of the total clinical practice. My knowledge
of the psychiatrists’ practice comes from my observation at the conferences, as well as shorter

2Documents can concern the same patient, the same course of treatment, the same staff member, etc.
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unstructured interviews with psychiatrists at the nurses office on war Migave not been

able to observe the psychiatrists when they performed their work tasks. For instance, when
they dictated their treatment plans after the conference meetings, or when they performed other
documentation activities in their offices.

This destinction between the nurses and the psychiatrists is also visible within the littearture.
Particularly in the field of Medical informatics, a destinction between Nursing Informatics and
Medical Informatics (the physicians’ documentation) exists. (see (Tang and McDpnald, 2000;
Ozbolt and Bakker, 2000; van Ginneken and Moorman, 1997; Grobe et all, 1997)) However,
this destinction is not a clear one. As we will see in this report, both types of documentation are
related to each other in the SHH EPR system. In the CSCW litterature, the destinction does not
seem so clear either. (sée (Berg, 1999)).

Finally, the nature of medical information deserves to be mentioned. The medical field is a
wide one, with many different specialities. The information documented within these specialities
differs considerably. The medical domain studied in Berg (1999) is intensive care. The informa-
tion in this field largely consists of numerical data, such as blood presure or the blood oxygen
level. In the field of Psychiatry, medical documents tend to consist of longer textual descriptions
of the patients’ behaviour. The varieties in medical information has two consequenses for my
work. Firstly, arguments in litterature can not be used without considering the domain to which
they belong. Secondly, this means that the arguments of this report are limited to certain domains.

The observations ran over a period of three months during the summer of 2002. A total of ten
full day shifts were spend on the ward. During the period | attended several conference meetings
and other staff meetings. | talked to the nurses on the ward, the two affiliated Psychiatrists, a
social worker and physical trainer. | have had two meetings with the EPR coordinator, who is
responsible for managing the EPR system. | have also conducted unstructured interviews with a
nurse responsible for the clnical developement on the ward. Further more, | attended a Nursing
Documentation seminar held by the Clinical nurse.

3Usually when the psychiatrists where there before, under, and after conferences, or when they were there
to see patients.



Chapter 2

The case example

Sct Hans Hospital§HH) is an old hospital. It has a 200 year long history as a psychiatric treat-
ment facility. However dated as far back as the 14th. century, it has been used as a “storage
facility for the insangeplague infected, the poor, and other unwanted members of society. The
hospital is placed in Roskilde some 40 kilometers outside of the nations capital; Copenhagen.
It has throughout the history been operated from the capital and used by the people of Copen-
hagen. Through time, and over the changing view on mental iliness, it has functioned both as a
storage facility with ssafedistance from the city and as sanctuary for the ill people of the city.
Hospitalization at SHH gave patients a supposedly beneficial change of environment, fresh air
and nature.

In present time SHH is a large psychiatric hospital with a capacity of approximately 500
patients. The hospital is part of a group of hospitals run by the “greater Copenhagen County”
(called HS; danish abbreviation for The capital's hospital cooperative.) As a hospital in a group,
SHH serves a specialized function. SHH does not receive patients “from the street”. Patients are
admitted to other hospitals, and from there, they are transfered to SHH. Patients usually spend a
longer period of time at SHH. A formal purpose and plan is described prior to patients’ transfer to
SHH. As such, SHH should be viewed as a “special resource” used on patients that are believed
to benefit from the treatment at SHH

The hospital treats patients with different categories of illnesses. The hospital is organized
into four different specialties dealing with each their types of patients. These specialties are:

Department M focuses on treating patients suffering form substance abuse problems and or-
ganic brain damages (Usually, brain damages caused by longer periods of alcohol or drug
abuse.) Many patients at the M department are characterized by taéhgliagnosis
a dependency of some stimulant accompanied with psychiatric diagnose, such as, de-
pression or schizophrenia. The studies undertaken in this report are all done at a ward
belonging to the M department.

Department P Treats patients with chronic psychosis.
Department R focuses on patients, who are sentenced to receive psychiatric care and treatment.

Department U is specialized in treating young schizophrenic patients.

Each department has a number of wards, each specialized to handle certain patient types and
working with special methods and principles. The M department consist of 11 separate wards
named “M1” and on to “M11". | have only studied work at one of the wards; namely M6.

The M6 ward Will be presented under the following section, as part of the presentation | will
also shortly touch on the relations and differences between the M wards.

1SHH's homepage describes many basic facts about the hospital; see www.scthanshospital.dk


http://www.scthanshospital.dk

2.1 Ward M6 13

Room

Room

Music
Room

Room

Room

Room

Main
entrance

py)
Living room Staff 2 2 2 S 2 Kitchen
Office El g S 3 El Dining

woou
MOIABIU|

Figure 2.1: Overview of ward M6

2.1 Ward M6

Ward M6 treats patient, who are characterized by having dual diagnosis. This means that all
patients are addicted to stimulants, such as, alcohol or drugs, and at the same time they have
some other diagnose. The patients on M6 are seestrasger patients, who are expected to

be able to work constructively with their problem#/eakerpatients are placed at other wards,
which enables a very effective and concentrated treatment at M6. Higure 2.1 shows the layout
of ward M6.

The ward has a capacity to treat 20 patients at the same time. All available places are usually
filled. Patients usually stay on the ward from three to six months, but treatments running over a
period of a year are not uncommon either.

The majority of the patients are between 30 and 40 years of age. Both men and women are
treated on the ward. The ration between the sexes change as a result of the referrals to the ward,
but an even ration is aimed for. The patients stay in little rooms in pairs (of same sex). The
rooms are physically placed in two hallways connected to a common living room area.

The private session roons also shown in the figure. The private session room is used when
talks require discretion and privacy. The room is used for talks between contact nurse and patient
or patient and psychiatrist. It is also used when talks between staff members requires discretion.
Occasionally, the room also serves as an extra, temporary, room for patients.

The ward also uses a gym, physically placed on the second floor on top of the ward. Physical
exercises take place at the gym.

The patients take turns in kitchen work groups, where they are responsible for preparing
food and cleaning after meals. The patient food is prepared at the SHH central kitchen, but the
patients at are responsible for arranging it on the tables. Occasionally, meals are also prepared
by a group of patients, with or without staff assistance. Cooking sessions are planned and the
deliverance of the pre-made food is canceled. The patient kitchen and dining room is also shown
in figure [2.7.

The patients are responsible for cleaning and tidying up in their rooms. The state of their
rooms are formally inspected every Friday afternoon. A cleaning assistant is responsible for
cleaning the common areas and for washing the floors in the patient rooms.

Patients are referred to SHH from other hosp[fafsitationsare held to determine Whether

2patients are occasionally readmitted to M6 directly from their homes. This sometimes happens in cases,
where the treatment is ended, but where a need for continuing the treatment is detected after the patients has
left the ward.
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they are thought to benefit from the treatments available on ward M6. Visitation meetings are
held weekly at the M section, where the head nurses from the M wards, the psychiatrist, and
the clinical management of the M section discuss the referred patients. At these meetings it is
discussed whether a patient will benefit from the treatment and which of the M wards they will
be placed on. Goals are set for the treatment at the ward, and plans are made for the patients
life after the stay at SHH. After having been discussed at the visitation meeting, the patient is
put on the waiting lists for the wards. Thus, plans are made for each patient admitted to M6.
What are the aims of the treatment. Where will the patient go after a successfully, as well as
unsuccessfully, ended treatment.

There are 12 staff members assigned to perform the care at M6. Most of them are[ﬂurses.
I will refer to the staff members as nurses in this report.

The ward is manned 24 hours a day, divided into three shifts; a day shift running from 8 am
to 4 pm; an evening shift running from 4 pm to 12 pm; and a night shift running from 12 to 8
am. Three to five nurses are at work in day shifts depending on patient needs and available staff.
Two people are assigned to the evening shift. One nurse is assigned to the night shift. Many of
the patients spend their weekends at their homes away from the ward. The ward might therefore
be operated with a reduced staff or in some cases, the ward might be closed down from Friday
afternoon until Sunday afternoon.

As the description of the work schedule suggests, the control of work resources at M6 is
very flexible and characterized by an bdc nature Work plans are made ahead of time, but
many changes are made to them. Staff members might be called into work on a relative short
notice or they might leave early and skip shifts, when they are not needed. A general guideline
for the work planning of M6 is, that staff members only work certain preferred shifts. Some staff
members primarily do day shifts, while others might prefer evening and/or night shifts.

Besides from the nursing staff, other professional groups are also engaged in the treatment
of the patients. Two psychiatrist are usually assigned to treating the patients at the ward. A
specialist in physical training and motor system is assigned to treat the physical problems of the
patient. A social worker is assigned to all of the ward’s patients, responsible for helping the
patients with social and economical matters.

Figure [2.2 shows the staff office at M6. A large meeting table is placed in the center of
the room, and this is where staff meetings and conferences take place. Paper work, including
computerized “paperwork”, is usually done at the table in the upper right corner.

Medicine is kept in a large board. From this board drugs are administered to the patients. A
tray with the patients’ medicine is filled prior to the three main meals, which is the distributed in
the kitchen. Medicine to individual patients is administered straight from the board.

Many different types of documents are placed in shelving units in the office. The staff
members have drawers, in which, they can store private and work related things. Different
manuals and forms are stored in the shelving unit in the top of the figure. The shelving unit
contains different hospital and administrative manuals and different paper forms used by the
staff and patients at M6. (The staff make use of a number of different paper forms in their
treatment of patients and the coordination of work at the ward. | will discuss the forms later in
this paper.)

Paper based records are written on the patients along with the records in the EPR system.
The paper journals are placed in a filing compartment next to the medicine esychiatrist
contact bindersre also stored in the filing compartment. In these note books, nurses write down
notes on patient problems, notes that are read later on by the psychiatrist during her rounds. Test
results, not included in the EPR system, are also stored in this binder when they arrive at M6.
The psychiatrist receives tests in this binder and files them in the patient’s journal or elsewhere.

The staff at M6 have access to four computers. Two desktop computers are placed on the
desk in the top left corner of the figure. These two computers are mainly used for writing patient

30ne staff member, is a “social and health assistant”; a two year health education. Another staff member
is a “social Pedagogue.
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records and other documents. Each computer has a color printer attached to them. A third
desktop computer is placed inside the medicine compartment. This computer is mainly used to
register the drugs given to the patients. This computer also has a printer attached used to print out
medicine liston. A laptop computer with a cordless LAN connection is also used in the office.
The laptop computer is used by the psychiatrist to browse through EPR documents during the
conferences. The laptop is occasionally used to write patient records on, and the cordless LAN
connection makes it possible for the nurses to use the laptop in the interview room or other places
on the ward (in sessions when working with patients).

The staff use a number of difference programs installed on the computers. The staff has
access to a number of informations on a hospital network, such as, an on-line phone-book and
on-line documents posted in a Lotus Documents Management System. The Head nurse and the
assistant head nurse have e-mail accounts and communicates with other people at the hospital.
Many different forms are use in the work. These forms are made and revised using a MS Word
word-processor and the color printers. As noted, the staff uses an EPR system to write patient
notes and documents on. The computers also give access to a hospital management system; the
Green Systerﬁ] The nurses at M6 use the system to order drugs from the pharmacy.

2.2 The work at M6

Three main categories of treatments are performed at ward M6:

Cognitive therapy: The M section and particularly ward M6 work out of cognitive principles.
Cognitive oriented work focuses on peoples way of thinking, hence the name cognitive or
cognition. The aim is to identify and modifyrongthinking and reasoning. A common
cognitive problem description is loself esteemPeople with a low self esteem might
falsely devalue their capabilities and qualities. Cognitive oriented interventions would
then be aimed at identifying theevaluingand try to change the reasoning to be more

4The Green system hospital information and management system, used in many hospitals in Denmark. It
is named after its characteristic green on black shell interface.
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realistic and positive. Cognitive work and therapy takes place in the day to day relations
between patients and nurses (and other staff members), but it is also performed under
formal settings (eg. in the cognitive groups).

Medical treatment: Most of the patients are treated with different types of medicine. All al-
cohol addicted patients are given “Antabus”, to prevent them from drinking during their
stay at M6. As stated earlier, many patients at M6 have other psychiatric problems, which
are treated parallel with the addiction. Patients can have anxieties or hallucinations (psy-
chotic patients), which are being treated with medicine. Medical treatment of a patient is
a process of adjusting medical doses and observing for changes in the behavior. In most
cases doses have to be experimented with, to relieve the patient from his or her symptoms,
and in some cases different related drugs have to be tried out, in order to finghhe
drug.

Social psychiatric work: A large part of psychiatric nursing work falls under the category of
social psychiatric therap)E] Social psychiatric therapy can be described as training of
social and every day skills. Psychiatric patients (often) need help to perform daily tasks,
such as, personal hygiene, cleaning, shopping, or paying bills. One of the primary tasks of
a psychiatric nurse is therefore to train the patient in handling the tasks and requirement
of “normal life”. The social workers play a prominent role in this work as well.

Other types of treatments are also performed at M6. Many of the patients have different
physical problems in addition to their primary problems. For this reassposs therapisis
assigned to the ward. Patients might also have other physical problems which require treatment
from specialists out side of SHJn these cases, the nurses and/or psychiatrists are responsible
for referring the patients and providing the contact to the external institution.

The patient can participate in different activities and therapies placed in other sections at
SHH. The patients might also attend individual therapy sessions with the hospital’s psycholo-
gists or psychiatrists

The activities at M6 run in weekly routines. Many activities take place throughout a week
and most of the activities are planned. Figyre] 2.1 is a copy of the official weekly plan of
activities, a paper given to the patients upon arrival at the wad.hoctalks and sessions
between staff members and patients are activities not included on the plan. There are no planned
activities in the evening and night shifts. Here time is primarily spend on patient — nurse talks,
as well as, reading and writing of patient records.

Musical activities are an important part of the treatment offered at M6. Two times a week the
staff and patients engage in running (and walking) activities. This is followed by a sessions of
“Afspaendings therapy” led by the physical trainer. The staff at M6 believe that physical activity
is a part of a healthy life. They also believe that patients will benefit from working with their
bodies and physical capabilities.

Another big activity in the plan are the two cognitive groups. Most of the patient are con-
nected to one of the two cognitive groups. They meet once a week, and engage in group therapy.
Four nurses are attached to the two cognitive groups. The cognitive groups are a unique feature
of M6. Patients at other wards tend to go to therapeutic sessions outside of their wards. Cognitive
groups will be discussed further later in this report.

Occasionally, nurses or other staff members will lead formal teaching sessions. Typical sub-
jects for these sessions are, strategies and methods for handling withdrawal symptoms. Inform-
ing patients about effects and handling of medicine is another possible subject in the teaching
sessions.

5The nurses on M6 refer to social psychiatric work or therapy as large and important part of their work.

6SHH has a number of physicians, such as, gynecologists and gerontologists physically placed on the
hospital premises. But in many cases, such as, when the patient needs his x-ray taken, he is referred to other
hospitals to get the necessary treatment.
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Much time and energy is spend coordinating the work on the ward. The nurses engage in
meeting activities with the other staff members on the ward, as well as, the the other clinicians
that are involved in the treatment of the patients. Four formal coordinating activities can be
identified (See figur¢_2]1):

The reports: Reports are held between the three shifts. The main purpose of the report is for
the staff finishing a shift to hand over important information to the staff members starting.
The week plan shows two reports, one from the beginning, and one from the end of the
shifts. During the first report, a nurse is appointed to lead the next report. Typical subjects
of reports are: information about important incidents and changes to the patients state of
health, and reminders of upcoming events and appointments.

The ward meetings: These meetings are in Danish callegsamlingsmgderwhich can be
translated into meetings on collected issues. The meetings are quite unstructured and
informal, with no formal agenda. Rather, as the Danish term suggests, they are unstruc-
tured meeting, where the staff can discuss the issue they find import at that particular
moment. The ward meetings are held twice in the day shift. Typical subjects are: coordi-
nation of joint activities, such as the closing of the ward on a Friday afternoon; sharing of
opinions on incidents. (A nurse might have experienced a problem, while working with
her patients. Alternative approaches and interpretations can then be discussed at the ward
meetings.)

The conference: Once a week, a formal conference is held on the ward. The nurses, psychia-
trists, and some of the other hospitals clinicians attend these meetings where the patients
and their treatment is discussed. Usually, four patients are scheduled to be discussed at
each meeting. The purpose of the conference is to coordinate the treatments of the pa-
tients, which the different groups of health professionals are involved in, and to define a
plan of treatment

Visitation meetings: The visitation meetings are held once a week. The primary objective of
the meetings are to assess the patients prior to their arrival at SHH. Two questions have
to be answered: Is the patient eligible to be admitted to SHH? And if so, which of the M
wards should he or she be admitted to? Thus, the visitation meetings serves to coordinate
the work of M section. Attending the meetings are: the head nurses of each of the M
wards along with thelinical responsiblqasychiatristﬂ at the M section. The visitation
meetings will not be dealt with in this paper.

This was only intended to be a short presentation of the formal coordinating activities. They
will be discussed in detail and in a more theoretical context later on in this report. Not included
on the week plan are all of the informal work tasks engaged in by the staff members. Staff mem-
bers have talks with patients, as well as each other, and they amdrngecteaching sessions,
whenever they see the need for them. According to the nurses at M6, much of the work they do
with their patients is in fact unplanned, which allows the to follow the situational needs of the
patient or others in the field of practice.

2.3 The organization of work

All M wards are characterized by treating patients who suffer from addiction problems. All
patients are addicted to some sort of drugs. This might be medicine, alcohol, hash, or some other
substance. Many Patients havel@uble diagnosismeaning that the patient has an addiction
problem and then one ore more other more traditional psychiatric problems. The two diagnoses
might be related. Patients with a long history of addiction to drugs, can develop anxiety reactions.
This is believed to be a consequence of the drugs and the lifestyle accompanying the addiction.
The relation between addiction and mental problem can also be determined in the other direction.
Mental problems such as depressions are often associated with alcohol abuse. It is believed that

"Psychiatrists working at the managerial department of the M section.
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the symptoms, the sadness and lowered self esteem, which the patients experiences, stipulates
the drug abuse and addiction.

At the M6 ward, the addition is targeted in the therapy. The other problems of the patient,
are viewed as factors in the addictive behavior and are therefore seen as factors which reinforce
the addictive behavior. For example, a patient might be experiencing anxiety attacks, relieving
these attacks will increase the chance of the patient being able to free himself from the addiction
ﬂ The other problems are therefore also targeted in the treatment but always as secondary to the
addiction.

The patients of the M section are very different, and thus, they require very different ap-
proaches in the treatment of their illnesses. A division of labor exists between the different M
wards in order to handle this big variety in the patients. The M6 ward is a part of this system of
related wards.

There are two dimensions in the division of labor:

1. Patients are grouped into different categories according to the type of problems they have.
2. Patients are placed in wards according to the degree of severeness of their problems.

The first dimension enables the ward to have a specialty and focus in their work, thereby
strengthening the quality of their work. By narrowing the field, the staff can reach higher levels
of expertise and knowledge, which they can apply in their work. And by combining the wards,
the M section can cover the great variety of patient types. The second dimension helps the
ward hold a high level of effectiveness in their treatment. Patients with more severe problems
are separated from the ones with lighter degrees of illnesses. As it was the case with different
illnesses, different degrees in illnesses also require different methods in the approach to treat
them. Again here, the division allows the staff on a ward to focus on certain treatment principles,
and equally important they are able to maintain an ideal level of efficiency by relocating patients
that do not fit the into the scope of the ward. Following description of a selection of M wards
illustrates the two principles:

M3 is a ward, in which the patients have similar problems compared to M6. M3 is can be
labeled as an entry ward. Typical patients are admitted into M3, and then transfered to
M6 or another M ward, once they are in a better state of health. In some cases, patients
are also transfered the other way if their state of health deteriorates. The lower state of
patient’s health means, that the treatment and therapy provided on M3 is less intense, than
on M6. A primary function of M3 idetoxifyingentry patients.

M6 is the ward discussed in this report. The patients here are caracerized by a more stable
state of health. A nurse at M6 characterized the patients as “better and more capable of
working with themselves and their problems”.

M9 is a ward focused on treating patients withn-progressivérain damageﬁ.The patients
on M9 have lowered cognitive abilities, and thus, they can not participate in and gain
from the cognitive therapies practiced on the other wards. The treatment and therapies
are adapted to fit the needs of this type of patients.

M5 is a moretraditional drug rehabilitation ward. The patients here are traditional drug addicts
without severe psychiatric diagnosis as in the case of the patients at M6. When first placed
in a ward M5, patients are usually not transfered to M6 (This goes for the other way as
well). The relationship between M5 and M6 can, thus, be viewed as a division of labor
according to the first dimension.

M2 focuses on day time therapy programs. Ward M2 offers a possibility for the treated patient
to receive support in an extended time after an ended period of full time hospitalization.
As such, M2 can be view as the last link in a line of wards treating patients according to
the degrees of their illnesses.

8Interview with a nurse on M6

9As noted earlier, drug and alcohol abuse can lead to permanent brain damages. One of the best known
types isKorsakov's syndromewhich refers to a brain damage resulting in an impaired short-term memory
seen in patients with a long term alcohol abuse.
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M6 i a unique ward in that they can refuse patients assigned to them. Most other wards do
not have this option. After patients are accepted at the visitation meeting, and before they are
admitted to M6, patients are interviewed by the staff at M6. The purpose of this interview is to
discuss the patients problems, goals, and motivation. It is important to verify, that the patient
really is motivated for working with his or her problems. From time to time, a patient, first
assigned to M6, is refused after themittancdnterview. This is a very important organizational
feature, which enables a very high effective treatment at M6.

Patients are being placed in a ward at the visitation meeting prior to the arrival at SHH, as
mentioned earlier. At the visitation meeting a plan for the patients stay at SHH is made. This plan
might specify planned transfers between M wards during the course of hospitalization. But the
original plan might be changed, if it does not hold, or if the state of the patient has changed during
the course of treatment. Following example, taken from the debate at a conference, illustrates
this:

The psychiatrist suspects that the patient is brain damaged (alcohol related de-
mentia) and would, therefore, like to have the patient tested for a possible brain
damage. Dementia can be positively diagnosed and, have a dramatic influence on
the course of treatment. If diagnosed positively, the patient will be moved from
M6 to ward M3.

The arguments above, show how many different aspects attribute to the coordination of work
between the M wards. Much work is being done, both in managing the layout of and patient flow
through the M wards, as well as, the ongoing work of placing patients according to their needs.
This ensures theght treatment for the individual patient, as well as, an optimal use of hospital
resources.

Work is also organized internally at M6. The ward has a head nurse and an assistant head
nurse responsible for managing the activities on the ward. They are responsible for planning the
work schedule, and they are responsible for making sure that the ward meets it's budget. They
participate in the visitation meetings and the coordination of when patients are to enter and leave
the ward.

According to the head nurse, a lot of time is spent on coordination activities. Examples of
these are: ordering meals from the central kitchen, ordering medicine from the pharmacy, doing
the paperwork, or coordinating with other offices when patients are released from or admitted
to the ward. Only “closed” wards have secretaries assigned to them. Instead M6 has defined an
office dutywhich is assigned to one of the nurses at the morning reports. The nurse responsible
for the office stays in the office throughout the day. She is responsible for answering the phone,
administering medicine, and all the other tasks, which are part of a normal day.

The clinical work is arranged after several different principles and divided between different
actors. As mentioned earlier different professional groups a involved in the treatment of a patient;
where nurses, psychiatrists, social workers, and physical specialists are the most@aﬁtﬂé
[23illustrates how the clinical work is arranged at M6. The table is made up with fictitious names,
but it is a copy of a white board placed in the staff office. On this white board nurses write the
patients, assigned nurses, and psychiatrists. The board makes it possible for staff members to get
information on patients and assigned clinicians glance

The board has the date of the patient’s arrival listed along side of their names. The date
of arrival is often used as a guideline, when making plans at the conference. The nurses or
psychiatrist will often look at the board and say: “Are we done collecting information about the
patient?... He has been here since... It is time to make some plans for the patient” or “the patient
has been here since... He should be out of here before...".

