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Norwegian perspective to eHealth
and nursing

4,7 mill. citizens
» The elderly account for more
than a third of all hospital

*430 municipalities 2
admissions

*85 000 members of NNO - Hospital versus home health

care — fewer hospital beds,
*Health expenditures 9 % of GDP Increased treatment at home

*84 % of health expenses are
publicly financed
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Challenging the information gap In

health care
« Growing elderly population
» Different levels of health care

« Nurses in community care do not receive accurate
Information when needed

« Legal issues
« EPR Is expected to enhance continuity of health care

« Lack of standards leads to fragmented EPR
solutions
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To achieve continuity in care we need systems that
ensure fast track information to and from the
patient, to health care professionals, relatives and
all involved in taking care of the patient.

Today there is a high risk of not receiving or
collecting information for all involved.
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Challenges for leadership

Leadership is challenged to prevent an
interruption in continuity of care. We need to:

« Analyse risks

« Initiate interventions that prevent injury to the
patient

» Use of electronic healthcare information
systems
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What does ELIN-c mean?

 Electronic interchange of health information in
community care

- Develop systems for interoperability that makes
electronic communication possible

» Enables seamless transmission of health
Information between community care, hospitals
and GP
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Initiation and ownership

« The project is initiated by the Norwegian Nurses Organisation
(NNO)

« The project is owned by NNO and KS (The Association of
Local and Regional Authorities)

« The project is financed by the NNO, KS, Innovation Norway,
The Directorate of Health and National ICT

» The vendors must contribute 50 % of the development costs,
but in the future they will own the IT-solutions, can sell them
and gain profit.
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Vision and goal
Vision
» Correct health information, to the right person, to
the right time

Goal

- Development, implementation, testing and
achieving widespread use
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Benefits

» Secure and precise health information
* Available information when needed

» Supports working processes

* Reuse of information from the EPR

* Reduce errors in prescribed treatment
and medication

* Reduce paper use
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Cooperation from the community care point of view

Pharmacies

Center
for
assistive devices

Community
care o

General
Practitioners [

Laboratories
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Thehealth care

. Thevendors -
professionals -
: Develop
Define and the EPR-systems
describe ¥
the needs

The EPR-systems
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Pre-project

Development of functional requirements and
standards;
* content
* Structure
* presentation
» workflow

a cooperative process between nurses, medical
doctors and vendors
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Main project

« Development
Test and approval

— Standards

— Functional requirements and usability
Pilot testing and studies
« Evaluation
» Spreading
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Community care

rt of the information mo

Patient

If the patient has
community care
services

Information about

community care I

services

Medical information

When the patient
needs assistance

Agreement about

administration of >

medications

If the patient needs

Medication — request

General
practitioner

When community
care services are
needed

If altered and by

assistance and reply request
]
y
If requested Prescription - request :/\ If altered and by
and reply request
|
y
If requested Consultations :> If requested
]
Yy
If requested Booking :> If requested
]
y

When the GP needs
the information

Coordinating care

plan —




Information model

Community care Patient H ospital
services
Referral message If the patient gets
I community care
P services

If the patient gets
community care
services

Referral summary

When in need of
new or altered
community care

Health information

according to 1
application

= services
When the patient
“ Ready for isin no further
discharge” message [——] need of treatment
pun from the hospital
“ Cancellation of When in need of
ready for further treatment
discharge” message —— 1 due to an altered
o situation

Administrative
message with no
I health content

Discharge message

Yy

At the same time as
the patient is

Multidisciplinary
discharge summary [ ] discharged from the
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ELIN - Projects

ELIN -

Community care

ELIN - GP

Stralberg 2005, modified
by Lyngstad 2006




T L
[ ="
3 e - tskrivningsrapport
Sentralsjulehuset | Rogaland - Tl bk ved utskrivaing av pasices
| Nencipy Fricenriege ]
Pasiemaasvuriip oweriege: 1 M

Pue il vartiyg syiejikad:

rest: PRy

it doeg mnsdlar

welt B, T - 32 -4 |

. '-.r-n.'h:

C"'“:_.‘h_ kg f..i._.":'f!!"_*ii:!ﬂ.'-.

e ] s e gecbe g v_r'_-l.. ulegy  Weubobignis wib S bilalin,
Ifr;l_«l_ I-.LF'E.:_ (W ALy l.n--'d'I CACTITENE j........l..u'-u_ .".‘r“ "1'.' I‘i'lt__hu-,-'... #"—H!r {H—ql_r.l

s wigh oy ™ e i bl gl
Ty U Gownab gey Lt toule —priedet
v selb g, b pabelons b iolb,

