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Abstract
The position paper describes the research program – HIT (HealthcareIT) - that I am currently engaged in and it presents some of the challenges that we are faced with. The program addresses both technical and social issues as we strive to foster betterment in the healthcare system. The overall goal of our research is to contribute to higher quality and efficiency for the benefit of the patients/citizens as well as better working conditions for the healthcare professionals. We do that by developing conceptual frameworks, prototypes, and methodological guidelines for understanding and furthering collaborative healthcare IT-systems (CHIS). While giving an introduction to the program I raise some of the questions we are struggling with. I hope to engage workshop participants in discussions on some of them.

The setting

Denmark is organized in 275 municipalities and 14 counties. From 2007, that will be reduced to 99 municipalities and 5 regions. That in itself is a major organizational challenge. The general practitioners, GPs, (primary sector) are private businessmen while the hospitals are owned by the counties/regions (secondary sector), and homecare is run by the municipalities (also considered part of the primary sector). The tertian sector consists of government agencies that have the responsibility for standards, rules and regulations, but in practice they have exercised little power to enforce standards in relation to IT projects. The majority of healthcare is paid for via the taxes. However, visits to e.g. the dentist, physiotherapist, and chiropractor as well as prescribed medicine are paid for by the patients – even though various degrees of reimbursements occur due to norms and regulations. Citizens may take out a policy to increase their reimbursement or in order to be operated at a private hospital if the public hospitals have long waiting lists. The growth in national spending on healthcare has been approximately 2,5% each year for the last twenty years.

The counties have pursued each their strategy in relation to the introduction of electronic patient records (EPR). They have chosen different vendors and systems, which again are different from the various EPR systems that the GPs are using. Currently however, there are some signs of convergence and a higher degree of cooperation.

Healthcare practices take place in cross-regional, cross-sectorial, and cross-professional contexts. The notion of an organization therefore is challenged when we conduct research or IT-projects. 

In the past, many system development projects took place in relatively stable settings (often within a single organization) and user groups were usually well defined, relatively homogeneous, often co-located, and with clearly defined, stable roles. However, these conditions are rapidly becoming obsolete (Castells, 1996). Today, we are witnessing massive increases in IT-projects that seek to utilize advanced communication technologies and many organizations operate in an increasingly distributed manner. Organizations are also experimenting with new more ‘virtual’ organizational forms and the creation of electronic links to suppliers, partners, and customers. Understanding these trends and their implications is crucial to designing IT systems that meets users’ needs in today’s changing world.
By focusing on CHIS, we want to encourage attention to the many new challenges that confront IS designers involved in creating IT systems under modern conditions of flux and instability (Nardi et al., 2002; Truex et al., 1999).
Shared Care

Shared care programs focus on improving co-ordination, collaboration and knowledge sharing among healthcare professionals across sector boundaries, as well as involving patients as active participants in the process. Research has shown that shared care significantly improves cooperation and quality of care (Rubak et al. 2002), but also that the implementation of shared care programs is a long-term and difficult process (Hardy et al. 1999; Mur-Veeman et al. 2001).

Establishing good communication across organizational and professional boundaries is perhaps the most crucial aspect to successful shared care programs. Shared care involves sharing information about patients and about their treatment or care at appropriate points in time. Because shared care in most cases is a highly distributed process, involving professionals in different locations (hospital departments, ambulatories, home care centers, general practitioners, etc.), shared care programs increase the need for electronic facilities to enable communication and cooperation across distance.

The challenge is to build CHIS that explicitly support the interdependent roles of patients and healthcare professionals (Brennan & Safran 2003). The development of such systems requires that we look beyond traditional concepts of electronic patient records (EPR) and realize (1) that healthcare work is highly interactive and communicative in nature and (2) that optimal outcomes are achieved when patients become active participants in the healthcare process (Brennan & Safran 2003).

While traditional IT solutions focus on the computerization of patient records, providing order-entry, results-reporting functionality and other administrative functions, within the domain of individual institutions (Ball 2003), the development of CHIS addresses the problem of supporting cooperation across institutional boundaries, in highly heterogeneous networks of healthcare professionals, home care workers and patients. This is not a simple or straightforward task. Research on organizational communication, CSCW, and knowledge management has consistently shown that working across functional boundaries and sharing knowledge is problematic, because knowledge is localized, embedded and invested in practice (see e.g. Brown & Duguid 2001; Carlile 2002). Thus, the development of effective collaborative health information systems involves resolving not only technical problems, but also organizational and cultural issues related to overcoming the “knowledge boundaries” that exist between different professions in the healthcare system (Mur-Veeman et al. 2001). Realizing the potential further requires finding ways to improve the design and implementation of CHIS to support shared care programs.

The HIT program

The HIT-program consists of 15 senior researchers and Ph.D. students from 3 Danish universities. Our ambition is to develop conceptual frameworks, prototypes, and methodological guidelines for understanding and furthering collaborative healthcare IT-systems (CHIS). We do this through exploratory case studies of healthcare practices and through being engaged in IT-projects. The latter may be “real-life” projects run by others or prototyping projects run by ourselves in cooperation with clinics for the purpose of proof-of-concept. Currently we focus on pregnancy/obstetrics, diabetes, cardiology and homecare. 

Our work is based on evaluations of the use of existing systems and empirical studies of development practices combined with interdisciplinary analysis and theory building.

The project has four main objectives:

· To evaluate the design and use of existing CHIS and examine how these systems change patterns of interaction and collaboration among patients and healthcare professionals.

· To examine and evaluate existing ISD methods and practices used in CHIS design as well as strategies for organizational implementation and continuous development of CHIS.

· To identify key organizational, cultural, and technical factors that facilitates or impede successful creation of CHIS.

· To develop prototypes of new, innovative CHIS applications and propose concepts, methods and tools to support the design, implementation, and continuous development of such systems.

Workshop issues

I would like the workshop to address issues like:

· Conceptual frameworks and methodological approaches for understanding IT-supported distributed collective practices as well as for intervening into them by the help of innovative IT-applications.
· Research methodological approaches instrumental for understanding and intervening into highly political socio-technical work arrangements.
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