All patients have a nurse assigned to them as the primary contact to the staff. In the Danish
nursing tradition, this nurse is titled tloentact persopand | will use the same term in this re-
port. The contact person is responsible for the care of the patient. She conducts the interviews

10At |east in this case study on M6. There might be different professionals in the key roles at other wards.
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Arrival Patient \ Nurse psychiatrist
Green Team: Nigel Nina Stephen Jill}..
Green Cognitive Group: Nigel Jill

03-07-2002| Gina Jill Anne
06-14-2002| Jane Stephen Thomas
07-18-2002| Michael | Stephen Anne

Red Team: Rob Rosie Winnie John..
Red Cognitive Group: John Rosie

11-20-2001| Joanne | Rob Thomas
03-25-2002| Jimmy | Winnie Thomas
05-10-2002| Kyle Rosie Anne

Table 2.2: The the board listing patients, the assigned contact person (nurse) and psy-
chiatrist. Patients are grouped into two “cognitive groups.”

and private therapy sessions with the patient. Likewise, patients are urged, if possible, to come
to the contact person when they want to talk or when they need help from the staff. The contact
person arrangement also helps nursdstmore awaref the patients’ needs, and thereby, to be
able to provide the needed caf§ Without this arrangement, the nurses would have difficulties
remembering all of the details about each of the patients. According to a nurse, the nurses will
often refer a patient to his or her contact person, when the patient's questions are not routine or
common knowledge.

Group therapy sessions are held on the ward. The therapy follmgsitive principals
which will be described further in sectidn_B.1. The in—ward therapy sessions are unique to M6.
On the other wards, therapy takes place outside of the ward, and is lead by external staff. The
in—ward therapy work is the prime reason, why the M6 staff can refuse patients, as well as,
dismiss them short of ended treatment, as noted earlier. The staff have to ensure that work in the
cognitive groups is optimal.

There are twaognitive groupswhich the patients are divided into: the red and the green
group. Table) shows how the patients are listed under a group. Two nurses are assigned to
each grouﬁiﬁe patients are not assigned to a cognitive group (These are written with italic
fonts in table[ 2. On the real board, such patients are written using a blue pen.). Patients do
not enter the cognitive groups right after their arrival, and in the final part of their stay on M6,
patients are usually dismissed from the groups.

The nurses are divided into two teams; a red and a green team. The head, and the assistant
head nurse are also included in the teams, one in each of the groups. Thus, a team consists of
half of the nurses at M6. All of the team members are assigned to the patients as contact persons,
and two of the team members are further responsible for running the cognitive groups.

It is difficult for the nurses to get to know all of the patiemtsll at the ward. A detailed
knowledge of the patients state of health, social situation, and the ongoing treatment is neces-
sary, in order for the nurse to be able to treat and advice the patient. The division of patients
and nurses into two team means, cognitive groups, and the contact person system reduces the
number of patients, that a nurse has to know in detail. Likewise, the patient will primarily deal

HHaving a full view over the patients state of heath. Being able to successfully help the patient handling
his or her appointments and plans

12y the end of my studies, three staff members, including one of the wards psychiatrists, where assigned
to each group
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with his or her contact person (or the staff member responsible for the cognitive group, if the
matter relates to the group). If the contact person is not available, the patient will deal with one
of the members of his or her team. The nurses, from another team, will usually refer the patients
to their contact person or nurses from their team, if the matter is more complicated than a routine
thing, such as, answering a general question or writing an appointment into the calendar. These
two arrangements serve to ensure, that the relations between staff and patient are fewer but at the
same time deeper.

A psychiatrist is assigned to each of the patients. The psychiatrists have split the patients
between them. The system of their assignment does not follow the division described by the
team system.



Chapter 3

Medical work

This section will introduce some theoretical terms relevant for understading medical work and
cooperative work. As well, some representative examples of the work conducted at ward M6
will be presented. The examples will focus on the cooperative aspects of the work. A description
of the treatment work conducted is relevant in that it defines what the documentation artifacts
have to support.

Medical work is cooperative work. Many different professionals work together on treating
the patients| Strauss et|al. (1985) argues that the advancements in medical and technical capa-
bilities has led to a specialization of the medical professionals, thus, the treatment of patients
requires the cooperation of several different specialities. The development has also resulted in
larger and more complex organizational structures in the hospitals and the health sector in gen-
eral. This development has led to an increasing need for coordinating the efforts of the many ac-
tors involved in the treatment of the patients. Bérg (1997) argues that medical work is distributed
among many different actors. And as a result of this, there is no central point for medical deci-
sions. Controlling the course of the treamtnet is, thus, a result of the collaborative efforts of the
actors involved in the treatments. The many actors involved in the treatment are all responsible
for each their part of the total work conducted.

Schmidt (1994, pg. 7) defin€ooperative worlas the situation where “multiple people that
are mutually dependent in their work and therefore required to coordinate and integrate their
individual activities.” This definition stresses that the people cooperating are dependent of each
other, that is, they can not do their job with without help form the oﬂ]e&ecause they are
mutually dependent on each other, they have to coordinate their work efforts. This coordination
of the coorperative work is the focus of much work within the field of CSCW (See Schmidt
and Bannojh 1992 for an introduction to the areas of interest in the field of Computer Supported
Cooperative Work.) Supporting the coordination of the work with computerbased technology is
often described at the aim of the CSCW research effort.

When speaking of the people engaged in cooperative work, thedeton is often used.
Strauss (1985, pg. 6) descripes an actor in the following way. “ An actor can be a unit of any size:
a person, team, department, sub—division, division, organization, coalision of organizations.” An
actor is a unit of analysis, a unit which can be clearly identified. The term actor can be used for
units, other than people in a work setting. However, | will limit myself to speaking of actors as
the people involved in a cooperative work setting.

Another important term, when speaking of cooperative work, iditie of work [Schmidt
(1994, pg. 15) defines the field of work as the common practice of the involved actors. The field
of work is the physical surroundings and tools of the work place. The field of work also include

1people can also cooperate without necessarily having to. Such work is not covered of this definition of
cooperative work used in the field of Computer Supported Cooperative Work
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the shared experinece and knowledge. The field of work is defined by the type of work con-
ducted, but at the same time, the field of work also supports and restricts the practice conducted.
Schmidt stresses that the field of Work “is a conceptual construct that shall help us in analyzing
and conceptualizing the formation and articulation of work arrangements”. In other words, the
field of work is an analytical construct which will enable us to talk about the work setting, which
we are studying.

When analysing medical work, the tetmajectoryis usefull. Strauss defines the trajectory
in the following way:

“In contrast,trajectory is a term coined by the authors to refer not only to the
physiological unfolding of a patient’s disease but to the totganization of work
done over that course, plus tirapacton those involved with that work and its
organization”|(Strauss et gl., 1985, pg. 8)

The trajectory is the total work done over a course of treatment. Only talking about the work
conducted by the clincians, the doctors and nurses, is not sufficiant to understand the course of
the treatment. The reason for this is that both the work (treatment) conducted and the desease
itself influence the course of the iliness for a patient. They are mutually dependent so to speak.
For instance, some medical intervention might better the state of a patient, but it might also
have side effects, which will then have to be adressed. Unexpected changes in the state of the
patient, such as an infection after an operation will create new requirements for the interventions
performed by the clinicians. The concept of a trajectory enables us to differentiate between the
work conducted by the staff (and the patient) and the determining factors of the course of the
treatment and illness. Strauss et @l. (1985, pg. 30) stresses this fact, when they argue that "...
trajectories get shaped rather than simply managed”. Medical work i very complex, and there
are numerous factors influencing the developement of the trajectory. The phusician in charge is
not managing the course of the treatment, he is only one of many influences on it.

The coordination of work is done by the members of a cooperative work setting. The coor-
dinative tasks are traditionally termédticulation Work (Strauss, 1985, 1988; Schmidt, 1994).
Conducting articulation work is nessesary for managing the the complexities of the work con-
ducted. In order to perform the work tasks of cooperative work, the members must coordinate,
or articulate, their work. This is the case with medical work as well.

In summary, the articulation of the lines of work and their implicated tasks con-
cieved as nessesary to the management of a course of illness is immensely difficult
to rationalize. Too many conditions mitigate against rationalization to permit more
than proportions of component segments of the arc of work to be standardized—and
then they, too, are subject to potential disruptions. Work on and with people adds
a dimention of hazards to the articulation work; if to that are added those hazards
that flow from organizational, technological, and iliness sources, then 'coordina-
tion of care’ for which personnel are constantly striving but know they are not
often attaining, is something of a mirage except for the most standardized trajecto-
ries.”"(Strauss et al., 1985, pg. 155).

But medical work does not rely solely on articulati®@tandard Operating Proceduresist
and can help the members of a work group manage their work. Standard Operating procedures
are more or less ’official’ standards on how work is conducted. Medical schools teach their
students SOPs in the form of theoretical medical knowledge. Medical knowledge is nessesary
for treating patients. The clinical departments at SHH develops and describes standards on how
treatments are perfomed at the hospital. On a small scale, the work groups on the wards make
agreements on how they conduct their work. The organization of the wards described in the
previous section also relies on SOPs. The agreements can exist both as explicit ones on papers
or as tacit knowledge in the group. The role of articulation work and standard operating pro-
cedures in coordinating work evolve over time (Strauss gt al.,|1985, pg. 158-160). Work and
the organization of it is constantly being standardized in the organization. New tasks require
much articulation work. In any organization much effort is on standardizing the work. “Offi-
cial” descriptions are being written. A not so explicit form of standardization is the building
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of experience in organizations. Organizations and work groups rely on experiences from earlier
situations, with “allredy—known” problems. Standard operating procedures require maintenence
and adaptation peformed by the actors. Organizations and the problem-space they work within
evolve over time. The SOPs need to be modified to follow this development. Official SOPs
might not fit the practice at a local field of work perfectly. They thus have to be fitted to the local
practice by the memebers of that particular practice. There may also be different perceptions of
problems and SOPs among the actors of a field of work.

The relationship between articulation work and standard operating procedures is the focus of
the report. The following subsections will show how the treatment of the patients is coordinated
and managed both through the use of standard operating procedures and through articulation
work conducted by the members of practice at ward M6. The consept of Standard Operating
Procedures is also important, when studying medical documentation and documentation practice.
The documentation artifacts, the EPR system and all of the other papers, are all based on SOPs.
SOPs define the way that the documentation practice is meant to be conducted. (eg. What is
supposed to be written and how are the writings supposed to be.)

3.1 Cognitive Therapy

This is intended as a short and general introduction to the cognitive approach, which is useful
for understanding the activities on M6. These descriptions reveal details, which are important

to understand in order to be able to support the clinical practice on the ward. The details in

this section are solely based on statements from the staff at M6 and my observations there.
(My background in Psychology has probably helped my understanding of the treatment.) An

extensive study into the the theories of cognitive therapy has not been undertaken, thus, the
details described here should not be read as an manual on how to do clinical work.

Central to the theories of cognitive therapy is the assumption that people, the patients, act
according to schemes. In their upbringing and daily lives, people learn to react in certain ways
in certain situations. Sometimes, and especially in the case of psychiatric patients, some of these
schemes are not usable for functioning inamallife. A nurse expresses the key principals of
cognitive therapy in following way:

Many patients have ill patterns of thouﬂ)tTheir reasoning is unrealistic. The
goal of cognitive therapy, is to break down these systems of unrealistic thﬁking

Cognitive therapy involves an identification of patterns of thoughts which are perceived to
be inappropriate. This process has two dimensions. Firstly, it can be described as a process of
refinement, A process of breaking down beliefs and opinions into small units and then testing
these. For instance when people with low self esteem say, that “Nobody likes me!”, then the task
of the therapist is to break it down and to test it in thal world. A response could therefore be:

“but you have a child, who loves you, so your statement is not true.”. Secondly, a change in the
patient’s own beliefs and opinions is a key to positive results from the treatment. The case of a
younger male patient is illustrative of these two points:

A patient has developed fears of being in a certain room in his home outside of the
hospital, and especially fears of standing in front of the window in the room. He
believes, that “people are observing him from the neighboring apartments”. This
has led to a situation where he avoids the room, when he is in the apartment.

In the cognitive group sessions, his fears and beliefs (that other people are contin-
uously watching him through the window) were discussed among the other indi-
viduals talking. The patient has been asked questions like: “Explain how realistic
you think your beliefs are. Do you really think, that people are watching you
systematically?”.

2sammensatte tankemgnstre
3forestillinger
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During a weekend at home, he is instructed to regularly go to the windows, look

out, and see for himself weather people in fact are watching. He explained at the
following session, how he had not seen anyone watching him in the window. He

was now convinced, that his fears were unjustified, and he did not feel the same
amount of fears when being in the room.

This examples shows how the treatment is a process of identifying what, exactly, is the cause
of the problem. The example also shows how a change in the patients beliefs is the goal of the
therapy. The goal is achieved, only when the patient is convinced, that he is not being watched.
Further more the case is an example of a much used approach, fazdididgor exposureThe
approach is based on the theory that people avoid things that they fear. By avoiding ones fears
they are allowed to grow bigger; to become unrealistic and unjustified. On the other hand, by
exposing oneself to the fears, it will be prov-en, that they were unjustified.

Another principal in cognitive theory is the dividing of activities into pleasure and duty
activities. Pleasure tasks are the thing we like to do, like watching movies, to eat, or to take a nap.
Duty tasks are the things we have to do, like cleaning or buying groceries. The categorization of
tasks into the two groups is subjective. The same task might therefore be categorized differently
by different people. Cognitive Theorists suggest, that people with addictions, spend too much
time performing pleasure activities, and that they have difficulties dealing with the duty tasks.
(Their behavior surrounding their addiction is focused on achieving pleasure.) In Cognitive
exercises patients train in registering and categorizing the tasks which they perform as part of
their everyday life. By doing the exercises, they reflect on their own categories for pleasure and
duty tasks. The exercises should result in a change of lifestyle, to one where the patients daily
activities consists of a balanced mix of pleasure and duty activities. The treatment of a younger
female patient illustrates this:

A patient is characterized by being very impulsive. She has gone through a number
of educations, without being able to finish them. During the course of the educa-
tions, something has alwageme uplike trips to foreign countries, or other more
appealing projects. She describes her problems as “spending too much time on
fun things'ﬂ According to the therapist, she can watch five movies at the cinema,
during a weekend. She spertde much money on clothes and other unnecessary
things. She has been abusing alcohol and drugs (cocaine, methadone, and more)
for a period of over ten years.

At SHH, the patient is engaged in private therapy sessions with a psychiatrist. One
of the goals for the therapy is for the patient to be able to live bioemal week
schedule, and only spend a realistic amount of timéuarthings (A week where

she does what normal people do: Wash clothes, clean the apartment, do home
work.)

To achieve the goals, the patient is instructed to makeléstic plan for the coming

week and write it down on a piece of paper. The plan is made prior to the weekly
sessions, and discussed between the psychiatrist and the patient. Throughout the
week, she is to follow the plan. Whenever she feelsnapulsive urgeshe is to

write down theurge and save it for 24 hours. She is then permitted to follow the
impulse, if it still interesting the following day. The previous week and the patients
ability to live by the plan is then discussed at the upcoming session.

The cognitive approach to treating psychiatric problems requires a coordinated work effort
from the staff at M6. Information about the patient and treatment is gathered through observation
and in work conducted with the patient. This is a cooperative task for the staff. A coordinated
effort from the staff is nessesary in order to carry out the interventions. In the flooding example,
for instance, all clinicians have to help (and push) the patient into situations where the reality of
his fears is tested.

4“Hun laver for meget sjov.”
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3.2 Pharmaceutical therapy

Psycho—pharmacological treatment is characterized by being experimental in it's nature. Dif-
ferent types of medicine are tried out, and usually, the right dosage has to be found before the
symptoms disappear. Following observation runs over two conferences and describes an situa-
tion, where the treatment with two drugs is discontinued. The patient in the case is a woman who
has been abusing alcohol her entire adult life.

The woman has reported experiencing hallucinations, these are termed as “bizarre
bodily experiences” in the EPR, which have been categorized as psychotic hal-
lucinations. The woman has therefore been prescribed anti—psychotic drugs. A
brain damage, or more specific, a memory impairment has been suspected, but a
neurological test has given a negative result. Finally, the hallucinations have been
suspected to be caused by epilepsy, and because of this, the patient has also been
prescribed “anti—epileptic” drugs.

The hallucinations were reported before the patient arrived at M6. (The patient
spend the first part of her stay at M3.) The descriptions of the incidents are, acces-
sible to the staff at M6 in the EPR system, but they have no first hand experience
of the hallucinations.

The psychiatrist at M6 believes that the hallucinations are caused by the epileptic
drugs, or that they are withdrawal symptoms, which appeared when the patient
stopped drinking. The latter cause is supported in the fact that the hallucination
only appeared on M3 and in the fact that no neurological abnormalities where
found by the test.

The plan is therefore to stop the treatment with the anti—-psychotic drug. (This is
changed after the first conference). As part of the plan, the nursing staff are as-
signed to observe, whether the hallucinations reappear, as well as, other reactions
that the patients might show. At the second conference the nurses report that there
have been no more hallucinations. The anti—psychotic treatment is, therefore, per-
manently stopped.

At the second conference, it is further more agreed, that the the anti—epileptic
treatment is to be stopped. And as in the previous case the nurses are responsible
for observing behavioral changes in the patient.

The example illustrates how the procedure is experimental in it's nature. The psychiatrist
makes a hypothesis of the cause to the problem. This leads to a change in the treatment, a
treatment which is to be validated in the following period. This particular example describes
a situation where the psychiatrist tislying up the medical treatment of the patient. (She is
suspending a number of unsuccessful treatments.)

The example also illustrates how the procedure relies on a cooperation between the nurses
and the paychiatrist. The psychiatrist makes the changes to the patients medications. The nurses
are then responsible for observing the effects of the changes.

3.3 Medical work is coorperative work

Psychiatric treatment is a very wide reaching dicipline. In it's wides definition, psychiatric work

is aimed at helping the patient to be able to manage his or her everyday life. In psychiatric treat-
ment staff members cooperate in order to do all of the tasks relevant to “the life of the patients.”
As for the nurses these tasks have been labelled Social Psychiatric work (SPW). Most of the
profesionals involved in treatment are also performing SPW. The psychiatrists are performing
medical and therapeutical treatments with the aim of making the patient able to “handle his or
her life situation”. The social work is engaged in the treatment to secure the patients social
circumstances; housing and living expences. The social worker is responsible for offering the
patient relevant social, educational, and care services provided by the community. The nurse, the
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contact person, will often play a practical role in helping the patient (re)establishing a “normal”
life. The nurse will often accompany the patient to meetings and she will help the patient to fill
out forms and applications.

Helping the patient manage or reestablish his life is a complicated project. Many actors are
involved in it, sometimes working on different tasks, or sometimes involved in the same tasks.
This work has to be coordinated, so that the actors are all working effectively together. All of the
tasks of managing the patients’ lives also creates a lot of “case—processing” and “office” work.
Through out a shift the nurses have to ansver many phone calls, setup nummerous appointments,
send off letters, and check up things, in order to successhadlyage the lives of the patients

Patients play an important role in their own treatment. This argument was put foreward
by [Strauss et al| (1985, chapter 8: The work of patients) in their comprehensive and classical
study ofsocial organization of medical workn fact, in many cases the treatment would not be
successful (or even possible), if it wasn't for for the cooperation of the patient. Patients will often
have to report symtoms to the physician in order to make a diagnosis of the problem. Patients are
often also responsible for carrying out the treatments, such as taking their prescribed medicine
or minimizing the use/stress of a strained ankle. Eversiimpletask of taking an X-ray photo
requires that the patient maintains a certain body-posture.

The patients on ward M6 also play a central role in their own treatment. This should be
clear from the examples given previously. As mentioned, the goal of cognitive therapy could
be descriped as, helping the patient realise and chiaagropriatepatterns of thoughts. This
is essentially a process, which the patient himself is responsible for. The staff members can
influence the procedure, but the changes have to take place within the mind of the patient. The
staff members can be said to have the role as a catalyst. The above descriptions of the social
psychiatric work also reflect this organization between the staff and the patient. According to
Strauss et al| (1985) the work of patients can be both visible and invisible to the staff members,
as well as, beeing legitimated or illegitimated. The staff members at M6 are very aware of the
role of the patients in the treatment. This is deeply rooted in the theory of their work. The issue
of legitimate or lllegitimate patient work is also a central aspect of the treatment at the ward. In
fact, the overall goal of any treatment at M6 is that the patient will be able to lead a normal life,
doinglegitimated things

Tasks and problems faced by the staff can both be of a clinical and managerial (control of
resources) type. The problem of deciding when to close the ward down for the weekend, is a
problem which has both dimentions. From time to time, most or all of the patients are leaving
the ward for the weekend. The ward will therefore be closed down from Friday to Sunday.
Desiding weather to close down for the weekend or not is a repeating problem. The problem has
a managerial dimension, in that running the ward with only a few patients is very costly. The
clinical dimention of the problem comes from the fact that the overall goal of the treatment is
training the patients in leading normal lives. The weekend outings are important exercises, in
which the patients train in leading a life at home. However, the hospital is responsible for the
patient during the hospitalization, including the weekend ouﬁ]gs patient therefore has to
be as considerertady to leave the wardly the staff. Two criterias are set for this: It has to
be considered “safe” for the patient to leave, meaning that he or she can leave the ward without
resuming the addictive behavior. Secondly, explicit purposes for the leave should be stated prior
to the leave, giving the outing a therapeutical dimension.

The contact person usually descides, when a patient is to leave the ward for the weekend.
This decision, however, has to be authorized by the patient’s psychiatrist (or another psychiatrist,
if she is not available.) Likewise, the desicion of closing the ward for the weekend is often taken
during the (nursing) staff's meetings on the same friday. But again here, the decision has to be
authorized by a Psychiatrist from the managerial department. Differences in opinions regarding
this issue were observed several times during my observations on the ward. The Psychiatrists
were often less motivated for sending the patient home for the weekend and consequently closing

5|f a patient were to die from an overdose of drugs during a weekend outing, the hospital would be held
liable of his death.
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down the ward. There are two obvious reasons for this. Firstly, the nurses are responsible for
keeping the budget financially and man-hour wﬁsecondly, the plan with and purpose of the
weekend leave is conceived by the contact person. The psychiatrists, on the other hand, are in a
position where they have to be convinced of the benifits of the weekend leaves.

Communicating their arguments to the psychiatrist is therefore important to the nurses. In
order to support the communication of clinical arguments for weekend leaves, a paper form was
developed by one of the nurses. (The idea of the form was conceived at a conference, where
the problem was debated.) On this paper, the patient has to describe the purposes for the leave,
as well as, give a detailed plan of what he has to do during the weekend. The paper, therefore,
serves two purposes: To the patient, the paper functions in line with cognitive principles. When
having to describe his weekend, the patient trains plannirarmalweekend. At the same time,
the paper documents the purpose of the weekend leave to the one who has to authorize it. The
Weekend Leave form, as the paper is called, will be presented in sgcfjon 4.2.

6The nurses are often called in on extra shifts on a short notice in order to fill empty spots in the work
plan. Short Fridays were therefore also greatly appreciated by the staff.



Chapter 4

Documentation artifacts

This section will provide an overview of the documentation work conducted on ward M6. The
different documents used by the staff and the EPR system will be presented in the following sub-
section. The presentation will focus on the part that could be labeled as the formal descriptions
of the documentation practice. In other words, | will describe the way in which the documents
and artifacts are used and the way in which they are intended to be used. (The intended use of the
artifacts is articulated in manuals and in statements from staff members during my observations.)
The documentation work of the staff members and the actual use of documents and artifacts will
be further discussed in the following sections.

The presentation of documents and artifacts is devided into a number of subsections. In the
first section, all of thestandarddocuments are presented. In the second subsection, a number
of paper based documents and artifacts will be presented. All of the documents discussed in the
first subsection are produced with and stored in the EPR system and they are paxfti€idle
documents described in the clinical manuals if the hospital. The paper based documents, on the
other hand, are used and maintained by the staff at M6 independently. With the exception of the
patient record folder, none of the documents are part of the official documentation produced on
the patients.

The documents also play a role in planning the work of the health professionals. In the third
subsection, selected document will be discussed in further details, as well as, their purpose as
artifacts used for planning the treatment.

Finally the EPR system is presented in the two last subsections. This presentation focuses
on document layout on the system as well as the priniciples for writting documents on it. The
role of the system in documenting the handling of medications is also descripe.

The following descriptions of documents and artifacts illustrates two important aspects of
the documentation work of the staff members. Firstly, documenting work seems to be a big
and complex task. Many different documents, with each their seperate functions within the total
body of documents, are used to document the work with each patient. Secondly, the descriptions
also shows how the total body of documents are both electronoical and paper based ones.

