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CHAPTER ONE 

Study Background 

Introduction 

The health care system is an information-intensive business; therefore, the effective 

and efficient management of health-related information is an important aspect of 

achievùig quality care. Currently, however, heaith care systems lack the ability to ensure 

that ciients' health care information is available across the continuum of care (British 

Columbia Ministry of Hedth & Ministry Responsible for Seniors, 1995). Instead, silos 

or stovepipes of heaith-related information have developed through al1 the heaith 

services: the physician's oEce, the hospital, the community, extended care and the 

variety of ancillary hedth professions. Each of these health care providers has health 

care Uiformation but presently it is isolated fiom a i l  of the other providers of care. 

Similar silos have developed within the walls of acute care facilities wherein each 

heaith care provider (e.g. respiratory services, dietary services, nursing, medicine, social 

services, physiotherapy) has discipline-specific documents to depict the hedth care they 

have provided. Health-related information is presented as independent collections of 

paper- One such acute care facility with silos of health care information, is KeIowna 

General Hospital (K.G.H.). 

The Oraanization 

Kelowna General Hospital is an acute care facility, situated in the central interior of 

British Columbia in the city of Kelowna. Part of the Okanagan Valley, Kelowna is 

situated on the eastern shore of Okanagan Lake, rnidway benveen Penticton to the south 



and Vernon in the north. The Valley is known for its flourishing tree f i t  industry as 

well as its light industry processes (e-g. truck manufacturer, fabrication, technology), and 

numerous internationally acclaimed wineries. Kelowna is also a major tourist 

destination offering four seasons of spoaing activities that include golf, boating, fishing, 

hunting, and skiing (Kelowna Area & Attractions Guide for the Okanagan. online. 

January 200 1)- 

Kelowna General Hospital originated in 1906 when the Kelowna Land and Orchard 

Company donated 12 acres of land as a building site. The hospital opened its doors the 

following year with donated fumishings and minimal staff: a matron, one graduate nurse, 

a cook and a caretaker. These, with three physicians provided medical care, for a 

population of 600 Kelowna residents (Granger, 198 1). 

The city 's current population is 100,000 with the Central Okanagan Regional District 

housing 145,000 people. The hospital has become a leading employer in the region with 

approximately 2000 ernployees. On a daily basis 28 physiotherapists, 15 Occupational 

Therapists, 16 respiratory technicians, 11 pharmacists and 582 nursing staff (divided in to 

487 registered nurses, 86 licensed practical nurses, 4 orderlies and 5 nurse/ward aides) 

can be found providing patient care together with 3 18 physicians (Okanagan 

Similkameen Health Region Human Resource Helpdesk, personal communication, 

November 7,2000). 

Kelowna's health care organization began with a provisionai board that was 

superseded in 1907 by a permanent organization comprised of 15 members established on 

a sectarian basis. The sectarian method was abandoned in 1908 when an elected board 

was established with 11 members. Initially the responsibility for the day-to-day 



operation of the hospital was largely vested in the Matron. In 1908, a person fiom the 

hospital board was appointed as Secretary who maintained accounting records and 

recorded the minutes of the Board meeting. This voluntary status was replaced in 1 9 1 5 

by a salaried position and as responsibilities increased the secretarial position was 

changed (1 952) to an Administrative role (Granger, 1 98 1). 

The Administrator was responsible for organizing the human resources and functions 

within the facility in order to ensure the achievement of the organizational goals. The 

organization was structured in a specialization fashion in which the division of labour 

was arranged by the profession or fûnction (e-g. medical, nursing, housekeeping, 

maintenance). This departmentation involved the grouping of related f i c t ions  or major 

work activities to achieve more effective and efficient overall coordination of the 

resources of the organization and was typical of hospitals across Canada (Starke, 

Monday, Holmes, & Flippo, 1985). This hierarchical orgaiizational process operated in 

Kelowna Generai Hospital fiom 1952 - 1997 (Appendix A - 1995 Organizational Chart). 

In 1997, K.G.H. was mandated by the British Columbia Ministry of Health to develop 

the Okanagan Similkameen Health Region (O.S.H.R.), arnalgarnating hospitals and 

health facilities in the Okanagan Valley from Oyama in the north, to Osoyoos in the south 

and West to Princeton. The Ministry of Health appointed a Regional Health Board 

replacing the previous Hospital board structure (Appendix B - 1998 Organizational 

Chart). A Chief Executive Officer was appointed to work with the Health board to 

manage the regional &airs in ali health care capacities (acute, long terni, public health). 

A Community Health Advisory Commîttee was also established to help ensure 

comrnunity input into the decision making process (Murray Ramsden, CEO, personal 



communication, November 2000). 

In 1907, Kelowna General opened its doors with 19 beds and admitted patients with 

chief diagnoses of typhoid fever, diphtheria, meningitis, tuberculosis, small pox, 

pneumonia, fiactured bones and minor surgeries- The population base has moved over 

the years, however, fiom a young person's city to a retirement destination creating a 

change in the chief health conditions- Today the hospitd has 347 acute care beds. 

admitting approximately 17,000 patients per year (Hospital Health Records. personal 

communication, April2000). K.G.H. is the Iargest of six acute care facilities in the 

Okanagan Similkameen Heakh Region acting as a tertiary care hospital for this region as 

well as the Eastern Kootenays and the neighbouring North Okanagan Similkameen. The 

hospital receives patients for renal care, cardiology, rehabilitation, neurosurgery, 

respiratory, radiology, gastroenterology, level two neonatal services, psychiatry and 

netuology services. The Iargest bed distribution is in medical (138) and surgical (88) 

areas, with the remainder divided into c n t i d  care (1 8), rehabilitation (38), psychiatry 

(24) maternal/chiId (48) and long tenn care (13). 

Kelowna General Hospital retained its administrator as the Chief Operating Officer 

due to its size and complexity. The Chief Operating Officer is linked with the other 

Central Okanagan directors as well as the regional administrators. K.G.H. remains within 

a hierarchical organizational structure but is presently restructuring its care delivery into 

an integrated care delivery mode1 (Appendix C - 2000 Organizational Chart). 

Potential Causes of Non-lntegrated Health Care Delivew Svstems 

In 1998, Kelowna General Hospital launched its strategic plan, "Partners in Health, 



Healthy Partnerships, Strategy for Delivering Heaith Care Services," with an  objective of 

moving towards an integrated health care delivery system. Shortell, GilIies & Anderson 

(1 994) define an integrated health care delivery system as a frnancialiy integrated and 

centrally managed network of provider organizations. It provides coordinated care across 

a continuum of health care senrices and is clinically and fiscally accountable for the 

outcornes and hedth status of a geographic population or defïned community. An 

integrated health care derivery system is based on interdisciplinary teamwork, 

participatory decision-making and a comrnitment to providing the most effective and 

eficient client-focused care. Three factors, however, have over time contributed to a 

lack of integration at K.G.H.. These include the organizational structure in which K.G.H 

functions, the preferred leadership style and the culture within the facility walls. 

For years, organhtions established themselves in a hierarchical manner creating 

vertical columns of a paradox of boxes (Handy, 1996). Acute care facilities, like K.G.H.. 

echoed this paradigrn with health care leaders organizing the health care system into 

separate entities or silos with allocated autonomous budgets for the independent 

departments. Within the established silos, each director on the Iine chart became 

increasingly responsible for his or her own territory and decreasingly responsible for the 

territory of others, and for the whole (Oshry, 1995). K.G.H. became more introverted, 

focusing on the function of the independent departments. Budget control was 

uncomplicated and Legal requirements such as risk management were undemanding. This 

self-contained reclusive fûnctioning style within K.G.H., operated in an orderly and 

stable manner, maintainhg a status quo (Flarey, 1995). Traditionally, closely defined 

duties and responsibilities for al1 K.G.H. employees were in place thereby providing 



control for the department head and direction for the employees. Productivity was easiiy 

monitored and stafTknew his or her direct supervisor. 

A clear hierarchical structure was in place at K.G.H., with insistence on loyaity to the 

organization and an authoritarian style of leadership was encouraged (Kotter, 1 995). 

Anyone who stepped out with a new or different method of leadership was quickly 

removed fiom the organization or chastised. Department heads focused their energy on 

planning, budgets and staffing instead of the organization's vision (Kouzes 

& Posner, 1995). There was talk within K.G.H., but not much communication and the 

climate  as tense and formai. Managers were aloof and analytical, and a strong, 

somewhat arrogant culture developed (Kotter, 1995). 

Employees contributed to the dysfunctional culture at K-G-H. by spending their 

careers in a single department, being loyal to their immediate group only and distrusting 

the motives of others (Kotter, 1995). Turf-wars began, as people did not see how their 

actions affected the other positions. They blamed each other for seMces not provided or  

information not shared, Other people's work was deemed irrelevant, as one service did 

not believe in the capability of the other. Many disciplines cocooned themselves within 

their separate bodies of knowledge and professionai associations. They had huned inward 

to their own departments and managed health care as a series of separate services. 

The management of health care information has falIen victim to the separation of 

services in health organizations. At present, one cannot selectively retrieve. aggregate 

and analyze or sometimes even read the health care information submitted by other 

disciplines. Raiher than being concise and easy to follow, patient records have becorne a 

collection of documents of multiple disciplines. Plastic dividers, labeled with each 



discipline's titie within the patient chart, separate patient information. Mthough the data 

is available, its timeliness, accuracy and consistency are fi-aught with discrepancies and 

duplications. No one trusts the work o f  another, creating duplication and fiagmentation 

of idormation. There is no consistent, reliable plan of patient care across the entire 

spectrum of health care providers. Many institutions have implemented state-of-the-art 

technologicai solutions to assist with sirnilar situations. 

The OpportunitV 

Kelowna General Hospital is moving towards an integrated health care delivery 

system and in doulg so affects the facility's current documentation processes. To support 

an integrated health care system, the existing patient information system at K.G.H. must 

be changed. The researcher proposed that an enhanced paper-based documentation 

process is necessary to tuni chica l  practice into a more eff~cient, quality and overall cost 

effective element of health care. 

Currently, K.G.H. documentation systern rneets many of îhe professional standards, 

and legal dernands. Each discipline-specific document, although not always user-friendly, 

meets the needs o f  that health care provider group. At the sarne time, however, the 

present documentation structure has created a hgmented, repetitive, inconsistent process 

for charting patient care. Often there is difficulty determining the sequence of events 

occurring during a patient's hospitai visit. Similady, fiagmented, repetitive and 

inconsistent processes have occurred with the partial implementation of a clinical 

information system through the hospital computer system. 



To promote the management of health information, K-G.H. purchased the software 

and services fiom the Massachusetts-based vendor of health care information systems 

known as Meditech, in 1996- This computerized system has becorne a vital component in 

the day to day fimctioning of K.G.H. For clinicd services, Meditech has provided 

modules for patient registration, pharmacy, radiology, laboratory, dietary, with a vital 

link to cornrnunity and extended care. For business processes, Meditech has provided 

programs for material management, staff scheduling, finance, payrolVpersome1 and a 

communication link with al1 employees. 

W l e  most clinical services at K.G.H. are utilizing Meditech, the Iargest component 

of patient information, is missing. This is a very expensive endeavor that is not seen as a 

regional priority at this tirne. Although a costly project, without the chical  

documentation component, the information regarding patient care will continue to be 

fiagmented. Imagine an information system where the most critical data is misplaced or 

displaced somewhere, like a missing piece to a puzzle. The picture is not complete and 

one rnay only guess or assume what the missing piece holds. 

Changes to the existing documentation system may increase stafT satisfaction. Several 

bedside nurses have stated that too much time is spent on the task of papenvork instead of 

patient care. A signincant portion of health care providers' time is spent documenting the 

care provided. A recent K-G-H. Workload measurement study (Kelowna General 

Hospital, 1998b) revealed that documentation encompassed 35% of nursing time. A 

sirnilar study in the United States showed nurses spending 50% of their time on the task 

(Song, Ho & HO, 1997). 

Several patients have commented on the frustration of repetitive questioning or the 



lack of consistent information that occurs with the current system (Patient Personal 

communication, 1999). Patient satisfaction wiil be increased as effective and efficient 

processes are implemented. Tliis will dso  provide an opportuniq to develop more cost 

efficient means (human and or financial resources) for documentation production. 

Multiple-paged forms will be eliminated as the nurnber and type of documents are 

merged- 

Thete has been no integrated system or process of documentation development or 

coordinated information management, thereby contributhg to an independent view, 

instead of a team of collaborating health care professionals providing a continuum of 

care. To support an integrated, collaborative health system, information management 

must be augmented and adopted as a key role for al1 disciplines (Krause, Westdorp, 

Coonen & Jenks, 1996). Consistent information will be collected and used by the health 

care professional. Together health care providers c m  then direct their attention to the 

patient instead of their discipline specific tasks. Tearnwork may be enhanced. There 

should be a decrease in duplicated work and a decrease in non-patient care activities such 

as paper-shuffling or unnecessary searching for the chart, creating improved work 

activities. 

One must not loose sight of the fact that sustaining a paper-based system remains 

archaic. Technology today has created electronic medical records that are currently 

converting paper systems to computer based processes. An electronic system could loop 

information back fiom the patient to al1 heatth care providers permitting rnedicd 

management in real time rather than retrospectively (Carroll, 2000). Storage of data fiom 

previous episodes of illness couid be easily accessed and would eliminate costs for 



storage rentals, h e m  record p e r s o ~ e l  workload and the deterioration of paper based 

patient information. The full implementation of a computerized patient care 

documentation system should enhance having the right data available to the right person, 

at the right time. (British Columbia Ministry of Health & Minists. Responsible for 

Seniors, 1995). 

Health care delivery as an integrated mode1 wiU enhance patient care by providhg a 

seamless continuum of care for the patient- A shared patient information system must be 

developed to support an integrated health care delivery system as documentation îs an 

integral part of patient care. It is the wrïtten evidence of practice and as such 

communicates judgments, decisions, actions and evaluations about patient statu and 

response to care. The communication amongst the health care professionaIs is criticai for 

continuity of care (Markowshy, 1994) and therefore changes to the existing 

documentation system is crucial. 

The Research Question 

What changes are required ta Keiowna General Hospital's current patient 

information system and practices, to better reflect an integrated health care delivery 

system, within the constrahit of remaining paper based? 



CHAPTER TWO 

Literature Review 

Review of Orsanization Documents 

Okanaaan Similkameen Health Re~ion Corporate Vision, April 1999 

Kelowna General Hospital falls under the umbrella of the Okanagan Similkameen 

Health Region. The Corporate mission and vision statement reflect a desire for health 

and wellness of al1 people in the region through a continuum of health services. 

We will offer health services of a range and quality that will enable our 
population to enjoy the best possible health. The services will be delivered to 
reflect a continuum of health services, through collaboration with partners in 
health, building services that are progressive, accessible, equitable and coordinate 
in a system which continuousty strives to improve quality (Okanagan 
Similkameen Health Region Policy Manual AD 10, A p d  1999) 

The regionai goai is directed towards collaboration and a continuum of heath services. 

Kelowna General Hospital Mission and Vision Statements 

The mission of Kelowna General Hospital mirrors the Regional view. stating it will 

provide acute care within a continuum of health-related services to people in Central 

British Columbia The role as a community hospital is governed by the strategic 

direction which ùicludes acting as a specialty area for refermls for the Southem Interior. 

The vision reads: 

Patient care in an acute setting is cornplex, challenging and exacting work that 
dernands the very best of people. We envisage Kelowna General Hospital as a 
place where passionately committed people work together to achieve 
breakthrough resdts in what we do and how we do it. (Kelowna General Hospital 
Administrative Policy  manua al AB 030, Septernber, 1998a). 



Stratecric Plan 

The preceding vision and mission statement were addressed in the Strategic document 

entitied "Partners in Heaith, Healthy Partnerships, Strategy for Delivering Health Care 

Services" (Okanagan Simikameen Heaith Region, 1998). In reviewing the information 

in this document, support for an integrated information system is apparent. One specific 

objective outlines the need to establish integrated models of care (programmanagement) 

throughout the Central Okanagan and the Region. The objective continues in stating that 

information systems integration initiatives would be supported. The document reads: 

Increasing the level of coxumunication and co-operation within the hospital. 
between the hospital and the medicd community, and between the hospital and 
other care providers is vital. 

Break down any stovepipes that may exist between departments and commit ta a 
patient-focused, interdisciplinary team approach M. 

Effective, tirnely communication is the lifeblood of any organization that is trying 
to take advantage of opportunities that arise in a rapidly changing environment. 

