MEDINFO 2007

K. Kuhn et al. (Eds)

10S Press, 2007

© 2007 The authors. All rights reserved.

Which Parts of a Clinical Process EPR Needs Special Configuration

Anders Barlach, Jesper Simonsen

Department of Communication, Business and Information Technologies, Roskilde University, Denmark

Abstract

Subject: Which parts of an electronic patient record (EPR)
can initially form a stable standard solution to be used by
all clinicians? And which parts of an EPR can we predict
needs initial as well as on-going re-configuration to meet
the needs from diverse medical specialties.

Purpose: To analyze which screen types in a clinical pro-
cess that can be standard configured and which are subject
to initial as well as on-going re-configuration.

Methods and results: A pilot-project implementing a fully
Sfunctional clinical process EPR was configured and used
at a neurological ward, replacing all paper records 24/7.
The analysis characterizes the different types of screens, a
total of 243 included in the EPR solution. All screens have
been extracted from the application and analyzed for
changes in total 222 changes.

Discussion and conclusion: Most screens (87%) are very
stable. Few (13%) are subjected to several re-configura-
tions and they stabilize after an average of six iterations:
Some may further stabilize over time since they address
new but also general ways of working. Other screens
relate to the specific medical specialty and cannot be part
of a standard solution.
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Introduction

Clinical Process form a core module of an Electronic
Patient Record (EPR) that supports clinical documentation
and decision making and comprises the on-going docu-
mentation of medical patient information made by the
clinical staff (physicians, nurses, therapists, medical secre-
taries, etc.). It is hard to imagine that one single standard
configuration would be optimal for all clinicians through-
out the hospital: The clinicians at the neurological ward
needs patient overviews focusing at parameters addressing
cerebral haemorrhage and cerebral stroke while the clinicians
from for example psychiatry needs completely different
data and information in their patient overviews. Much
basic patient data however (e.g. address information, fam-
ily relations, drug profile, previous diagnosis, etc.) as well
as functionality for common data entries (e.g. temperature,
blood pressure, drug prescriptions, etc.) might be pre-
sented in a uniform way through standard screens used by
all clinicians regardless of their medical specialties.
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Modern EPR platforms today support international health
standards (e.g. HL7), terminologies (e.g. SNOMED CT),
and database platforms (e.g. Oracle HTB) while at the
same time offering a high degree of configurability by
means of e.g. XML-based templates. EPR technologies
has reached a level where EPRs can be developed as a
standard tool for all clinicians while the EPR at the same
time can be configured to serve as a tool customized for
specific needs supporting the high level of specialization
that each clinical specialty represents. A main question
that hospital managers and EPR developers face is thus the
research question of this article: Which Parts of a Clinical
Process EPR Needs Special Configuration?

The article is based on a project where a fully functional
clinical process EPR was configured and used at a neuro-
logical ward, replacing all paper records 24 hours a day
throughout a pilot lasting one week. We have analyzed
how each of the EPRs 243 screens was configured and re-
configured to meet the needs of the clinicians. Based on
this study we are able to indicate: 1) Which parts (screens)
of an EPR that initially might be developed as a stable
standard solution and used by all clinicians throughout
many hospitals (no or few further re-configurations are to
be expected when the EPR is rolled out to other wards);
and 2) which parts of an EPR we can predict needs initial
as well as on-going re-configuration to meet the needs
from clinicians representing diverse medical specialties
(e.g. neurology, surgery, gynaecology, psychiatry, etc.)?

In the following we introduce the study and the method
used for the analysis. Then we present the results in terms
of our categorization of screen types and the completed as
well as requested re-configurations for each type. Finally
we discuss and conclude our findings, the limitations of
the study and the implications for practice and research.

The clinical process EPR project

The project was part of a research project on effects-driven
IT development [1] (http://Effects-DrivenIT.dk) and was
formed by 3 partners: Clinicians from the neurological
stroke unit and project managers from the EPR unit at
Roskilde County Hospital, researchers from the Depart-
ment of Communication, Business and Information
Technologies at Roskilde University and business archi-
tects from the vendor, CSC Scandihealth A/S. One main
aim of the project was to experience how to configure a
clinical process EPR module in participation with clini-
cians and to test how a configured solution would work in
a real clinical process.

The project involved a neurological stroke unit treating
patients with acute apoplexy where all paper-based patient