4.1 Overview of documents during a hospitalization

Many different documents are written about the patients during their stay at SHH. A large num-
ber of professionals contribute to the patient documentation, each writing different documents.
Below is a list of most of the documents written about the patients on ward M6. It should be
noted, that other forms are used by other wards, so the presentation of documents can not ac-
count for documentation work at other wards. Further more, the documentation practice changes
over time in the wards, which will probably make this account obsolete and outdated in the near
future.
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The descriptions are based upon a “manual for documentation of the nurse’s work at sct.
Hans hospital”/(Nurses at Sct. Hans Hospital, Nursing departinent, 2001), along with a manual
of the EPR made by the EPR control group at SHH (EPJ—control group|, 2001). Information from
interview and more informal talks with the staff have also helped to provide information for this
section.

Some of the most frequently used document types are listed beneath:

Nursing Notes are documents used by the nursing staff to write down incidents and activities,
in order to enable future recollection of the information. All notes are listed in the system
according to the time of their occurrence.

Treatment Notes are written by the psychiatrist whenever she consults a patient or performs
some treatment.

Therapy Notes are written by clinicians running therapeutic session, such as, the psychologists
running group therapies.

Social Worker’s Notes are used by the social worker to document his work with the patient.

The Special Agreementsis a section, in which the staff write down important information nec-
essary for coordinating their work. Different groups of the staff use this section. Ap-
pointments of meetings between contact person, social worker, and other institutions are
examples of entries in the special agreements section.

The plan of Treatment is the central document, in which the overall treatment( the arc of work
E[) is described. The Plan of Treatment is written by the psychiatrist on the basis of the
debate at the conferences.

The Nursing Plan is written by the contact person, and can be viewedmarawithin the plan
of treatmentor a sub-plan. Two or three Nursing Plans are usually described on the same
patient at a given time.

The Nursing Status is a document describing the overall state of the patient. Nursing Status
documents are made prior to the conferences, and they are meant to be part of the foun-
dation, on which the nursing plans are made.

Figure [4.] shows the documents described above. The model also shows the different no-
tation documents and the pharmaceutical module of the EPR system, which are used throughout
the hospitalization. Besides from the documents used throughout the treatment, a number of
specific documents are written in the beginning and end of the treatment:

The Visitation Note: The head nurses of all of the M wards, the Psychiatrist assigned to the
patients on the wards, the clinical nurses and psychiatrists discuss the patients prior to
their arrival at SHH. These discussions take place at visitation meetings held weekly. The
results from the discussions are documented in the visitation fibtas noted earlier
there are two main purposes of the visitation: To judge whether the patients will respond
positively to the treatment and therapies offered on the M wards. And to assess which one
of the M wards the patients should be placed on.

The Patient Receival Checklist: The nurses fill out a check list of the tasks which have to be
done upon, and just prior to, the arrival of the patient. Examples of the tasks prior to the
arrival are: Assignment of the role of contact person, preparing the patient’s room, and
reading of relevant documents on the patient. At the arrival: Informing the patient of the
rules and regulations of the hospital and ward, informing the patient of the treatment and
therapies offered. Handing out folders on treatment, social, and legal issues relevant for
psychiatric patients.

1The arc of work is a term used to group all of the work tasks included in a particular project, such as
treating a patient (Strayss, 1985)
20ne note is written on each patient.
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Figure 4.1: Overview of the documents written during the hospitalization of a patient.

The Nurse’s Admittance Interview: This has to be conducted shortly after the arrival at the
ward and results in a formal document in the EPR system. The purposes of the interview
is: to establish a formalized cooperation between the patient, the nurse, and possible kins;
For the nurse to collect relevant information about the patient; And to assure that urgent
matters are dealt with (patient’s pets or children left alone at home, etc.).

The Physician’s First Examination of the Patient The physician also has to do an interview
with the patient, upon his or her arrival to the ward.

The Social Worker's Admittance Interview: The social worker has to talk to the patient within
the first 72 hours of the patient’s stay at SHH. This is to secure the patient’s social and eco-
nomical state during the stay at SHH. (For instance, that patient’s bills are payed during
the stay, and that possible debts are dealt with.)

Epicrisis: The psychiatrist is responsible for writing an Epicrisis document. This documents
sums up the patients state at arrival and departure, and in addition to this, it describes
the treatments performed during the course of treatment. It is sent to the patient’s private
physician and other relevant parties (eg. Institutions which the patient is in contact with.).
Most of the information in the Epicrisis is auto-generated from other documents in the
EPR system.

Nursing Epicrisis: The contact person writes a Nursing Epicrisis document similar to the Psy-
chiatrist's. The Nursing Epicrisis consist of the nursing status document at the time of
arrival and dismissal, a long with descriptions of the treatments performed. The docu-
ment is send to “care” institutions with relations to the patient.

Thearrival documents all have to be completed within the first 72 hours after admittance.
These requirements are set by the hospital management and official standards for hospital doc-
umentation, defined by “Joint Commission of International Accreditatjon. (Nurses at Sci. Hans
Hospital, Nursing department, 2001)
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An initial nursing status and nursing plan also have to be prepared in the admittalﬂ:e face
These documents describe the patients’ problems, as they appear upon arrival and the interven-
tions started by the nursing staff. A typical fist nursing plan will call for a period of gathering
information about the patient.

The documents written about a patient exist in different medias. The documents discussed
above are all stored in the EPR system. Other documents are paper based and these will be
introduced in the following section.

4.2 Papers, forms and the paper record

A great number of different forms and papers are used in the work at M6. These papers exist side
by side with the electronic information in the EPR system. Some of the documents are used and
owned by the staff. Other documents are owned by the patients and used as a central part of their
treatment. This section will describe a selection of these documents, and discuss the relations
and connections between these different documents and media (the EPR system’s relation to the
papers).

Paper forms used as part of the cognitive treatment:

The Patient’s Binder: When arriving on M6, all patients receive a binder containing papers
and forms. The papers are tools used in their cognitive therapy sessions, which the patient
will attend in during their course of treatment.

The patients are often given assignments, which they have to complete for the next ses-
sion. For instance, in the previously described case of the young man with fears of being
watched, an example of an assignment given to him would be to let him describe his
thoughts, feelings, and reactions around the situations, where he feels ﬁ]xréltye
descriptions are to be written on a paper scheme, which is then kept in the binder.

The Weekend Leave form is a document describing the patient’s plans for an upcoming week-
end, where he or she is leaving the ward. The form has to be filled out and discussed with
the contact person before the patient is able to leave the ward. The fields of the form can
be seen in tabl€4.1.

The form has three text fields. In the first field, the patient has to describe the purposes
of the leave. In the two other fields, the patient has to describe the “pleasure tasks” and
the “duty tasks” which he or she will engage in during the weekend. The form serves two
purposes. Firstly, it documents the purpose of the leave, and secondly, it can be seen as a
a cognitive exercise for the patient (as described in se¢fich 3.1).

The Patient’s Conference form is a document filled out by the patient prior to the conferences.
The document is used to record the state of the patient at a given time. The document
consists of a matrix of fields (see taljle ]4.2), which cover different aspects of the patient’s
overall state.

When filling out the form, the patient has to describe his psychological, physiological
and social state. The patient also has to account for his opinions about the activities
at cognitive group. Covering all of these aspects, the patient has to describe both their
current state and his or her future goals. As well, they are asked to reflect on the activities
and development in these areas (evaluation). The staff can write comments from the
debate at the conference in the Conference Conclusion field (During my observations,
this field was not used by the staff).

The patients will usually fill out thé&ow row, but might skip the other sections. Many
patients experience difficulties filling out ti&oals and in particular th&valuationrows

3A plan of treatment will follow after the first conference, which will usually take place shortly after the
arrival on the ward

4 This exercise should help the patient to get a better understand of his feelings and reactions, thereby
enabling him to reflect on his beliefs and ultimately to alter his behavior
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Purpose for weekend

Pleasure tasks| “Duty” tasks

Table 4.1: The weekend leave form

Now | Goals | Evaluation

Psychologically
Physically

Socially

Cognitive group
Conference conclusions

Table 4.2: The Patient’s Conference form

(According to a nurse at M6). Because of this, the contact person might sometimes help
the patient filling out the scheme.

The scheme is read out at the conference, and thus, serves pegithe’s voiceat the
conference. According to a nurse, the document might also be used by the nurse as a
reference in the process of writing the nursing status document. Finally, since the scheme
will be kept in the patient’s binder after the conference, the scheme can be used by the
patient to track the developments in his or her state and treatment.

Keeping the document in the binder makes the documents accessible to the patient, when
he or she needs them. Keeping the document in one place makes it possible for the patient to
track his development during the course of treatment. The patient can look through the papers
and see improvements in his state and problems. A nurse described how this procedure is often
used with depressive patients. When browsing through the binder, the patient can see for himself
that he values himself higher in the later descriptions, that he has a better understanding of his
problems, etc..

The information in the Weekend Leave form is typed into the Nursing Notes section of the
EPR system. The information is typed in by the nurses manually. As noted earlier, the weekend
leave form was created as a response to the debate at one of the conferences. A difference of
opinion existed between the nurses on M6 and the clinical staff at the managerial department.
The weekend leave form was created in order to document a clinical purpose of the weekend
leaves. At first, the forms were kept by the patients in their folders, a procedure which did not
achieve the desired result. In order to make the documentation of the weekend leaves visible to
the clinical staff, it was decided that the forms were to be typed into the EPR section. To support
the new procedure, a check box was added to the form so that nurses could indicate whether the
form had been entered into the EPR system or not. According to a nurse, this was necessary,
because forms are sometimes in the office for a few days before someone can find the time to
enter them into the system.

The Patient’s Conference Status form is sometimes used by clinicians. Occasionally, the
psychiatrist might want a copy of the paper. A copy will then be taken and placed in the paper
based records (as working notes or as enclosed documents).

Several papers and paper-based systems are used by the staff to coordinate the work activi-
ties:

The Visitation Papers are produced at the visitation meeting. These hold a short description
of the patient and the conclusions from the visitation meeting. The papers are kept in a
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metal filing cabinet in the staff office on M6, and together they make up the list of patients
waiting to be admitted into the ward.

The Psychiatrists’ Contact Folder are used to facilitate the correspondence between the psy-
chiatrists and other actors. The folders are organized in sections, one for each bed (pa-
tient). In these sections, the nurses can write down tasks for the psychiatrist to perform
on her daily rounds (eg. to examine a patient’s foot, or talk to patients on their request).
The nurse will also put lab results, sent to the ward by mail, into the folders.

The Calendar: The main artifact, facilitating the coordination of both treatment related and
practical activities, is a larger calendar. The calendar lies on the desk in the staff’s office
and is used to write down appointments and planned tasks in. The calendar is formally
updated at the morning report meetings, but is frequently consulted during the shifts.
The calendar is made up of printed sheets of paper. (Printed on the color printers in the
office.) The calendar pages are made in a program installed on one of the computers.
They have a “calendar” outline and contains a section for time-organized entries and non-
time-organized tasks. Standard tasks, such as ordering sheets and linen at the laundry
service or administering the medicine throughout the shift, are pre-printed on the pages.

At the morning report, tasks are assigned to the nurses and this is written into the calendar.
Tasks and appointment are checked off, when completed. The calendar is often consulted
at staff meetings and conferences.

A Medicine List is printed out weekly. The medicine listis used as a reference document, when
handling the patient’s medicine. The document is divided into sections, one for each of
the different types of prescriptions: the different regular times of handing out medications
(for instance, medicine given once a day); or medicine which can be given when needed.
Under each section the patients and their medications are listed.

The list can be used as a script when a nurse fills up the medicine tray. She can work her
way down the list when filling the patients’ cu;ﬂ.The document can also be used as a
reference when handing out medications to patients outside of the scheduled medication
times. The paper is quicker to use because, there is no need to log in to the EPR system
and select the patient’s file. Even though, some nurses primarily use the EPR system
directly to look up information about a patients medication.

The Conference Scheduleis a paper used to coordinate when patients are discussed at confer-
ences. Tablg¢ 4]2 illustrates the information in the Conference Schedule. The plan shows
the patients and the dates which they are discussed at the conference. The patients are
listed down the left side of the paper. The associated Nurse and psychiatrist are printed
beside the patient names. There are two dates on the paper; the previous conference date
and the next date. The next date is set in a different color on the paper, if the patient is
scheduled to be discussed at the coming conference.

At the conference, a printout of the plan is used to schedule the coming conferences.
The nurse will use the plan to check fopeningsin the future conferences, and she will
write patients down on future conferences using a pen. The printouts of earlier plans are
placed behind the present plan, giving the staff an possibility to look back in the history
of conferences on a patient.

The plan is based on a MS Word document, which is revised by one of the nurses after
each conference. Copies of the plan is send to the psychiatrists, the social worker, and the
physical trainer the following Wednesday (two days ahead of a conference).

)

The Paper Based Records:Parallel to the Electronic patient records, a paper file is kept to
store letters, lab tests and other correspondences between SHH and other actors. The file

SPatients receive their medicine in a little plastic cup. A cup can contain a number of pills all given to
the patient at the same time. Some patients are responsible for handling their own medication. Medicine for
these patients is places in containers with sections for each handout. (The container has four sections, one
for each of the times where the medicine can be taken during a day.)
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Date of next conference:08-02-2002

Patient | Nurse | Psychiatrist | Previous Conf. Revision
Gina Jill Anne 07-05-2002| 08-16-2002
Joanne | Rob Thomas 07-12-2002| upon releaseg
Kyle Rosie | Anne 07-05-2002| 08-23-2002
Michael | Stephen| Thomas 08-02-2002

Revised by:Nigel

Table 4.3: The structure of the plan of conferences. (Details from the original left out)

also contains the records from previous hospitalizations at SHH (before the change to
electronically based documentation).

The paper records are kept in the filing compartment in the nurses office. The records can be
lent out to other clinicians, for instance, psychiatrists or psychologists. But the records belongs
on the ward during the patients stay at the hospital. When new patients are admitted, at new
record is made. Whenld patients are admitted the records are retrieved from the hospital
library.

The paper record consists of sheets of paper, the pages collected in a plastic folder. The paper
record is organized in different document sections. Physically, the organization is accomplished
using a piece of paper (a divider) folded around the papers of each section. A paper record can
have following content:

The Personal information (Stamdatq are placed in front of the folder. These are a few sheet of
papers with the basic information about the patient, for example, home address, relatives
and allergies (cave).

The Medical Record Notes and enclosed documentbifag) are organized in a paper divider.
An index that lists the different hospitalizations (at SHH) is printed on the divider. The
dates of each hospitalization is hand-written on the divider.
The section contains: The old paper records (of hospitalizations prior to the existence
of EPR at SHH ); important documents such as correspondence between the hospital and
other public offices; epicrisis documents from other hospitals; test results from the current
and previous hospitalizations. The section will often also contain notes and temporary
work papers. These types of papers are placed in front of the section and will be removed
from the journal when they are not needed anymore.

The Nursing Notes and enclosed documentbifag) The notes written by the nurses are kept

in a separate section. Before implementation of EPR, nurses wrote paper based notes;
the Cardexnotes?] Theold Cardex notes are kept in this section. The date of transferal
from paper based to electronically based notes is marked on the outside of the section
folder. After the introduction of EPR, the nursing note section mainly contains different
forms and papers which cannot be filled into the electronic system. Cognitive forms are
examples of documents kept in the nursing section of the paper record. The nurses refer to
paper documents in their electronic notes (i.e. “see documents xx in the paper journal.”).

The “old” medical journals are a long chronological line of notes and treatment plans. All
entries are listed in chronological order from the patients’ admittance at the hospital to their
departure. The only index is a page number written on each paper. The journals contain both the
psychiatrist’s notes and the treatment plans mixed according to the time they where written.

The social worker still keeps his own file on the patient along with notes in EPR. These
documents have not been investigated in the process of making this report.

6 The Cardex notes amd hocnotes written by the nurses. The entries are listed chronologically, each
containing a short description of the problem, the proposed intervention, and a short evaluation of the per-
formed intervention.
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4.3 The structure of three key documents

All electronic documents in the EPR system are made up with a number of predefined sections.
When staff members write documentation, they fit their argumentation into these categories.
The Note documents are very simple in their structure. Plans and Status documents, on the other
hand, are very complex in their structure, having several sections and subsections.

The documents are structured in order to achieve the purposes defined for them. Irf $ection 5,
it is argued that medical informations need to be standardized and structured in order to enable,
for instance, statistical operations and comparing. The documents are structured according to
a standardized format for these reasons too. Another important purpose of the documents are
that they have to support the staff in the planning of their work. The structure of the Plan of
Treatment and the Nursing plans are designed to achieve this.

This section will descripe the funktions of the key documents used to document the treat-
ment of a patient.

Table [4:3 shows the structure of the three main documents; the Plan of Treatment, the
Nursing Plan, and the Nursing status document.

The Note documents contain only a single or a few sections. The Nursing Note document
contains only two sections. A note, called The Nurse’s note of the day and an auto—generated
PN medicine note[] The auto—generated notes are produced when a nurse hands out a PN
medication to a patient. A message is automatically generated in the Nursing Note document.
(The medicine module will be discussed in secfior] 4.5) The notes are organized in the document,
automatically, by the time of their occurrence (ie.the time they where authored).

The Receival Check List is a relatively large structured document. The purpose of the doc-
ument is to ensure that when a new patient is admitted to the ward, all important tasks are
undertaken. As the name of the document insinuates, the structure of the document is utilized to
lead the nurse through a series of important tasks ensuring that none are overlooked.

The Plan of Treatment document (see taple| 4.4) is written by the psychiatrist following a
conference. A Plan of Treatment is required by law to be written on every patient (According
to a EPR coordinator). The other documents in the EPR system are required by documentation
standards set by the hospital itself.

The different revisions of the Plans of Treatment are listed chronologically in the document.
Because of this, each plan in the document is numbered. The number enables the reader to orient
themself, when browsing through the document. Secondly, all plans have a diagnose field with
one or more diagnosis given to the patiﬁﬂ'.hirdly, the plan contains a short description of the
patient’s history of illnesand other relevant information.

The following sections of the plan describe #hgtual plan. Planned tests are listed in the
planned tests section. Goals for the hospitalization are also described in the plan. Following the
goals, the interventions necessary for accomplishing the goals are described. The treatment is
divided into different categories. Psychotherapeutic treatment is often performed by a psychol-
ogist. The nursing staff is responsible for the social psychiatric treatrMilig terapi). The
social worker is responsible for the tasks described in the Social section. (the contact person is
often involved practically in the social initiative as well).

The Psychiatrist is formally responsible for the planned medical interventions but assisted
by the nursing staff in carrying out the plans. Thus, the Plan of treatment serves an important
coordinative function. The many different interventions carried out by different actors, which
have been coordinated at the conferences, are described in the Plan of Treatment. The plan can

7PN medications are drugs prescribed to the patient by the psychiatrist, drugs that can be used when
necessary. Typical PN drugs are pain killers, used when the patient is in pain. Anti—anxiety drugs are often
also prescribed as PN medicine and given when anxiety attacks occur.

8The diagnose given on the patients, follows the ICD10 system (International Classification of Diseases
(Duisterhout et al), 1997)). The diagnosis are implemented in the system and assigning a diagnose to a
patient is physically done by selecting the appropriate diagnose from a list in the EPR system.
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Plan of Treatment Nursing Plan Nursing Status

e Number °
e Title
CJ e Acceptance of treatment o
. . ¢ Data collection
e Diagnosis i
. . e Nursing Diagnosis (Problem, etiology,
e Short resume of patient (story of iliness) Symptoms) °
e Planned tests e Goals (short and long term goals) ¢
o Goals for hospitalization e Nursing interventions °

Treatment

Patient involvement

Psycho therapeutic Information and teaching o

Patient Support .
Environmental adaptation

“miljg terapeutisk®

Social

Observation and Surveillance

Psycho pharmaceutical

e Patient’s opinion of the plan Specialized nursing

Pharmaceutical administration
e Expected duration of hospitalization

e Evaluation
e Next revision of plan

- ) o o — Staff’s judgment
aTranslates into Social Psychiatric work. This is the . )
term, which describes the sort of treatment mainly per- — Patients conception

formed by the nursing staff.

Communication
Knowledge / Mental state
Respiration / Circulation
Nutrition

Secretion

Skin / Tissue

Activity

Sleeping patterns

Pains and aches
Sexuality / Reproduction

Psychosaocially

Emotionally

Relations

Socially / Economically
Addiction
Legal aspects

Spiritual / Cultural

Well being / overall impression

Test scores

Table 4.4: The structure of three “big” patient documents; the Plan of Treatment, the Nursing Plan, and the Nursing Status.
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serve as a reference for all of the involved actors.
Finally an expected time frame for the treatment is set. This time-frame also constitutes the
date of the next revision of the plan. The date is noted on the plan.

The Nursing Plan (see tabJe }4.4) is a document describing a problem, a number of interven-
tions aimed at solving the problem, along with an evaluation of the interventions and actions.

The document has a title, which refers to the central problem of the plan. The title also dis-
tinguishes the plan document from the other documents in the EPR system (see[seftion 4.4). The
plan consists of a short description of observed problems and incidents, which are characterized
asparticularly impairing for the patient. On the basis of the description, a nursing diagnosis
is defined. A nursing diagnosis consists of three parts; a well defined (afgreenset) problem, a
presumed explanation of the problem, and a description of the symptoms caused by the problem.
Then goals are set for the interventions. Goals can in short be described as an estimation of what
can be done to the problem within a certain time frame. The nurse’s manual of documentation
stresses that goals should be describeshé@asurable termso that they can be evaluated later
on. Time frames have to be set for the goals described in a plan. When a goal has to be met
should explicitly stated, thereby setting a date where the plan is to be evaluated. Finally, differ-
ent interventions aimed at achieving the goal are described. These interventions are divided into
different types of work. Typically several interventions are planned at the same time to solve a
problem.

The Nursing Plan has to be evaluated at the date defined in the goals section. An evaluation
is a procedure divided into two stages. Firstly, the diagnosis, goals, and planned interventions are
compared to the actual work done in the period from when the plan was written to the evaluation.
Have the goals been achieved? Which interventions where successful? And is the problem of
the plan still relevant? These questions are answered in the evaluation section. Note that the
evaluation also consists of the patients conception and expressed opinions about the treatment
and results.

The evaluation can then result in one of three further actions. If the goals are met, the plan
will be terminated. If the evaluation shows that the goals have not been achieved, it will result in
a modification of the revised plan (lowered goals, different interventions, etc.). The evaluation
might also reveal problemsthat are different from the one described in the plan. This might result
in termination of the plan and description of new plans.

When Nursing plans are being revised, alterations are written under each section. The Nurs-
ing plan differs from the other documents, in that the plan is only listed once in the system. The
different revisions of the sections will then be listed chronologically after each other in the sec-
tions of the plan.

Nursing status documents (see tapple| 4.4) are meant to be written regularly, or when changes
in the state of the patient demands it. Status documents provide an overall view of the patient. As
a structured document, the Nursing Status serves a purpose similar to the Receival Check List.
It makes sure that the author covers all aspects of the problem in his or her descriptions.

The state of the patient, for example, the patients ability to communicate or a description of
the sleeping patterns of the patient, is described in a number of sections. The last section, named
Psychosociallyand the subsections of this sections are specifically relevant in the psychiatric
field of work. These sections focus on the behavioral and psychological aspects of the state of
the patient. ThéVell being / Overall impressiosection is different from the other sections. In
this section, the nurse have to describe the patients impression of his state. It is emphasized in
the manual of patient care, that the patiemtsdsshould be used to describe this.

4.4 Handling the electronic documents

The electronic patient record system consist of three modules: the lab test module, the medicine
module, and the note section. The results of blood analysis produced in the in-house laboratory
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Figure 4.2: Screen shot: the main view over a patient's documents.

ﬂare stored in the lab test module directly, when produced. The lab test module will not be
discussed further in this report. The medicine module is used in the work of administering the
medicine given to the patients. The medicine module will be discussed in the following subsec-
tion. The note module contains all of the textual documents written during the treatment of the
patient. These documents have been described in the two previous sections. In this section, the
process of handling the electronic documents will be described. Firstly, the presentation of the
documents in the system will be discussed. And secondly, the process of writing and revising
documents will be dealt with.

All of the electronic documents written are available to the clinician in one place; the EPR
client programs running on the computers in SHH. Figiirg 4.2, showsiétire document view
listing the documents written on a (fictitious) pati@.