In developing consistent decision-making processes, it is important to ensure that 
people and teams do not confuse autonomous decision-making with independent 
decision-making. Al1 decisions have impacts on the larger system witl2iln which 
we function. It is vital that decision-making processes include an assessrnent of 
systems implications. (Okanagan Similkameen Health Region, 1998, p. 1-14 - 
1.15) 

The strategic plan highlights that as an organization, one must develop strategies to better 

understand roles and responsibilitics to work more effectively together and 

identiSl barriers that hamper change. 

Canadian Council on Health Services Accreditation Report 

The Kelowna General Hospital's Strategic Plan earmarked many of the points in the 

1996 Canadian Council on Health Services Accreditation report. The Council 

recommended that as part of the process that ensures that an integrated health record is 



maintained, the appropriate actions be taken to ensure the completion of an integrated 

health record for each patient (Canadian Council on Health Services Accreditation, 1996, 

p. 9). They also stated there were inconsistent charting practices at Kelowna Generai 

Hospital. Most charts had no care plan. Patient goals and outcomes were not reflected in 

the documentation and there was no evidence of a relationship to the assessment on 

admission and discharge planning. (Canadian Council on Health Services Accreditation, 

The minutes of the K.G.H. Medical Advisory Cornmittee (M.A.C.) dated June 1997 

state that the 1996 post-accreditation changes in the nursing and medical charting system. 

created concerns from both the medical and nursing staff. It listed in its report: 

fragmentation of the chart, timely information was not available, f o m  and charting were 

not user friendly and there was no continuity of charhng. Further reports addressed in the 

M.A.C. minutes (1 998c) indicated several of these recomrnendations regarding charting 

were not implemented. Similar concerns were identified again by the Canadian Council 

on Health Services Accreditation in their June 2000 survey: 

It is noted that in most clinical areas, client records are not consolidated or 
interdisciplinary. Efforts are needed to develop and use an interdisciplinary 
consolidated client record including assessment, care plan, treatrnent and 
outcomes. It is therefore recommended that teams improve their process for 
documenting in the client record to ensure an integrated planning process and to 
ensure that dient records are easily accessed by al1 team members in a timely way 
(Canadian Council on Health SeMces Accreditation Survey Report, 2000, p. 2). 

The Canadian Council on Health Senrices Accreditation in theu assessment process 

use Standards for Comprehensive Health Services (1 997). These standards outline the 

minimum requirements for care of the patient and family. Three standards relate to 

integrated process: Standard 5.1, Standard 6.2 and Standard 7.2 request evidence of a 



coordinated team assessment, evidence of an integrated planning process and the team 

members implement care and service as indicated by the plan of care and service 

(Canadian Council on Health Services Accreditation, 1997). 

Current Documents 

At present within K.G.H., there are over 400 paper documents in the Foms  

hventory. There are appro'umately 1 19 nursing specifïc documents, 52 for physicians, 

6 1 for physiotherapy/occupational therapy, and another 73 forms for d the other 

disciplines- This does not include the extemally created vendor foms or the cornputer 

generated documents. 

On examination of the different forms, there were approximately 20 different 

locations, as shown in Table 1, where vital signs (heart rate, breathing rate and blood 

pressure), could be documented- Finding results in a quick and effective manner is 

virtually impossible. Additionally, production costs are associated with creation, printing 

and storage of each charting form and one c m  assume with the volume of duplicaîed 

documents that this service would not meet the cost-efficiency goals of  the organiz~tion 

outlined in the vision statement previously presented and in the Regional Information 

Management policies listed below: 

Health information should be provided at the right time in the right place to the 
right provider. (Okanagan Similkameen Health Region, Regionally Adopted 
Ministry of Health Policy 7.2, Feb. 1998). 
Health authorities are expected to manage and deliver efficient low cost quaiity 
services. (Okanagan Similkameen Health Region, Regionally adopted Ministry of 
Health Policy 6.2, Feb. 1998) 

The process of form creation has been suppoaed by the Monnation Systems 

Department of the hospital through a Business Analyst. This person created the 



documents using cornputer gmphics programming software (e-g. Formflow-, Pagemaster, 

Jedom, Corel) and placed the forms into the Matenal Management inventory of the 

Meditech system. This position had no requirement for clinical background and 

therefore the incumbent was unable to coordinate professional issues. The mandate of 

the person in this position was to fulfill document requests. Whenever someone wanted a 

forrn, they presented théir ideas to the business analyst who designed it on hard copy. 

Anyone at any time could request a document. No plan for production. or systematic 

organization, or maintenance of the Fonns Inventory was identified by the researcher 

Vital Sinn Locations 

Emergency Admission F o m  

Emergency Nursing Notes 

Resuscitation Record 

Nursing Admission F o m  

Nursing Pediatric Admission 

Graphic Clinical Record 

Graphic Flowsheet 

Pre-op Checklist 

Documentation Orientation 

Post-AnestMc Room Report 

Antenatal record Part 1 

Antenatal record Part 2 

Birth Summary record 

Postpartuni Nursing 

Intensive Care Unit 

Daycare Unit Form 

Kardex (reference cwd) 

All new nursing staffupon K.G.H. employment, receive an orientation to the current 

documentation system. The orientation encompasses two main foci: Nursing 

documentation policy and guidelines, and an introduction to cornmonly used forms in the 



patient record with unit specfic document orientation occ-g on the specialty areas. 

The Nursing Documentation policy and guidelines ouiJine the requirements for the 

nursing staff. For example, they must use red ink for charting allergies, blood and blood 

products and any medications given urgently. The document continues to define the 

process of legal requirements . (Kelowna General Hospital, 1998d). There is. however, 

no specific orientation to documentation provided to or by the other health care 

disciplines. 

Review of Supportins Literature 

Intecirated Health Care Delivery 

A literature review was undertaken to preview the meaning of an alternative integrated 

health care system. Integrated health care delivery systems are a process of providing 

services across the many available healthcare professions, to provide cost-effective, high 

quality care (Bail, 1996; Coyle & Mills, 2000). It is a mechanism of care provision that is 

financially amalgarnated and centrally managed providing coordinated care across a 

spectrurn of health care services. The care delivery system is clinically and fiscally 

accountable for outcomes as w-el1 as the health status of the specific population (Shortell, 

Gillies & Anderson, 1 994; Verlaan-Cole, 1996). 

Integrated care delivery has been seen as the potential process to rescue the Canadian 

health care system, where to date acute care has been the hub, draining the resources for 

use on curative soIutions instead of preventive measures (Ball, 1996; Skelton-Green & 

Singh-Sumer, 1997; Verlaan-Cole, 1996). By shifting fiom a hospital focus, care is 

rnaximized across an episode of illness and redirected to a pathway of wellness. 



Integrated care looks at the whole health and well being of a population, instead of the 

period of acute illness @A, 1996; Verlaan-Cole, 1996). This ensures every patient is 

seen at the right M e  in the course of their illness, by the right provider, getting the right 

kind of care in the right kind of way (Pinkerton, 2000). For an acute care facility, 

integrated care means that patient goals and treatrnent plans are focused on the entire 

episode of illness rather than merely what needs to be accomplished during a shift. 

Fiscal constraints on health care spending and the present health care system's fimding 

structure are major concerns leading to this change in delivery systems (Bali, 1 996; 

Skelton-Green & Singh-Sumer, 1997; Verlaan-Cole, 1996). The literature, however. 

fails to provide outcomes or evidence of lower budgets. The models presented are also 

Amencan insurance-based and do not illustrate the Canadian medicare philosophy. 

Integrated health care provides an opportunity however, to transform organizations 

fiom a fünctional design to a systems thinking environment (Shorteli & Kaluzny, 1987). 

Currently the labor within many organizations is divided into silos or depamnents 

specialized by the work they do. Each is independent, creating numerous duplicated 

services (Skelton-Green & Singh-Sumer, 1997). The departments have struggled with 

change, are unable to see new ways of thinking and lack "systemness" (Shortell, Gilles & 

Dever, 1995; Shortell & Kaluzny, 1987). Senge defines system-thinking as a way of 

considering and understanding the forces and interrelationships that shape the behavior of 

organizations. Systerns thinking calls for the elevation of employee perspectives 

regarding individual contributions as part of an overdl process versus isolated events 

(Senge, 1990). In the Dance of Change (1999, p. 32) Senge further defines systems 

thinking "... where people leam to better understand interdependency and change and 



thereby to deal more effectively with the forces that shape the consequences of our 

actions". In this same spirif integrated care is defined as a more logical and rational 

approach to care delivery as it holds a real promise of success to change non-system 

thinking into ". . .a process that wiil address the needs of those whom it is designed to 

service" (France, 1 993 ; Skelton-Green, & Singh-Sumer, 1997). 

Unfortunately the literature reviewed addressed an administrative level and did not 

consider those who d l  dtimately be afflected- Reports fiom patients about improved 

qudity care were omitted which raises the uncertaintu of who is served by integrated 

health delivery systems: administration or the patient. To re-design the hedth care 

delivery system. the patient and staff fiom all the fiuictions providing care must be 

involved (Kouzes & Posner, 1 995; Senge, 1 990). Administrative support and leadership 

must be established and individual management m u t  move to an interdisciplinary focus. 

Within the health care literature, one finds fiequent reference to the collaborative style of 

care delivery. 

Collaboration is the process whereby health care professionals plan and practice 
together as colleagues, working interdependently within the boundaries of their 
scopes of practice with shared values and muhral acknowledgment and respect 
for each other's contribution to care for individuals, their families and their 
communities (American Medical Association/American Nursing Association 
Taskforce, 1994). 

Re-engineering often means turning your back on past ways of workng and 

challenging the assumptions of tradition. Centuries ago, the Greek philosopher Plato 

described the concept of synergy in which "the whoie was greater than the surn of the 

parts" (Cascadia Leamuig Group, 1997). One may apply this philosophy to the delivery 

of hedth care with the establishment of a shared vision (Ball, 1996; France, 1993; 

Skelton-Green & Singh-Sunner, 1997; VerIaan-Cole, 1996). From individual 



professionals providing one aspect of care, organizations can move to an integrated care 

process where teams are working together to fùlfill a health care goal. Administrative 

support and leadership would be augmented and individual management would move to 

an interdisciplinary focus. 

Within this rnodel, hospitals need to increase their collaboration with other delivery 

sectors of the health system (Shorteu, Gillies, and Devers, 1995). The opportunity for 

healthcare providers to grow with others who have similar concerns is created- Al1 voices 

together could spark the creativity that is IikeIy to stimulate radical solutions (Blair & 

Meadows, 1996). In the fiterature however, there is little reference to role ambigiiities. 

organizational culture issues or procedures to implement this structure. The literature 

also does not r e so r ce  the need for the establishment of a Leader full organization, 

speaking instead of administrative leadership (Kouzes-Poumer, 1 995). Leadership must 

be fiom al1 levels and not just from above (Anderson, 1992). 

To establish an integrated health care delivery system, leaders may chose from several 

modeb or templates. Program Management was one of the firçt care delivery systems to 

be implemented @eausejour, 1996). In this clinical-administrative matrix. healthcare 

providers identifi the specific patient population that require the program's services, and 

then depict who in the program will provide that service to the patient. 

Case management is a newer mode1 and includes clinical pathways, care plans, and 

care rnap philosophies with the premise of standardized care using patient protocols or 

routines. Interdisciplinary plans of care outline the optimal sequencbg of heaith care 

delivery. The managed care rnodel includes a case manager who acts as a gatekeeper and 

follows a patient through the system. Disease management parallels this thinking in that a 



specific diagnosis or illness places the client hto a managed care program (Ignatavicius 

& Hausman, 1995). 

For any of these models to work effectively, professional collaboration must occur 

amongst al1 health care regarding patient iflormation (Flarey, 1995; Ignatavicius & 

Hausman, 1995; Verlaan-Cole, 1996). To monitor a patient's outcornes, 

There is a need to develop common patient identiners, to link patient and providers 
across the continuum of care, to provide real-time infirmation to clinicians so they 
can take corrective action on the spot, to link hanciaI and clinical data in order to 
conduct cost-benefit analyses and to provide data to quality improvement teams for 
purpose of altering clinical processes and developing chica l  protocols" (Shortell, 
Gillies & Devers, 1995, p. 150). 

Health care systems need to expand their information capabilities to Iink patients and 

providers across al1 settings involved in the continuum of care (Conrad, 1993; Skelton- 

Green & Singh-Sumer, 1997). There was however, minimal discussion regarding the 
'0 

importance of information management with the focus ïnstead directed to technological 

changes in this information-intensive business (Conrad, 1993; Shortell. GiIlies. & Dever, 

1 995; Skelton-Green & Singh-Sumer, 1 997; Verlaan-Cole, 1 996). 

Information management within healthcare has primari1 y focused on tec hnological 

applications for its communication processes. This is especially noted within the past few 

years with the rapid influx of medical information and existing inadequate 

communication processes. "In 1900 the half-life of medical knowledge was 100 years, 

today it is less than five" (Jones & Whittick, 2000, p.22) and to control this flood of data 

the use of technology was required. Paper-based record systems were seen as deficient in 

data collection. Information often lacked validity and reliability, was not structured 

sufficiently for data rehieval, and no tools were available for manipulating and analyzing 

data of interest (Zielstorff, Jette & Banietî, 1990). Cornputer hardware increased 



telecommunication capacity. Programs connected to other programs (interfacing) and 

faster less expensive applications were soon available. 

"However, this is redly the technological tail wagging the information dog" (Jones & 

Whittick, 2000, p. 22). There are an ever increasing number of economical and effective 

mechanisms for storing, retrieving, analyzing and reporting data, but this information 

may not address the clinicd decisions that health care practitioners need to make. Instead 

" you can easily end up with a technical solution that suppoas transactions. or 

departmental silos, but does not provide information" (Jones & Whittick, 2000. p. 22). 

Cornputer technology has created silos or "Islands of Automation" throughout health 

care institutions. (Song et a1.,1997). A veritable information gridlock has been created 

because information driven fünctions such as quality improvement, billing or medical 

records have been developed at different times in the organization's history, ofien by 

different people reporthg to different managers. Various generations of computer 

technology with incompatible systerns have resulted in information users being forced to 

navigate through a maze of communication pathways and computer system log-ons 

(Sanchez-Sweatman, 1999). Suice hance  deparbnents have been predominant, design 

decisions often neglect the effective retrieval, storage and processing of patient care 

information. Piece-meal information system development, the inadequate translation of 

nursing needs to vendors and a lack of automation support to patient care units are added 

issues of a technological world (Krueger-Wilson, 1992). The literature is silent on the 

matter of the millions of health care dollars needed to irnplernent a cornputenzed system 

or the sacrifices of other care components to institute electronic processes- Heaith care is 

information rich and improvements can be made through innovative idormation 



management (Sinclair, 2000). 

Information Management 

Lnformation management is defined as the plarning and control of the processes of 

i dene ing  uiformation needs, and establishing information systems whether automated 

or manual. These processes include the identification, collection, O rganization, storage. 

protection, access, dissemination, analysis and interpretation of ail corporate information 

(British Columbia Ministry of Health & Ministry Responsible for Seniors,1995, p.5). 

Sanchez-Sweatman (1 999) identifies three zones or areas of health information: 

supporting and administrative activities, social or secondary activities (research. 

marketing, credentialing) and direct patient care. 

Administrative information is the effective organization of data for the application of 

reliable management principles (English, 2000). It encompasses the business side of 

healthcare and is a powerful decision-making tool. These dealings provide information 

for sound coneol, planning and evaluation of performance at the departmental level 

(Crozïer, 2000; Tauon, 2000). It also ailows better measurement of input (resources) 

and output (activities) by integrating fmanciai, statistical and clinical operational data 

bases (Leger, 2000). This in turn provides a broader perspective for management 

decisions that apply to the total facility. Other administrative information requirements 

include the monitoring of quality of care, quality improvement, activities Jike 

accreditation, peer review processes, legal requirernents (Barrett, 2000), and clinical 

investigations (e.g. incident reporting). 

Social or secondary sources of health information facilitate health researchers to 

investigate trends, evaluate treatments and suggest ways of preventing illness (Leger, 



2000). This includes m e a s d g  patient outcomes as well as data relating to the broader 

deterrninants of heaIth such as public health action, disease prevention and control 

(Canadian Institute for Health Information, 1999). An increased opportunity for 

discoveries (e.g. pattern detection) through the accumulation of health related information 

is then available. 

The largest component of healthcare information however, is that of a clinical nature. 

Data helps health care providers make informed clinical decisions based on evidence 

(Erickson, 1992), so they can choose care appropriately (Brut, Gifford, Hart. McQueen- 

Goss, Siddall, Smith & Weakland, 1999). Momssey (1999) outlined the best clinical 

system consisted of stnictured terminology to record each portion of the nursing process 

of assessment, diagnosis, setting expected outcomes or goals, planning and completing 

interventions and completing evaluation of actual outcomes. It requires a goal-oriented 

patient documentation system that focuses on a planning process, indicates whether 

interventions in the plan were carried out, and acknowledges the results of those planned 

activities. "The need for documentation to show progress made toward results fkom 

which the plan was designed and initiated is cruciai"(QuigIey, Mathis, & Nodhturft, 

1994, p.66). "Patient care cannot be practiced successfûlly without the support of a 

proficient information system" (Song, et al,, 1997, p. s 14). 