Teihe 5 (S ETE
. horesve ila g el gr. -
1an. €r, Shella -9 _Ex westhen v T laes na el
12 pa utla.t:m an s wcloimer, fo P owee
L o far ¢ *,, B irtel e X PRGER
ig &ea B i lerty gl
rL L Jtd&t J‘f’ﬂm‘:mmt-_ B
Dot wu saktnabics. m Tplprade i i bt S‘ﬁ-iﬁ'-ﬁ'
memﬁmhﬂ# , 1] v 3w fig sy e
puagnoss, e suils -"*"I; Tebt. wlhu 125, 2 @% ¢y A 1Yoy ACA ul.u.,_.;
LecEormyeances: T wle U p o3 “-*-'-"-" AT e

Flaats Weleulur, “Mhoat o
ﬁllwp.{-[-;ﬂl dﬁ!;qlruu' _%H_:.m,ﬁi “’i’ﬂ'_- Vo M M

T N Y

-I.d-,h-_'\r"
2tk - Dobnled o 0 e teg i g,
i 1.-.1-1-: S v_,dm. } q_‘if-m-.-n-"-l! fege

b U Gy, Wt G, g0de T ah '*i-j.r}'_}'i'['""'“"

Medivinor wed wiskrivning Antsll enfioler, Ebleter, Riwysier
n-rp-nmrm oyl . e bkl kb oksissnr mll . Koot B S CPE
N Suetgpenblemes [ [ ST E NN T 3 R TV
. B alje. [pty

P ey by, . S [ P . [-#13

ﬂl-'.'ﬂn:.l-l' P = Iu-} i
LT e ST L - i
P e et i v |®F= T
sy lome T8 [y

ﬁ
L E paeees L o e B F
~ &0 +Fulie waleh & E‘ﬁ‘:}‘ - 1 wleg

M




IKDNF]D ENSIELLE HELSEOPPLYSNINGER

UTSKRIVINGS RAPPORT FRA MEDISINSK AVDELING

012345 32362 Wavn, Fornavn Gateadresseveien 16, 4000 Stavatiger

Kopi til: Fastlege og Stavanger Kommune
Pasienten er innlagt pa:  3F - tif .51 51

Innlagt fra: Boganes sykehjem

Innlagt dato: 20.09.05

Utskrevet dato: 23.09.2005

Pasientansvarlig sykepleier/primerkontalkt: Revheim Kirsten [ren
Pasientansvarlig overlege: Jot Sundal

Utskrivende lege: Steinar Traas Bietkhaug
Pasientens fastlege: Karlsen Knut, Tasta Legesentar

SYKEPLEIESAMMENFATNING:

SEVI:

Pasienten har under oppholdet hatt store problemer med & sove, Forsekte 4 gi pasienten heminevein, smertestillende
uten seerlig e ffalt Pasienten har snudd litt pd degnet 4 har sovet litt pé formiddagen,

ELIMINAZION:

Har forsakt 4 kateterisere pasienten for 4 se om det er full blere som fordrsaket sevrproblemet. Det war 110 ml
resturin i bleren. Fortsetter pasienten 4 matte hyppig pa toalettet md sik vurderes daglig. Ettersom pasienten har
hyppig varmdating ble det tatt bagtus av wein, ingen vekst pavist der,

ARTIVITET:

Pasienten har stort sett holdt sengen, men har vert oppe pé toalettet med rallator. Har sittet 1 stol til maltider,
EEHERING:

Pasienten har hatt déslig matlyst, og spist lite. Har hatt feber og veert lav i natrium, Derfor fatt veske iy
PEVEISK TILSTAND:

Pasienten hat under appholdet ikke veert Klar for tid & sted. Svarer likevel adelorat pd spersmdl i forhold til ADL,



The implementation of electronic
exchange of information

» A local survey in the hospital and the community care

« 10 health care professionals in hospital and 10 in the
community care responded to questions about

— Actual time used in documenting

— Health professionals satisfaction of information

— Avallability

— Pro and con concerning paper based and electronic
based report
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Evaluating the effect

Improved health care quality

— Improved content of documentation
— Avallable documentation
— Reduced risk of mistakes

Efficiency

— Improved work flow
— Less telephone requests

Improved legal protection
— Written communication

5@} — Continuity of care
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Survey in the community care

100

80
70

a0 -

60 +
50 +
40
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Telephone communication after discharge

0 0-1 calls
|l 2-3 calls
O =3 calls

Paper report Electronic report
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Hospital

100
90
80
70
60
50
40
30
20
10

Are you satisfied with the discharge summary?

O Very satisfied
B Satisfied
O Not satisfied

paper report electronic report
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Community care

100
90
30
70
60
50
40
30
20
10

Are you satisfied with the discharge report?

@ Very satisfied

m Satisfied

] Not satisfied

paper report electronic report
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Thank you
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