The documents are foremost listed according to their type. The documents are listed in the
upper left corner. Five different pieces of information about the documents are available to the
user in this list: the first row lists the date of the last entry into the document; the type of the
document is printed in the second row; third row lists the hospital section or ward, where the
document was written at; Fourth section lists the initials of the last editor of the document; The
fifth row displays the title of the document. Titles are only used in some of the documents. In
figure [4.2, The plan of treatmerB¢Hh and the nursing plan®(p) all have titles.

Most documents types are only represented in the list once. This is the case with the Plan
of Treatment, the Nursing Status and all of the Note documents. The different revisions of the
document are listed within the same document. This is the case with the Plan of Treatment,
which is rewritten after each conference. This different revisions are listed within one Plan Of
Treatment document. Same principal applies to the note documents, where the different entries
are listed historically within the same document. The Nursing Plans are handled differently. As
noted earlier, and illustrated in figufe_J.2, several Nursing Plans are usually active on a patient
at the same time. The user can then distinguish between them on the basis of their title. The

9The laboratory at SHH.

10All Screen shots in this report are taken from the locally produced manual of the EPR syster (EPJ—
control group, 2001)
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Figure 4.3: Screen shot: writing a note on a patient.

Nursing Plans also distinguish themselves by the fact, that they are revised on a section level, as
noted earlier.

As noted, the date noted on a document is the date of the last written entry or revision.
Furthermore, the list of documents in the Main View is sorted so that the newest documents
are placed in the front of the list. This makes it possible for the staff members to get an quick
overview of the activities going on at a given moment. When havingaal up on a patient
the staff member can start with the first document, and then make her way down the list, until
the relevance of the information becomes too low. This also means that Treatment and Nursing
Plans, placed in the back of the list will be perceived as less important topics and possibly
outdated by the user of the system. The organization of the documents enables the staff members
to easily form an understanding of the current topics focused on by the staff.

The limited amount of information on the main document list has some implication for the
staff member reading the documentation on a patient. It is not possible to see older entries or
revisions hiding within the documents, just as the time of their entry is not visible either. This
also goes for the authors listed on the documents. The initials on the list only refers to the authors
of the last entry. In short, the user can not get historical information about the documents in the
main window. It is not possible to get an overview over the development of the document. In
order to get this, the reader will have to read though each of the documents. (A document can be
opened by selecting it in the file list. Figufe 4.2 showspendocument.)

Finally, the file list does not permit the users to mark, when a documents is terminated. This
functionality is useful when writing Nursing Plans. These are terminated, when the goals are
met or replaced by other goals. In order to mark a Nursing plan as terminated, the nurse have
to manually write it in the plan. This procedure has the disadvantage, that a reader will have to
open each plan in order to check if they are in use or not.

As noted earlier, the documents in the EPR system are all structured in a number of prede-
fined sections. When writing a document, these all have to be filled out. In cases where certain
sections are not relevant for the clinician to fill out, the sections are selected but left blank. The
same procedure is used when revising documents. (Sections where a revision is not needed, are
selected but not altered). Figufe 4.3 illustrates the procedure of writing a document. The file
list in the main frame shows, that we are writing an admittance interview; the psychiatrist’s first
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Figure 4.4: The process of writing documents in the EPR system.

examination of the patientsg). The dialog on the left has two boxes, one showing the sections
of the document, and the other one showing the subsections within the section. By clicking the
subsection (the right box), a text field opens, in which, the text can be written.

When revising plans, the text under each section from the previous version of the document
is offered. Hence, when the content of the sections is unchanged, all the user have to do is accept
the provided text as it is. When corrections have to be made to text in a section, the user only
has to make the actual corrections to the text. This design of the system reduces the amount of
typing that the clinicians have do in order to perform their documentation tasks. This feature is
particularly valued by the nurses on M6.

Documents can exist in the EPR system as both signed and unsigned documents. When
documents are first written, they can be stored as either signed or unsigned. When documents
are unsigned they can be altered or deleted freely by the author. When signed, all alterations and
modification will be visible in the system. Figufe }4.4 illustrates the procedure for writing and
signing of documents in the EPR system.

As shown in the figure, once a document is written, the user can choose to save or sign
the document. Saved documents can be both altered and deleted. When deleted the document
will cease to exist in the system. Once a document is signed all alterations to a document are
documented in the system. The history of revisions can be viewed, by selebistgric viewof
the document in the menu bar on any signed document. This window will list all sections added
to a document after it has been signed, as well as, the different revisions of corrected sections in
a signed document.

Thus, a user can use an unsigned document as a draft document. The user can alter and
delete the information in the document and she is able to put it away for a while when more
urgent tasks arise. A nurse describes, how he uses the unsigned Nursing Note document as a
draft. “You can write down information on the note throughout the day. Then at the end of the
day, you correct and shape the notes th®notes of the days you want them to appear.”

Once adocument is signed itis no longer possible to sign section-text as a draft. For instance,
when a nurse revises the Nursing Status document, she will have to complete each section of the
document without leaving the computer. She can ldmteseersection, but each revised section
will either have to be signed or discarded.
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Figure 4.5: Screen shot: the patient status view.

4.5 The medicine module

The medicine module serves two main purposes: Firstly, the prescriptions are typed into the
system by the psychiatrist, making the system the main source of information for the nurses
when they administer the drugs. It displays which drugs are to be given to the pants.
Secondly, the module documents the medication actually given to the patients.

Figure[4.5 shows the medication of the patient along with other relevant physical data, such
as the patients weight (Vaegt) and body mass index (@I Dab results can also be seen in this
windows, when they are typed into the module. The status view window is meant to provide all
of theimportantinformation about a patient in the same place.

The different drugs prescribed to the patient are listed along the left side of the status view,
and the present dosage is written on the right side of the window. The actual drug prescriptions
are listed in the matrix made out by the list of drugs and the dates listed along the top of the
window. The arrows indicate that the prescription is unchanged. (A change in dosage will be
marked in the field.) When a nurse wants to give out a drug, she will select a date and then press
the Med.uddel.(Give medicine) button.This will present her with a dialog, where she can type
in the medicine given. By clicking first on a drug (the left row) and then a date (the top), the
user will be presented with a dialog, showing the drugs that are to be given to the patient on that
particular day.

The system allows for the psychiatrist to write a note on each of the drugs prescribed to the
patient. The note appears as a dialog on the screen, wherbtin, placed in the right row,
is pressed (see figufe_#.5. In this note, the psychiatrist will usually write notes on increases and
decreases in the dosage on the drug given to the patient. The notes serve as little remainders,
useful in future situations, where further adjustments have to be made.

According to the EPR coordinator, the design of the medicine module have some weak-
nesses. The graphical representation of the drugs (given to patients) is not very detailed. In order

11The medicine module is only designed to document the medication of the patients. The stocks of phar-
maceutical products, kept in the medicine board on M6, are managed manually by the nurses. When new
products are ordered at the hospital pharmacy, the administrative system (GS) is used to facilitate the orders

12The BMI value is calculated automatically by the system. The patient’s weight and hight are variables
in the formula used calculate the value.



44 Documentation artifacts

to check that a patient has in fact received his or her medications, the nurse have to open the
dialog window as mentioned above. This is an cumbersome procedure, when having to check
all of the patients on the ward. Another shortcoming of the system reveals it self, when drug
dosages have to be increased or decreased over a period @ihmmese situations, the nurses
have to manually calculate the dosages at the different stages and enter them into the system.
When handing out medicine, the nurses will occasionally use the Medicine List. The process
of handing out medicine consists of two stages: the filling of the cups and giving the patient
the cups. The medicine list will sometimes be used during the first step of the procedure. In
either case, the registration of the handout will take place after the cups have been given to the
patients. Some times, the nurses are prevented from registering the handout immediately after
it has occurred and in some case patients might eveforjetten Because of this procedure,
inconsistencies between the data in the medicine module and the actual handouts occasionally
occur. Handing out PN medicine to patients will usually take place in the staff’s office. The
handouts of PN medicine will therefore usually be registered immediately.

13This is often the procedure, when the dosage on psycho-pharmacological products is adjusted. For
instance, when the administering of a drug is terminated, then the dosages will usually be set down gradually
over a period of time in order to prevent withdrawal symptoms.



Chapter 5

Medical documentation

The EPR control group states in their status report (Bernsteir et al}, 2001, pg. 11), that an imple-
mentation of EPR systems in the danish health sector is hoped to result in three improvements:

e Create unity and continuity in the course of treatment, as a consequence of, among other
things, better coordination of health activities.

e Create a better documentation of ghevalence,composition and quaﬁtyf the health
services.

e Improve information to patients and improved dialog between patients and their kins and
the professionals of the health sector.

These statements argue that the electronic media provides functionalities, which can improve
the support of the work. That EPR technology can improve the coordination of the work and
treatments conducted. It can help to improve the quality of the documentation of the work
conducted. Finally, it is hoped that the technology can help to improve the communication
between the users and the providers of health care. (This, the last statement, lies out of the scope
of this report.) These goals are quite bold, thus, raising the question of whether they are in fact
realistic. Secondly, they are very abstract, therefore, they require to be further exemplified. This
section and the following subsections will attempt this.

To begin with, the relationship between the two terms Medical documentation and Electronic
Patient Records has to be defined. Medical documentation is used to label all information used
in medical work. Electronic Patient Records only refers to a specific part of the documentation,
namely the patient record. Many different types of documents are used in the medical practice,
but only some of the information is included in the record (The EPR system or the paper based
record folder). The types of information, which can be included in the medical record is not
a fixed one. Different patient records standards defined at different hospitals can include more
or less of the entire medical documentation. Secondly, the two terms differ in that Medical
documentation is an abstract one, where Patient records and therefore also electronic ones are
concrete artifacts that contain Medical documentation.

Basically, Electronic and paper based medical documentation serves the same purposes,
purposes that all have to do with supporting the work of the clinicians. As such, they can be
treated as the same. But a key difference between the two is that the Electronic media is argued
to provide some advantages over the paper media. It enables an integration of information from
several sources into the same system in a seamless way (For instance, images, text, and medical
information). Further more, it allows the information to be accessed by more than one user at
the same time. The importance of this benefit by electronic systems is stressed in an evaluation
report of the EPR system at SHH (Fischer & Lorgnz, 1999) as well &s in (Sellen and Harper,

lforekomst, sammenszetning og kvalitet
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2001). Thirdly, the use of electronic systems allows for an automated processing of the data in
them.

This section will briefly describe the historical development of medical documentation and
electronic systems for handling medical documentation. In the following subsection, the purpose
of medical information and consequently EPR system will be reflected on. Finally, a reference
model, designed by the Danish Ministry of Health to meet these requirements for medical docu-
mentation, will be presented.

Medical documentation dates back to the fifth century B[C.. van Ginneken and Mdorman
(1997, pg. 100) refer to medical description written by Hippocrates in ancient Greece. In these
descriptions Hippocrates writes down information on the development of his patient’s disease.
Hippocrates’s notes are in chronological order. His notes are examplesesrientednedical
notes (records). The time—oriented medical records where accompanfaligm-oriented
medical records in the 1960. The first formal descriptions of a concept for a problem-oriented
medical record, was proposed by Weled (van Ginneken and Mobrman, 1997, pg. 101)

“[ Lawrence Weeld suggested that the primary organization of the medical record
should be by the medical problem; all diagnostic and therapeutic plans should be
linked to a specific problem.” (Tang and McDonald, 2000, pg. 331)

In the note structure proposed by Weed, each section (each stated problem) was laid out
in a so called SOAP structure. The SOAP organization of a medical problem description was:
“Subjective, the complaint as phrased by the patient; Objective, the findings of physicians and
nurses; Assessment, the test result and conclusions, such as a diagnosis; and Plan the medical
plan, e.g., treatment or policy.”(van Ginneken and Moorhan, 1997, pg. 102)

Modern medical records are organized according to a mix of three different principles. At
the base level, most contemporary patient record are source oriented, which means that the in-
formation in the record is organized according to type and originator. The reason for this is that
much more data is produced on patients, than where in earlier days. According to van Ginneken
and Moormah[(1997, pg. 104): “The enormous growth of medical knowledge has led to an in-
creasing number of clinical specialties. Specialization leads to multidisciplinary care, so that
more than one care provider is involved in a patient’s treatment. In such a setting, one physi-
cal record per patient causes too many logistical problems. Therefore, there are often as many
records for a patient as there are specialties involved in his or her treatment. Patient data then
becomes scattered among a variety of sources.” The different records are gathered in the modern
EPR system and the informations in them are organized according to the source.

The documentation in the EPR system at SHH is organized according to a mix of the differ-
ent principles. Firstly, the documentation is source—oriented. Notes from the different groups of
professionals are kept in separate documents. (eg. Nursing notes and the psychiatrist’s Treatment
Notes.) The different documents in the EPR can then be organized according to a time—oriented
or a problem—oriented principle. The SHH Nursing Plan is an example of a problem—oriented
document. The plan of Treatment, on the other hand, does not clearly belong to either of the two
types. The structure of the plan does resemble that of the SOAP model. But at the same time,
the Plan of Treatment is also time oriented, in that the different plans are listed chronologically
within the plan document. (This was also the case with the old paper based descriptions.)

Nursing documentation does not have the same long and prominent history. According the
EPR coordinator, the tradition of documenting one’s work is a relativity new one in the nursing
profession. Nurses working in a Danish hospital setting did not start on formally documenting
their work until at some point in the 1970s. Nursing documentation is not required by Danish
law, as it is the case with the psychiatrist's Plan of Treatment. Instead, standards for nursing doc-
umentation are described in the clinical guideline developed at the hospital. (According to my
knowledge, all Danish hospitals have described norms for the documentation of nursing work.)
Despite its young history nursing documentation have undergone a large development. As men-
tioned earlier, theld nursing documents consisted only of simple time—oriented Cardex notes.
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With the emergence of the Electronic Patient Record and the VIPS model of documentation, the
nurses have developed into the most produdivihorsat the hospital. Where the Psychiatrists
write two official documents (the Plan of Treatment and the Treatment notes), the nurses write
three different official documents (the Nursing Plan, the Nursing Notes and the Nursing statuses).
In addition to this, several Nursing Plans are usually maintained at the same time.

According the nurses on M6, the reason for this is that the nurses’ contact to the patient is
more extensive and complex than, for instance, the psychiatrist's. Thus, they have a “greater
need for operational planning” This statement seems to be supported by my observation of the
work on the ward (the examples in sectign 3) However, it is also important to stress that the more
extensive documentation standards are developed in conjunction with the change from a paper
based documentation system to en electronic one.

The historical development of hospital computer systems is characterized by a shift in focus.
The early systems where primarily aimed at dealing with the administrative tasks at the hospitals.
In newer systems, the support of the clinical work plays an increasingly important role.

The first Hospital Information Systems (H@Were developed in the 1960s. The focus was
on administrative issues, such as, patient admittance, discharge, and transfer. A change in focus
came around in the mid—1980s, when the U.S. Federal government changed its principals on
billing of medical services. Growing medical cost had led to a wish for a p@eedure—based
billing system. Earlier, hospitals paid a fixed price per treated patient. With the new system, the
price was calculated on the basis of the diagnose of the patient along with the actual procedures,
tests and therapies performed on the patient. This led to a growing need for including clini-
cal information directly into the Hospital information system, in order to facilitate the hospital
management (Clayton and van Mulligéen, 1997; Tang and McDohald| 2000).

In most Danish hospitals the patient management tasks are handled in the Green System and
the patient record is separated from this system. The discussion of the historic development of
HIS is, therefore, not directly related to a discussion of the development of the patient record
and electronic systems for handling it. However it does point to a general trend in the health
field. Clinical information plays an increasingly important role in ensuring the best possible
management of resources. The focus on digitalization of the patient records must, therefore, also
be seen as an effort to improve the use of resources.

In summary, the 1990s have seen major shifts from administrative hospital infor-
mation systems to systems that are used by physicians, nurses, and other health
care providers as part of the process of delivering health careqlirécal infor-

mation systen)s The motivation for investing in these systems is now economic.
Physicians, nurses, and other health care providers must be encouraged at the point
of service to help the hospital manage the allocation of resources. The group at Re-
genstrief Institute showed a reduction of 12.6% in hospital charges by use of such
a system.|(Clayton and van Mulligen, 1997, pg. 336)

A different type of medical systems, which also deserve to be mentioned here, are the so
calledExpert systemaMuch attention and resources were invested in the development of expert
systems during the 1970s and 1980s. (See|Berg, 1997 for a thorough review of the attempts on
building expert systems. For a representable example of expert systems thelory, $ée Blpis, 1984.)
The aim was to build systems, which could advise the physician on the treatment of the patient
or in some cases, even make the choices for the physician. Needless to say, the project has failed.
Doctors are still in charge of the treatment at today’s hospitals.

The rationale behind the expert systems was founded on classical Cognitive Theories on
human thinkinﬁ According to these theories, the human mind was an information processing

2Hospital information systems are defined as: “an information system used to collect, store, process,
retrieve, and communicate patient care and administrative information for all hospital—affiliated activities
and to satisfy the functional requirements of all authorized usérs.” (Clayton and van Mulligeh, 1997, pg. 576)

3] choose to use the termiassical Cognitive Theorie® distinguish the theories from the cognitive
theories that influence the work at M6. The two theories are obviously related, but an analysis of similarities
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machine. The process of managing the treatment of a patient is seen as an information processing
process, which takes place in the mind of the physician. The theories argued that in a concrete
situation, faced with certain symptoms and possible interventions, the physician will weigh the
different arguments against each other and subsequently choose the best approach. The mind is
understood as a rule based machine operating on logical princﬂ]oles.

The task of building the expert systems was a task of modeling the information processing
of the brain in the systems. The information available to the physician, in the form of observed
symptoms, medical knowledge of symptoms, diagnosis, and treatments should be made acces-
sible to the system. With these informations, the processes that stipulates the actions of the
physician could be simulated in the expert system.

Much research has subsequently rejected this understanding of human thinking and the at-
tempts of building expert systems (Suchman, 1987; Strauss| ét all, [198%; Bery, 1997). Berg
(1997) has argued that the nature of medical problems and the criteria from which treatments are
chosen cannot be solved with rule based rationalization. He argues that a given set of symptoms
often suggests more than one diagnosis. Likewise, the criteria for choosing one treatment as
opposed to another are usually not clear—cut, but requisrlanated guessom the physician.

For instance, the best approach to treating a tumor in a patient (with surgery, chemo- or radiation
therapy) is never clearly distinguishable, but has to be decided in each separéte case. Berg (1997)
further argues that the traditional cognitive theories do not account for the distributed nature of
medical work. Medical work is distributed among different actors, each responsible for carrying
out parts of the treatment and making decisions that shape the total course of treatment. The
expert systems do not reflect this view of the medical practice.

Expert systems have a function similar to the one of EPR systems. EPR systems also stip-
ulate the work conducted, although, not in the same deterministic way, as the expert systems
were designed to. Berg (1997, 1999) argues that EPR systeras@rmmulative and coordina-
tive tools EPR systems accumulate medical data and this data then influences the coordination
of work. The coordinative function of EPR systems will be discussed further under ggction 7.

5.1 Purposes of medical documentation

Stanley Reiser describes the purpose of the medical documentation as a tool which enables the
following tasks: “to recall observations, to inform others, to instruct students, to gain knowledge,
to monitor performance, and to justify interventions.” ( quotef in Tang and McDgnald| 2000,
pg. 327.) In other words, medical documentation plays a role in all aspects of the treatment; as
a tool for sharing of information about the patient, as a tool for facilitating of learning in the
organization, as a tool enabling the management of resources in the organization, and finally, as
a tool for documenting the treatments performed. The legal function of medical documentation
is particularly important. It helps to secure the legal rights of both the patient and the clinician.
On one hand, the records ensure the legal rights of the patient, in that the treatments performed,
including thefaulty ones, are documented. On the other hand. they also protect the rights of
the clinician.| Tang and McDonéld (2000) argue that a general principle of medical treatment
is that the physician should be held accountable for his knowledge at a given point in time, not
for knowledge discovered later on in the course of treatnféMedical documentation should,
therefore, help to clarify what was known at a given point in time.

and difference between the two has not been conducted.

40ther approaches also used statistical methods. These systems operated on statistical data collected
on previous treatments. By using these informations on symptoms, diagnosis, treatments, and outcomes of
treatments, the system would be able to advise the physician on expected results of different interventions.

5Advancements in treatments are made continuously within the field of medicine. However, practitioners
can not be held accountable for performing treatments that are abandoned later on because of new findings.
Likewise, a practitioner performing treatments on the basis of a sound diagnosis, which is abandoned later
on, cannot be blamed for his work. (This situation was illustrated in the example of medical treatment in

sectior[ 3p.)
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A more concrete description of the requirements for medical documentation can be found
in[Tang and McDonald (2000, pg. 333-345). The description consists of five important features
of modern EPR systems. (These requirements also illustrate the main differences between paper
based and electronic documentation systems: The ability of the electronic system to process the
datainit.):

Integrated view of patient data The system should provide the user with many different infor-
mations, for example, records, notes, tests, and medical information. The informations
from different sources should be integrated into the same system.

Clinical decision support An EPR system can also provide recommendations of possible treat-
ments and drug treatments, as well as, alerting staff when certain changes in the patient’s
state occurs.

Clinician order entry The system may provide the clinician with relevant information when he
or she is working on a patient. Examples of such are systems which provide the physician
with lists of standardtasks to perform on the basis of the patient’s diagnosis.

Access to knowledge resource€PR systems should give the clinician information about other
actor’s ongoing work on the patient.

Integrated communication support EPR systems should provide means for the user to com-
municate and coordinate their activities. Messages and alerts are tools that can help to
achieve this.

At SHH, the EPR system presents the clinician veithintegrated view of patient datdhe
user of the system has access to the documents of all the professionals involved in the treatment
of the patient. The system contains information about the medications taken by the patient, the
documents written, and results from laboratory analysis. The clinician also has access to other
Knowledge resourcesn heir terminal. This is, however, provided by the hospital information
network. The EPR system’s ability to support the three other feature€]itiieal decision sup-
port, theclinical order entryand theintegrated communication suppastdebatable. The system
primarily functions as a tool that stores the entries of the user. Except from a primitive messaging
system, which enables staff members to send messages to each other, no automated functions are
included. (This messaging function alerts the psychiatrist, when a lab result is entered into the
system by the lab technician.) One function of the EPR system, however, deserves mentioning
here. The presentation of the documents in the EPR system can be said to assist the clinician in
his or her work. The documents are sorted aftiasain first outprinciple. The newest entries in
the system are assumed to be the most valuable to the reader and they are, therefore, placed first
in the list. Thus, the system helps to structure the information for the user, enabling an easier
read upon the patient.

As noted in sectiorf_4]3, all of the documents in the EPR system are structured documents.
The termstructuredrefers to the fact, that the documents all consist of a predefined number
of sections. The structuring of the data is an important aspect of the design of contemporary
documentation approaches. A structuring of the data is necessary in order to be able to integrate
the data at a national level. The danish Ministry of Health have invested notable resources into
this task. Two initiatives are important to mention here. These are the development of a common
data standard for medical information in the Danish health section, the so BaétlEPR data
structure (Ministry of health[20011), and the funding of an independeRR Observatoryan
observation and control task forcg. (Bernstein éf al., 2001).

The importance of structuring medical information is stressed in the report, which describes
the basic EPR data structure:

“The purpose of [the Basis structure] is primarily to create a common and struc-
tured basis for communication between EPR systems, and between EPR system
and other information systems in the health sector. Secondarily, the purpose is to
further structuring of information in the design of 2nd. generation EPR systems,
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which means, that most of the information is stored in a structured (machine read-
able) format, not in free text] (Ministry of health, 2001, pg. 6) (Translated from
Danish)

Thus, the structure is necessary in order to enable an integration of data from the different
actors in the health sector. And secondly, by structuring the data, it is hoped that the data can be
used produce statistical conclusions. Duisterhout et al. (1997, pg. 82) argue, that by structuring
the information in EPR systems, statistical processing of the data will be enabled. Statistical
data is an important tool for the hospital management, when they plan and manage the work and
resources at the hospital. Statistical data is also an important source of information in medical
research.

As noted earlier, the structuring of the documents are also said to improve the quality of
medical descriptions. The Nursing Status document, for instance, is said to improve the descrip-
tions of the state of the patient. The structuring of the data, however, is not exclusively enabled
by the electronic media. Structured descriptions could also be achieved with the aid of paper
based forms. This would in the same way improve the descriptions of the patients

According to the EPR coordinator, one of the stated goals for the EPR system is to be able
to use it to produce statistical information. So far this goal has not been accomplished. At
the moment only three simple sets of information can be produced with the EPR system. The
administrator can see if a first nursing and psychiatrist interview is documented within the first
24 hours after arrival, and that a first plan of treatment has been made within the first 72 hours of
hospitalization. AReport Generation todias recently been acquired by the EPR management
department, but is not yet fully operative. There are hopes that this tool can enable the technical
staff to producing statistical data from the stored records.