Health care information literature nonetheless predominantly focuses on the nursing 

profession with minimal emphasis on ancilliary services. This may be due to the amount 

of t h e  nurses spend (24 hours per day) with the patient compared to the intermittent 

interactions fkom the other disciplines (Templeton, 1 9 87). "Documentation is often the 

benchmark by which quality of nursing care is rneasured" (Quigley,et al., 1994, p. 66). Tt 



serves as a primary gauge of clinicd practice and as a tool of professional accountability 

and qudity assurance (Erickson, 1992). Nursbg documentation also functions as a 

criterion for accreditation, licemure, certification and legal liability as nurses' 

documentation is considered evidence and can be used in a court of law (Registered 

Nurses Association of British Columbia, 1995). 

This independent nursing focus however has contributed to a lack of integration of 

process or documentation among health care disciplines. Instead, a parallel 

documentation system has evolved (Adam, Trachsel & Love, 1994; Krause, et al-, 1996)- 

Within this type of documentation system, a mountain of redundant and hard to access 

information has been produced @arrett, 2000; Fleming, Klein & Wilson, 1999; 

Lumpkins & Veai, 1995). 

" Each clinician who approaches the patient to provide care starts with a blank piece 

of paper; expecting the patient tu provide answers to the specific data needs" (Lampe, 

1997, p.3). Patients grow impatient when asked to repeat their history, allergies, problerns 

and medications with each encounter (Jacobsen & Hill, 1999). This hstration is 

fiequently articulated in terms of loss of confidence in and satisfaction with care 

providers, as well as with dissatisfaction in the lack of communication between the 

disciplines (Fleming, et al., 1999). 

hadequate communication processes between disciplines c m  lead to a lack of tmst 

between the professions. With little regard or value of the other's assessments (Fleming, 

et al., 1999) each clinician may repeat assessments or interventions rather than tnisting 

previous results (Lampe, 1997). For example, a respiratory technician may corne to 

administer an aerosol treatment and need a set of vital signs prior to the application. The 



bedside nurse has done the vital signs within the past hour, yet the respiratory technician 

will repeat the assessment. Even ficorn one faciiity to another, hedthcare providers do not 

adopt existing care plans instead they develop their own nurnerous documents 

(Lampe, 1997). 

This redundancy may be the resuit of a lack of universal or standard language used 

across the s p e c t m  of hedth care (Areiiano & Weber, 1998; Barrett, 2000). Nursing 

language has been the fkmework for documentation systems but is often confusing to 

other discipIines (AIlan & Englebright, 2000). Past Nursing theorists such as Orem, 

Henderson, Neuman and Roy developed models of nursing care in an attempt to provide 

nurses with problem-solving tools. Newer theorists present classifications of nursing 

practice which include the North American Nursing Diagnosis Association (NANDA). 

the Nursing Intervention ~Iassification (NIC), and Nursing Outcome classification (NOC) 

systems. These classification tools have been used as the foundation of rnany 

documentation systems, however they tend to overshadow other health care professions 

with their strong nursing focus. 

There are also various styles of documentation utilized. These include but are not 

lunited to: SOAP (subjective, objective, assessment and plan), PIE (plan. intervention, 

evaluate) DAR (data, action, response), focus ch-g (one or more identified foci the 

reflect the client's concerns or health needs), exception charting (charting only those 

particulars or observations about the client that fa11 outside expected lirnits or established 

standards of care), and computerized applications (e-g. Meditech, Bluechip, Premium- 

LBM, Three Rivers). The result is that practitioners develop their own vzieties of record 

keeping (Turley, 1 992) with each clinical setting using its own format and do ing its O wn 



data collection. 

The redundancy continues as each patient visit is seen as an isolated episode- The 

focus has been on current status, current needs, and how to prepare for discharge fiorn 

this setting. "Instead, healthcare providers must recognize that the patient's health status 

is a coiitinuum and each visit is part of the continuum with relevant events before this 

visit and important needs d e r  this episode " (Lampe, 1997, p. 3). Ofien. however. the 

unique information that practitioners need is not readily avaiiable fiom the chart, indeed. 

the chart itself is often not readily available (Turley, 1992). "Health care professionals 

must spend vduable time looking for patient records or calling each other to verifi 

patient information" (Song, et ai., 1997, s14). As well papenvork is one of the most 

universally maligned tasks health care providers accrue (Hays, 1989) and is seen as the 

most time-consuming activïty within the nursing profession (Lucatorto, Petras, Drew & 

Zbuckvich, 1991 ; Scoates, Fishrnan and McAdam, 1996; Warne & McWeeny, 199 1). 

Greater numbers of heaith care providers depend on the accuracy of information to 

provide quality care (Adam et al, 1994; Baker, 2000; D'Sa, 1 995) " Well-coordinated 

care can be achieved oniy through opening lines of communication arnong al1 health care 

disciplines" (Adler, Bryk Cesta and McEachen, 1995, p.22). Patient care information 

must be readily available and each discipline needs to be able to tnist that what has 

already been documented is accurate and use it as the basis for patient care decisions. 

There is a need to leam to acknowledge and recognize one plan of care for the patient 

that continues with the patient across the continuum, and the workrnanship of al1 parties. 

"Patient information must be organized to dlow easy access and then 1ea-m to reference 

information that is already available and review and update this Wonnation with the 



patient when a new episode of care occurs" (Lampe, 1997, p. 3). 

The importance of comprehensive clinical documentation cannot be minimized. The 

core product of health care organizations is patient care and al1 staff, departments and 

systems must work together to achieve this outcome. Flarey (1995) outlines that 

"focusing on the work of patient care requires a multidisciplinary approach, in contrast to 

the narrower vision of solving problems within individual departments "(p. 19). 

Interdisciplinary process, as defined by Adam, et ai. (1994), is an approach to patient care 

wherein a varïety of disciplines provide care within an interdependent and collaborative 

relationship. The collaborative relationship refers to the process of different individuah 

workuig together toward a mutual goal (Adler, et al., 1995; Holpp, 1999; Katzenbach. 

1998; Wellins, Byhan & Dixon, 1994). Partners in care acknowiedge the interdependent 

roles of health care professionals and emphasizes the need for communication and 

collaboration among al1 health care providers, patients and families in order to achieve 

desired outcornes (Flarey, 1995). This reflects the increasing emphasis on integrated care 

where there is a need to access information across the care continuum (Arellano & 

Weber, 1998). 

There is an increased need for reliable, timely, secure information to support clinical, 

hancial, administrative and personal health decision-making. Development of an 

effective, efficient, user-Eendly documentation system that reflects a pzîient focused 

interdiscipliraary and collaborative process of care is required. To facilitate this, there 

must be a change to the existing documentation processes. 



CHANGE MANAGEMENT 

Change within health care organizations has become a part of everyday life. Change 

is rapid and intense (Potter, Dawson, Barton & Nitz, 1998), sequentid (Blanchard & 

Waghorn, 1997) and an inevitable and essential fact of Iife (Glemmer, 1999; Holman & 

Devane, 1999)- Change has been defined as 

- -.the relearning on the part of an individual or group in response to newly perceived 
requirements of a given situation requiring action and which results in a change in the 
structure and or functiooing of social systems (Zdtrnan & Duncan, 1977, p. 1 O). 

External forces or situations that create the need for transformation come fiom varied 

directions such as social, political, technological or econornical sources (Jennings, Miller 

& Materna, 1997). In addition, intemal forces (modified strategies, workForce demands 

and employee/employer processes) within an organization c m  also stimulate change 

(Blair & Meadow, 1996). Leddy and Pepper (1989; 1993) cited change in four broad 

categories: haphazard, spontaneous, developrnental or planned. Haphazard and 

spontaneous are considered uncontrolled whereas developmental and planned change are 

purposeful, based on rational thinking with a deliberate process incorporated. This 

process of change management results fiom deliberate and conscious actions taken to 

adjust the operations of a given system to meet the demands of the situation. 

Jennings, Miller & Materna (1997) fUrther define change management as "a 

discipline that assures that organizations and employees meet new and existing 

performance targets rapidly and effectively "(p. 1 72). There are nurnerous change 

management models available. Previous models include Lippitt (1 977), Zaltman & 

Duncan (1977), Beckhard & Harris (19871, and more recent work fiom Kotter (1 W6), 

Blanchard & Waghorn (1997) and Galpin (1996) to name a few. Each mode1 consists of 



various numbers of steps withùl the broad components of assessment planning and 

management of the change journey. 

Assessrnent 

At the beginning of a change process, it is important to identify and articulate the need 

for change (Scott & Jaffe, 1995). Supporting facts should be gathered that underline the 

reasons for the change and then a systematic organizational needs assessment or 

organizauonal audit must be undertaken (Anderson, 1992) to create a comprehensive 

picture of current processes (Gaipin, 1996). Various organizational analysis tools are 

available (e-g. strength, weaknesses, threats and oppominity or SWOT analysis, polarity 

management, gap analysis, systems analysis) to enhance or facilitate the assessment 

phase. The more specific and careh1 the definition of the problem or need, the greater the 

likelihood of a successfiil intervention (Senge, 1999). 

Planning 

The second phase of change involves the planning process. Contingency plans m u t  be 

made with detailed recornrnendations encompassing agreements made with others about 

what achievements or accomplishments are being attempted (Scott & Jaffe, 1995). These 

goals need to be srated concretely so that their attainment can be observed and accurately 

measured throughout the change process (Anderson, 1992). 

Several change methods are available which focus on the planning process. The 

Planning Methods inciude: the Search conference, 1960 (Emery & Devane. I999), Future 

Search. 1982 (Weisbord & Janoff, 1999), Technology of Participation. 1984 (Oyler & 

Burbidge, 1999) and the Strategic Forum method, 1987 (Richmond, 1999). These 



techniques help set a direction for an organkation or a commuity and are comrnonly 

used for strategic planning (Holman & Devance, 1999)- The purpose is to create a well- 

articulateci, achievable common-ground future with action plans for implementation 

within a definite tirnetable by a community of people. 

A second group of methods is the Stnicturing methods used to redefine working 

relationships among orgaDlzations members and to create new structures for doing work. 

In 1 971, Emery designed the Participative Design Workshop with the purpose to transfer 

knowledge and skills to organizattion members, who then redesign their organization into 

a self-managing organization in which controi and coordination of work are at the level 

where the work occurs (Emery, 1999). Kaizen focused on culture in 1986 to initiate and 

sustain change kno~vn as the Fast-Cycle Full-Participation (Kaizen, 1999) whereas in 

1994, Adams & Adams (1999) incorporated a Whole Systems Approach to create, 

mod ie  or redesign an entire organization. 

Findly Adaptable Methods are available that include planning, structuring and other 

complex, important purposes. Examples of this method include: SimuReal, 1970 (Klein 

& Klein 1999), Open Space Technology, 1985 (Owen, 1999), Appreciative Inquiry, 1987 

(Cooperrïdge & Whitney, 1999) or Real T h e  Strategic Change, 1994 (Jacobs & 

McKeown, 1999). These methods take a systernic rather than a piecemeal or segrnented 

view focusing on the future and the possibilities that pull people toward their desired 

outcornes (Hoiman and Devane, 1999). 

Planning is concerned with ends as well as means (Robbins & Stuart-Kotze, 1990). 

Once a viable plan is established, all prescribed components need to be implemented. All 

resources, people and timing delineated in the formal plan must be put into operation. 



This includes the establishment of new d e s  and policies, appropriate training in new 

skiils and the Iearning and intemalizing of new concepts and rneanings. It also includes 

the maintaining of the implemented change. 

Manaainq - the Journev 

TI-Joughout the literature, there exists significant emphasis on the management of the 

human joumey involved in a change process. Tactics that have been suggested inchde 

the affect of change, participation, facilitation and support, and communication. 

One of the most common errors in managing change is underestimating the effect it has 

on people. The change agent (L.eddy & Pepper, 1989), change facilitator (Galpin, 1996). 

or change leader (Glemmer, 1999; Kotter, 1995) must consider not only the process of 

change but also the impact that will occur to human systems. 

Human systems lem towards maintaining a stable equilibrium or status quo where 

capabilities match against challenges (Corner, 1995; Robbins & Stuart-Kotze. 1990). 

Change occurs when this balance is disrupted with some new force upsetting the 

equilibrium and threatens the investment one has already made in the status quo (Schein, 

m e n  people believe their capabilities exceed a challenge, they generally feel 
positive because the outcome is not o d y  desirable but expected. When the 
reverse is tme, people typicaliy feel negative not only because the outcome is 
undesirable, but also because such situations Iack predictability (Corner, 1995, 
p- 2). 

People are most cornfortable when they can influence what happens to them with a 

feeling of being in control. Change however causes a loss of thar control. "Change c m  

produce physical symptoms such as sweating, sleep loss and/or emotional distress. - ." 

(Scott & J a e ,  2995, p. 29). The emotional and intellectual balance and feelings of 



security are no longer in sync and resis'mce can occur. 

Resistance can be d e h e d  as "any conduct that serves to maintain the status quo in the 

face of pressure to alter that status quo" Geddy and Pepper, 1993, p. 63). Leddy & 

Pepper (1989) state that resistance is "behavior intended to protect the individud or 

group from the effects of real or imagined change" (p. 33 1). Employees display different 

kinds of resistance either active or passive as well as positive and negative (Clark & 

Koonce, 1995). 

People will be affected differently, according to their degree of involvement and their 

vested interest (Blair & Meadows, 1996) and a person's readiness for change cm vary 

day to day (Leddy & Pepper, 1993). Leddy & Pepper (1989) write that resistance occurs 

thraugh aU Ievels of an organîzation with expressed concerns of cost factors, time 

investment issues, threat? vested interests and fear of failure. Juzwis hin and Merkele y 

(1987) emphasize this through the identification of three major sources of resistance 

which include uncertainty, concem over personal loss and the change not being in the 

organization's best interest. Leddy and Pepper (1993) emphasize the point by speaking of 

cultural (ethnocentrism), social (education, status) and organizational (power, leadership) 

factors as powerfid idluences of change- 

Schein (1999) states "changing something impIies not just learning something new but 

unlearning something that is already there" (p. 1 1 5). This invoIves having to unlearn 

beliefs, attitudes, values, and assumptions as well as learning new ones. People resist 

change because such unleaniing is uncornfortable and anxiety-producing (Schein, 1999). 

Yukl(1998) states that the basic reason for resistance to change is distrust of the people 

who propose it. "There has had to be a letting go of something," states Bridges (199 1, 



p. 3). '=To cope with and work through the changes which affect them, organization 

mernbers m u t  deal with the emotional process of l e thg  go or letting the past die and of 

expenencing the depression." (Perhan & Takacs, 1990, p. 183). People nerd to 

experience a time of transition. "Transition is the psychological process people go 

through to corne to terms with the new situation." (Bridges, 199 1. p.3) Unless transition 

occurs, change will not work and this al1 begins with an ending. 

Changes will transport people f?om the way things were done in the past toward the 

füture through a variety of phases. Periman and Takacs (1990) expand the death and 

dying mode1 created by Kuebler-Ross (1969) to ten stages of change that include 

equilibrium, denial, anger, bargaining, chaos, depression, resignation, openness, readiness 

and re-emergence. In contrast, Camall(1990) proposes five steps in coping with change: 

denial, defense, discarding, adaptation and intemalization. Scott & .J&e (1 995) parallel 

this thuiking in describing four phases in transition: denial, resistance, cornmitment and 

exploration. "Nothing so undermines organizational change as the failure to think through 

who wiIl have to let go of what when change occms". (Bridges, 1991, p.4). As a leader of 

change, one must therefore deal effectively with the emotional dimensions of change. 

Change proceeds in waves that begin with waking up to the need to change and 
unhooking &om the old ways, through a period of discovery and design of a new 
orgaaizational need and finaily into a period of irnplementing the new path with each 
person which affects the very core of the organization (Scott & JafEe, 1995, p. 3). 

One must anticipate any resistance to the proposed change fiom above or below and 

identi@ active acceptors and active rejecters. Who stands to gain or lose from the 

change? 1s the impact of change high, medium or low? Who are the main forces for or 

against the change? (Blair & Meadows, 1996, p. 25). 

Different stages or phases cd1 for different strategies. A change leader needs to be 



situational in one's application of techniques to help people through the change. (Scott & 

Jaf5eT 1995). The change c m  be advanced and resistance minimized by encouraging the 

direct participation in the change process. 

