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1 Introduction

IT in Societyis a coursemainly takenby studentson the fourth yearat the Masterof Science
in Information TechnologyEngineeringorogramat UppsalaUniversity. The coursegives 10

creditpointsandreachesver onesemesterThe overall goal of this courseis to providean
understandingf the interactionsbetweentechnology,usersand designersThis involves
examiningeachtype of interactionbetweenusers betweendesignerand user,betweenuser
and system,betweendesignerand systemand looking at how otherfactorsinfluenceeach
interaction.It requiresparticularattentionto interactionsbetweenpeopleandto the waysin

which technologyinfluencesthem, for example,looking at interactionsbetweenusersand
how thoseinteractionsareaffectedby the computersystemsmployed An importantgoal of

this courseis to provide a frameworkfor, and experiencean, evaluatingsocial and ethical
issues in the use, or construction, of technical products.

The head of the course is Mats Daniels (DoCS, Department of Computer Systems) with the
aid of Jenny Persson and Asa Cajander (HCI, Department for Human Computer Interaction).
Jenny and Asa will be responsible for “psychology and sociology” aspects of the course.

A brief theoretical expos€ over areas like organizational psychology and group dynamics, in
the context of interactions between users and the role of technology in those interactions, is
given. The issues are practiced in corporate projects with real work environments. This course
views system design in its social context, showing how technical, psychological and
sustainability issues are important considerations in system design, as are health and ethical
issues. There will be a focus on how to make individual groups of 4-7 students function as
well as how to structure collaborate between these groups in a wider context.



2 Project specification

2.1 Background

Becauseof anincreasingnumberof reportsregardingpatientswith bad experiencegrom
interactionwith staff membersat UUH B UppsalaUniversity HospitalDthe hospitalinvested
in anewcomputerbasededucatiortool. Thetool is awebbaseduserinterfacethatcontainsa
numberof movie sequencesf differentmeetingsituations.Thesescenesarelaterdiscussed
in groups.

2.2 Vision

Participatein the developmenbf an InteractiveTool to be usedasan educationatool for
doctors,nursesandto be usedby healthcarestudentsThetool will improvethe patientcare
interaction,this will be reachedby introducingthis to all divisions of the hospital, thus
decreasing the number of reports submitted to the patient ombudsman.

The work of minimizing the problemswith patientcareinteractionthe tool will also be
introduced as one part in the education for doctors and nurses.

As this problemmustbe a problemexperiencedt hospitalsaroundthe world the tool will be
further implemented so it can be used internationally.

Doctors, nurses,and studentsaroundthe world B and within Sweden- all have different
experiencesheseexperienceseedso be sharedThereforefunctionality thatsupportsusers
of thetool to sharetheir experiencesvith otherswill beimplementedThis couldbe doneby;

adding a way to store information gained by a user interacting with the tool.

2.3 Goals

Investigatethe alreadyimplementedool currentlyin useat UUH. Theinvestigationwill give
the studentssome generalknowledgeabout how a computerbasededucationaltool is
implementedandusedin a hospitalenvironmentBasedon this investigationgive a proposal
of how a computerbasededucatiortool canlook like. If our conclusiondiffer Bor additional
functionalities are found B produce a simple prototype to give an idea how these
functionalitiescould look similar. The resultsthe investigationand conclusionswill be
presented in a final report and also be presented during a seminar.

During the projectall studentswill learnhow to work andoperateasan individual partof a
largergroup,bothwithin his or herown groupaswell asalsobeinga partof alargerproject
consistingof severalgroupsworking on a specifictask b but all groupsworking together
towards a common goal.

In orderto reachthesegoalscertainwork is neededo be doneb study of the interactivity,
how caninformation be storedand reused,canit work in a distributedenvironment.The
usability of the systemwill haveto be analyzedrom a MDI perspectiveThe organizationof
the hospitalb both at UUH but alsointernationalhospitalsb needsto be clarified, find the
differenttargetgroupsandtheir different needs.The patientinteractionproblemsneedto be
studied,identify if the problemsarelocal or if theseproblemscanbe foundin all divisionsor
countries.