At present time, statistical data on patients, the work produced, and the resources applied is
produced in the main informations system; heen SystenmHowever, the extent and types of
such operations have not been studied in the making of this report.

Medical information about psychiatric patients is collected on a national level. The institute
of Demographic Psychiatry maintains statistical databases on the severe cases of mental illness
in Denmark. This is done in order to map the cases of mental diseases within the country, but
also to enable medical research of, for instance, genetic inheritance of mental deceases. At the
present time in SHH such information is manually collected by secretaries, written onto paper
based forms, and subsequently send to the institute. The ability to share medical data between
the different EPR systems would benefit the demographic research.

Three types of purposes for the EPR technology seem to exist in parallel. Firstly, the tech-
nology supports the documentation of the work in a legal sense. Secondly, the EPR system is
supposed to support the treatment, the work of the practitioners. And thirdly, EPR technology
is supposed to enable actors, other than the primary ones, to collect information about patients,
treatment, and resources.

In this and the previous sections, it has been stated that EPR systems, through their ability
to actively process the information in them, can aid the practitioner and that they enable the
practitioners to share information between them. Se€fjon 3 describes some of the requirements
that medical work imposes on the systems. The descriptions of purposes in this section, however,
has not shed much light on how the technology is related to the practice. The following sections
will discuss the technological support of medical work.

The collection of informations are done for several reasons. | have shown how information
is collected for research and managerial purposes. We have also seen, how the EPR system
supports three concre€@uality controlfunctions. In the following discussion of the electronic
support of medical work, the relationship between the two purposes (the support of work and
the productions of statistical data) are taken into account. It seems obvious that the two do not
coexist without conflicts. This will also be discussed under seflion 7.
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5.2 A reference model for clinical data

The danish ministry of Health is in the process of defining a standard structure for medical
documentation. (The model is described in Ministry of health, 2001) In present times the model
is still under construction along side with the concrete EPR systems at the Danish hospitals. By
its current position in the field, the model can best be understood as design guidelines, developed
from experiences earned in the different ongoing EPR projects. But it is hoped that the model,
in time, will establish itself as the reference model of the structure of medical documentation.
The model is based on empirical information collected and experiments done at selected Danish
hospital wards.

By using the model, | will be able to reflect on the design of the EPR system. Features
included in Basic Structure, but not included in SHH'’s system can be hypothetically discussed
on the basis of my observations on M6. In short, the Basic Structure will provide ideas to design
feature of a hypothetical system at SHH.

The model is very comprehensive and, thus, very complex. It is therefore not possible for
me to fully describe the details of it in this report. As a consequence of this, situations might
arise, where things are unaccounted for in the model. It is, however, it is my general opinion
that the details are well accounted for in the model descriptions. It does indeed appear to be a
thorough piece of work.

The data structure is built to support the documentation of the clinical process of a clinician.
The authors of the model defines a clinician in the following way:

The term “clinician” is chosen, which in this context meamy health related ac-

tor, who are engaged in documentation regarded to a single patient. A “clinician”
can, thus, be a physician, nurse, physiotherapist, occupational-therapist, psychol-
ogist among others.

Thus, the model is intended to be a “universal” model for the structure of medical documen-
tation. The model defines a clinical work practice and it, thus, requires that all clinicians follow
the same work procedure. The model allows different clinicians to write down different contents
in each their documentation standards, but the structure of all documentation has to conform to
the saméasicstructure.

The model described in (Ministry of hedlth, 2001) consist of two parts, a description of the
clinical practiceand a definition of the data structure model. (The data structure model will be
discussed in sectidn §.1) The structure is derived from the descriptions of the medical practice.
The data structure is, in other words, designed to support the proposed clinical practice. The fact,
that the data structure is based on assumptions that a certain work and documentation practice
puts requirements on the actual practice of the users of an EPR system. In other words, the users
have to follow the work practice described in the model.

The model of the clinical practice is shown in figire]5.1. The overall principal of the model
is that clinical work (and documentation work) is conducted in a circular manner through four
different stages. At the first stage, the clinician performs what could be teiagghostic re-
flections(Dianostiske overvejelser). The patient’s problems are defined at this stage and they
are documented in the form of a hierarchyDJ'hgnosis(diagnoser)ﬁ The second stage is the
Planningstage. At this stage, a hierarchymifins(Planer) are described: plans, which are all
related to one or more of the diagnoses described at the previous G@als(Mal) are further
more defined for each of the described plans. At stage three, the interventions are carried out and
documented. The products of this stage are a numbRestiltyResultater), which are used in
the fourth and final stage, thgvaluation(Evaluering) stage. The Evaluation stage is described
as a mechanical process stage, where goals are compared to the Results. When Goals and Re-
sults are in a machine processable format, for example in the form of numerical test values, the
process of evaluating can be done by computers automatically. The result of the evaluation is an

6The definition of diagnose is wider, than the traditionadicalunderstanding of a diagnose. In the
model, the diagnose is the problem, which the clinician has identified and focused his or her interventions
on.
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Figure 5.1: The assumptions on the clinical practice. (taken from Ministry of health,

2001)

Evaluation Resul{Evalueringsresultat), which can either be positive or negative. When the re-
sult is positive, the treatment is successfully terminated. On the other hand, a negative evaluation
result leads to a continuing of the treatment. The evaluation result will then be further analyzed
in the Diagnostic reflections stage.

At a more detailed level, the clinical process is also described using a data—flow diagram.
This diagram is shown in figurg_3.2. As the name suggests, this model illustrates the flow of
data (medical documentation) during the clinical practice. The diagram is identical to the one
described above, showing the four stages of the clinical practice: (1) the Diagnostic reflections,
(2) the Planning, (3) the Interventions and (4) the Evaluation. The squares represent the different
units of data during the course of practice. The diagram shows the units of information referred
to above: (E) the Diagnosis Hierarchy, (J) the Plan hierarchy, (P) the Goals, (M) the Results and
(K) the Evaluations results.

The arrows on the data—flow diagram indicate the flow of data. For instance, it can be seen in
the diagram how the process of Planning is Dependant on the Hierarchy of Diagnosis (E). It can
also be seen, how the process of creating Diagnosis involves a bi—directional information flow.
This is because the process of attaching a diagnose depends on the previously attached diagno-
sis. There are two aspects to this dependency. Firstly, the actual attachment of a new diagnose
is dependent on previous diagnosis, also in a medical sense. Secondly, a new diagnose has to be
ordered in the existing hierarchy of diagnosis.

The Basic Structure is problem—oriented (Ministry of health, 2001, pg. 7). This can be seen
from the diagram in figuré_52. The Diagnosis, or the problems, are the basis of Plans, Goals,
descriptions of Interventions and Evaluations.

As noted, the data structure described here is planned to, in time, serve as a reference to
the data models implemented in the EPR systems at the Danish hospitals. More specifically, the
Basic structure is meant to define the structure of patient data, when it is transfered between the
different systems. The Basic Structure can, thus, be described as a set of minimum requirements
to the data structure of the EPR systems. The systems can be more complicated in their design
and they may differ from the reference model. In these cases, data will then have to be translated
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Figure 5.2: The data-flow diagram of the clinical practice.(taken from Ministry of
health! 20011)

from the local form to the common data structufe. (Bernstein|ét al.,|2001)

The Basic Structure states that a medical description has to consist of a problem, a plan,
operational goals set for the plan, a description of the interventions performed, and finally, an
evaluation of the plan and interventions. On the other hand, the model does not describe the
actual information in each category. The actual medical information can be defined by the med-
ical personnel themselves. In fact, this is the central point of the Basic Structure. (eg. that it
can be used to document the work of any clinician.) Said in simple terms, the model can be
said to define the form of the documentation, without defining the content of the descriptions.
The EPR evaluation repoit (Bernstein effal., 2001) states a desire to standardize the content of
clinical documentation on a national level, but a discussion of this subject is beyond the scope
of this report. | will deal with standardization efforts in the form of the Basic Structure; an effort
focusing on the structure of the documentation, not the content.

At first glimpse, the EPR system at SHH seems to conform to the standards set by the
Basic structure. The Plan of Treatment and the Nursing Plan, described in sgcflon 4.3, both
contain a problem as the basis of the information in the plan. Likewise, they both contain a
description of an operational plan and goals set for it, along with a required evaluation of the
interventions. But they are not completely compatible with the Basic Structure. Where the
documentation of the interventions is an integrated part of the Basic Structure, interventions are
documented in separate note documents in the SHH system. The entries in the note documents
are not connected to the the plans in a physical sense (implemented as references internally in
the EPR system). Sectipn p.1 further discusses the relations between the EPR system at SHH
and the Basic Structure for medical data put forward by the Ministry of Health.
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The integration of documents

As it was described in sectidi] 4 and its sub-sections, the documentation of the treatment is done
using numerous documents. These documents are represented in two different medias, the elec-
tronic and the paper media. In this section and the following subsection, the relations between
the different documents will be discussed.

Figure[6.1 shows an overview of the different documents used to document the treatment of
the patients. The model shows how the two different plan documents are related to each other.
In the Plan of Treatment document, problems and solutions are described untteatheent
sections. The nursing plans addresses these problems and solutions, usually, in a more concrete
andsituatedform (Nurses at Sct. Hans Hospital, Nursing departirient, [2001). When reading
through the documents a clear connection between the descriptions in the Plan of Treatment and
the ones in the Nursing plans can be usually established.

The clinical nurse of the M section describes the relationship between nursing plans and
treatment plan in the following way: “Nursing plans should follow the plan of treatment. How-
ever, there can be problems defined in nursing plans, which are not mentioned in the plan of
treatment. The nursing field is an independent profession.” Because of this Nursing Plans, that
have no relations with the Plan of Treatment, are sometimes defined by the contact person.

The plan of Treatment can call for several interventions, which then results in multiple Nurs-
ing Plans. The Figure also illustrates the difference between the Plan of Treatment and the Nurs-
ing Plan. The Plan of Treatment is revised through the course of treatment and the revisions are
listed chronologically in the document. The Nursing Plan, on the other hand, is defined by a title
(the problem in focus) and therefore, it does not contain different revisions. (When focus shifts,
either the descriptions are adapted to the situation or new plans are defined.)

The Nursing Status documents function as a basis for writing Nursing plans. The descrip-
tions in the Nursing Status document can be related to the descriptions in Nursing Plans. How-
ever, since Nursing Status documents are written prior to conferences, not all Nursing Status
documents are related to the Nursing Plans. Like the Plan of Treatment, the different revisions
of Nursing Status descriptions are listed chronologically in the document.

The different note documents all contain note entries listed chronologically according the
time of their writing. The note entries are often related to the other documents. For instance, a
plan can call for observations. This will result in note entries that are semantically related to this
pIan.E] In the same way, note can also describe important observations, which are then referred
to in plans or a in a status document. (Important observation may lead to the definition of new
plans.)

The descriptions in the electronic documents are also related to paper based documents and

1The entries produced in the following period will address this plan.
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artifacts. For instance, the paper record might contain official letters or tests that are referred
to in the EPR system. The calendar contains planned tasks, such as, ordered tests or scheduled
treatments. These tasks will often be mentioned in the electronic documents.

Patients also produce documents as part of their treatment. Some of these documents are
produced in conjunction with the treatments and therapies. Other documents play a part at the
conference and when nurses write status documents.

The patient’s document binder constitutes the patieltttsumentation systerfhe different
documents collected in the folder describe the patient’s \ﬁm‘kring the hospitalization. As
noted earlier, the patient can use the documents to track changes in his state of health. Some doc-
uments are further more an official part of the staff’'s documentation. The Patient's Conference
form is such a document. Itis both used by the patient and at the conference. It can therefore be
argued that two different documentation systems exist on the ward; the patient’s system, and the
staff’s.

The descriptions in the documents in the two systems are related. Just like in the case of the
electronic plan documents, the patients cognitive forms will address the same problems as the
nurse’s documents in the EPR system.

The total documentation system, therefore, consists of multiple different documents that are
semantically related. The relationship between the documents is a textual and semantic one,
which means that the reader is responsible for establishing the relations between the documents.
The EPR system does not offer any means to link information in the different documents. The
paper based forms do not contain any predefines fields, in which references can be written. (The
check field on the Patient’s Conference form is the only exception to the rule.)

The nature of the documentation system results in two different types of problems. Firstly,
the different documents have a different visibility and accessibility for the users. Secondly, the
means available for linking descriptions can potentially result in inconsistency in the documen-
tation system.

The Patient’s Conference Form illustrates the problem of documents having a limited visi-
bility. The general principle is that the patient keeps his documents in his binder, including the
conference forms that he fills out during the course of treatment. The patient’s information is,
therefore, not directly accessible to the clinicians. From a treatment perspective, the principle
of the patient keeping his own documents is a necessity. In order to be able to work with his
papers, the patient needs unrestricted access to them. Furthermore, because the information in
the papers are of a vepersonalnature, they cannot be entered into the EPR akasedre-
source of information. The contact person has a restricted access to the documents, in that, she
can ask the patient to see certain forms. She also takes part in exercises with the papers with
the patient, and she discusses the result (the information in them) with the patient. The clinical
management in the managerial department of the M section, on the other hand, have no access
to the patient’s documents. Because of this, special procedures for handling the documents have
been developed. For instance, the Weekend Leave Form is entered into the EPR system and the
Patient's Conference Form is brought to the confereffce.

The problem of inconsistency is illustrated in the use of the calendar. Dates are written in
many different artifacts. They are written in the EPR system, in the calendar, on the conference
schedule, and other document used by the staff. Sometimes the same or related entries (appoint-
ments, ordered tests, and the like) are written on several documents at the same time. This is,
for instance, the case with examination planned at the conference. In this scenario, a test or ex-
amination might be ordered and at the same time a new conféﬂdmseheduled. Subsequently
dates will be written into the EPR system, the conference schedule, and the calendar. If for some
reason the date of the examination changes, all of these dates have to be changed. This procedure

2The therapy sessions and the exercises, which they is working on

3In the case of the Patient’s Conference form, it has probably been the other way around. The staff needed
a document, which could account for the patients views at the conference. Secondly, the form can also be
used by the patient in his treatment.

4where the results can be discussed at
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is error prone. A nurse describes tho problem in following statement: “A lot of the tasks we have
to do, are written into the blue Binder [the calendar]. It might bee more appropriate, if they were
written directly into the EPR.”

The following section will discuss the concept of linking information between documents.
Such a functionality will help to ensure a consistency in the documentation system (That doc-
uments referred to actually exist.) The functionality, possibly in the form of a hyper—linking
technology, will also enhance the visibility of the documents in the system. Sg¢tion 8 and its
subsections will further discuss the integration of information across the total documentation
system. In particular, the integrating between the two media, the electronic and the paper media,
will be discussed in these sections.

6.1 Linking information in documents

The Basic Structure defines a precise grammar for the clinical documentation. This enables shar-
ing of data between systems, a very important requirement described previously in this report.
But Basic data Structure also seems to have some advantages over the EPR system observed
at SHH, when it comes to its ability to support the work practice. More precisely, the Basic
Structure seems to have two feature not available in the EPR system. The Basic structure allows
an explicit linking of data elements within and between documﬂﬂﬁhe design of the Basic
Structure also integrates information on time into its design. A system build on the principal

of the Basic Structure would, therefore, offer support of the coordination of the work practice.
This differs from the ERP system observed, which must be caracterized solely as a reading and
writing artifact. This section will discuss a possible coordinative support of practice.

The Basic data Structure is described using the UML language. Fifure 6.2 shows an
overview of the data structur@ Both the data—flow diagram, showed in fig 5.2, and the

data structure model are abstractions of the observed clinical process. The data—flow diagram
is a generalized model of the clinical process. The diagram describes both the work process
of the clinician and the the information/documentation produced during this process. Whereas,
the Data structure is designed to support the model of the clinical practice; it only defines the
structure of the data. The two models are, therefore, not identical. The data entities described in
the two models differ, just as terms used to name them have been changed.

The data structure can in a simplified form be explained as follows:

Again the diagnoseliagnosg is the central entity in the model. Several diagnoses can exist
and these can both be related and unrelated to each other. The relations between diagnosis are
described in the relationship between diagnoSanimenhaeng mellem diagngssass.

The intervention Ifiterventior) class contains the documentation of interventions. The In-
tervention class represents both the planned intervention and the actual intervention, which is
carried out in the treatment. Again here, several related interventions can exist. A treatment will
often require a series of interventions and each intervention will then have to be documented.
All interventions will, at the same time, be related to each other. The intervention-plan will ob-
viously also be related to a number of (carried out) interventions. The relation is described in the
relationship between interventiorSgmmenhaeng mellem interventigneass.

5The document, as an information entity, does not exist in the Basic Structure model. This makes the
statement somewhat imprecise. But if we imagined that the EPR system in its present form was built on the
Basic Data structure. (i.e. that the underlying data structure of the system resembles the principles of the
model.) Then, such a system would enable the user to physically link data stated in one document with data
in another one.

6 In |Ministry of health (200[), the model is described in further details, than is shown here. Other
diagrams show the relationship between groups of selected classes. The diagrams also show the attributes of
each class (The data in them) and dependencies between each class. Each class is also described in detail in
the report.
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Figure 6.2: An overview of the Basic data Structure.
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Interventions are related to diagnosis through the Indication diadékétion). In the words
used in the model description, the reasoning behind the Intervention is given by the Diagnose
through the Indication. The Indication class is a simple connecting class that defines the time
span, in which the Intervention and the Diagnose is related. The Intervention INtete/én-
tionsnotaj describes the intentions of the intervention. The Intervention Note can both be in the
form of a plan note and an intervention description (depending on the type of Intervention, to
which, it belongs). Plan notes are written prior to the occurrence of the intervention. Intervention
descriptions can be written at the time of the intervention of after.

An intervention results in an Intervention ResulitérventionsresultgtThe Intervention
Result is a textual description and/or numerical values measured after the occurrence of the
intervention.

Operational Goals have to be set for all Interventions. The Operational Goals are defined
in the Operationelle rél class. This class describes the criteria for a successful series of inter-
ventions, the time-span in which the interventions are performed and other type of information
necessary for evaluating interventions. Operational Goals always have to be described for a se-
ries (or a single) interventions. By comparing the criteria described in the Operational Goals
with the Intervention Results an Evaluation ResEl#lueringresultatis produced.

The Basic structure has two main advantages over the EPR system at SHH. Firstly, the data
structure incorporates information on time. The Intervention entities contain time information.
Intervention entries describing plans contain information on when actions (actual interventions)
have to be carried out. An EPR system built on these principles could therefore assist the staff in
coordinating the treatment of the patients. The system will be able to produce reminders to the
staff, in order to ensure, that planned interventions are actually carried out. Taken even further,
the system could be designed to incorporateoak planner a section in the program in which
the tasks of a staff member would be listed. The staff members could then use the system to
plan their day. Secondly, the data structure and the elements in it are described with great detalil
and precision. A very detailed description is necessary, if an attempt on standardizing the data
structure is to be successful. The precise grammar of the medical data further enables sharing of
information and explicit linking of information within the EPR system.

The EPR system currently used in SHH does not contain any time planning functionality.
As noted earlier, the primary artifact used to coordinate the work on M6 is the calendar, the blue
binder, in which most planned tasks are written. An example of tasks written are blood tests
ordered at the conferences. Usually, a series of tests are ordered and this means that the tests
have to be taken over a specified period. At M6 the test are usually noted in the blue binder and
at the same time they are written into the Plan of Treatnfgfihe notes in the calendar will then
help to ensure that the blood samples are collected. The result from blood analysis, performed
at the in—house laboratory, will automatically show up in the Lab-Result module in the EPR,
when analyzed by the technician. (The laboratory enters the information into the system and
sends a message to the ordering doctor.) According to the staff, it does occasionally happen, that
blood-samples are never collected or that only the first sample in a series is collected. This can
happen when the ordered test is only recorded in the Plan of Treatment but not written into the
calendar at the same time. A coordinating functionality integrated within the EPR system would,
according to psychiatrists and nurses on M6, help to ensure that tasks are not forgotten. Details
about ordered test would only have to be recorded in one place.

However, the Blue Binder contains both clinical and other more practical tasks, such as the
ordering of linens or meals from the kitchen. The latter type of tasks does not fit logically into
into an EPR system. First of all, because such practical tasks do not makes sense in a clinical
documentation. And secondly, because they can not be related to specific patients.

Another problem of integrating a coordinative functionality into the EPR system has to do
with the users of the coordination artifact. The Blue Binder is currently used by all of the nurses
on M6. In particular, it plays a central role in the coordination of tasks at the staff meetings. The

"Tasks, such as tests, might also be documented in the other documents in the EPR system
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coordination suggested here, is foremost thought of as a personal organizer. Further thoughts
will have to be put into the design of a coordination system, which can serve the coordinative
needs of the individual staff member, as well as, the needs of the work group as a whole.

Another time related benefit from the Basic data Structure is, that the integration of time
information in the data-entities enables an automated evaluation. The system is able to automat-
ically evaluate the interventions performed. In other word the data structure enables a degree
of automatic machine processing. As noted, the Operational Goals state both the criteria for a
successful series of Interventions and the allowed time-frame for the planned treatment. The
system will, because of this, automatically be able to determine whether a series of interventions
have achieved the defined goals. In the case, where the planned interventions have not been
carried out, the system will automatically be able to determine this too. From a managerial point
of view, such a system offers a support to perfapuality controlprocedures. The system will
automatically be able to answer two very important questions: Is the planned work actually car-
ried out, and if so, do the interventions actually achieve the goals set in the planning process.
As mentioned earlier, the EPR system used at SHH currently supporta a very limited part of this
functionality.

The EPR system at SHH seems to be designed to resemble paper based document handling.
The system was originally designed at the Karolinska University Hospital in Sweden. The term
document orientedeems to best describe the VIPS model of documentation, as it presents itself
in the literature and in my observations. The basic entities of information are the different docu-
ments, the Nursing Status and the Nursing Plan. These documents have a well defined structure,
in which the data and information is fitted in. Because of this, it could be argued that the basic
unit of information is the information is the sections in the document. But both the structure of
the documents as well as the system’s handling of the documents, in my view, support the whole
document as the basic unit of information. The Nursing Plan functions as a whole. The different
sections relate implicitly to each other. For instance in the Nursing Plan, the focused problem
description is related to the nursing diagnosis. The same diagnosis is then again implicitly re-
lated to the goals and plans for the treatment. Separating the sections from the document and
each other does not seem possible, at least with the present structure and form of the documents.

The Plan of Treatment, written by the psychiatrist is document oriented. The descriptions in
the sections are all produced at the same time and they are implicitly related to each other. Again
separating the sections from the document is not possible.

The Note documents, on the other hand, differ from the others. In the note documents, the
basic information unit is the note-entry. The entries in the nursing document are not necessarily
semantically related to each other. On the contrary, they are different descriptions collected in
the same document. Some may be related to each other. For instance, the nurse might document
a series of observations of a certain patient’s behavior over a period of time. But other entries,
such a description of potentially interestingncident on a shift, are unrelated to the other entries
in the document. The PN medicine note, a special nursing note, is another example of a note
which is not directly related to the other notes in the nursing Note-document. Thus, the note
documents cannot be understood as document oriented. Rather, the must be seen as a sort of
collections containing both entries that are semantically related and entries which are unrelated
to the other. The only structure in the document is the chronological ordering of the entries.

The EPR system at SHH does not support any explicit linking of information between the
information in the documents. Byper textfunctionality in the system could potentially be very
useful. Such a functionality would enable a clinician to reference other documents in the system.
For example, a nurse would be able to explicitly link her descriptions and diagnosis to the overall
plan and problem descriptions in the Plan of Treatment. The Basic data Structure, with it's well
defined units of data, seems to support such functionality. In the Basic Structure, both the nurse’s
diagnosis and the Psychiatrist's diagnosis are based on the same Diagnose class. The nurse will
therefore be able to refer to both Nurse’s and psychiatrist's diagnosis in her Intervention—plans.
(The Intervention class used for the nurse’s documentation and the psychiatrist's documentation
are the same.) | would not expect the EPR system, currently used at SHH, to to be modifiable
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to support an explicit linking functionality. When the document is the basic unit of information,
then the structure of the documents will blend in with the content of the sections (the descrip-
tions). In other words, it will be difficult to separate the structure of the documents from the
information in the sections. The fact that the administrators at SHH are able to alter the structure
of the documents, supports the notion that the structure of the documents must be understood as
a part of the the information within the documents.