Although the identification of problems and unmet needs is important, the pinpointing 
of strengths and unrealized potential is aiso important to discover and communicate to 
al1 members of the organization (Anderson, 1992, p. 2 85). 

"Knowledge and wisdom exist in the people in the organization" (Holman & Devane, 

1999, p- 19) and asking people for their ideas on how to do it best are critical resources in 

change management. "When people see the possibility of contributing to something 

larger than themselves, they operate differently. The emphasis shifts fkom focusing on 

why something can't be done to how c m  we make this happen" (Holman & Devane. 

1999, p. 17). 

No change can be successfidly irnplemented then without some degree of  staff 

involvement (Blair & Meadows, 1996). They mut be included fiom the start and 

integrated into the overall process. The encouragement of employee input c m  create a 

powerfûl guiding coalition establishing some bonds of common values, beliefs or 

approaches (Kotter, 1995; O'Toole, 1995). This can lead to the development of trust 

which is essential and is at the heart of fostering collaboration (Kotter, 1996: Kouzes & 

Posner, 1995). A coiiaborative relationship is imperative to making a positive difference 

(Scott & Jaffe, 1995). "lt is far more common for people to change because of the 

support. encouragement, caring confrontation and empathy of a rel&onshipl' (Scott & 

JafEe, 1995, p. 3 1). This coalition develops direction, rnomentum and commitment by 

working to shape a meaningfùl purpose. They mutually agree upon a vision, support one 

another and work with each other to ensure congruence of action- Working together 



towards a clear idea of what is wanted and the development and understanding of a vision 

is crucial, "A vision says something that helps clariQ the direction in which an 

organïzation needs to move" (Kotter, 1995, p.63). "It plays a key role in producing useful 

change by helping to direct, align and inspire actions on the part of large numbers of 

people" (Kotter, 1996, p. 7) - It is an ideal and unique image of the future. When change 

occurs we have to move from 'how it wasl to a vision of 'how it will be'. People feel in 

control of their lives when their expectations match what they perceive to be actually 

occurring. 

"To enlist people in a vision, leaders must know their constituents and speak their 

language" (Kouzes & Posner, 1995, p. 1 1). A change master must therefore make a 

conmitment to comrnunicate with the people who will be involved with or affected by 

the change work (Holman & Devane, 1999). Talking to people in person is the most 

effective way with honest, clear and consistent communication (Scott & Jaffe, 1995). 

Beginning the communication immediately within the assessrnent phase, prepares people 

by letting them know what is happening ahead of tirne. When ernployees are inforrned of 

what is important to the organization and how it is performing, they make more inforrned 

decisions about their own activities (Clark & Koonce, 1 995). 

Communication has been defined as an art as well as a process - involving the 

effective giving and receiving of information. Open, fluid, two-way communication 

among al1 can help prevent m o r s ,  anxiety and mistakes. To be effective, change 

managers must pick up the signals corning to them fiom others, paying attention to what 

is on people's minds (Clark & Koonce, 1995). "Seek first to understand then to be 

understood," recornmends Covey (1989, p. 235). People must believe that their leader 



understands their needs. "To tnily hear what your constituents want - what they 

desperately hope to make you understand, appreciate and include within the vision - 

requires that you periodically suspend your regular activity and spend tirne lisening to 

others (Kouze & Posner, 1995). A change leader frnds ways to interact with the people 

involved in the change process. The change facilitator has to monitor and initiate an 

organization-wide process of exchange and information about the need for the change, 

the process that has been elected and what is expected of individuals. 

"Change must be assessed and planned and performed with al1 the skill and 

invotvement that is required for a famous orchestra to perform" (Blair and Meadows, 

1996. p. 20). The lesson to be learned fiom the more successful cases is that the change 

process goes through a series of phases that, in totd, usually require a considerable length 

of time (Kotter, 1995). In the assessment phase, one m u t  be clear about the need for 

change and explore the organization's readiness and willingness to make the change 

happen successfully (Ingersoll, Kirsch, Merk and Lightfoot, 2000). The change process 

and the effect it has on people must be understood and active participation and effective 

communication must be implemented. Organizations spend a considerable amount of 

time, money, and effort with change processes, but rarely deal consciously or 

conskuctively with the human emotions associated with change. (Perlrnan & Takacs, 

1990). Change is disturbing when it is done to us, exhilarating when it is done by us 

(Holman and Devane, 1999), and is a constant yet exciting challenge to al[. 



CHAPTER THREE 

Conduct of Research Study 

Research Methods 

Kirby & McKema (1 989) de fine research as a voyage of discovery . Research is used 

to seek out knowledge and information that c m  be used to irnprove decision making and 

applies a ". . systematic and rigorous ïnquiry or investigation that enables people to 

understand the nature of problematic events or phenornena" (Stringer, 1 996, p.5)- 

Research searches for answers to questions in an orderly and systematic process. 

One systematic methodology is action research, a term coined by Lewin in 1946. It 

was designed as a collective approach to solving social and organizational problems. 

Action research is the process of systematically collecting research data about an 
ongoing system relative to some objective, goal or need of that system: feeding 
these data back into the system; taking action by aitering selected variables within 
the system based both on the data and on hypotheses; and evduating the results of 
actions by collecting more data (Burnes, 1996, p. 180). 

Action research is a cyclic process encompassing three components: 1) planning, 

3) acting 3) observing and reflecting. That is to say, one organizes, explores. looks at and 

anaiyzes and then in the light of information obtained, plans for the next cycle. Stringer 

(1996) writes participants "...will explore the details of their activities through a constant 

process of observation, reflection, and action" @. 17). This provides insight into the 

experience and the opportunity to change, augment or repeat processes. 

Action research also tends to be participative and qualitative (Dick, 1999). "The role 

of action research is to involve the participants in a process of collaborative problem 

solving within a continuous cycle of improvement" (Royal Roads, 1999, p. 1-6). "This 

collaborative approach to inquiry seeks to build positive working relationships and 



productive, interactional and communicative styles" (Stringer, I 996, p. 1 9). One 

purpose of this type of research encourages and enables groups of people to work 

harmoniously towards a common goal. 

Action research was selected by the researcher because the method embraced the 

theme of collaboration. The new strategic plan for K-G.H. was directed towards 

increasing the level of communication and CO-operation, breaking down the stovepipes 

and committing to a patient-focused, interdisciplinary team approach (Kelowna General 

Hospital, 1998). Action-based research aims to link groups ". . .so that they may attain 

viable, sustainabie, and effective solutions to their common problems -2' (Stnnger, 1996, 

Action research aiso uses qualitative methods of enquiry. Qualitative information 

concerns human perceptions, feelings and opinions. Qualitative research is a type of 

investigation in which: 

1. there is attention to the social context in which events occur and have meaning 
2. there is an emphasis on understanding the social world fiom the point of  view 

of the participants in it. 
3. the approach is primarïly inductive 
4, major data collection techniques include interviewing, observation and 

examination of persond documents 
5. procedures and tooIs for data gathering are subject to ongoing revision in the 

field situation 
6 .  the concern is primarily with discovery and description although verification is 

also possible. 
7. analysis is presented for the most part in narrative rather than numerical form. 
(Cobb & Hagernaster, 1987, p. 138). 

A qualitative approach provides information about the participants in the data 

gathering process. It captures the unique perspective of the participant and provides 

richer responses and rapport which is essentiai for an interdisciplinary process 

(Palys, 2997, p 155). 



To address the question of what changes are required to KG.H.'s current patient 

information system and practices, an evaluative approach using an action research 

methodology was warranted. The purpose of evaluation research is to find out how well a 

practice, program or policy is workuig. In health care it is important to sit back and pose 

the questions of how an organization is doing and whether it is accomplishing its goals. It 

is also important to consider if there are more effective ways to do things. 

The intent of this study was two-fold: (1) to examine the existing documentation 

systern at Kelowna General Hcspital and to determine ifthe system was effective, 

efficient and meeting the goal of providïng evidence of the care provided. (2) to examine 

where Kelowna General Hospital wanted to be with its documentation process. 

Data Gatherinq Tools 

Archival Measures 

ccProducuig things is part of what we do, analyzing the things we produce is another 

way to l e m  about us" (Paiys, 1997, p. 2 15). Archival measures comprise any 

information that is in a hard copy. Archivai measures may be treated as entities worthy of 

consideration. They are available data that are accessible to others and thereby easily 

validated. There are no ethical issues associated with this type of review. 

A forms analysis was selected by the researcher as an initial component to study the 

existing documentation system at K.G.H.. The forms analysis determined which 

current documentation tools were used by the specific disciplines. Al1 paper-based and 

cornputer-generated patient care documents were considered. A Forms Analysis 

Research Tool was created to ascertain data from each of these discipline specific 

documents. The tool had a location for the name of the document being studied, if paper- 



based or computer-generated, and a space for i d e n m g  the discipline that used the 

paaicular form. The Forms Analysis Research Tool consisted of three columns for data 

collection entitled: Design Issues, Duplicated Information and any Other Concerns 

(Appendix D - Foms Andysis Research Tool). The Nursing Admission Assessment 

Record was used as a baseline to obtain the idonnation for the Foms Analysis Research 

The Nursing Admission Assessment Record encompassed a holistic view of patient care 

and included subjective and objective assessments, social situations, social habits, 

activities of daily living, and medications. The Nursing Admission Assessment Record 

was required on al1 adult inpatients in the hospital and was viewed by many of the 

disciplines. The researcher reviewed each discipline's documents and compared them 

with the Nursing Admission Assessment Record information (e-g. vital signs, history, 

activities of daily living, medications) noting any concerns with design or layout. any 

duplication of information and any other related documentation issues. 

Chart Audits 

To determine if the information collected by the health care providers on the K.G.H. 

documents met the goal of providing evidence of the care provided, the researcher 

conducted a chart audit. The previous archival measure of the forms analysis would 

provide a List of the documents used by each of the disciplines. facilitating the search 

within the patient chart. A Chart Analysis Research tool was created to assist in the 

collection of data and incorporated sections for evidence of assessment, interventions and 

the patient response to a prescribed intervention (Appendix E - Chart Analysis Research 

Tool). Chart audit questions to facilitate the data collection were produced as outlined in 

Table 2. Twenty randody selected in-patient charts would then be manually scrutinized 



page by page, for the discipline-specifîc documents and subsequent discipline specific 

evidence of the care information. 

Table 2 

Chart Audit Questions 

What style of documentation was present within each discipline's forrn?. 

1s the Patient assessrnent clear and appropriate and only discipline-specific? 

Are the Patient interventions stated and correlated with the physician's order? 

Are the Patient responses docuniented relative to the intervention? 

Was the charthg contemporaneous and chronologicai? 

Were appropriate signatures of hedth care providers and their position identified? 

Focus Group Discussions 

On completion of the documentation analysis, the researcher would host four 

mui tidisciplinary focus groups. "S takeholder involvernent acknowledges that there are 

vested interests existing in an organization and that individuals with these major issues 

need to be actively engaged ..." (Favaro & Ferris, 1991, p.6). People would be affected 

differently, according to their degree of involvement and their vested interests. 

Focus groups were chosen over the personal interviewhg technique because the 

organization was already in silos and not thinking cross-functionally. The organization 

needed to move out o f  the separate departments and into a collaborative thinking mode. 

Each participant would hear the concerns of the other disciplines and process the work 

together. Stringer (1996) stated that a collaborative approach to inquîry provides people 

with the opportunity to be a part of the solution. Together, a team can look at the 

situation, explore and analyze the rationale and then act to make changes. 



Table 3 

Focus gr ou^ Questions 

What do you iike about the documentation system? 

What are its strengths? 

i What are its weaknesses? 

How well is the system doing? 

Does the system meet your needs? 

How c m  the system be improved? 

Studv Conduct 

On completion of the data collection tools, permission to conduct the study was 

sought fi-om the hospitai administration. This permission was granted through the forma1 

process at K.G.H. through the ResearcM3hics Committee. A certificate of approval was 

granted on September 7,2000 (Appendix F - Research Approval) and data collection 

cornmenced within K-G-H. 

Forms Analvsis 

Kelowna General Hospital has a totai of five hundred and ninety eight paper-based 

documents or forms as shown in Table 4. Four hundred and eighty six paper-based 

documents are internally produced or extemally purchased through a vendor. Thirty one 

documents were cornputer based in the Order Entry Module of the Meditech Information 

System and eighty one reports were found in the Patient Care Inquiry Module. This did 

not include diagnostic results. 



Table 4 

Number of K.G.H. Documents 

486 intemally created or external vendor paper-based documents 

3 1 computer generated documents 

8 1 computer generated departmental reports 
----------------_------------------------------------------------------------------------------- 
598 documents generated by either a manual printing process or by the computer 

Four hundred and sixty five forms were removed fkom the study. Seventy-tlu-ee were 

Patient Information pamphlets specifically designed for patient teaching. Fie-two were 

pre-prepared (standing orders) that were approved by the Medical Advisory Cornmittee 

and were modeled after the included Doctor's Order Form. Ninety-four foms were 

employee work tools and were unrelated to direct patient care (e.g. work schedules, 

rerninders, labels). Forty of the documents were forms for huma resources or residential 

seMces that operate outside of K.G.H.. Fifteen were government directed documents 

and the remainder included the Outpatient documents (1 9 1). .4 subsequent one hundred 

and thirty three foms were reviewed (see Appendix G - List of Patient Care 

Documents). 

To begin the review of the documents, copies of the 133 patient care documents were 

obtained from the master copy binders housed in the Patient Information office or 

produced fiom the applicable Cornputer program. The paper-based documents were 

obtained fiom the master-binders housed in the Patient Information office. AU forms had 

been developed on request fiom a health care provider or employee of the hospital. 



There was no systematic filhg of the documents (Patient information, physiotherapy, 

patient care etc.) instead they were rnixed indiscriminately. 

Locating the computer forms presented a tedious task. There were two main locations 

for patient documents, the Patient Care Lnquiry (PCI) module and the Order Entry (OIE) 

module. The PCI module is used for departmentai reports whereas the O/E moduie is 

used to obtain forms through an ordering or inventory process. PCI forms are retained in 

the computer system, however the O/E documents are printed off and placed in the 

patient's chart. The location of the report was not consistent in the PCI index and one 

needed to enter each patient report to obtain a copy. Once dl documents were 

accumulated, data was coilected using the F o m s  Analysis Research Tool. 

Chart Audit 

The researcher, in the role as patient information specialist. had the required access to 

patient charts through the health records departrnent. To maintain confidentiality. hea1th 

records personnel selected the charts for review; the standard procedure used by the 

Health Records Department when a chart review is requested. The review was conducted 

in a private office within Health Records. No patient narnes were included in any 

reporting or in material provided to the focus group in order to preserve confidentiality. 

To uphold vdidity, hospitai numben were used in the data collection component and 

cross-referenced with one to twenty sequencing. The numbers were maintained in a 

privately secured location in the researcher's file. No health care provider narnes were 

used in order to protect anonyrnity and confidentiality. Data was collected using the 

Chart Analysis Research Tool. 



Focus Groups 

The focus groups brought together 4 - 7 people, with a common work experience or 

role, to talk about perceptions and ideas about documentation systems, Mixed 

stakeholders, including department heads and grassroots staff, were considered as 

participants for the focus group (see Table 5)- "Knowledge emsts in many places" (Kirby 

& McKema, 2989, p. 96) and these were the individuds who used the documentation 

system each workhg day. "Active participation is the key to feelings of ownership that 

motivate people to invest their time and energy to help shape the nature and quality of 

their comuni ty  Iives" (Stringer, 1996, p. 35). 

Table 5 

Proiect Participants 

1 Physiotherapists Occupational therapists 

Pharmacists Dietitians 

Nurse Managers Respiratory Technicians 

Laboratory Services Representatives General Practitioners 

Social Workers Forrns Design Specialist 

Information System and Technology Business Analysts 

Registered NursesRegistered Psychiatric Nurses/Licensed Practical Nurses 

The researcher facilitated four focus groups: focus group one and two had seven 

participants whereas focus groups three and four had four participants. The researcher 

considered that the meeting would take time away from service activities and therefore 

kept the sessions to a two hour maximum. Usually taskforces or committees were seen as 



an imposed process and therefore the researcher asked for volunteers to participate in the 

focus group. Informed consent was obtained, fiom dl focus group participants thereby 

ensuring clarity about the purpose of the focus group and the safeguards on 

confidentiality (Appendix H - Consent of Participants). 

Each session was recorded and notes were made while the focus group was in 

progress. As part of the informed consent the researcher assured participants that their 

privacy would be maintained and protected at al1 times (Polit & Hungler. 199 1. p. 3 7). 

The notes were documented using a code comprised of two numbers. The first nurnber 

was for the focus group and the second number was the participant placement within the 

focus group. 

The researcher gathered the minimum amount of personal data fiom the participants 

that was necessary for the study. Palys (1997, p. 97) States that ". ..the easiest way to 

guarantee conEdentia1it-y of responses, then, is to provide anonymity". Anonymity was 

not possible duRng focus groups. However confidentiality was maintained through the 

withholding of names and position in the data collection/analysis as this could provide a 

clue to identincation. The data aanscnbed was provided to the participants for review 

and verifkation of accuracy. 

Subiectivity of the Researcher 

Documentation and form design has been an interest of the researcher for many years. 

The researcher has, with colleagues, informally designed two emergency nursing 

documents (St. Paul's Hospital Vancouver, Kelowna General Hospital), has been 

significantly involved with the change process to irnplement an exception based 



documentation style at K.G.H., and has taught documentation policy and procedures in 

the orientation program as weil as at the Okanagan University College Licensed practical 

nurse course. The researcher has also been the Documentation Facilitator and chair of 

the Central Okanagan Client Record cornmittee. She has fÏequently worked with the 

participants in the focus groups shown in Table 5- 

Although the researcher has been perceived as an expert in patient uIformation, the 

role has been directed towards the nursing field oniy over the past four years. It was 

therefore necessary to acknowIedge this focus so as not to concem those who were 

members of other disciplines. The researcher has also held the position of Project Leader 

for the hplementation of the computerized documentation system. This program, as 

stated earlier, was not implemented for financial reasons. 

The researcher maintained an unbiased status throughout the researcher project as 

demonstrated by evaluating al1 available disciplines' documentation forms/tools, 

critiquing al1 available disciplines' evidence of care provided through the chart audit, 

inviting al1 disciplines to partake in the focus groups, by active listening throughout the 

focus groups and including d l  data collected in this report. 

Conclusion 

Action research is a repetitive process that plans, takes action and then evaluates the 

results of the action. Research is a systernatic and rigorous inquiry into an issue to 

provide an understanding to the nature of that problem. A forms analysis and chart audit 

were planned and utilized to examine the current documentation system issues at 

Kelowna General Hospital, to understand the system and determine if it was effective, 



efficient and meeting the goal of providing evidence of the care provided. Four focus 

groups were organized and held to establish where Kelowna General Hospital envisioned 

its documentation system. Action research is cyclic and upon completion of the planning 

and acting stage, an observing and reflectuig process was necessary to incorporate 

meaning to the research. 



CHAPTER FOUR 

Research Study Results 

Data collected in a research study must be carefidiy examined, organized and given 

meanîng (Burnes & Grove, 1995). The design of this study was action-research based 

which uses the cyclic process of planning, acting and observing or reflecting. With the 

completion of a systemic plan and collection of data fiom three sources (forrn analysis, 

chart audit and focus group discussion), the next phase was to observe or reflect on that 

data. The following Study Findings outiine the results of the data collection, with the 

Study Conclusion providing an analysis and interpretation of those results. Additionally. 

the Lessons Learned section encompasses a look backward at the collective experience of 

the research study, with recommendations provided for K.G.H. to consider in the Study 

Recommendations. 

Studv Findinqs 

Form Analvsis Findinqs 

In order to determine if there were forrn design issues and or processes that lead to 

redundancy of information, a forms analysis was conducted in which 133 paper-based 

and cornputer-generated documents were reviewed. These were specific to patient care 

and represented each of the disciplines involved in providing care as shown in TabIe 6. 

To answer the question regarding design issues, each form was manually scrutinized. 

The paper-based documents used a templste with either the regional health care or pre- 

existing hospital logo. The title of the document was present to the right of the logo. An 

inventory number and last revision date was present in small font on the bottom right or 



le&-handed corner of the document, The revision dates extended as  far back as 198 1. A 

space was avdable on each form for patient demographics (Le- name, date of birth, 

family doctor). There was no acknowledgement on the fonn of whether it was for 

outpatient or inpatient use. The regional computer program, Meditech, does not offer 

graphic design features, therefore no Iogo was present on the documents produced 

through that system. The patient demographics were standardized but styled differently 

between the two computer modules: Patient Care hquiry and Order Entry. Both 

progratns provided forms with a titie, but no revision date. nor was outpatient versus 

inpatient designation present. 

Table 6 

Number of Documents Der Discipline 

62 Nursing 52 paper-based 10 cornputer-generated 

Speech Pathology 

P hysiotherapy 

Occupationai Therapy 

Physician 

PatientIFamily Counseling 

Chernical Dependency 

Discharge Planning 

Respiratory Services 

Nutrition Services 

22 compter-generated 

20 paper-based 

13 paper-based 

6 paper-based 

1 paper-baseci 2 cornputer-generated 

2 cornputer-generated 

2 compter-generated 

2 paper-based 

1 paper-based 



To answer the second question regarding duplication or redundancy of information, a 

research tool (Appendix D) was designed using the Nursing Admission History forrn as a 

baseline. The criteria of use for this dclcurnent reads: all admitted patients will have this 

form completed within 24 hours of admission. The document comprises a holistic view of 

the patient and addresses the presenting cornplaint, vital signs, allergies, medicai and 

surgical history as well as medication use and social concerns. Narrative notes and plan 

of care were added to the research tool as these were not avaiiable on the Nursing 

Admission History form but are key documentation components. In total, the researcher 

identified 23 places to document vital signs, 14 for allergies and 28 spaces for medical 

history. There were 52 Locations for narrative notes and 50 places for a plan of care. 

Chart Audit Findings 

Following the review of the forms, a chart audit was conducted to study the use of the 

documents by the various disciplines. Twenty patient charts were reviewed 

retrospectively. This appears as a small number in cornparison to the number of  inpatient 

admissions; however, saturation of data occurred after 12 charts. 

Medical staff and nursing personnel documented on 100% (20 charts) of the charts 

examined. Sixty percent (12 charts) had a referral to a specialist (Le. anesthesiologist, 

cardiologist, intravenous resource nurse). Forty five percent of the charts (9 charts) had 

physiotherapy notes and 15% (3 charts) had both respiratory therapist and dietitian notes. 

Occupational therapy documentation was found on 5% of the charts (1 chart). There 

were no notes in the sample fiom the social workers or the chernical dependency team. 

Reviewing the charts was a difficult and time-consuming process. Information was 

scattered in diverse locations on many pages. For example, forty percent of the 



physiotherapy notes with patient interventions were located in the diagnostic 

investigation section h e a d  of the direct patient care segment, as per health record 

protocol (Charts 5,6,7,8, 10, 11, 13,16 and 18). Another example, respiratory 

technicians' information was written on both the nurses' narrative notes a d o r  the 

physician progress notes (Charts 9 and 11). Twenty percent of the charts (4 charts) 

referred the reader to another document (e.g. T e e  ER Nursing Assessment") in which the 

researcher had to track a second document for necessary information (Charts I 1. 15, 5- 

and 18). It was noted that on two charts that made these references, the information was 

not present- Eighteen of the twenty charts (90%) had at l e s t  one hand-written (narrative) 

component of the chart that was illegible. The Physician's Progress notes were the 

largest contributor of illegibaity with 14 of twenty charts (70%) having one or more 

illegible physician e n v -  The remainder of unreadable notes came fkom nursing (2 charts) 

and physiotherapy (2 charts). 

Each of the charts had approximately 32 - 45 pages to examine, with an average of 15 

documents scrutinized for evidence of assessment, interventions and patient responses to 

the prescrîbed intervention. Patient assessments were present on al1 of the charts 

reviewed (100%). These were entered by d l  the disciplines wÏth the exception of social 

worker and chemicd dependency entries. A duplication of assessments was seen in 

twelve percent of the charts (3 charts). One chart indicated a 48 hour delay f?om the 

point of admission history dictated by the admitting physician to the time when this data 

was transcribed by health record personnel and then in hard-copy on the chart (Chart 18). 

Forty-five percent of the charts (9 charts) depicted an abnormal assessment on the 

Nursïng Assessment flow sheet but no narrative note was found to explain or elaborate on 



the abnormal findings. This was in violation of the nursing documentation criteria and the 

nursing documentation policy (Kelowna General Hospital, l998d). 

On every chart reviewed an assessment of a problem was not followed with an 

intervention of care (67 incidents). For example, on the Nursing Significant Findings 

narrative notes, a nurse would document that the patient had pain (Charts 5, 6,8 or 10). 

There was however, no mention of care provided to the patient (Le. analgesic given, 

repositioned for cornfort, physician notified). Daily assessment and impIementation of 

basic care needs (e.g. hygiene, activity, dietary) nevertheless, were accurately 

documented on flow sheets that correlated with the exception charting philosophy 

adapted by the facility. 

The lack of intervention on identified patient problems was linked with an absence of 

documentation regarding the response to care provided. This occurred on 100% (128 

incidents) of the charts. For example, physicians would write an order for a certain drug 

therapy but no evaluation of how the patient was tolerating the medication was noted 

(Cliarts 5,1?,16 and 19). Nursing notes showed an intervention (e-g.  Vaiiurn given) but no 

note would be seen regarding how the patient tolerated the intervention (Le. sedation 

levels). Physiotherapists would indicate the addition of a rnobility aid (e-g. a walker) but 

no indication whether the patient did well with the device or if he/she coliapsed during 

the process (chart 7). 

Only one chart (5%) had a multidisciplinary plan of care outlined. Plans of care that 

were documented were independent, with no correlation to other disciplines' actions. For 

example, physiotherapy or dietitians would outline a plan of care but would not 

incorporate the nursing or medical team into that plan. There was dso duplication of care 



(e-g .  nursing and physiotherapy would both assess iung function without reference to 

each other)- 

The chart audit aiso reveaied that the style of charting varied between the disciplines 

with physiotherapy, dietary and psychiatry staff using the Subjective, Objective, Action 

and Plan format while nursing and respiratory personnel used Data, Action and Response. 

The physician group showed no smctured charting format. Throughout the chart audit, 

the researcher noted other charting processes that were not adhered to. For example. 

numerical totals were not done and or completed on those patients that had Intake and 

Output records on their chart (15 charts). Patient teaching documentation was only 

present on 15% (3 of 20) of the patient charts (chart 4,5 and 10). 

There were also inconsistencies in data present fiom one discipline to another. For 

example. a physician noted a patient issue with alcohoi use but no nursing assessrnent 

regarding chemical dependency was seen and no refend to the chemical dependency 

team was made regardless of the required questions on the Nursing Admission 

Assessrnent (chart 1). One chart had two Anesthesia documents physicalIy taped together 

with adhesive without appropriate patient identification on the added form (potential for 

lost patient information). 

Focus gr ou^ Findinas 

In order to determine how the disciplines perceived their documenta~ion process, f o u  

focus groups were held. Health care disciplines £iom al1 services were represented with 

the exception of social services and diagnostic imaging. Consent was oàtained without 

exception and the preceding research results were offered to each of the groups and 

discussion followed using three focus questions: what was liked about the documentation 



system, what was not liked and what changes if any should occur. 

Question 1 

In response to the first question of what was positive about the charting system at 

Kelowna General Hospital, three themes emerged: accessibility, usage and style of 

charting. 

Participants in each session commented on the accessibility of information through the 

organization of the chart. That rneant that the chart was divided into discipline-specific 

sections allowing for easy access to that discipline's data. This accessibility was assisted 

by coloured and labeled discipline specific plastic dividers. Health Record p e r s o ~ e l  

added how positive it was that the documents had a standardized and consistent format 

(e.g. logo, font size, headings) for ease of locating particular data. 

Multiple participants fiom the nursing profession expressed support for the 

accessibility of information through the location of the nursing chart. Previously, a 

patient's chart had been located at the centrai nursing station. In 1994, Keloma General 

Hospital moved the nursing documents to the patient's bedside due to "inaccessibi1ity 

precluding nurses from using information that had been recorded or fi-om recording 

pertinent findings as soon as the assessrnent and/or intervention took place" (Markowsky, 

1994, p. 46). One nurse manager stated charting at the bedside provided "awesome 

opportunity for the patienthurse relationship to irnprove". A staff nurse reinforced this 

statement in that "we are spending much more time with the patient and I think they [the 

patients] like that - more thorough and better handling of care". 



Further cornments on the accessibility of information were stressed in association cvith 

the computerized Meditech system. "1 like that we are so computerized in that 

Soma t ion  is right there - you know lab results, radiology reports, consultations and is 

available quicker" stated a nursing participant. This point was reiterated by medical and 

Iaboratory staff. An occupational therapist commented that d e r  an assessrnent was 

completed "the comrnunity people had access to it immediate1y"- Participants described 

how the cornputerized system had improved the communication with other regional 

facilities in that it had " hugely impacted the amount of work and idormation sharing". 

Nursing participants also felt that "we are able to communicate wider. broader". 

Participants commended the computerized system for its legibiliw and professional 

quality produced documents. 

Usaqe 

Several participants expressed accolades regarding the usage of charting either 

electronic or paper-based, The amount of paper in the chart reflected that extensive 

documentation was o c c e g ,  stressed Health Record personnel. This point was re- 

ernptiasized by other participants in discussion of requirements of each discipline to 

document patient care. " With this professional standard.. . professional requirement 

really, the majority of staff document in the patient's chart" stated a n  occupational 

therapist. Nursing, medical, respiratory, and physiotherapy participants agreed with the 

statement and discussion ensued regarding professional responsibilities. 

Stvle of Chartinq 

In addition to usage, the various groups also endorsed the style of charting used. 

Exception charting was strongly advocated and the took developed to accommodate 



exception charting were seen as beneficiai. A nursing participant noted that flowsheets 

were quick, easy and consistent and another nurse participant expressed the decrease in 

repeated charting of nomals. The long hand narrative notes had become minimal, saving 

much t h e  for the nursing staff. This praise for decreased handwriting was echoed by 

other disciplines present in the focus groups. 

Question 2 

In response to the second question as to what was negative about the current 

documentation system, themes of inconsistency, fkagmentation and gaps in the 

documentation system emerged. 

Inconsistencv 

Consistency and chart organization were seen as positive contributors but the reverse 

was also apparent through the focus group discussion. Fifteen percent (3 out of 22) of the 

participants stated that as one moved fiom one unit to another. there were charting 

discrepancies. E s  included the filing of documents within the patient chart, or the usage 

of specific forms (e.g. the diabetic record). Moreover, there were inconsistencies £tom 

staff member to staff member (charting practices different between nurses andlor other 

disciplines) and even inconsistencies by a single individual charting differently fiom one 

document to another in the same chart. 

1 fïnd that sometimes there is a difference between what the doctor writes in the 
progress notes and what they write in the doctor's orders. Sometimes the doctor will 
write something in the progress notes and not order it. For exarnple the doctor will 
write that the patient is ready for transfer to the rehab unit but won? order it 
(Participant 4-2). 



Territorial issues caused discrepancies in charting reported respiratory services. A 

Respiratory Technician recounted an example a f not knowing which document to chart 

on as there appeared a " territory of fonns - progress notes are doctors', pink sheet are for 

the nurses" raising the question where the respiratory technicians were supposed to chart. 

Inconsistencies were also reflected in the computerked programs. "We sort of just 

winged it", stated one Information SeMce and Technology (IS6CT) participant. "The 

information and how it is collected, calling things the sarne thing, entering things the 

same way.. .not everythuig is standardized for how we are going to enter information". 

the participant continued. "1s there a regionai plan.. .are we ail going to use the same 

documents?" questioned another IS&T person. Although K.G.H. had joined with other 

health care facilities to become one region, the information processes had not achieved 

the necessary results reported a participant fiom Diagnostics and Information Systems. 

For exarnple, information was shared fkom acure care to community senrices through the 

computerized system but the communication had only flowed in that one direction, fiom 

acute to community, 

Fraqmentation 

Dialogue dso  transpired about the fragmentation of information in reference to the 

multiple locations of information (bedside chart versus the main chart versus 

computerized electronic chart). 

But the chart is split fiom the ward and the desk and it is hard for the tearn to get the 
needed Uiformation. It's fiagmented. When 1 look for specific information, 1 find it 
quite hard to find ail that's required. 1 have trouble with the flow of problerns and 
interventions (Nurse Manager). 

This was also a significant concern fiom bedside nursing. 



. . .there are too many charts around and too many different places. For example. a 
hemodialysis patient who's an inpatient has five different charts. And if we are 
looking for different information, we have to look in so many places. Their meds 
will be in one and then thek weights might be in this one or another one, That is 
cumbersome. 

Another participant changed the focus of fiagmented chart to fiagmented admissions. 

It is hard to get a grasp of the past and if there is an interface with the comrnunity, 
there is a delay in obtaining that infornation. It  is not readily available upon 
admission. A lot of the information is available fiom the old chart but you are 
still having to deai wîth the segregation of information within the old one.. .it 
takes tirne. To improve that flow of information, you would improve the flow 
fi-om one admission to the next (JXegistered Nurse). 