For these reasons, | would expect it to be very difficult to implement a referencing system,
which would be able to preserve links between sections in modifiable documents. Further more,
this discussion also gives some indication of the problems which can be expected, when the data
in the SHH EPR system is to be integrated with other systems (using the Basic structure for
medical data as reference). The two data structures do not seem to be readily integrable. An
interface between the two structures, it seems, must demand a well defined and stable internal
structure of the documents in the EPR system.

Further studies into the design of the EPR system are necessary to determine the design
principle of the structure of data on the database running the EPR system and consequently, to
discuss similarities and differences between the data structure of the EPR system and the Basic
data Structure.

Adapting thedocument metaphpwhich seems to be a central design principal of the EPR
system at SHH, might have been a logical step away from the paper based reports. The system
was designed to replace paper based records at the Karolinska University Hospital. The adapta-
tion of the document metaphor might have made the system more intuitive and easy to handle
for the users (the staff). They are familiar with paper documents and, thus, they are readily able
to understand the design principles of the system. The data entities of the Basic structure might
be more difficult for the clinicians to understand. With the basic Structure, instead of filling out
a paper, electronic or not, the user has to connect different pieces of information to each other.

In order to be able to judge the value of an explicit linking functionality in the EPR system,
further analysis of medical documentation are needed. Two different analyses of medical doc-
umentation are relevant to include in such a discussion. The first dBedd organizational
reasons for 'bad’ clinic record$y |Garfinkel (1967) and the otherlis Heath and LUff (1996).

E] The texts have two main arguments. Firstly, medical documentation is not precise descrip-
tions, but instead, it requires of the reader to interpret the descriptions in order to form his or
her understanding. Secondly, medical descriptions are distributed. No single entry in a medical
description can be understood on its own. The reader has to piece together the different entries
in order to form his or her understanding.

Medical descriptions are not complete and adequate accounts of the situation, which they
describe. They therefore require interpretation. Heath and Luff (1996, pg. 4) describes medical
documentation in the following way: “It is not so much gpis of what went on, but rather
a sketch, drawn through a few elements which provide a certain sense or impression of of the
event.” Therefore, medical documents rely on the competence of the readers.

Garfinke] lists five important qualifications, which a reader of clinical documentation must
possess in order to be able to understand the texts:

In order to read the folder's contents without incongruity a clinic member must
expect of himself, expect of other clinic members, and expects that he expects
of other clinic members they expect him to know and to use a knowledge (1) of
particular persons to whom the records refers, (2) of persons who contributed to
the record, (3) of the clinic’s actual organization and operating procedures at the
time the folder's documents are beeing consulted, (4) of a mutual history with
other persons—patients and clinic members—and (5) of clinic procedures, including
procedures for reading a record, as these procedures involved the patient and the

8Garfinkel studies a psychiatric practice. This makes his result comparable to my observations on ward
M6. Heath and Luff studies a general medical practice, but their findings are comparable to the ones of
Garfinkel, which also make them relevant in this discussion.
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clinic members. In the service of present interests he uses such knowledge to
assemble from the folder’s items a documented representation of the relationship.
(Garfinkel) 1967, pg. 206)

The quote shows how writing and reading documents is in deed a collaborative task between
the reader and writter of medical documentation. The somewhat cryptic statement pinpoints the
reader’s and writer's reciprocal relationship. The reader has to expect that the text in intented
to make sence for him. The writer on the other hand have to expect that the reader will be able
interpret his intentions. The reader and writer must therefore share some common knowledge.
They must have a common knowledge of the subject being discussed, the patient and treatment.
Furthermore, they also have to have a shared knowledge of the clinical practice. In other words
they must have a practice experience.

Medical descriptions are also distributed over time and different documents. According to
Heath and Lufif[(1996), entries in medical records function as a whole. One entry does not
present the information on its owﬁ. For instance, previous entries will often have to be taken
in to account, when the information of a current entry has to be understood. A diagnose will
often not be repeated. Because of this, a treatment documented in an entry might refer back to
a diagnose stated ealier. It is left to the reader to infer the relation between the diagnose and the
treatment. The arrangement demands a skilled reader, because the reader himself has to gather
the pieces of information in order to form an understanding of the patient and treatment. This
organization of descriptions makes the documentation practice an economic one. In short, he
does not have to repeat his descriptions. And furthermore, he does not have to explicitly state
the relationship between entries.

Heath and Luff use the termlefeasibilityto descripe this nature of medical descriptions.
“The term has been widely used in pragmatics and jurisprudence to describe the ways in which
any rule or law, no matter how precise its formulation, will inevitable confront circumstances,
where despite their potential relevance, it is inappropriate. (Heath and Luff, 1996, pg. 3)” Med-
ical descriptions can be said to Hefeasedn two ways. They are incomplete and thus, have to
be interpreted. Medical documentation can also be said to be defeased in that they are distributed
over several entries.

The nature of medical organization provides two advantages for the practitioners. Firstly,
Garfinkel (1967) argues that the use of implicit linking enables an economic documentation
practice. Arguments, previously stated, do not have to be repeated. Instead, the writer relies on
the reader to be able to relate arguments to previously stated information. Secondly, the spread-
ing of information units in medical documentation, according to both Garfihkel (1967); Heath
and Lufl (1996), further more has an advatage for the reader. The distributed nature of medical
documentation helps to give the reader an impression of the developement and changes in patient
and treatment. In the words of Heath and Luff: “By defeasing items across entries and assem-
bling the text with regard to an impression as to how this event is related to previous meetings
concerning the particular illness, doctors produce careers or trajectories of illness."(Heath and
Luff| 19986, pg. 5)

An observation of mine, which supports this view is the tasteafling up on a patientThe
nurses on M6 have often used the expression “reading up on a patient” in describing the process
of familiarizing themselves with the patient and the state of the treatment. Nurses read up on
patients at several occasions: When new patients arrive, the contact person reads through the
the documents from tranfering hospitals and institutions. When a nurse returns to work after a
longer break, they will often read up on the patients on the ward in order to learn of changes that
have occured while she has been away. Patients are also “read up on” regularly. Morning reports
are structured on the basis of notes created while reading through the documents on the patients
on the ward (in the EPR system).

9Heath and Luff quote Gurwitch for the concept @&stalt contexture This term describes the phe-
nomenon, that a number of related parts in the totality defines a unity. In the case of the clinical documen-
tation at SHH, the many documents together form the total documentation written on the patient. And on a
smaller scale, the many entries in a note document described a development in the treatment of the patient.
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Heath and Luif|(1996, pg. 5) argues that “By designing an entry so that a colleague turns
to read other, related entries, a practitioner provides a sence of the career or course of a par-
ticular illness and the ways in which various consultations featured in its developement.” My
observatrions supports this view The act of reading up on a patient provides the nurse with an
understanding of the state of the treatment and patient, as well as, a coherent understanding of
development of the two issues.

In sum, the Basic data Structure provides some advantages over the EPR system used at
SHH. The fact that the Basic Structure defines a very precise grammar for the medical docu-
mentations is the main reason for the difference between the two. The Basic Structure integrates
information on time into the medical data and because of this, the structure also has a potential
ability to support the planning of the work of the clinicians. The precise grammar is a premises
for enabling sharing of data across documentations systems; one of the goals of the Danish EPR
approach. On a smaller scale, the precise grammar also enables linking of the description in the
different documents in the system.

The linking technology can serve to improve the visibility of the information in the system.
However, special considerations should be made when designing such a system. In theory the
linking technology would make it possible to create an interface, able to prelenatevant
information in one placeFor instance, when requesting a particular Nursing Plan, the system
would also include descriptions from the plan of Treatment in the same. However, This would
not be an ideal solution. The interface should instead allow for the user to navigate through the
information in the system. The hyper—links can enable an easy navigation through the docu-
ments.



Chapter 7

Plans and practice

This section of the report will discuss the relationship between planning activities and practice.
In other words, how do the clinicians, nurses, psychiatrists, and others plan their work activities?
Secondly, this discussion will provide some concrete details on how the documentation artifacts,
primarily the EPR system, are to support this planning. To answer the questions, the planning
activities in nursing work will be discussed. | will describe how the nurses use the documents of
the EPR system to plan their work.

The EPR system is not just used to plan the work of the clinicians. The documents in the
system also serve other purposes. Because of this, sgcflon 7.2 will discuss the documentation
activities as activities that serve multiple purposes.

First question that has to be answered is, What is a plan? Plans are foremost the descrip-
tions, made by the nurses and psychiatrist,which describe the future treatment of the patients.
The Plans of Treatment and Nursing Plan are examples of such plans. Planning activities can
also be understood as more abstract categories than just the writing of specific documents. Ba-
sically all activities require some level of planning. For instance, the daily ward meetings are
planning meetings, in where the activities of the day are coordinated. The visitation meetings
and conferences are also examples of fora, where the activities are planned for a longer duration
of time. These examples also show how coordinating activities are also planning activities.

The time span covered by a plan is an important factor when distinguishing between planning
activities. In the analysis in this report, | have chosen to distinguish between planning activities
with shorter and longer time spans. This section will discuss plans that run over a longer period
of time. (Sectiori B Will cover some of the aspects of coordination activities, such as meeting
activities.)

Many different plans exists within the field of work (ward M6). All of the professionals
involved in the treatment of the patients make plans and as noted earlier, the patients also make
plans for their daily activities. This is a cornerstone of cognitive therapy. The discussion in this
section, however, will concentrate on the plans made by the staff members.

Plans are related to Standard Operating Procedures. As noted in §éction 3, medical work is
managed with the use of articulation work and SOPs. Plans resemble SOPs in two ways. Firstly,
practice members rely on SOPs when they make plans for their work. For instance, the clinical
documentation practice, (examples described in Ministry of Health,/2001 or Nurses at S¢t. Hans
Hospital, Nursing department, 2001) is an example of a SOP, describing the procedure for mak-
ing plans. Secondly, the actual plan becomes a SOP, when described in the system. The plan
describes how the work is to be conducted in a future period.

The relationship between the plan and the practice which it describes has been the focus of
much research within the field of CSCW. Through empirical studies, researchers have tried to
determine in what wayhe plan can be said to stipulate the practi¢duchmah|(1987) holds
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a central position in this debate. In her book, she strongly criticizes the present (at that time)
understanding of plans as mental constructs, constructs that precede and stipulate human activity.
The cognitive school of thought was the dominating theory on human activity within the field of
computer science at that point in time. The conclusion from her study marked a turning point
away from the cognitive theories, moving toward theories that understand human activity as
something which is situated in concrete interaction situations.

Just as it would seem absurd to claim that a map in some strong sense controlled the
traveler's movements through the world, it is wrong to imagine plans as controlling
actions. On the other hand, the question of how a map is produced for specific
purposes, how in any actual instance it is interpreisea—visthe world, and how

its use as a resource for traversing the world, is a reasonable and productive one.
(Suchmaf, 1987, pg. 189)

Suchman sees plans essource for actions Plans do not describe reality. They do not
describe the practice in a (complete) detailed sense. Plans have to be interpreted in any concrete
practice situation. They are simplifications, and therefore, they do not describe all aspects in
a concrete practice situation. Secondly, plans are generic descriptions that always have to be
adapted to the concrete practice situation.

The arguments of Suchman are in line with my descriptions of medical descriptions. For
instance|, Garfinkel (1967); Heath and Luff (1996) stress the incompleteness of medical descrip-
tions. The dismissal of the cognitive theories behind expert systems, argued by Berg (1997), also
relies on the notion that medical treatment can not be “planned once and for all”, but have to
managed through out the course of the treatment.

The discussion in the following sections understands plans as resources for actions. The dis-
cussion will try to further describe how plans are used by the staff to help manage the treatment
of their patients.

7.1 Plans and nursing work

This section will discuss the planning activities of the nurses. The planning of the treatment is,
first of all, a cooperative activity. Nurses discuss the treatment of the patients with each other and
they are all in contact with the patients. But planning is also done by the contact person alone.
The planning work results in the formulation of a plan covering a selection of the aspects of the
treatment[] My research has identified two different ways, in which the documentation tool
(the EPR system) is used to support the planning activities. These two ways will be presented
here. Following this, the abilities of the EPR technology in supporting these activities will be
discussed.

My discussion of planning activities focuses on the work of the nurses. There are two main
reasons for this. Firstly, because | have spent the most time observing the practice of the nurses,
my empirical data primarily describes their part of the total practice. But secondly and more
importantly, problems with the documentation activities of the nurses actually seems to exist.
In many wards, Nursing Plans and Nursing Status documents are not written to the extend they
ought to be.

This is argued by the EPR coordinator, as well as, by the clinical nurse of the M section.
According to the clinical nurse, the M wards do not live up to the requirements for the documen-
tation set be the clinical management of ﬂ-IH

INeedles to say, plans only covers a fraction of the total work conducted by a clinician. Much work is
donead ho¢ when needed.

2This arguments contradicts the findings of an official evaluation report of the use of EPR. A report
evaluating the use of EPR at ward U7 (the first ward to receive the system) a year after the implementation
of the system (Fischer & Lorefjz, 1999, pg. 1).
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The clinical nurse has evaluated the documentation of the work practice on M6.
The “first” Nursing Plan is missing on most patient records, as are other Nursing
Plans and evaluations of these. According to the clinical nurse, the present state of
documentation is lower than it was at an evaluation done two years ago, just prior
to the implementation of the EPR system. The poor state of documentation is not
a unique problem on M6. The same problem exists on all of the other M wards.
The nurse back this argument with concrete data from evaluations done on M3. (A
clinical nurse of the M section at a “documentation training session” on M6 )

The clinical nurse works with the nursing staff on the different wards to help them with their
documentation practice. She usually works by training selected nurses who produce inadequate
documents on their patients. During the training period, she will read the documents written
on one or more of the nurse’s patients. She will then provide feedback to the nurse with the
strengths and weaknesses of the documents, as well as, giving the nurse the opportunity to ask
her questions.

The clinical nurse finds that her interventions usually raise the level of documentation of the
entire ward significantly, and this usually leads to an adequate level compared to the requirements
set by the clinical management. However, the training only has a temporary effect. In the period
following the training, the level of documentation gradually drops to the low base level again.

Three obvious explanations to this problems seem to exist. Firstly, the Nurses might not
have the needed qualifications to use the tools and procedures in the planning of their work. Sec-
ondly, the tools might not meet the needs of the nurses. Thirdly, the problem might be explained
by the fact that the nurses do not need the planning tools to plan their activities. The following
discussion in this and the next section will address this question.

The skills of the staff is a relevant factor for being able to produce high quality documen-
tation. According to both the clinical nurse and the EPR coordinator, the quality of nursing
documentation varies greatly across the wards at SHH. Not all rﬁm&scapable of writing
high quality documentation. One possible explanations of this is, according to the EPR coordi-
nator, that the production of documentation is still a relatively new activity in the field of nursing.
Some nurses have not had the proper schooling in using and producing medical documentation.

However, this does not appear to be the explanation of the problem observed on ward M6.
The clinical nurse argues that the staff on M6 hold a very high professional level and are perfectly
capable of writing good documentation. “When you [the staff on M6] write documentation, it is
perfect. This is not the case in many other wards. In many cases nurses write too many unim-
portant details, or they may leave out key informatidﬂ.The qualifications of the user of the
documentation system are important, but they are not the main explanation for the low level of
documentation found on the patients on ward M6.

As described earlier, the documentation procedures are based on the VIPS model of nursing
documentation. The VIPS model of documentation is based on an assumption of the way nurses
work. Figurd 7.1l illustrates the stages in the (standardized) practice of the nurses. The documents
in the EPR system are designed to support this work practice on the wards.

The nurse’s work starts with the “anamnese”, the initial description of the patient. This is the
phase, where the nurse gathers relevant information about the patient (by observing, talking to,
and reading about the patient). This leads to a description of the patient (the Nursing Status). The
Nursing Status is used as the foundation, when producing the the plans. (The circle represents
the stages of the Nursing plan. The different stages relate to the overall sections of the Nursing
Plan document.) Nursing Diagnosis (identified problems) are defined from the descriptions of
the patient. Each diagnose defines a Nursing Plan. Following the diagnosis, the goals of the
treatment are set and interventions are planned. After interventions have been performed, the

3And other groups of professionals involved in the patient care.
4while stating this argument, the clinical nurse illustrated her point, with examples from documents
written by one of the nurses at M6.
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Figure 7.1: Simplified model of the nurses work (Adapted from the SHH manual of
nursing documentatign(Nurses at Sct. Hans Hospital, Nursing department, 2001))

results are evaluated (In the evaluation section of the plan). An evaluation can lead to the closing
of the plan, because the goals have been achieved. It might also lead to the description of a
different plan, if the current problems call for a different approach (A different diagnose) Finally,
the evaluation might show a need for adjusting the goals and planned interventions. When the
goals of a plan are met (When the treatment is done), the nursing epicrisis is produced.

It should be noted that several Nursing Status documents are written during the course of
treatment. These are written prior to conferences or when changes in the state of the patient call
for it. However, figuref_?f]l does not show this. In both cases, the Nursing Status document is
described as the starting point when defining or rewriting the plan.

The note document is not part of the VIPS model. They are added to the modified version
of the model made by the clinical management at SHH. In VIPS, notes are written under the
Interventionssection in the nursing plan. From my opinion, this makes the interventions an
integrated part of the plan, where as in the SHH variant, to a large extend, they are documented in
the notes section. In the SHH model, the treatment of the patient is plannedimehentions
but the actual actions (carried out ones) are documented in the note document. At the time of
evaluation, the actions are then summed up in the evaluation section of the plan. My observations
clearly indicate, that this organization turns the Nursing Plan in to a document secondary to and
separated from the work practice.

Thus, the separation of the documented intervention from the plan document might be a
possible reason for the low number of productions and revisions of Nursing Plan documents.
Because the plan is not used to write daily notes in, the nurses do read their plans on regular
basis either. Therefore, they are not urged to revise them either.

The VIPS model of nursing practice resembles the one described for the Basic data Struc-
ture. They both go through a similar set of stages, going from the definition of problems to the
evaluation of interventions.They both describe clinical work as a circular process. The clinical
procedure of the Basic data Structure also defines the documentations of interventions as in in-
tegrated part of the model. (There is no detached note class in the Basic data Structure.)

The clinical practice can also be understood in a different way, than described in[fighre 7.1.
Rather than producing a prospective description, the plan which stipulates the future practice,
the nursing plan can also be seen as the result of a mfiectivepractice. According to a
nurse, plans are sometimes written after a period characterized by athboetreatment and
note—taking. The nursing plan can here be understood as the result of a reflective process, where
the nurse observes for a while, sits dotenthink things overand subsequently expresses her
understanding of the problems and solutions in the plan. Figulle 7.2 illustrates this understanding
of the documentation practice.

In this understanding of the planning practice, the plan then stipulate the future work. But
the central notion in this understanding is, that the notes are closely tied to the work practice, and
the writing of the plan is something which follows practice experiences expressed in the Nursing
Notes. The Nursing Status Descriptions follow from the knowledge collected during the work
with the patient and supports the production of the plan.

The following example told by the same nurse illustrates the reflective work practice:
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Figure 7.2: the reflective process of writing nursing documentation.

“l once had a patient, who was transfered from another ward. Something was
wrong with his Nursing Plan. It stated that the patient was an alcoholic (mis-
bruger). But he did not seem to be one. He felt no ‘need’ for alcohol on a regular
basis. On the other hand, being in, or getting into in a difficult or unpleasant situa-
tion would make him feel an urge to drink (To escape from problems)... | was not
able to express the problem in a single term. It took some time until | was finally
able to rewrite the problem description on the nursing plan.” (Interview with a
nurse from M6)

Another example, supporting this view on the work practice, isaffieial procedure for
documenting the first period of the stay on the ward. According to the documentation manual
at SHH, the first Nursing plan routinely calls for gathering of information and observations on
certain types of behaviors of the patient. When an adequate understanding of the problems has
been established, the nurses are then expected to be able to make a plan for their work with
the patient. Again, the process of building an understanding of the problem is a process which
follows a period of work.

In the reflective understanding of nursing practice, the documentation artifact supports the
reflective process. Besides from being the medium in which the plan is documented (as it was the
case with the other model for nursing practice), the documentation artifact also functions as the
medium, on which the user can write down his thoughts. This view is also stressed by Sellen and
Harper (2001, pg. 63). They argue thakimowledge Wor “...itis the proces®f taking notes
that is important in helping them to construct and organize their thoughts.” The documentation
artifact must therefore support this reflective practice.

The existence of the two different work planning practices, the prospective planning and the
reflective one, puts an additional requirement on the EPR system. It must allow for plans to be
made both before and after the interventions are actually carried out. The EPR system at SHH
technically supports this. The Nursing Plan is a simple document and because of this, there
are no practical problems in writing the plan after the inventions are carried out. Sulah a
does not have any real planning value, rather, it will be a retrospective justification of performed
actions, organized in the form of a plan.

The Basic Structure seems to support both the preceding plans and the reflective ones. Both
actual interventions anplannedones are documented using the same Intervention class. The
reasoning behind the intervention is then documented in the Intervention Note class. The inter-
vention note can therefore both take the form of a plan description, as well as, a justification of
a performed treatment.

The principles of the documentation practice models is an important reason why the nursing
practice is not adequately documented. The fact that the SHH model of nursing documentation
practice is based on the principle of the plan, as something preceding the practice, might make
it hard for the nurses to document their work. When an intervention is already carried out,
writing a plan for it contradicts the nurse’s common—sense understanding of a plan. The same
problem seems to exist with the practice model that forms the basis for the Basic data Structure.

5Knowledge work can be tasks, such as, thinking, planning, and report writing.
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In this model, the plan also precedes the interventions. A documentation practice model should
support and accommodate both a preceding and a retrospective reasoning for the interventions
performed.

7.2 Plans, documentation and practice

It has been showed in this report, how multiple purposes exist for the documentation work con-
ducted by the staff members at SHH. The documentation has to support the work of the clinicians
as atool for planning the practice, as well, as a tool for collecting information about the practice.
This section will discuss the triangular relationship between the three parts; the plan, documen-
tation and practice.

The discussion will ague two things. Firstly, actors use planning tools when the have a need
for them. Secondly, actors have a need for configuring their planning tools. However, the doc-
umentations system at SHH serves additional purposes aside from being a planning tool for the
practitioners, and these purposes produce requirements for the documentation practice of the
staff members.

Schmidt and Wagner in (Schmidt and Wagner, 20002a,b) study the concept of ordering sys-
tems and the role of artifacts in a work pIaE]@rdering systems are artifacts used for coordinat-
ing the work practices. Examples of Ordering systems are: “calendars, clocks, agendas, minutes,
files and folders, archives, standard operating procedures, organizational charts, etc.” (Schmidt
and Wagner, 2002b, pg. 1)

The staff members at the office make extensive use of ordering systems. Designing large
scale buildings is a highly complicated job and to accomplish it, ordering systems are used to
coordinated the many tasks involved in the project. Staff members not only use readily available
artifacts, such as a CAD design system, but they also develop new ones and modify existing
ones to meet their needs. For instance, they develop Excel spread sheets and Word documents
for storing details about important stages of the design project. Notes and sketches are added to
copies ofofficial CAD drawings thereby enabling them to support the ongoing design process.

An important conclusion from the study is that ordering systems, as artifacts for coordinating
the work practice, are continuously modified and altered to fit the practice. To put it in another
way, the members of the practice, the user of the ordering systems, are constantly adapting the
systems to their needs. As a consequence of this, ordering systems do not exist if they are not
useful to the members of a practice.

The staff members on M6 also makes use of a number of different artifacts which could be
termed ordering systems. The Blue Binder, the calendar in the nurses’ office, is an example of an
ordering system. As in the case of the architects, the nurses modify it to best support their needs.
The calendar can be modified by allowing routine tasks to be added to the pages, so that they are
included on the printed pages. The Conference Schedule Plan is an example of a sophisticated
coordinative document developed on the ward. The document is used to permanently store dates
at where the patients are discussed at conference. The document sent to all of the participants
at the conference as the official agenda. But the paper is also used as a tool for helping the
participants scheduling patients for future conferences during the conference. The scheduling of
conferences and the role of artifacts in the process will be discussed further under Egction 8.