The process of accessible and timely information was viewed as cumbersome by 

ancillary services. 

I corne to the unit and the patient chart is not there. He's gone to x-ray. 1 don't 
have the tirne to run down to diagnostics to review the chart. It would be so much 
better to sit at a terminal and have what 1 need, when 1 need it (Occupational 
Therapist) . 

It was stressed by many of the participants in the varÏed groups that if everything was 

computenzed, al1 the information would be available imrnediately. Presently however. it 

is not. 

Gaps 

The computerized system led the discussion regarding gaps in the documentation 

process. A large quantity of information is available through the cornputer except 

nursing care and medical progress notes. "Probably the biggest negative is the amount of 

information that is still rnissing fiom the electronic chart. There is absolutely nothing 

fiom the nursing side" commented an IS&T participant. 

Gaps in pharmaceutical information, both hard-copy or electronic were reported by 

pharrnacist participants. One pharmacist stated there was no "footprint" about what they 



had recommended to the physician for patient treatment. Discussion occurred regarding 

the Iack of hospital policy surroundhg documentation practices for all disciplines (except 

nursing) . 

There was also disparity in the use of a patient care pian. A nursing participant stated 

"although care plans are tedious, we have lost the idea of goal-oriented, patient focused 

care". Eighty-five percent of the participants (18 of 22 participants) comrnented on the 

need for a multidisciplinary, patient focused care plan. The discussion in one group 

elaborated on a single place to d e  the progress of a patient. 

One group identified one other gap of information. The absence of a workload 

measurement tool was seen as noteworthy. "As a manager 1 need workload information - 

valid. How do 1 justify my decisions? 1 could create my own system but then I'm 

creating more fiagrnentation" . 

Question 3 

The third question regarding requested change to the existing documentation system 

encompassed multidisciplinary, integrated, client-centered and cornputer themes. 

Multidisci~linarv, integrated and client-centered chartinq 

To develop a new system, it was expressed emphatically by al1 of the focus groups 

that a multidisciplinary process was needed. An occupational therapy participant offered 

"move to a team approach, where al1 disciplines are represented and work on one 

system." A nursing manager felt "we have to move towards a multidisciplinary 

documentation with a clear plan of care" and pharmacists would "like to see having a 

record that al1 discipIines can wrïte in". Collaboration among al1 the disciplines including 



physicians was strongly emphasized by the participants; "On a single integrated fom",  

encouraged one participant. 

The integration theme was strongest however, in one group. They felt that the 

multidisciplinary focus required the integration of care with outside agencies. " We need 

to work with community f iends  and decide together" presented one participant where 

upon another participant in the same group thought that "ideally one integrated chart for 

the continuum of care" shodd  prevail. That is the chart would travel with the patient 

fiom hedth care provider t o  health care provider instead of each provider having his or 

her own chart. 

Altematively, group o n e  directed their resolutions to client-centered goal oriented 

processes. One participant summarized the discussion "If we could h d  a cownon basis 

to agree upon that it would -be the client and then everyone would have the same goal 

which would be to meet the client's needs". Each discipline would know exactly what 

needed to be done, by whom, when. 

To accomplish this feat o f  improved documentation processes, the focus groups 

thought cornputerization was the answer. iS&T Participant declared "we could meet 

many of these needs and a I s o  standardize multidisciplinary processes through a 

computerized process." As stated by a representative fiom Laboratory Services, "1 think 

that the more things you c m  get electronic the better it is ". One physician pointed to a 

compter in the room and seated "although 17m older, 1 know that technology is the 

filme". "Communication iniprovements would definitely occur", offered one participant. 



There was also discussion regarding added tenninals, Iaptop use. printing issues and 

archiving processes. It was agreed, however, that a good paper-based process is needed 

prior to an electronic system. One nursing participant summarked "Don't irnplernent a 

bad system!" 

Studv Conclusions 

The intent of the research was two-fold: (1) to examine the existing documentation 

system at Kelowna General Hospital and ask if the systern was effective. efficient and 

meeting the goals of providing evidence of the care provided; (2) to examine where 

K.G.H. wishes to be with their documentation process. 

In examining the existing system, the researcher concluded the documentation system 

at K.G.H. is not effective, efficient and does not consistently rneet the goals of providing 

evidence o f  the care provided. The research results presented two outstanding points that 

included documentation processes and practice issues. Documentation processes included 

format, how and where patient Iliformation was recorded and the flow of that 

information. Practice issues concemed defining actions of health care providers in their 

professionai role. 

Documentation Process Issues 

Documentation process concems were evident in each of the research components. In 

the form analysis, there were 597 paper-based and cornputer-generated documents 

available for staffat K.G.H.. Of those, 233 were for direct patient care. The nurnber of 

forms that each discipiïne "owned" ranged fiom 1 to 62. In the paper-based documents, 

there was some consistency in the format of the forms with logo, lay-out, and font size. 



There were two styles of logos present however, and no statement to indicate whether 

they were for inpatient or outpatient use, A revision date was present, but there was a 

lack of review processes. One document was last reviewed in 1 98 1. The researcher also 

concludes similar paper-based form design concerns exist within the compter-generated 

documents: two Iayout styles, no logo, no inpatient/outpatient indicators and no review 

dates or processes noted- 

Documentation process issues were manrfest in the chart audit. Patient care 

information was scattered through the chart, creating a challenge for anyone to ascertain 

the patient's story. Various disciplines charted in a variety of locations, with varied styles 

of charting. The information in K.G.H.'s paper charts was divided into discipline-specific 

sections which on one hand was positive in that it provided easy access to data but on the 

other band, it created a fiagmented information system. 

The focus groups provided additional fïndings related to documentation issues. 

Exception charting was seen as a positive cornponent of the documentation process. 

Affirmative cornrnents were also expressed regarding accessibility of information. 

Fragmentation was seen however, through the placement of nursing documents away 

from the rest of the material in the bedside charting system. It was also present between 

the patient chart and the cornputer system. Turley (1 992) accurately reported "the unique 

information that practitioners need is not readily available.. .that the chart itself is often 

not readily available" (p. 1 78). Furthermore, the fragmentation was seen fkom admission 

to admission and outside agency to inside facility giving credence to Lampe's (1997) 

research findings that each patient visit is seen as an isolated episode. 

On the technological side of idormation management, K.G. H.'s financial 



department, material management, scheduiing and other non-patient care areas have put 

into effect computerized modules, which assist management decisions. Similarly, the 

Pharmacy, Diagnostic Imaging, Laboratory, Dietary and Physiotherapy departments 

support the identification of health trends (research or heafth promotion). The literature 

applauded this opportunity for discovering patterns and suggestions of illness prevention 

(Canadian Institute for Heaith Lnfomation, 1999; Leger, 2000). The third component of 

health information which involves direct patient care is presently absent aithough bits and 

pieces are seen in the Patient Care Inquïry Modde of the Meditech system. 

Information management for British Columbia's health care system was stressed in the 

Health Ministry's Health Information Management Proj ect- The literature emphasized 

the technicai benefits in the recording, storing and retrieving of heaith information 

(Conrad, 1993; Skeleton-Green & Singh-Sumer, 1 997; Verlann-Cole, 1996) and the 

ability of wireless technology helping improve patient care outcornes as the information 

reaches the nght people at the right time (Flarey, 1995; Pinkerton, 2000). Computer- 

systems aliow for efficient and constant up dating of information and heIp link diverse 

sources of patient information. 

The researcher concluded that K.G. H. has created an ineffective dual information 

system: paper based on one hand and a cornputer-system on the other. These results 

h p l y  a lack of documentation procedures or management of information processes. In 

its departmental organizational structure, K.G.H. has f d e n  victim to independent 

thinking, demonstrating the single department barriers as described by Barrett (2000)? 

and the creation of parallel processes outlined by Adam, Trachsel & Love ( 1994). 

Redundant questions on multiple fonns portray a lack of systen andysis as outlined in 



the riterature by Shorteli, Giilies and Devers (1995)- Many of the discipline specifïc 

documents were created on a whim, corroborating Turley's (1992) fmdings that 

practitioners developed their own varieties of record keeping to satis@ their own needs. 

There exists no systematic thinküig in regards to documentation processes, c o d ~ r n i n g  

Skeleton-Green & Skgh-Sunner (1 997), Shortell & Kaluzny (1 987) and Senge's ( 1994: 

1999) kd ings  that work is divided into silos, creating duplicate services with no 

collaboration among the disciplines. The sheer number of foms  indicate quantity and 

not necessarily qd i t y ,  highlighting Lampe's (1 997) suggestions that each practitioner 

approached the patient with a blank piece of paper to address their discipline's needs. The 

K.G.H. documentation process was attached to the Information Technology Department 

and the position had littie clinical understanding. There was also no direction fiom senior 

management for document development or inventory measures as the entire process was 

seen as a low priorïty by past administrations. 

With the partial implementation of computerized systems, K.G.H. has created a 

significant fragmentation of information. The direct patient care component of 

information management is disjointed with its absence from the computerized 

implementation. In fact, K.G.H. h a  created the very islands of automation quoted by 

Song, et al., (1997) and Jones & Whittick (2000) by creating discipline-specific 

departmental reports. This reiterates the fact that no system thinking or information 

management processes exist within the technological applications. K.G.H. needs to shift 

the focus fiom information technology to information management (Jones & Whittick, 

2000) looking at strategic business requirements and not just applying process tools. 



Professional Practice Issues 

Regardless of the paper-based or computer-generated documentation issues, the study 

has also demonstrated that significant professional practice issues exist, surrounding the 

evidence of care provided. The professional practice issues begin at the onset of 

employment with the lack of orientation to the documentation system. Nursing staff 

currently are the oniy discipline to be instmcted on the documentation process and 

demonstrates a narrow perceptive as discussed by Lumpkin & Veal(1995). Emphasis 

has been placed on nursing while the needs of the other hedth care providers have been 

ignored. This selective process illustrates the building of silos and reiterating the lack of 

systemness, creating first impressions of a discipline-specific, stovepipe culture. Further, 

documentation policies are segregated into the various disciplinesT manuals. One overall 

comprehensive documentation policy does not exist and thereby implies a deficiency in a 

collaborative approach. The study also raises questions as to the professionals' own 

responsibility to ask for orientation to an important legal, accrediting and professional 

standard- 

Documentation has not been seen as a critical ski11 necessary for aII disciplines as 

evident by the absences of some disciplines' input. Respiratory technicians were unable 

to determine which document to write on and pharmacists felt they had no place to leave 

their mark. There was also an inconsistency in the provision of health care information 

by individuals at K.G.H. fiom similar disciplines and across to others. This raised the 

question of practice standards in the absence of policy mandate as well as accountability 

of the professionals in their legal and professional requirements. 

Professional practice concerns were also seen in the apparently casual approach to 



documentation as identified in the chart audit. Seventy-five percent of the charts (1 5 out 

of 20 chats) had at least one illegible component included in the patient chart. 

Documentation is a form of communication and is an important reason for the chart's 

existence- It is more important today than ever because of the increasing nurnber and 

variety of providers who see the patient (Adler, Bryk, Cesta & McEachen. 1995). 

Additionally, Lampe (1997) suggested that the chart is used to provide clear messages or 

directions and serves as a focus for organizïng thoughts about patient care. If the chart is 

not legible, confusion and alienation can occur with the possibilities of mistakes. 

provoking daims, cornplaints and fawsuits. The chart must be readable. 

Sound documentation demonstrates a logical approach to problem solving and is a 

systematic, accurate, well-written account of health provider's practice- Health care 

documentation typically begins with assessrnent data, which provides a baseline 

definition of the patient's health care needs or problems currently and throughout 

hospitalization (Mastering Documentation, 1999). K.G.H. staff provided assessments but 

this was often repeated or inconsistent between the disciplines. Interventions were 

apparent but after taking action, health care providers failed to rnonitor and or evaluate 

whether the action resulted in a measurable change in patient statu. Documentation 

emphasized i d e n a h g  tasks (Le. patient bathed, wound care completed, ventolin given) 

rather than the necessary patient focus. 

The study raised questions about the occurrence of actual reading of another 

discipline's notes or even another colleagues of the same discipIine. This suggested that 

lack of  trust between the disciplines was present also (Fleming, Klein & Wilson, 1999). 

Further, the research raised a concem related to professionalism in regards to respect of 



other health care providers' work or skill. Repetition of assessrnent taslaz inconsistencies. 

lack of trust and communication demonstrated again an absence of coIlaboration arnong 

health care providers. The K.G.H. documentation systern illustrates siios of patient 

planning with 50 places to document a plan. Only 5% of the charts (1 out of 20) at 

K.G.H. showed a plan of care and leads to the conclusion of no Iogical approach to health 

care. The Canadian Corncil on Health Services Accreditation strongly ernphasizes 

however, the need for a plan that is developed in collaboration with the patient/fhiiy as 

well as an integrated process which defines tearn members roles and responsibilities 

(Canadian Council on Health Services Accreditation, 1997). A question may also be 

raised fkom regional directors or even consumers regarding the extent of the eficiency 

and cost-effectiveness of health care provided by K.G.H.. Duplication of effort, lack of 

systematic plan of care and isolated independent actions, in these time of financial 

concems strengthens the need to address the problem of effective and efficient 

professional practice. 

Kelowna General Hospital's Documentation Vision 

The research project's second intent was to examine what K,G.H. staff envision for its 

documentation systern. ui the midst of economic constraints, the delivery of health care 

is presently front and center on national and provincial agendas. K.G.H. administration is 

proposing to move to an integrated care delivery system, which would provide 

coordinated care in an effective, econornical and integrated manner (O kanagan 

SimilIcameen Health Region, 1 998). 

K.G.H. administration has grasped the opportunity to move fiom a hierarchical 

structure to one that improves health care delivery and is voicing these views through the 



vision statements and strategic plans. O.S.H.R. would prefer an increase in 

communication, the break down of silos and the integration of information systems. The 

Canadian Council on Heaith Services Accreditation, who set the standard, are also 

directing facilities to review their health care delivery system and urge a move to a 

collaborative, patient-focused process (The Canadian Council on Health Services 

Accrediation, 2000). Additionaily, the literature stresses the positives regarding a 

systematic, integrated team approach (Bali, 1996; Coyle & Mills, 2000: Shortell, Gillies 

& Anderson, 1994; Verlaan- Cole 1996). 

Adam, Trachsel & Love (1 994) defined interdisciplinary processes as an approach to 

patient care wherein a variety of disciplines provide care within an interdependent and 

collaborative relationship. These collaborative methods are lacking within the 

documentation system as evidenced by the territorial influence that K.G.H. portrays at 

this time. Employees are however, beginning to ask if there is a better way. By attending 

the discussion, members of the focus group showed an interest in changing current 

processes. Each participant was willing and eager to listen and learn fiom others. One 

participant's comments were acknowledged by another and individuals sought frequent 

affirmation. This demonstrated participation and interconnection that is needed for 

building an integrated delivery system and c o ~ s  Bridges (1991), Blair & Meadows 

(1 996) and Holman & Devane (1999) work regarding the need of participation. 

Mutuai agreement was voiced regarding the fragmentation of information and 

temtorial processes K.G.H. has created. Staff in the four focus groups indicated they 

would like a multidisciplinary approach to a patient-centered, goai-orientated acute care 

process. Additionally, they would prefer to integrate with other health care providers in 



the continuum of care, This integration was reiterated through joint f o m  design, 

streamhed processes and one in which all the disciplines were involved. Physician 

involvement was seen as a key component for success. 

The researcher also concluded that there is a desire for K.G.H. staffto move to a 

cornputerized s ystern echoing Barrett (2000) who indicated computerized patient records 

are many organizations' key initiatives. Accessibility of information was seen as a strong 

point and increased communication through an electronic process was advocated- 

Legibility of patient information through the Meditech system was seen by many of the 

disciplines as a substantial bonus in providing care. Idormation technology would 

answer many of the information management needs of the organization, The literature 

also emphasized the benefits of a computerized system if implemented effectively and 

efficiently (Barrett, 2000; Quigley, Mathis & Nodtiturft, 1994; Song, Ho & Ho, 1997). 

Research Proiect Lessons Learned 

Burns & Grove define research as a diligent, systematic inquiry to validate and refine 

existing knowledge or generate new knowfedge. lii health care, research is essential to 

develop and refine knowledge that can be used to improve the qudi ty  of the health care 

delivery system (1995). The assessrnent of Kelowna General Hospital's existing 

documentation system represented a small but vital step in the delivery of patient care. 

This study contributed to the existing research related to intcgrated health care delivery 

systems and health information management encouraging other researchers to consider 

integrated documentation systerns as an important aspect in hedth care provision. 

Through the process of action research, the researcher has learned important lessons 



and the following outlines the reflective process of the research undertaken. In the 

planning stage, the leaming process began with the development of the research question. 

A research question is a situation in need of a solution, improvement andor alteration 

and should be sufficientiy delimited in scope without being trivial (Burns & Grove, 

1995). The question in the research study focused on paper-based processes, yet the link 

to computerization was vital and could not be overlooked. It is therefore important in a 

research study to be fluid and adaptive, yet at the same tirne be diligent and structured. 

A second lesson learned in the planning stage, was the positive development that 

occurred when the researcher changed the negative connotation of problem to the positive 

term o~portunitv. As researchers dig deep into an issue, it is important to remember that 

people do not Iike to be judged. The word o~~or tun i tv  enhanced the investigation by 

setthg an upbeat or optipliistic atmosphere for the research by removing blame or finger 

pointing and opening the door for discussion in a trusting and positive environment. 

In the looking/observing phase of action research, the study methodology was suitable 

for exarnining the existing documentation system. The forms analysis provided a strong 

foundation for the supplementary research components. Furthemore, the chart audit was 

an appropriate means to obtain relevant information regarding documentation processes 

and professional practice issues. Conversely, the chart audit research tool could have 

been designed with more tick boxes rather than narrative entries to enhance time and data 

surnmaries. Additionally, the building of the situational picture was not complete as not 

dl disciplines (social services, chernical dependency team) were represented in the audit. 

Reviewing more patient charts would provide valid and reliable information f?om al1 

disciplines employed at KG. H. and provide a more global and complete view of the 



documentation concerns. The lesson learned was to be all inclusive, 

The use of health care provider focus groups was seen as an excellent choice to 

investigate the existing documentation systern. Work enhancements or improvements are 

successfûi when done by those closest to the issue who have the knowledge necessary to 

rnake the changes. Action-based research is participative in nature, therefore it is 

essential to include al1 relevant stakeholders in the process of investigation and an 

important gap in information collection occurred with the exclusion of patients and 

specific health care providers (chernical dependency team members and social service 

workers which chose not to attend). Patient input would have augmented the finduigs in 

this research study and their inclusion should have consideration in future phases. 

Additionally, specific physician representation (Le. cardiologists, surgeons, 

aneathethetists) and certain health care providers (diagnostic imaging personnel) were 

absent and are needed in the move to enhance the documentation at K.G.H. Altliough al1 

K.G.H. employees and physician groups were invited to the focus groups, M e r  

rneasures to include the various health care providers would secure successfUl 

implementation of change. One suggestion is through observation wherein the researcher 

can view the hands-on process of documentation. 

Another important lesson learned was the impact of hosting four focus groups instead 

of one as themes changed dramatically eom one group to another. If a single meeting 

had been held, signifiant information wodd have been overlooked. For example one 

focus group concentrated on patient-care whereas another group centered on 

computerization. The use of varied times for the focus groups enhanced data collection, 

The people invited to attend the focus groups were engaged in many patient care 



activities, and attendance and input reflected that reality (e-g. some participants needed to 

leave early in the discussion), Stringer (1996, p.24) accurately states "experts are usually 

trained in very narrow areas and often cannot understand the intricacies and complexities 

of people's lives". One must not assume the research project is the most important item in 

the world to others. 

The use of individual in te~ewing ,  or independent surveys/questionnaires, would not 

have provided a collaborative approach in the breaking of documentation silos that exist 

within K- G. H.. "A collaborative approach to inquiry seeks to build positive working 

relationships.. .and to provide a climate that enables disparate groups of people to work 

harmoniously and productively to achieve their various goais" (Stringer, 1996, p. 19). It 

was important to link the groups that are potentially in confiict at the observation phase, 

so that they could attain viable, sustainable, and effective solutions to their common 

problems through dialogue and negotiation in the planning phase. If not. tunnel vision 

can continue to occur with narrowing perspectives and the stifling of creativity. 

Pmicipation must be maintained. 

In the analysis phase of action research, the researcher interpreted the results and 

attempted to explain why the documentation is as such- It is essential to review data 

through systematic analysis for acceptance of the results. For example, the practice 

issues regarding documentation were initially placed on administrationts shoulders but 

through M e r  analysis, the responsibiliiy for events was shared. This increases the 

acceptability and legitimacy of the study. It is also crucial to collect data in a timely 

fashion so results are uncontamuiated. 

Documentation is only one component in the development of an integrated health care 



delivery system and like many processes will take tirne to change. A question however 

immediately came to rnind regarding integrated care delivery and documentation 

systems- Cari an integrated health care system begin without an interdisciplinary 

documentation system or does one start with the interdisciplinary information system to 

enhance the integrated model? Tt is the viewpoint of the researcher that the importance of 

each can provide opportunity to either implement the projects sirnultaneously or as 

individual ventures linked through a comrnon theme, It is also irnportânt to remember 

that the changes may not necessarily meet ail the needs of each health care provider. The 

attempt to change the documentation system however will greatly affect the management 

of health-related information to be an effective and efficient evidence of patient care in an 

integrated health care delivery system. 

Studv Recornrnendations 

Strùiger (1 996) states the intent of research is to assist stakeholders in defining their 

problems clearly and to support them as they work toward effective solutions. There are 

however, alternative perspectives and possible interpretations. The following are this 

researcher's recommendations for K.G.H. to proceed to change the documentation system 

to better reflect an integrated health care system. 

The desired outcome of a continuum of care or uitegrated heaith care system is the 

attainment of optimal health for the cIient by providing coordinated care in an effective, 

economical and integrated manner, across al1 care delivery resources for individuals and 

populations (Shortell, GilIies & Devers, 1995). To succeed, traditional rnethods and 

mental models must be challenged and a paradigm shift in thinking must occur. 

From separate entities or stovepipes of care providers, the hedth care providers 



(primary care, long term care, home, care, auxillary services) must increase their 

collaboration with each other, Within this broad concept, K.G.H. must alter its practices 

and develop a clinical integration of acute care activities. K.G.H. needs to break the 

discipline-specific silos that exist and work as a collaborative team. The organization 

w i l  need to connect the vertical departmental processes to support a horizontal M a g e  

across the patient care continuum. 

Leadership that reflects the development of multidiscipiinary care tearns and 

subsequent partnerships is therefore recommended. This would involve al1 staff 

throughout K.G.H. and wi11 require strong support fiom al1 levels, the Regional board. the 

Chief Operating OEcer, management personnel and hands-on health care providers, to 

accomplish this major change. 

Additionally, an integrated health care system requires continuity of information as 

the patient moves through the path of K.G.H.'s health care providers. Information must 

be available, standardized, valid, reliable and concise. There is an increased need for 

adequate information to support clinical decision-makulg therefore the management of 

dinical information must be considered. This would encompass policy legislation, form 

design deve Io pment, quality improvement measures assuring standards are being met, 

communication to necessary groups or individuals and educational considerations 

through a long-term process. The necessity for immediate action with the provision of 

educational sessions to address the practice issues cannot be over emphasized. 

TO achieve effective health care partnerships, the establishment of a multidisciplinary 

documentation cornmittee would enhance the development of an integrated clinical 

information system. The scope of the project would be based on the acute care episode 



within the continuum of care. A vision would need to be established that facilitates 

communication of complete, concise and clinically pertinent multidisciplinary patient 

care information. The identification of best practices would yield M e r  practical 

information on how to improve the documentation system. The team's mandate would be 

to develop a cornprehensive documentation system that wodd meet al1 appIicabIe legal, 

accrediting and professional standards and be comprised of integrated, standardized 

charting tools. 

Mechanisms of patient information must fit with the provider's work patterns and be 

clinically useful. The staff are currently requesting the completion of the Meditech 

system with the implementation of electronic clinical information modules. Technology 

is seen as a means to provide a seamless link to all points of care. The right health care 

provider would receive the right information in the right place at the right time to achieve 

the best possible outcorne. Future considerations of regional, provincial and federal 

information sharing will grow over time. At present, however the computerized processes 

are fraught with problerns due to the lack of a strategic systematic pian. Iinking back to 

Clinical Information management recommendation and the need for Monnation System 

and Technology partnerships. 

The development and subsequent implementation of an integrated documentation 

system represents a significant change initiative. Having caregivers rely on information 

collected by other disciplines will create a paradigm shift for the staff. It is therefore 

recornrnended that change management serninars be considered a valuable component to 

implementing an integrated charting system. An extemal or intemal consultant would be 

needed to coordinate the sessions hvolving each discipline. The affects of change must 



be identified and staffneed to express their concems and be heard. 

Establishment of an integrated heaith delivery system is not an easy task and involves 

rnauy components of health care. The documentation system is just one smail componem 

involved in the establishment of an integrated health care delivery system. No one group 

can achieve this vision alone. Et will entail the collaboration of al1 stakeholders through a 

systems-thinking, col1 aborative, team approach. Continued irnprovernents and 

modifications d l  be critical. In order to have a complete and accurate description of the 

continuum of care fiom hospital to home, clinical information about individuai patients in 

a format that cm be transferred to different health professionals at different points in that 

continuum are needed- Evolution of patient uiformation management is therefore 

required. If these recommendations are considered, the traditional "stove pipes or silo" 

thinking xnay be replaced with broader perspectives on the continuum of care. 

Additionally, K.G.H. will develop effective and efficient patient documentation that 

meets the goal of providing evidence of the care provided. 



CHAPTER FlVE 

Organizational lmplementation 

The routine of action research includes gathering relevant information to describe or 

build a picture of a situation, then move to an exploratory or analyzing process and 

fmally to an acting phase. Within this acting phase, the results of applied action research 

ofien require an organization to undertake changes. The following is a description of the 

irnplementation process of a patient information system that better reflects an integrated 

delivery system. 

The current philosophy of Kelowna General Hospital's discipline-specific care is to 

move into a systems-thinking, integrated rnethod of care delivery. To do so, the 

organization must establish and incorporate an integrated care delivery model. The 

facility must assess the available models and determine which system fits its philosophy. 

It would involve the development of a strategic plan and timely, effective implementation 

of the chosen structure even if it means restructuring current processes. 

Shifting paradigms f?om provider driven to patient-facused care involves more than 

just changing the organizational structures in which health care services are delivered 

however. It is about the caregivers' knowledge and attitudes, which influence the way in 

which care is provided. The organization must develop leaders within K.G.H. to 

incorporate this incentive. The administrative structure must support the change through 

hurnan and financial resources and provide oppominities for staE to attend leadership 

workshops, seminars and or other educational processes. Suggestions include the hiring 

of extemal consultants to provide the workshops, or the development of current staff 

educators to include leadership skills in their mandate. 



The organization wiU need to develop horizontal links through the vertical 

departments to form CO llaborative, interdependent teams. Changes fiom independent to 

system thinking must occur. The organization therefore needs to involve al1 leve!s and 

categories of health care providers within K-G.H.. The organization m u t  empower its 

staff and create shared ownership. Team building workshops and change seminars are 

needed for ail staffs0 that a coalition can be created. Kelowna General must then anchor 

the changes firmly into the corporate culture. They must incorporate system-thinking 

into the regional and orgauïzational vision through goals and objectives and evaluate with 

accrediting standards. 

If this change is not considered, the vision of the Okanagan Similkameen Health 

Region will cloud. In fact the process of regionalization to be an effective and viable 

means to enhance health care would not transpire. Silos would remain in place and 

independent Slinking continued. Redundant processes wouid persist with a heavy price 

tag. Health care provider satisfaction and motivation would decrease, and patient care 

would ultimately suffer. 

Patient care can be enhanced with collaboration, redundant processes eiiminated and 

cost-savings seen with the consideration of a clinical information management system. 

Clinicat information systems serve two prirnary purposes in today's integrated delivery 

systems - they directiy support strategic and organization business goals and objectives 

and they provide direct and indirect support of patient service offerings across the 

continuum of care. inclusion of this objective must be considered in the Kelowna 

General Hospital and regional sbategic plans. 



The outcornes of  this project would be seen in the following areas: 

n Health care providers providing a continuity of patient care throughout the acute 

care continuum, resdting in irnproved patient outcornes, cost-savings and 

increased client satisfaction. 

o Decisions made on more infonned bais; 

P Effective and justifiable information management practice. 

The scope of the project would at thÏs time include adult inpatient units at K.G.H.. Future 

considerations would include outpatient, pediatric and matemal units with the expansion 

to outside agencies. Tirnelines would need to be developed to fit other K.G.H. objectives. 

A Clinical Information Management position would be necessary to meet the goals of 

this project. This manager would require the necessary authority to make change and 

potentialIy could be at a regional level but alternatively, could be aligned within the 

quality assurance or health records deparûnents. To move this project forward, the 

C linical Information Manager would need to stabilize current clinical information 

processes whether paper-based or computerized to evaluate cause and effect (systems 

analysis) while a global plan for an effective and efficient information system is 

developed. The plan must rnirror the chosen delivery mode1 or enhance the process of the 

model's implernentation. The position would aiso be responsible for: 

o policy development that surrounds information systems; 

O form design development; 

o quality assurance and risk management (legal, accrediting and profession 

requirements) including chart audits 

o evaluation processes that include the assessrnent of decreased redundancy, 



decreased non-patient care activities, increased patient and staff satisfaction and 

improved documentation practices; 

Q M a g e  to Okanagan University College for instructional sessions regarding 

documentation, Programs include: Licensed Practical Nurses, Registered Nurses, 

Unit Clerks, Laboratory Technicians, and Social Services; 

O LLnkage to Health records department for Iegal considerations; 

o communication to ail staff, and 

a education to aii staffregarchg clinical information. 

This position would be supported and the objectives enhanced by the establishment of 

a multidisciplinary documentation committee. Determination of committee membership 

and commitment through terrns of refer-xe are recommended. A vision should be built 

to bring the individuals together. The team's purpose would be to provide an overail 

direction and decisionmaking process to the hplementation plan. This would occur with 

discussion, compromise and agreement. The directive would include goals and a project 

schedule using a participative implementation process. 

Under the direction of the clinical information manager, suggested changes to the 

current documents cvodd be completed. Pilot projects would be implemented with 

established teaching schedules, and the orientation and training of personnel would occur. 

The team w-ould facilitate pilot evaluation and refinement of developed systems and then 

the integrated tools would be implemented Hospital-wide. 

The Clinical Information Manager must also be involved with the present Information 

System and Technology and Health Records departments addressing the needs of the 

administration's financial, social and clinical data collection requirements. Finally. this 



position must coordinate the future move to patient information technicd applications. As 

the world moves into the information age, K.G.H. m u t  shadow this progress. 

Kelowna General Hospital would need to consider the development of the clinical 

urformation management position and the h c i a l  support required. This would include 

support fiom the organization at dl levels. K.G.H. would also need to support the 

members of the MuitidiscipIinary Documentation Comrnittee through financial backing. 

They would need to endorse both the clinical information management and cornmittee's 

motivations and assist with any implementation endeavors, It wodd be necessary to 

finance the training, documentation development and ail irnplementation processes on an 

ongoing basis. 

Surmation of the potential implementation of this project can be outlined in 

immediate actions, short-term goals and long-terrn strategies. 

lmmediate Actions 

It is essential to consider the developrnent of an overd1 documentation poIicy that 

encompasses ail disciplines' documentation requirements. With this new documentation 

policy, an educational prograrn with multiple venues is also needed immediately. These 

educational sessions should include professional practice issues for al1 disciplines. 

Additionaüy a multidisciplinary documentation program is crucial for the organization's 

s t a  at orientation. 



Short term qoals 

Change is inevitable in the health care system. It is therefore proposed that change 

management processes be considered for enrichment of the staff at K-G-H- With the 

understanding of change and the involvement of staff with their voice heard, exciting this 

may happen. The organization should also incorporate leadership seminars for al1 staf- 

to develop a leader fùll facility that may increase the collaboration with each other. 

Lonri Term Stratecries 

With the move towards an integrated care delivery system, K.G. H. needs to begin to 

investigate the available models. The organization needs to explore the many options and 

incorporate the implementation of an integrated care delivery system into al1 future 

strategic plans. Further, the key elements of strategy must include the move to health 

information management with the establishment of the clinical information management 

position. This person would need the necessary decision-making authonty and be allied 

with the Information technology deparîment for documentation considerations of today 

and for tomorro W. The establishment of a multidisciplinary documentation committee 

would enhance this process and facilitate the integration of a clhical information system. 

These long term strategies can also be considered at a regional level for the Okanagan 

Similkameen Health Region. 

Consequences 

If this project is not considered, Kelowna General Hospital would continue to have 

ineffective and inefficient documentation. Silo thinking would likely continue and 



Kelowna General HospitaI would not be able to show evidence of quality patient care. 

Accreditation standards may not be met and staff  satisfaction could decrease. 

Additionally, technological information systems that are scheduled to be developed 

throughout the region would parallel the misfortunes of K.G.H. and a costiy repair 

process would exist throughout the region. The gap in information would continue. 