The patients also use ordering systems. The forms used by the patients during the course of
their treatments can be understood as ordering systems. The Weekend Leave form is a document
where the patients can describe their planned activities for the upcoming weekend. The form can
be thought of as an ordering system in the sense that it is used differently by different patients
and in different situations. Depending on the state of the patient, he will stress different things
on the form. (The form is used as a tool to enable self-reflection in the cognitive therapy.)

The EPR system also functions as an ordering system. According to both the clinical man-
agement and the EPR—Observatory, the electronic patient record is intended to serve as a tool,

6The articles are based on studies at an architects office in Vienna, Austria.
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which can assist the clinicians in planning their treatment of the patients. Clinicians are free to
decide the content of their plans. As shown, the Nursing plans can be altered, replaced or termi-
nated during the course of treatment as a result of their relevance. However, because the system
also serves to document the treatment, staff members have to produce documentation, regardless
of their needs. Furthermore, external norms are described regarding what this documentation
has to contain.

This circumstance, the relation between documentation and planning, might be the main
reason why the production of nursing documentation is unsatisfactory in most SHH wards. The
nurses might simply not need the plans, and therefore, they do not write them.

According to nursing theory (Brkdahl, 2001L) and and the clinical nurse, nurses do in fact
have a need for planning their work. Nurses are responsible for carrying out a large part of
the treatments performed at the hospital. Nurses work intensely with many patients at once.
Therefore, the nurses have a great needfmrational planningUnlike the psychiatrist’s doc-
umentation in the Plan of Treatment, which is general and abstract, the Nursing Plans are more
concrete, describing the treatments perforrﬂaﬂihe Psyk-VIPS manual also stresses the oper-
ational orientation in nursing documents. It argues that the Nursing plan has to describe: Who is
responsible for performing an intervention, at what times and in what/wayK&ah|, 2001)

My observations and comments from nurses on the ward, however, suggest that the need for
coordination and planning is satisfied with other means, the most important of thesenaging
ual face—to—faceoordination. The staff members are able to talk and ask each other questions,
if they need to know something. The organization of work, the contact person and the teams,
is an important factor for making this possible. The fact that the face—to—face coordination is
sufficient for coordinating the work is explicitly recognized in at least one ward at SHH. Accord-
ing to the clinical nurse, the nurses on ward M2 have explicitly stated that they do not need the
planning support offered by the EPR system. Because of this, they do not want to live up to the
official standard for nursing documentation. The nurses on M2 run a day program. “They [the
staff] are all on the ward during the day shift. Therefore, they do not need the Patient records to
communicate information over work shifts.” (The clinical nurse of the M section)

The patients are also a resource for coordinating the work on the ward. “On this ward [M6],
we can ask the patients, if we are not sure of something. | used to work at a closed ward. There,
we had to write down every thing, in order to remember it” (a nurse on M6) The nurse has re-
cently transfered to M6 from one of the closed wards. On the other ward, the patients were in a
much worse state and did not provide the same aid to the process of coordinating work. Because
of this, the nurses had a much greater need for documenting their practice (preserving informa-
tion) and writing plans for their work.

Berg (1999) stresses that the collection of data in a system always results in an increased
work load for the collectors. He argues that the benefits of and burdens from information systems
are distributed across the organization. The people who are required to do extra work are not
always the ones who get the benefits from that extra work.

“Because IT optimists neglect the additional work requiregramlucedata that can

be transported across contexts, nurses and physicians have to put efforts in aligning
with the detailed forms so that 'third parties’ acquire insight in the primary process.
(Berd, 1999, pg. 394)

This imbalance can be observed with the Danish Basic data Structure approach to electronic
patient records, as well as, the system implemented at SHH. With the Basis data Structure it is
stated that the long term goal is to be able to retrieve structured medical data from the descrip-
tions made by the clinicians, and it is admitted that this will require a change in the documen-

"The Plan of Treatment has a larger scope and focuses on diagnosis and larger problems, the nursing
plans focus on concrete problems, such as, helping the patient to manage activities in his or her daily life
(like cleaning, shopping, coping with specific anxieties).
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tation practice of the clinicians. In the case of the nursing documentation practice at SHH, the
introduction of electronic patient records has meant an increased work burden.

The fact that the collection of data results in extra work for the clinicians should be consid-
ered as a general premises for designing a well functioning system. Furthermore, this premise
should be communicated to the users. It should be made clear to the users that additional pur-
poses exist for the system, besides from the support of their work, and that these influence the
design of the system.

The extra burden of collecting information, combined with the fact that the documentation
might not even be useful to the collector, is another possible explanation for the low productivity
of nursing documentation.

As stated by|(Schmidt and Wagher, 2002b), the actors have a need to configure their order-
ing systems, in order to adjust it to meet their changing practice needs. The clinicians abilities
to modify the official documentation system, however, is limited by the external requirements.
They are limited in two ways. Firstly, they are limited to using certain documents for document-
ing their work, documents that are specified in the official standards for documentation. And
secondly, they are limited in what they can, what they have, and what they cannot write in these
documents. A potential conflict between the needs of the clinicians and the external requirements
exists.

On ward M6, the nurses make use of a number of cognitive forms in their work with the
patients. The information in these forms overlaps with the information iofficéal documents.

For instance, the nursing plans on a patient will reflect the problems addressed in the treatment
and thereby the descriptions in the cognitive forms. In the same way, the Patient Status document
and the Patient’s Conference form overlap in their content. In the Patient's Conference from, the
patient describes himself. The Nursing Status document also contains the patients description of
himself (Along with a description of the nurse’s view of course.)

An important difference between the two types of documents is that the forms can be used
more freely. Most of the forms used in the treatment are constructed by the staff and they can be
modified if necessary. The forms can also be used more freely because no external requirements
for them exists. They only serve as tools aiding the treatment.

When the two types of documents exist at the same time and when they overlap in their
content, they will compete for attention of their users. The official documents run the risk of
becoming irrelevant to the clinicians. There are two reasons for this. First, the cognitive forms
arecloserto the actual work, the therapy sessions with the patients. The official plans can easily
become secondary to both the work and the forms done while performing it. Second, since the
forms can be more freely used, they can easily be favored over the official documents.

According to the EPR evaluation repart (Bernstein éf al., 2001, pg. 96) from the Danish EPR
Observatory medical data will undergo further standardization in the future. It is stated that a
“standardization of the sharing of data will lead to a harmonization (harmonisering) of the clin-
ical process.” The report, furthermore, refers to a work group, put together under the Danish
Ministry of Health in April 2001, assigned to developing standards for documentation of clinical
processes. It is hoped that this group will be able to define the basis of documentation standards
on content. The conflict between the local and the global might therefore become even more
evident in the future, as a result of the standardization efforts.

It has been argued that the practitioners follow two different protocols, when performing
their work. The EPR system at SHH only supports one protocol for practice, as does the Basic
data Structure (The clinical practice model described in sefcfign 5.2). Within the field of CSCW,
however, it has been argued that the actors (the clinicians) need to be able to define their own
protocols of work. In other words, a system has to allow for the clinicians to define their own
practices. This is not possible within the Basic Structure framework. In order to understand why,
| will briefly compare the Basic data structure with the structure of CSCW system platforms.

Some attention has been devoted to developing platforms for supporting cooperative work
within the field of CSCW/|(Schmidt and Simdrie, 1996; Divitini el al., 1996; Jonathan|et al.,
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1995). The the goals for these projects where to build platforms, able to support the articulation
work of the users. The platforms proposed are generic frameworks, on which domain specific
systems can be build. The systems are generic in two ways. Firstly, the can be build to fit a given
work domain (for instance, the medical practice). Second, they also allow for configuration and
modification by the users of the systems.

It is stressed in the articles that two principles are essential, when supporting cooperative
work. The first one isnalleability, the ability of the users to adapt the system to fit the changing
requirements of the practice. Secondly, the system should priwideility, the ability to allow
the user to freely configure the system of coordination mechanisms to fit the work practice.

The platforms contain the primitives for building domain specific systems Some of these
primitives are:ff] Activities or tasksare the things that are done. Activities can both be those
carried out, as well as, the plans describing a number of physical activRieescan be de-
scribed as the functions or jobs defined within a field of work. Actors can take on Autéss
are the objects that perform the activities. Actors can be the people in a work group, but it can
also be a group of people or a machine (performing an automated activity). By configuring these
primitives and linking them together, the users can model their field of work.

The overall difference between the two approaches, the CSCW platform and the Basic Struc-
ture, is that the CSCW platform can be freely configured by the practitioners (for instance, the
staff on ward M6.) The EPR system on the other hand, whether it is the system at SHH or the
Basic Structure, is pre—configured and standards are described for its use. Some freedom, for the
practitioner to decide what they want to write does exist. The nurse has the ability to decide how
many plans she wants to define and the content of the plans. The documentation standards are
also revised regularly by the clinical management, on the basis of feedback from the clinicians.
Thus, the system allows for some degree of malleability. The Basic Structure also gives the user
some freedom in linking elements. The Basic structure allows, at least in principle, for the nurse
to refer to description made by others. (Nursing interventions can be related to the psychiatrist’s
interventions)

However, there is one major difference between the two. The Basic Structure does not de-
fine the actor as an independent object. (There is no Actor class.) Instead, information about the
actor is included into the other classes. For instance, attached to any documented intervention is
an Intervention Note. This note contains information about the actor, who performed it. Because
the information about the actors is integrated into the other objects, the clinical procedure can not
be modified in the same way as with the CSCW platforms. The Basic Structure might therefore
prove to have a limited use as a basis for a planning system.

In this paper, it has been argued that contemporary EPR systems require the user to follow a
specific practice. My observations have shown that the nurses work in two different ways, and
that this might impair the usability of the EPR system. Further comparisons of EPR systems
and CSCW platform technology can help to clarify the potential role of the Basic Structure as a
planning tool, or as Schmidt and Wagner label it an ordering system.

8Primitives are presented in an altered and simpler form, than in (Jonathah| et al.| 1995; Schimidt and
Simone| 1996). The descriptions here only serve as a general introduction to the concepts



Chapter 8

Articulating practice

This part of the report discusses the activities surrounding the articulation of work. As noted
in section B, the medical practice is managed through a combination of Standard Operating
Procedures and Articulations Work. Articulation work is the debating and negotiating that serves
to coordinate the work activities on the ward.

Activities on M6, are to a large extent coordinated manuallyfacd—to—facdy the nurses
on M6, other staff members, and the patients. The special organization of work and resources, the
contact person system and other organizational systems serve to enable this. Much of the work is
coordinated in aad hocmanner, when circumstances demand it. However, formal coordination
activities also exist. Two of these are the staff meetings (the nurse’s daily meetings) and the
conference. The discussion in this section will primarily focus on these two formal articulation
activities.

In this section, the two activities will be presented, the staff meeting followed by the confer-
ence. The descriptions will focus on the activities and the artifacts used at the meeting sessions.
The support of the articulation activities, offered by the artifacts, will be discussed in the fol-
lowing section. This then leads to a general discussion of how to integrate documentation in the
electronic and the paper based media.

Reports take place in the end of each shift. The purpose of the report is, as noted earlier, to
pass on knowledge between the nurses across shifts. A nurse will meet in before the previous
shift ends and receive theport of incidentdrom a nurse on the prior that shift. Thewnurse
will then pass the information onto the other nurses on the same shift. The report is passed on to
the other nurses at the morning meeting.

The agenda of the meeting contains a few regular points. First and foremost, the reporting
nurse passes on important information to the other attendants. Secondly, the activities of the
day are coordinated. The nurses will go through the items in the calendar and distribute the
tasks among them and they will inform each other of the activities they are involved in. If a new
patient is scheduled to arrive in the near future, the nurses will use the morning meeting to assign
a contact person to the patient, and they will assign someone to be responsible for introducing the
patient to the ward and perform the introduction interviBnAs part of the coordinative work,
standard tasks are assigned to each of the nurses. Standard tasks, such as, ordering linens from
the hospital laundry department. Affice dutyis also assigned to one of the nurses, placing her
in the office throughout the shift where she is responsible for answering the phone, distribution
of medicine, and other more administrative tasks.

The morning meeting is also a forum for a more unstructured debate and exchange of opin-
ions and knowledge. The issues, brought up byréperteewill often be debated by the atten-
dants. The nurses will share knowledge and discuss concrete situations and problems they have

1The assigned contact person might not be at work on the day of arrival
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with their patients. For example, at one morning meeting an iﬁ}was asked to share her ex-
periences on the ward. These where then debated by the staff. At another morning meeting, the
practice of writing nursing epicrisis documents and the ward’s connections to other public insti-
tutions were debated. This discussion was inspired by a visit to an exterior psychiatric institution
earlier in the week. Thus, the morning meeting provides a learning forum, where experiences
can be shared.

The nurse usually uses handwritten notes to structure her report. The notes are brief and
and usually only consist of simple statements, such as, “patient N.N. out last evening” or “call
physician regarding patient N.N.'s foot.” According to a nurse, the pad of paper can be handed
over from one report—responsible nurse to the next over several shifts. The following report—
givers will add to it and modify the notes on the paper. The nurse, writing the first sheet of notes
will usually read through the notes in EPR and add the most important ones to her note paper.
New report notes, with summaries from EPR, are often created in the evening or night shift. It is
done in this way because the nurse has more time available in this shift.

The other nurses at the morning meeting will usually write down their own notes on a piece
of paper. Most nurses use notepads to help remind them of important things and tasks throughout
the shift.

As mentioned in sectioff_2.2 The conference is an activity, which coordinatesdhef
work; the complete work task of treating the patients. At the conference, the overall guidelines
of work are articulated. The Conference results in a Plan of Treatment, a document written on
all patients by the responsible psychiatrist.

Observations from a conference will be presented to provide an understanavhgtajoes
on at a conferenceThe following example, thus, describes the course of a conference. The
descriptions are based on my notes taken during a conference. Because of this, and the fact that
a very detailed description would be more likely to confuse than to clarify, the descriptions do
not cover all of the details from the conference. But it does provide a good overview of some the
processes and actions of the staff members present at the conference.

A psychiatrist, a social worker, and four nurses were present at the described conference.
Four patients were discussed during the conference, which ran over two hours. Conferences
always run over two hours. Thus, if the discussion of patients takes more time than expected,
planned patients will be scheduled for a later conference. The described conference differs from
anormalconference in that not all the usual staff members were pré3@nt.

Prior to the conference:

The psychiatrist and the social worker arrive at the office about fifteen minutes
prior to the conference. They both use the time to read up on the documents about
the patients.

The psychiatrist is looking for the effects of an adjustment in a patient’s medication
(The patient is not discussed at todays conference.) She first looks in the Nursing
Notes, and the Nursing Status document on the patient. She then looks in the so-
cial worker’s notes and her own notes in the Medicine Module. (The physician can
make notes on the different drugs given to the patient.)

Patient 1:

2a student

SNormally both psychiatrists would be present at the conference. The physical trainer had also been
present at most of the observed conferences. The debate at the conference might, furthermore, have been
influenced by the fact that the work in the cognitive groups were suspended, due to shortages in staff (summer
vacation period).

4During my stay on the ward, there were repeated talks of whether the patients should be present at the
conferences. This change would have a great impact on the whole arrangement of the conference. At all
my observations, however, the patients’ participation was limited to filling out the Patient’s Conference form
prior to the conference.
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The Contact Person talks about the patient and the state of the treatment. The psy-
chiatrist asks her questions. The other nurses assist with knowledge and opinions
about the patient and treatment. The Patient's Conference form is also read aloud
by the contact person.

The psychiatrist has the Plan of Treatment document open on the laptop. She looks
in the previous plan from time to time. The plan of Treatment also functions as a
checklist for the discussion of the patient. The different initiatives described in the
plan are systematically discussed and evaluated.

The patient has been on M6 for over three months, which means that the treatment
and therapy is in a “relatively stable phase”. The psychiatrist writes down some
details about initiatives on a piece of paper. She will use these, when she dictates
the new plan of treatment.

Finally a new date for the next conference is agreed on.

Patient 2:

The course of this patient’s treatment is more problematic. This calls for a more
intense use of the information available on the patient.

The central question according to the psychiatrist is, “The patient’'s motivation is
not there, shall we discharge him.”

The traditional presentation of the patient is replaced with a more focused dis-
cussion of whether the patient benefits from the treatment or not. The Patient’s
Conference form is not consulted nor is the Nursing Status document, instead the
people present draw upon their experiences and opinions.

It is argued, that the patient “breaks his agreements made with the staff” and this
is discussed among the people present. The psychiatrist consults her Treatment
Notes in the EPR system. In the note, she finds proof of an occasion, where the
patient has broken an agreement, which he made with her. “The patient was to
describe (formulere) his motivations for staying at the ward. He was also supposed
to consult his Contact person.” But these things never happened.

The conclusion of the discussion is that the the Contact Person is to talk to the
patient about his motivations for staying at the ward. The psychiatrist writes down
notes about the conclusion.

Patient 3

The nurse presents the patient and reads from the Patient’s Conference form. The
psychiatrist is browsing through the previous Plan of Treatment on the patient,
while the nurse is talking. She also opens up the Treatment Notes, and reads one
of the entries.

During a discussion of the patient’s general health, the psychiatrist wants to know
if the patient is a smoker. The nurse believes that she has documented this infor-
mation in the EPR. However, it can not be found under the Nurse's Admittance
Interview document, which is where the information is supposed to be.

The patient is diabetic, so the staff need to be aware of the patient’s physical state
of health. The psychiatrist is reminded of this (the diabetes), when she is reading
in the Plan of Treatment. The psychiatrist also looks at the weight and Body Mass
Index (BMI) of the patient. The last recorded weight and BMI figures are over two
months old.

As a result of the missing BMI recordings, the attendees discuss the hospitals pro-
cedures on treatment of diabetic patients. According to the physician, “Patients
with diabetes are to be weighed biweekly or more frequently.” It is, therefore,
stressed that the patient has to be weighed more frequently in future treatment.
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The psychiatrist looks at the blood tests taken on the patient during her stay at the
hospital. All of the patient’s readings are normal. (Patients on M6 have blood
samples analyzed on a regular basis during their stay on the ward.)

The psychiatrist writes down the primary details about the patient, for instance,
the main behavioral problems and that the patient is working/cooperating with the
staff on the interventions agreed upon.

A date for the next conference has to be set. A nurse looks in the conference plan
and the nurses’ shift plans. It is stressed among the participants that the contact
person of the patient should present at the next meeting. Thus, a date has to be
found, where the Contact person is scheduled to be on the day shift.

Patient 4:

This patient is being treated by the other psychiatrist, who is on vacation. The
psychiatrist seems to think that there was a special reason why the patient was
scheduled for this conference. She looks through the plan of treatment, in order to
try to find the reason.

The other people present are discussing the patient. ( The psychiatrist is reading
during the debate). The subject of the discussion is that the patient is about to be
discharged from the ward. A complicating factor is that the patient does not have a
place to live when he is discharged. The patient visited an institutionpratiected
homesand has expressed a wish to get a room there. The staff, on the other hand,
think that there might be more suitable solutions for the patient. The Social Worker
is a central actor during the debate. They agree that he is to negotiate other options
with the housing visitation peopl and then present these other options to the
patient.

The patient also has to start up job activities when he leaves the ward. The atten-
dants agree that the social worker is to help the patient to a good start with these
activities. (He is to escort the patient on a planned visit to the shop, where the
patient has to work.)

The psychiatrist writes notes about the two planned tasks.

After the conference:

The psychiatrist brings the Paper based journal along with her back to the office.
She wants to keep them for the next couple of days, while dictating the plans.

The example shows how the EPR system is used to find missing information, when it is
needed in the discussion of the patients. And at the same time, the EPR documents help the
attendants to structure the meeting. The sections of the Plan of Treatment are discussed system-
atically. The example with the diabetic patient, shows how the documentation, or rather the lack
of documentation, can help to address weaknesses in the treatment.

The example also illustrates the protocol of the conference. The discussion of a patient
usually starts with the Contact Person introducing and describing the patient. Proceeding this
introduction is the actual discussion of the patient and the treatment. The discussion is always
rounded off by setting a date for the next conference and the psychiatrist taking notes in order to
be able to write the Plan of Treatment.

But the example also shows that exceptions can be made téixthisprotocol. In cases,
where the psychiatrist has an indepth knowledge about the patient, or as in the exemplified case
where time was short, the introduction of the patient might be minimized to make more time for
the discussion.

Different roles are assigned to the attendants at the conference. One of the nurses are usually
assigned the role dfime managerThe time manager keeps track of time to help ensure that the

5The people at the public office responsible for offering people in need a place to stay.
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schedule is met. (In many cases some of the scheduled patients have to be put on new confer-
ences.) The Plan of Conferences is usually also handled by this nurse throughout a conference,
putting her in a central position when patients have to be scheduled at future conferences.

The contact person is usually the one describing the patient, the treatment, and the devel-
opment in both. The Psychiatrist usually assumes the role of asking questions and reflecting on
the descriptions. The psychiatrist focuses on the bigger questions regarding the treatment, such
as, estimating the duration of the patient’s treatment or defining the category of the patient (the
diagnose and type of disease).

Staff members are also assigned different clinical roles, for obvious reasons. The psychia-
trists are formally responsible for the treatment. They are, therefore, also responsible for writing
the plan of treatment, the only document required by law. The nurses (or any other professional
group) have no say in the content of the document, and they do not sign or approve it in any
formal sense.

The psychiatrist might have different opinions then the nurses regarding the main problems
of a patient. Reasons for this are that the nurses spend more time with the patients than the psy-
chiatrists do and that the two professional groups have a different relationship with the patient.
The psychiatrist has the authority to change the medication of the patient, just as she decides
the duration of the treatment. This can make the patients act differently around the psychiatrist
(than they would around the nurses), in order to achieve certain goals. The indifferences might
surface during the conference or they may become evident in the plan of treatment. In both
cases, the psychiatrist has the authority to decide the approach. Nurses can only put their counter
arguments forward and thereby affect the psychiatrist's decision.

8.1 Supporting articulation work

The case descriptions illustrate the use of artifact at the meeting activities on ward M6. They
show how the EPR system is used as a reading tool during the conference meeting and how the
system is not used at the ward meetings at all. At the meetings, hand written notes are used, both
as a means of structuring the meeting and for storing important information brought up at the
meeting.

The discussion in this section will focus on the use of the two technologies, the paper notes
and the EPR system, during the meetings as reading and writing artifacts. More precisely, this
section will discuss the abilities of the two artifact types to support the articulation work that
takes place during the meetings.

In order for the EPR system to be a well functioning system, which is integrated into the
work practice of the clinicians, the system has to be used by the staff members. This does
not seem to be the case with the nursing documents. As previously argued, the nurses do not
produce the expected amount of documentation. This, combined with the fact that the electronic
documents are not used in any nursing meeting activities, suggests that the EPR systems is not
ideally integrated into their practice.

One of the nurses explains the low production of documentation by the fact that the docu-
ments are not read by others. She argued that “ we are writing the documents for our own sake...
No one reads them.” According to her, the documentation productivity could be improved by
integrating the electronic documents into the meeting practice.

Another nurse argued that by reading the electronic documentation at the meetings, the
nurses would gain a deeper knowle@ef the state of the patient and the state of the treat-
ment.[] The nurse believed that a problem associated with the procedure of writing notes on a
pad of paper and using these to guide the report, is that the report will tend to focus on the daily

6Translated from the Danish expression “bedre overblik”, which directly translated means better
overview.

"The nurse previously worked on a “closed” ward. On this ward, the EPR system was used at the report
meetings.



78 Articulating practice

events. The notes will tend not to focus on changes to nursing plans and othelormmpterm
and theoretical issues. When paper based notes are used to structure the meetings, it will not be
directly visible to the attendants, when a Nursing Plan ought to be revised or replaced.

The electronic nursing documents should be an integrated part disteursen the ward,
the ongoing clinical discussions of the treatments and therapies performed. If the system serves a
role of supporting the debates, it will also makes sense for the nurses to spend time producing the
documentation in it. In the words of a nurse, “we have to move away from double documenting”,
the situation where the clinician writes notes on a pad of paper at the meeting and afterwords
enters them into the EPR system.

However, the EPR system should not be used at the meetings at any costs. First and foremost,
it has to be useful for clinicians attending the meetings. In other words, they have to be able to
use the system at the meetings. The analytical &ffordance proposed by Sellen and Harper
(2001), addresses this question. They argue that technologies supports different activities to a
varying degree. In other words, a technology affords certain activities.

“An affordance refers to the fact that the physical properties of an object make
possible different functions for the person perceiving or using that object. In other
words, the properties of objects determine the possibilities for action.” (Sellén and
Harpef! 2000, pg. 17)

In particular, they argue that paper based technologies, such as the note pad, afford different
activities than electronic documentation systems.