Changes are needed to the existing K.G.H. patient information systern to better reflect an 

integrated health care delivery system. The cyclic process of action research needs to 

con t h e .  

FUTURE RESEARCH 

Action research is a complex process. "People will find themselves working 

backward through the routines, repeating processes, revising procedures, rethinking 

interpretations, leapfkogging steps or stages, and sornetimes making radical changes in 

direction" (Stringer, 1996, p. 17). Action research is an ongoing endeavor and therefore 

future research must be considered. 

In the midst of economic constraints and increased consumer concems, the delivery of 

health care has been undergoing rapid and tremendous changes. Like many facilities 

koughout British Columbia and across &nad% Kelowna General Hospital plans to 

move towards an integrated healthcare delivery system. This process however, is fairly 

new to the Canadian Health system, wherein benefits and nsks are not readily available. 

Much of the present research is Arnerican based. Further Canadian research is needed in 

each of the integrated delivery models to provide K.G.H. with the best possible scenarios. 

With the new mode1 of care, clinical information strategy plans must be considered- 



Electronic health records, telemedicine, and Intemet-based health information are 

revolutionizing Canadian health care. The move towards a seamless, electronic system 

that links al1 points of  care across geographic borders is currently underway through the 

tèderal and provincial govemments. Some facilities have state of the art technology yet 

other facilities have no access to cornputers. Further study is needed to address all 

stakeholder issues fkom patient confidentiality to health care providers changes in 

practice to federal, provincial and regional spending. Moving into the information age 

has never been more excituig and more chailenging. 

CONCLUSlON 

No documentation system can address every organization's, health care provider's or 

patient's health information needs. Yet, the management of health care information can 

address the legal, accrediting and professional accountabilities required by becoming an 

important consideration of heaith care. This action research examined K.G.H.'s 

documentation system through the evaiuation of curent documentation processes and 

practice issues, and the participative discussion of what the organization wouid like their 

documentation systern to be. 

The study contributes to the organization's strategic plan of an integrated health care 

delivery system by identiQing the need for health information management, ofTering 

suggestions for change to match the vision and mission of the region. Future 

development and implementation of an integrated documentation system is one 

rnechanism to demonstrrite collaborative practice as well as to enhance the health care 

system's information intensive business. Together, al1 health care providers rnust strive 



for efficiency and effectiveness in the delivery of care. 

Just like the diverse population of a nation, people with different backgrounds, 
ideas, and practices corne together in hospital systems. As with any other cultural 
transition, this union requires some assimilation to form one fiom many. 
(Dancirios-Smith, Garnian, Baranowski, Davol and Person, 2000). 



CHAPTER SIX 

Prograrn Lessons Learned 

Leadership is an interpersonal relation in which the leader employs specific 

behaviors and strategies to influence individuals and groups toward goal setting and 

attainment in specific situations (Royal Roads University, 1999). The following 

demonstrates this graduate candidate's successfd completion of the project in 

conjunction with the Masters of Art in Leadership and Training Program Cornpetencies. 

1 b. Demonstrate leadership characteristics 

Leadership characteristics were demonstrated throughout the research study. The 

researcher set an example for others by behaving in ways that were consistent with her 

values. She met the personal and work challenges presented during the research project 

with tirne management, pnoritizing, and flexibility. She also demonstrated leadership 

characteristics by inspiring others to take action to produce the desired outcornes 

(examining the existing documentation system). The researcher lead and participated in 

the creation of a shared vision through four focus groups by working with the 

stakeholders to identm barriers and benefits of changing the existing documentation 

systern. She contributed to a positive group ethnos through participatory leadership in 

focus groups with key stakeholders and promoted diversity amongst the multiple 

disciplines. Additionally, the researcher encouraged open commwiication to achieve 

mutual understanding. 



1 c. Provide Leadership 

The researcher exhibited leadership throughout the research study through the 

personal cornmitment to the successful completion of the project and its curent 

implementation throughout the Okanagan Similkameen Health Region. She employed 

different leadership styles as necessary to the situation to meet the varying needs of the 

research componed organization. The researcher demonstrated this through al1 stages of 

planning, acting and observing of the action research study. An example is the 

establishment of a participative, decision-making focus group in which she was an active 

listener, supportive of each disciplines input, optimdy utilizing d l  channels of 

commUILication. In the future, the researcher wiI1 act as a catalyst for successfüi 

implementation of an integrated documentation system andor other organizational 

opportunities. 

2b. AppIy svstem theories to the solution of leadership and learning 
problems. 

The use of system theories has been one of the strongest project learnhgs and the 

researcher acknowledges the facul~/supervisor of Royal Roads for providing this vital 

leaming expenence. While the researcher utilized system theories in this research, she 

felt she would be applying many of the theones in her future work. For this project, the 

researcher applied systems theory in conjunction with administration, ernployees and 

associ2.ted health care providers as demonstrated in the development of the study 

background (using Senge's five whys) the literature review (integrated health care, 

information and change management) and the research components by using action 

research (plan, observe, analyze). Additionally, she applied problem-solving techniques 



to iden ta  key proposed/recommended actions for successful implementation of an 

integrated documentation system. 

3b. Provide consultinq services to heip orcranizations succeed 

The researcher constantly shived to strengthen and refine professionai effectiveness. 

This project offered an additional opportunity through the identification of charting issues 

both in documentation processes and professional practice concerns. 

The researcher worked closely with the project sponsor providing services that would 

assist with achieving the strategy goal of integrated health care delivery. The researcher 

provided preliWnary reports and ongoing discussions and is currently creating satisfying 

solutions in conformance with organization goals by changing the documentation system 

to enhance the organization's vision. Additionally, the researcher provided a final report 

to the project sponsor and would be presenting the results to the regional documentation 

cornmittee, the KGH Nursing Management council and discipline specific groups. 

3c. Create and lead tearns 

The researcher enlisted the focus group and the facility in a common vision by 

appeaiing to their valves and interests and created a shared commitrnent to the new 

integrated documentation system. She shared information and provided an open and 

honest dialogue through the fostering of collaboration and the building of a û-usting 

relationship. She used CO-operative learning to build tearns by usïng the principles of 

leaniing and recognized individual contributions. 

Although the researcher is a Registered Nurse, she learned to value each discipline's 

viewpoint as important considerations in the successful implementation of an improved, 



integrated documentation system. She also Iearned the importance of being inclusive in 

research studies (e.g. patient viewpoint, missed discipiines). 

5a. Identifv, locate and evaluate research findincis 

The researcher effectively and efficiently identified, located and evaluated the research 

findings through the completion of the literature review, through the forms analysis, the 

chart audit and focus group discussions. She criticaily evaluated the credibility of the 

research for its applicability in the resolution of the research opportunity. This has been 

accomplished through the reflective phase of action research in self-assessrnent (lessons 

learned) as well as through competency review. 

5b. Use research methods to solve problems 

The researcher demonstrated a spirit of inquiry and reflection throughout the research 

project. She reviewed her research rnethods and applied the appropriate desigdsteps as 

necessary, with the guidance of her faculty supervisor and adopted the appropnate 

organizational requirements in her research (e-g. research cornmittee, health record 

requirements). The researcher received input from her project supervisor and sponsor to 

guide d l  the processes. Although independent in nature, the researcher sought help 

through her project sponsor, her facuIty supervisor and through fellow learners when 

necessary. She provided a preliminary report to her project sponsor and began a regional 

implementation of an integrated documentation system. Furthemore, the researcher 

provided future research considerations and lessons learned during this study to enhance 

research methods of tomorrow. 



7a. Listened effectively and valued others' different oninions 

Action research encompasses a participative approach to study and embraces a 

collaborative theme which was appropriate to the research project's focus of an integrated 

health care documentation system. From the beginning stages of the prospectus, the 

rnethodology devdopment, to the collection and andysis of data, it was imperative to 

Iisten effectively to al1 persons involved in the major project and the researcher 

demonstrated this competency throughout the study . Royal Roads and Proj ec t Faculty 

have provided cntical learning opportunities in research methodology and thesis 

formatting/editing. The Project sponsor and 0 .S  .H.R. administrative stdf have provided 

support and direction while the sta£Fat K.G. H. have provided the necessary  orm mat ion 

for the assessrnent of the existing documentation system and for the future 

implementation steps of an integrated charting system. The researcher captured this 

learning opportunïty, opened up to others' perceptions and grew to appreciate each 

person's contribution to the persond learning/project data with the added bonus of 

increasing personal relationships with the multiple disciplines. Human perceptions, 

feelings and opinions were essential to fully understand the issues surrounding the 

existing documentation system, and the various disciplines' charting needs and the 

researcher felt she succeeded in this competency for this project and for the future- 

7b. W. 

The researcher demonstrated the progress of  the major project by sharhg the drafts 

with her supervisor and sponsor. The schedde was difficult at times with other pnorities 

of the s u p e ~ s o r  and sponsor (travel, organizationai cornrnitments). The researcher 



effectively formatted the project using appropriate terms and references and demonstrated 

publishable quality and provided a h a 1  project report. When chaIlenged by her limited 

writing ability, the researcher sought assistance through mentors and  dl continue to 

strïve to ïncrease her writing ability. 

7c. Communicate orallv 

The researcher provided verbal informai and formal presentation concisely and in an 

engaging manner. She produced effective and positive commuaication, clearly, concisely 

with credibility and confidence. She created an intellectual atmosphere, conducive to the 

stimulation and interchange of ideas. She will present research results to the following 

groups : 

O Research Committee 
O Focus Groups 
O Regional Quality Improvement Documentation Cornmittee 
O Medical Quality Improvement Committee 
O Nursing Management Council 

7e. Use cornputers to facilitate communication 

The researcher used the hospital Meditech system to cornmunicate with focus group 

stakeholders, project sponsor and research cornmittee members generating meanin@ 

information and Uicreasing efficiency. She compiled and analyzed the data findings 

electronicdly although for future consideration she would use the Medqual program for 

research summaries if available. The researcher applied new learnings of intemet 

research, email viruses and maximizing the benefits of cornputer technology. It is her 

intention to continuously sharpen and update her technical skills. 
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Forms Analysis Research Tool 
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Chart Analysis Research Tool 
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CetLiicate of Reseurch and Ethies Approval- 

-- Date Ob Original ProQocol: July 19,2000 l 

The above hameci study, Introductory Letter and Infomcd Consent (dated August 3 lst, 
2000) have been reviewed by the Cornmittee and the procedures were found to be 
acceptable on ethical grounds for research involvuig humas subjects. 

Tbk CertScate of Approd is vaiïd for the above terch provideci there are no cbanges in 
the expetimental procedures. 



Appendix G 

L i a  of Patient Cam Documents 

Paper-based Documents 

Nursing Admission History Form 
Ernergency Nursing Admission 
Assessment 
Nursing Assessment 
Pediatric Nursing Assessment 
Psychiatric Patient Cam Plan 
Psychiatric Nursing Assessrnent 
Multidisciplinary Discharge 
Assessrnent 
Nursing Interventions Flowsheet 
Signatory Sheet 
Neurovital Signs Diabetic Record 
GMAT Assessment Record 
Ps ychiatric Database 
Psychiatric Treatment Tearn 
Psychiatric Discharge record 
Rehab Assessment Record 
Psychiatnc Interventions 
PAR Record 
Psychiatnc Database 
FlMS 
iV Therapy 
Daycare Surgery Record 
Alcohol Withdrawal 
Ernergency Psychiatric Assessment 
Ernergency Record Continued 
Wound AssessmentKare 
Pediatric Admission 
Pediatric Discharge 
Pediatric Nursing Interventions 
Graphic Clinical Record 
Nursing intewentions 
Post ECT Record 
Conscious Sedation 
Geriatric Patient Assessment 
Nurses' Assessrnent 
Nursing Significant Findings 

Daily lntake and Output 
DCSISSU lntake and Output 
Renal Unit lntake and Output 
ET Discharge Plan 
Psychatric Database Continued 
Trauma Record 
ICU 24 hour flowsheet 
Stepdown Unit 24 hour fiowsheet 
Pre-operative C hecklist 
Nutrition Counselling Request for 
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Prog ress notes 
MRPfCode Status/Admission Dx 
ECT record 
Doctor's orders 
Anesthetic Record 
Peak Flow Monitoring 
Should Assessrnent 
MJ Assessment 
MJ Arthritic Assessment 
Lymphadema Assessment 
Cervical Assessment 
Hand Assessment 
Hip Assessment 
Knee Assessment 
Foot Assessment 
Elbow Assessrnent 
Wrist Assessment 
KinComFomi - 
Amputee 
MedicaüResp i ratoryIRe ha b 
Physiotherapy l npatient 
Physiotherapy Inpatient Continued 
Occupational Therapy Progress 
Performance Profile 
OT Database 
OT Treatment Plan 
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Continued List of Patient Cam ûocuments 

Computer-Generated Documents from Order Entry Module 

Aggression Chart 
Beck Chart 
Epidural Record 
PAC Record 
Sleep Record 
StooVEmesis Record 
Weight Graph 
Sleep/Continence 

Seizure Record 
Apnea Record 
Cough Record 
Pediatric Lab Report 
Home Measurement 
Progress Notes for GMAT 
Psych OT Database 
ECT checklist 
ECT follow-up 

Computer-Generated Documents from Patient Care Inquiry Module 

Assessment Chernical Dependency 
Chernical Dependency Discharge 
Discharge Summary 
Assessment OT 
O1 Database x2 
Discharge Plan OT 
KELS 
Kitchen Assessment 
Safety Assessment 
Palliative Care Assessment 
Palliative Care Progress Notes 
Social Services Consultation 
Sacial Services Renal Notes 
Social Senriœ Renal Program 
Physiotherapy Discharge Surnmary 
Physiotherapy MS Assessment 
Physiotherapy Progress Notes 

Speech Pathology Basic Form 
Speech Pathology Beckman 
Speech Pathology Communication 
Speech Pathology Discharge 
Speech Pathology DYSART 
Speech Pathology FLUENCY 
Speech Pathology Function 
Speech Pathology Laryn-Progres 
Speech Pathology MAS 
Speech Pathology MOD 
Speech Pathology MSWEALX 
SP Progress - aphas 
SP Progress - aprax 
SP Progress - dysar 
SP Progress - Neuro 
SP Progress 
SP RIPA 
Speech Pathology Swallowing 
SP Swallowing Suggestions 
Speech Patholog y voice 
SP Voice Progress 
Speech Pathology WAB 



Appendix H 
Consent of Participants 

KELOWNA 
GENERAL 
HOSPlTAL 

2268 Pandow Street Keiowna. B.C. VlY IT2 Tekohone (250) 862-4000 Fax (250) 862420 

This project is a six - month qualitative study qIcmhg the changes aeededto the Kdowna 
Generai Hospital's current papa-based documentation system- Participants are chosen fiom ai l  
the hedthcare profesçions in various sectors of amte care. 'This stndy is a seholady inquiry, for 
the purpose ofcontn'buting to knowledge about how the present documentation proces can be 
modifieci to reflect an integrated delivery system ïhe finc!bgs wiIl be pmsentd in scholarly 
articles and presentations, and a report that wilI be available at the conclusion of the project- 

Pieasc rcDd this page carefùlly and sign it i f  you @vt p u r  consent to paniCipanicipate m the smdy. which will tollow the meth& 
describeci bdow 

Yeu wiil be a paccipan? in a focus group for approrrirmitdy two how. Al1 sessions wilI be recorded thmugh 
mittcn noes rind by audiotape AU audiotnpes will later be tran~ui'bed. 

You have the right to west that the tape recorder be tunid off at  any time during the focus group, or to 
deiete any or ail of the tramcript later, without bebg asked for your reasons. 

ALI dnta and conversations wili be kept entirely confidentid by the rcsearch team. You w i l l  be identified 
through the research notes and muscripts with a code numbct. AU identiQing chancteristics linking you to 
the dara wiIl be removed h m  the finai report 

AI1 data will ba kept in a securr place, inaccessible to the pubtic. Al t notes. tapes, transcnpts and documents 
cootaining your real name will be destmyed at the conclusion of the study. 

You will be o f f i  the opportunity to review and veriS. the t r h p t  created h m  the tape recording of youi 
fwus p u p .  You will also have opportunitito review and verifj~ the final repart before its publication. 

No deception will be uscd at any time in bus study, and the resenrch team wiil endeavor to ensure that no harm 
of any kind wiIl conie ro you as a resuk of yonr participation in this study, There wiU be no monetary 
compensation to you for participûtmg m this mdy. However, a summary of the smdy results witl be made 
availabk to you at the end. 

Your signature indicates that you understand to your satisktion the nature of your participation in this 
research study, and that you agree to participate. In no way does this w-aive your iegd rights at m y  rime 
in this siudy. 