“To understand why this is so, we need a better grasp of the reasons that paper
supports some kinds of human activities better than the digital alternatives do. We
need to understand what it is about the physical properties of paper that make it
play into different aspects of the work that people do, and how work practices have
evolved along with paper in such a way that paper is woven into the very fabric of
work.” (Sellen and Harpér, 2001, pg. 16-17)

Therefore, no solution should be based on a single technology alone. Systems should be de-
signed to support integration of and inter—operability between the paper based and the electronic
information and documents. Both the affordances of paper and of the electronic systems should
be considered in the design of a total solution “with this knowledge in hand [the affordances of
the technologies], designers can creaimbinationf the best of both the paper and the digital
worlds.” (Sellen and Harpgr, 2001, pg. 143).

A main affordance of the EPR system is that it enables the clinicians to share their doc-
uments. Different clinicians, physically placed in different locations, can read the same doc-
uments. A main affordance of the paper based documents are their flexibility. As previously
mentioned, the paper based forms can be used more freely than in the case with the official EPR
documents. Another flexibility of papers is that they can be used more freely in the writing pro-
cess|(Sellen and Harper, 2001). For instance, the user is free to physically arrange his scribblings
on the paper and he is able to make comments in the margin of the paper. This is usually very
difficult to do in electronic writing systems.

During the conferences, the laptop is controlled by the psychiatrists. When both psychiatrists
where present, they would take turns operating it, depending on the patients that were discussed.
(The psychiatrist, who's patient was discussed, would usually operate the laptop). The laptop
was only used to read information from, no information was typed into the EPR system during
the observed conferences. In situations where texts in the EPR where read out loud for the
other participants, the other staff members would occasionally take a look at the screen, and read
for themselves. (This happened a few time during the observed confer@altectivereading
should therefore be considered as exceptions to the rule. The EPR is primarily used as a reading
tool by the psychiatrist, who's patient is discussed.)
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The Plan of Treatment documdiiserves to control the structure of the conference. The
document functions as script, guiding the attendants through each section of the documents.

ﬂ The attendants will usually start by discussing the general state of the patient. During this
discussion, the psychiatrist will consult tB&ort resume of patiesection, the first section, and

she will compare the statements from the other attendants with the descriptions here. The same
principles are repeated through the sections of the plan; the descriptions are compared to the
present impressions of the attendants (during this, the psychiatrist will write down short notes on
a pad of paper of the thinggyreed on).

Occasionally, the psychiatrist will open up other documents in the system in order to search
for somemissinginformation. H During my observations, the Nursing Notes seemed to be
favored by the psychiatrist when searching for missing details. When searching for information,
the psychiatrists would usually browse through the Nursing note and then the notes written by
themselves or others.

The ability of supporting reading and information searching (browsing through documents)
is argued by Sellen and Harpéer (2001, pg. 101-103) to be one of the weak-points of electronic
systems. They argue that when it comes to reading, the paper media has affordances far superior
to modern computer interfaces. They argue, for instance, that the paper medium enables a spatial
flexibility. This means that papers can be placed next to each other on a table, thereby giving the
reader a better overview over the material. Likewise, paptmgible meaning that the reader
is able to feel how long a text is by the thickness of the papers. The EPR system does not provide
this support to the reader and it is only able to display one document at a time.

Nevertheless, it actually seems to work reasonably well for the psychiatrists during the ob-
served conferences. In order to really decide whether the EPR system is actually a usable infor-
mation searching system in a meeting setting, my studies should be compared to stpdjes of
basedconferences.

During my observations there have been situations where descriptions from the EPR system
as well as, from paper based documents have been read aloud at the conferences. In the case of
the the possibly brain damaged patient, the result from tests performed by a Neurologist were
brought out and discussed at the conference. The paper stated that there where no identifiable
neurological problems with the patient. This served as a deciding factor in the planning of
interventions.

In another example notes from a psychologist, not present at the conference, where read
aloud:

During the discussion the psychiatrist suggests, that a note entry written by a psy-
chologist (engaged in therapy sessions with the patient) should be read aloud. She
reads out the notes, which are a description of the psychologist's perception of the
patient’s problems. According to the note, the fundamental reason for the symp-
toms showed in the patient is “low self-esteem”. The psychiatrist finds, that the
note clarifies andums ughe discussions they are having about the patient. (con-
ference meeting on M6)

The example shows how the work of other parties can play a role in the discussion at the
conference. Preceding the observations described here, the attendants at the meeting had been
sharing opinions on the reasons for the patient’s problems. Different explanations of the patients
problems had been laid out by the attendants of the conference. The descriptions by the Psychol-
ogists served to clarify the conclusions of the discussions, and thus helped to establish a unity
among the different opinions of the staff members attending the conference. This functionality
is also possible when using the paper journals. However, it would demand that the documents,

8Thepreviousplan, the document written following the previous conference.
9Schmidt (1997) introduces the term Script to describe the ability of a written description to guide the
reader through a certain set of tasks. He uses the example aif¢heft flight—deck checklighat guides the
pilot through the preparations before takeoff. The checklist guides him through the task, but at the same time
it also allows him to abandon the procedure, when he needs to do so.
1035 in the case of patient 2 in the case description
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such as the psychologists notes, are actually available to the attendants at the conference. The
EPR system has undoubtedly given the documents a greater visibility.

The question remaining is whether the EPR system is usable for the nurses during their meet-
ings? It probably is. The structuring effect of the plan documents on the meetings would be a
different one, because of the fact that several Nursing Plans exists on each patient. Secondly, the
nurses’ meetings are not structured in the same way as the conferences. (Depending on changes
in the state of their iliness, all patients are potential subjects at the meetings.) However, one
precaution deserves to be mentioned here. Some of the nurses on the ward were not very com-
fortable operating the system (opening document windows and so on). The users have to be able
to handle the system well, in order to be able to use it in a meeting setting to display patient data.
Otherwise, using the system will disrupt the flow of the meeting.

Before the implementation of the EPR system, the psychiatrists would Daxaghoneto
record the content of the plan with. They would record their statements on tape. The actual plan
would then be written by secretaries. The same procedure applies for the new electronic system.
The Psychiatrists will take notes on a piece of paper. They will then use their notes, when they
dictate the new Plan of Treatment afterwards back at their office. The only difference is that the
secretary will type the plan into the system instead of the paper based report.

For a period, the staff experimented with writing the plan at the conference. (This occurred
before my observations at the ward. My descriptions are therefore based on descriptions referred
to me by the staff members.) Instead of using a secretary, the psychiatrist would write the plan
after the discussions of each patient. This procedure allowed the other attendants to participate
in the actual writing process, when this was beneficial. It also allowed the other attendants
to acknowledge the wording of the descriptions in the plans. Two main conclusions from the
experiments where reported by the staff. Firstly, it was clear to all that it took to much time to do
the actual writing at the conferences. As a consequence of the changed procedure, they where not
able to discuss the same amount of patients during the two hour conferences. In fact, this was the
main reason for canceling the new writing procedure. Secondly, a positive conclusion from the
trials was that thelansalways contained the information agreed on at the conference meeting.
According to the nurses, the Treatment plans, which appear in the system after the conference,
can sometimes differ from their perceptionsndiat was agreed on at the conferen@@easons
for this can be: forgetfulness or disagreements between the attendants at the conferences.) By
writing the plans at the conference possible disagreements would be sorted out immediately.

Another approach in integrating the EPR system as a writing tool during the conferences
could be to make the Psychiatrists write their draft notes in the system. Instead of writing the
complete descriptions in the Plan of Treatment, they could write some more or less detailed
notes at the conference. Such an approach would not occupy the same amount of time at the
conference, as writing the full descriptions does. Providing that the psychiatrists are the ones
physically writing the final descriptions (and not the secretaries), this approach would still elim-
inate the mistakes and misunderstandings directly at the conference.

The draft approach is just an idea and might not be functionable for the attendants at the con-
ference| Sellen and Harpér (2001, pg. 61-67) concludes from studies of meeting activities at the
International Monetary Fund (IMF) that computers are not very useful as note—taking devices.
The process of handling the documents in computers is too cumbersome and disruptive to the
flow of the meeting (Operating the equipment takes away the attention from the real subject, the
discussion). Whether or not the draft—writing approach is usable for the staff as SHH, thus, will
have to be proved by actual experiments.

It is not necessary to discuss whether the nurses should be writing in the electronic system
during their daily meetings, because electronic documents are typically, produced by the nurses
individually. It would probably still be fruitful for the report—giver to write down notes for
structuring her report prior to the session, just as the other nurses should still be writing their
notes on pieces of paper. In other words, the EPR system would probably only be able to serve a
purpose as a reading tool, allowing the attendants at the meetings to hear the precise wording of
the descriptions.
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8.2 Integrating documentation media

The overall goal of the EPR project on a national level, as well as, at the hospital studied in
this report, is to replaceld paper based documentation systems with new electronic ones. This
process is termeBigitalization. It is not known whether the goal of the current digitalization
projects is to replace all paper based documentation or whether the two media are allowed to
co—exist in future work places. The observations conducted during this project have identified
many paper based documents, which play a crucial role in the treatment of the patients. The
most prominent example of such paper documents are the forms, which patient and contact per-
son work on as part of the cognitive treatment. These documents are kept by the Patient. The
existence of two separate media for the documents calls for a discussion of the integration of
data between the two media.

The relation between and the integration of documents is relevant to discuss. Sellen and
Harpel [(20011) argue in their book that instead of trying to replace papers with electronic systems,
designers should focus on designing solutions which are able to integrate the two media. Well
designed systems should enable the user to shift in between the two media during the course of
his work, and to transfer documents from one media to another in order to best support the needs
of the users.

The case of the Weekend Leave f&}ihlustrates a situation where procedures for including
the information from the form into the EPR system were created (ie. Typing the information into
the system). Two other ways of integrating documents should also be mentioned here.

Paper based documents can be scanned into the EPR system (This is not supported in the
observed system.). Scanning paper documents directly into the EPR system is an efficient solu-
tion. By scanning the documents into the system, their visibility is extended, enabling all staff
members to access them. The Patient’s Status form is an example of a document, which is occa-
sionally shared between the staff members involved in the treatment. Occasionally, the contact
person or psychiatrist wants to store the form for future references. At present time, this is done
by placing a physical copy of the form in the patient’s paper based record. The head nurse on
M6 expresses this need in following statements: “We ought to be able to include the forms by
scanning them into EPR or to include them as Word documents... It is too much work to type
the Patient’'s Conference Forms into the EPR system... As it is right now, we can refer to a form
(placed in theenclosedsection in the paper based journal) manually, but this does not work very
well.”. A documents presence in the paper record’s folder is not explicitly documented in the
EPR system, besides a textual reference in a section of a document. This lowers their visibility
in the total documentation system. (Paper documents are not easily noticed when staff members
read through the documents on a patient.) The current procedure is also error—prone. When
papers are removed, either because they are lost or in the process of tidying up the folder, the
textual reference in the electronic documents to that particular document is not removed. A sys-
tem, with a document scanning support would solve some of these problems. It would enable the
staff members to effortlessly includmclosed documentsd it would also be able to provide
means for indexing the enclosed documents. (Such an indexing feature could obviously also
be implemented without the scanning support. But the system would not be able to ensure the
integrity of the index.)

The other way of integrating the two media is by changing the practice for the writing of
documents. Instead of writing on paper based documents, electronic documents with a similar
structure could be created. This solution is not possible for all documents. Most paper based
documents are paper based for a reason. For instance, the patient does not have access to a
computer during his stay on the ward. Secondly, the computer as a tool for reading and writing
might not be functionable for the patient. (The patient’s work with the forms is a therapeutic
work process. The computer might impair the patient’s therapeutics work.)

The Patient’s Conference Form is partially included in the Nursing Status document. More
precisely, the Nursing Status document contains a section with the patient’s account for his sit-

l1see secti02
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uation. This section could possibly be expanded to contain the information of the Patient’s
conference Form, which would the make the form obsolete. The Nurse and the patient would be
able to prepare the common document togeﬂﬂsﬂ.’he benefit of a shared document would be
that the time spent on writing documents could be cut down.

The change in the procedure for writing the electronic documents is not a completely hypo-
thetical one (made up by the author of this report). The clinical nurse of the M section argued at
several occasions that the contact persons should bring the laptop computer to certain sessions
with the patient. The nurse’s admittance interview document is an example of a document which,
according to the clinical nurse, could be written during the actual interview. The Nurse’s Admit-
tance Interview is a structured interview, where the nurse collects certain important information
about family and dependant relatives. The clinical nurse also mentioned the Nursing Status as a
document, which could be produced by the patient and the contact person together at a meeting
prior to a conference. The electronic document would then servechsdklistof the subjects
talked about at the meeting, and at the same time it would be filled out directly. During my
observations, the nurses would usually take notes on a piece of paper while talking to patient.
They would use these, when filling out the electronic documents.

Another benefit with a changed procedure, according to the clinical nurse, is that it would
ensure that the documents would in fact be written. This is particularly import with the admit-
tance documents that have to completed within a certain time margin. In several cases, she had
observed that the interview had been conducted, but that the writing of the document had been
delayd or forgotten. This would not occur if documents were written at the meeting.

However, changing the procedure and including previously paper based documents into the
EPR system should be done with caution.

Sellen and Harpéf (2001, pg. 121-122) studied the implementation of an electronic record
system at a British police corps, and found the shift to be a problematicn§he system
included laptop computers, which were intended to be used during interviews of the victims of
crimes. However, the officers did not find the laptops to be usable in interview sessions. “..
the psychological state of crime victims was often such that police officers had to be extremely
alert and sensitive to the ebbs and flows of what those victims said; pauses were sometimes the
manifestation of stress as much as a simple mechanical feature of telling the story.” The officers
felt that having to operate the computer during the interview sessions limited their ability to listen
to the story of the interviewee.

Furthermore, the rigidity of the computerized forms made it hard for the officers to type in
the needed information during the interview sessions. “Nor did the victims tell their stories in
the order in which the police officers needed to enter them; indeed, though police officers tried to
steer the narratives, it was often the narratives that determined the order of data entry activities.”
(Sellen and Harpér, 2001, pg.120)

The situation of a police interview is similar to that of a nurse or psychiatrist in an interview
or therapy session. As in the police case, it is also crucial that the health professional is sensitive
to the expressions of the patient. A digitalization of documents produced in a patient—staff con-
text should be accompanied with empirical evaluations.

According to| Sellen and Harper (2001, pg. 164-166), not all documents are suitable for
sharing. There can be two reasons for this. Firstly, some information might be more useful for
a single person in its original paper format. In a discussed case, papers were scanned into a
digital document management system, making them available to the other staff members. But
staff members preferred to keep some of their documents in close reach in the original paper
form, because they were more useful to them this way. Secondly, some documents might not be

2Maybe they would have produced each their draft document prior to the meeting. In any case, a new
procedure for creating a common document would have to established.

13The main rationale behind the new record system was that it would enable an effective sharing of data
between the police officers. Information entered into one terminal would be accessible to all other officers at
their terminals and through mobile devices in their cars.
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suitable for sharing because of the nature of their content. In the referred case, some documents
contained private notes, which were not intended for others to see.

This is relevant, when designing a procedure for documentation work at SHH and at a more
local level on ward M6. Documents can sometimes be more useful in the paper form. This is the
case with many of the patient’s forms for instance. But the nature of the content is also relevant,
when determining the media for storing the information in. The patient’s folder is indeed the
patient’s. According to the nurses on M6, the patient’s forms are perceived as the property of
the patients. Therefore, the Patient’s Status form is returned to the patient after the conference.
When copies of it and any other forms are made, the patient will be asked for his permission.
The forms contain his personal writings and it is therefore important to respect his ownership.
For this reason, it would not be possible to systematically store the patient’s documents in a
(hypothetical and scan—in supported) EPR system. A similar, but opposite problem, has to do
with protecting the discretion of the staff’s writings. Even though the writings of the staff mem-
bers are formally and legally accessible to the patient, they are kept out of his immediate reach.
The documents in the patient’s record will in many cases contain information that might have
a negative effect on a patient during the many difficult periods of his treatment. For instance, a
patient struggling with coming to terms with the extend of his problems might give up, if he is
confronted with the staff’s descriptions of him.

This sections has shown how the EPR system is part of a large system of documentation.
Some documents are related and connected, while others exist separate from the others. There-
fore, when designing a documentation system all of the different documents have to be taken
into account. Electronic documents function together with paper based ones. A redesign of one
will therefore also affect the other. When implementing changes in the documentation practice,
the total documentation system has to be modified all together. For instance, most of the paper
based documents described in this report have been invented locally on wa@ Wite exis-
tence of these paper based documents should be taken into account by the EPR control group.
The electronic documents have to be designed to function in a relationship with other locally
produced documents.

14n the case of the Weekend Leave Form, the document was created as a result of sudden requirements
from the clinical management.
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Conclusions

Three important aspects have been identified in the process of discussing the Electronic Patient
Records technology and these have shaped the structure of this report

The analysis of the documentation practice on the ward revealed a complex system of doc-
uments. Many different documents are used during a standard course of treatment and the doc-
uments exist both in electronic and paper based media. It is important to discuss the linking of
information within the documentation system. This is done under cHapter 6.

Documentation artifacts play a role in the planning of work. A detailed discussion of EPR
systems’ abilities to support the planning (coordination) of the practice is therefore important.
A potential conflict between the local and the global exists. The requirements to an EPR sys-
tem from the surrounding actors (Management and authorities) are not always compatible with
the requirements to the system from the practitioners themselves. The role of EPR systems as
planning and documentation tools has been discussed under ¢Hapter 7.

Finally, the abilities of the artifact to support the ongoing articulation processes, seems to
be a key to its success. The EPR system has to be integrated into the discourse on the ward.
The EPR system coexists with other paper based artifacts, an integration between the two media,
thus, is important to discuss. Chagtér 8 provides such a discussion.

The report identifies several purposes for medical documentations and the EPR technology.
Medical documentation supports the work of the local clinicians. It enables them to store and
share information about their patients, thus, helping them to coordinate their efforts. In partic-
ular, the modern approaches described in this paper, emphasize the role of the EPR system as a
planning tool.

Externally, the patient record serves a legal purpose by documenting the interventions per-
formed. Furthermore, it is hoped that modern EPR systems in time will provide support for
managing the resources of the organization, as well as, supporting the medical research activi-
ties.

The implementation electronic patient documentation systems have several consequences
for the clinicians and the organization of their work. First of all, it has brought changes to what
people write and the way they write it. The nurses at SHH have experienced a great increase in
the amount of documentation that they have to produce. The implementation of EPR technology
has been accompanied by standardization efforts. EPR system require that descriptions are en-
tered in a specified form. For instance, in order to make evaluation possible, the systems require
that goals are expressed in a measurable form. The EPR technologies discussed in this report
also standardizes the work practice, the way that the clinicians work. Such a standardization is
necessary in order to be able to collect standardized data.

There are also Positive consequences associated with the implementation of EPR technolo-
gies. First and foremost, the digitalization of documents has resulted in a greater visibility of the
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documents. The clinicians are able to share each others documents across time and geographical
locality. Secondly, the electronic medium is able to perform active operations on the data and
this can benefit the users of the system. For instance, the EPR system at SHH presents the doc-
uments according the actuality of the documents (most recent changes). With the incorporation
of information on time, the Basic Structure framework is able to perform automatic evaluation
functions and potentially, the system will also be able time to provide some time—planning sup-
port for the clinicians using the system.

Finally, my studies have revealed some design requirements to the documentation system
and its integration into the organization.

Firstly, an EPR system could support the work of the user by integrating time—planning and
reminder functionalities. Such needs were expressed by the staff on ward M6. However, careful
considerations need to go into the design of such a planning functionality. A planning system
needs to be integrated with all of the other coordination artifacts, such as the calendar on M6.
It also has to be established, how the patient—oriented EPR system can be designed to fit the
coordinative needs of the group as a whole. (For instance, how can a combined records and
planning system be used at the morning meeting for assigning tasks to the nurses.)

Medical documentation is produced according to the principle of defeasibility, meaning that
description are spread out over time and place in the system. An EPR system should therefore
allow for the user to navigate through the descriptions in it. A linking technology could be in the
form of hyperlinks, supporting an easy navigation through the system.

A documentation system should allow some flexibility in work practice. The EPR systems
studied in this paper both require that the clinicians follow a pre—specified work practice. How-
ever, the observations of the nurses on M6 revealed the existence of two different work practices.
The design of a documentation system should allow the clinicians to document interventions
after they are performed, as well as, to describe formal plans prior to carrying them out.

Planning tools are used when they are needed and they are used differently depending on
the needs of the user. The findings of this report suggest that one possible explanation for the
low documentation productivity of the nurses at SHH, is that they have no need for the planning
support offered by the EPR system. The EPR system serves both as a planning tool and as a
documentation tool. Both of these purposes should be acknowledged in the design of the doc-
umentation practice standards (such as the documentation manuals) and they should be clearly
stated to the users (ie. the nurses and others).

Finally, the EPR system will be part of a larger system that could be called the total doc-
umentation system. The design of the EPR system should acknowledge this fact. The total
documentation system is based both on the electronic and paper media. Therefore, the design
of an EPR system should allow for an integration between the two media. An integration can
be accomplished by different means, for instance, by scanning in paper based information and
by changing the documentation practices of the users. Secondly, the total documentation sys-
tem consists both of official documents and locally defined ones. The design of an EPR system,
which can be considered as the official system, should also acknowledge the existence of locally
defined documentation systems and it should allow for an integration of information between the
two.



Chapter 10

Final notes

This report presents a very broad discussion of medical documentation and the EPR technology.
However, during my work with the project, | have come across some relevant aspects which are
not included in this paper. The reason for this is simple. The report can not include all aspects of

medical documentation. In particular, two things seem important to discuss, cognitive theories

of human activity and the varieties of medical documentation.

According to nurses and psychiatrists at SHH, the cognitive approach to psychiatric treat-
ment is very successful compared to rival approaﬂ]@be cognitive approach is widely applied
at SHH and many other places worldwide. Within the field of CSCW, cognitive theories have
often been the subject of much criticism (Suchiman, 1987;|Berg,| 1997). However, it is my argu-
ment that the two understandingsooignitive explanationdiffer in several ways. The traditional
cognitive arguments used in CSCW have been a part of the discussion for several decades, and
many of the “original” concepts are still used in the contemporary CSCW debate.

Modern cognitive explanations seem to be less rigid and spanning over a shorter period
of time. When nurses and psychiatrists talk of cognitive schemes, they talk of reactions and
perceptions “opfattelser” with a short time frame, not the “big plans” traditionally referred to
in CSCW literature. The “cognitive” processes also seem much more flexible, in that they are
altered and adapted by the person in the concrete situations. Modern cognitive theories also seem
less eager to explain all of the facets of human activities. Instead they focus on details (thoughts
and perception) in concrete situations.

The statement presented here are not based on a large body of evidence. However, it is my
general opinion that the cognitive theories, as they are practiced in the field of psychiatry, can
provide valuable arguments to the theoretical discussion within the field of CSCW. Modern cog-
nitive theories are relevant when trying to account for human behavior. At least, a reevaluation
of cognitive theories could result tleaning outof all the old and discarded arguments that are
brought up in the contemporary discussion.

Another important aspect is the issuegeheralization In other words, in which other areas
can findings by used as arguments in a discussion.

The field of Medicine is a very wide one, as noted in the beginning of the report, which con-
tains numerous different specialties. All of these areas of specialization have each their different
practices. Documentation practices and the form of the documentation are equally different.
Bergd (1999) studied EPR technologies used in Intensive Patient Care. The data documented
there was primarily in a short and numerical form, a form that differs radically from the long
textual descriptions used in the field of Psychiatry. Further studies of the differences of medical
documentation could provide valuable information that could further the design of EPR tech-

1Such as Freudian and Psycho-dynamic theories
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nologies.

Differences also exist within a single medical field. According to the EPR coordinator,
many different documentation practices exist at the different sections and wards at SHH. Setting
common standards for the documentation work has proved to be a difficult task for the clinical
management. Further studies of the differences in documentation practices in other practice
fields are potentially valuable and could contribute with findings, not visible in a single set of
observations.

In the same way, studies focusing on other professional groups than the nursing group could
also provide valuable contributions to the understanding of medical documentation practice. In
particular, the documentation practice of the psychiatrists seem like a natural extension of the
work described in this project. A comparison of the documentation practice of nurses and psy-
chiatrists (doctors) can provider a better understanding of both practices.
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