2.4 Project structure

Theprojectis structuredn away to resemblenow a projectin businesdife is structuredit is
around30 studentghatareinvolvedin the projectandthe majority of the studentsarein their
last year at the Masterof Sciencein Information Technology.The studentsare acting as
consultantsat the imaginaryconsultingcompanyDolT-society. The companyhaslandeda



contractat the Medical Informationand Technologyunit at UppsalaUniversity Hospital. The
studentsaredivided up into five groupsof 3-7 individuals. Eachgroupworked on different
areaof the project,which theywantedto work on. As aresourcethe projecthada groupof
studentin USA andtwo studentdoing their M.Sc thesiswork basedon the sameprojectas
ours at the hospital. One of the groupsgot the responsibilityto co-ordinatethe groups.
Togethewith thegroupleaderdrom eachgrouptheyformedthe managemengroupandhad
weekly meetinggo organizethe project. To keepthe courseteamupdatedon how the project
proceededthey held meetingsboth with the different projectgroupsand the management
group.Along the project,a coupleof newgroupswereformed,onegroupresponsibldor the
reportand anothergroupfor the presentationThesegroupsconsistedof one memberfrom
each project group.

To collectinformationandmakeit availablefor all projectmembersaweb pagewascreated.
Onthis web pagetherewerefile gallerieswherefiles could be uploadedanddifferentforums
where news such as meeting times and upcoming events could be posted.

241 Team 1
Feedback of discussion data

Theideaof this projectis to developa prototypeof a feedbackanddocumentingsystemto the
alreadyexisting OpatieninteractiongameOAt the gamediscussionsseveralopinions,views
and valuesfrom the participantsare shared.In orderto easily savethis information an
appropriatecombination of text/audio/videoas input to the systemis needed.This
informationcouldthenbe usedin otherdiscussionandby staffin chargeof treatmenissues.
If the sharedopinionsaresensibleandthoughtful,they could inspireandinfluenceothers.If

they, on the otherhand,are a poor solution, they could stimulateand form basisof further
discussionsThe systemcould alsobe usedto find out what attitudesandknowledgepeople
have at different places, perhaps even from an international view.

A systemproviding feedbackcould also motivate doctorsand nursing staff to give their
opinionsandtheir own experiencesknowing thattheir thoughtsreachothers.Primarily, this
concernedexperiencedstaff at the hospital that feels they already have a good and
unprejudicedtreatmentof patients.In this matter, the systemwould be more like an
opportunityto shareopinions,and not a tool trying to reform or improve the participants
work. In this sense, it would be possible to share OsilentO knowledge.

A systemthat could be usedto documenthe informationfrom the discussiongould alsobe
usedin othersituations.Oneof thesesituationscould be whenstaff at hospitalsshouldlearn
to usenew machineor otherequipmentlf onepersonin anorganizationpossessea lot of
knowledgeabouta machine,it could be usefulto have a systemthat could forward this
knowledge This is moreeffectivecomparedo let the personwith the knowledgedistributeit
overandoveragain.If therewould be sucha systemthe personwould only haveto sharethis
knowledgeonetime, andthenit would be documentedn the system.The systemcould be
usedto passoverknowledgein anorganizationln this projectthe teamareonly focusingon
the interaction between patient and medical staff.

In the continuingpart of the project,focusis given on the how the systemwill be usefulin
reality. It is importantto find methodsthatpeoplefind interesting.The advantagesvould be
economicalandsocial,but alsoit could savetime. Thesedaysthis is importantbecauset
seems like medical staff in hospitals work in a stressful environment.

The assignmentor the groupis to examinepossibilitiesto storethe informationthatis the
result from the discussions. Important aspects that are considered in the assignment are:



¥ Interactivity
How is the interactivity working in the current system?

Which role does the leader of the game have?
Is the leader the only person who interacts with the game?

¥ Store and reuse knowledge
How can opinions and ideas be stored after a game session?
How can saved information from previous sessions be used in new sessions?

¥ Distributed environment
Is it possible to have discussions/game sessions in a virtual environment?

¥ Adjustment to different target groups
How is the organization in the hospital?
Which professional groups?

¥ Adjustments to the current environment
What depends on the different target groups and if there is a distributed environment?

2.4.2 Team 2

Supervisingcoordinationof all projectgroupsand mutual cooperatiornwith PhD students.
Keeptrack of groupprogressan differentareasandfurtherintentionsto avoid duplicationof
work within the project.

Constitute a communication link between the different groups and the board of directors.

Estimatetime andmoneyneededo introducea new system.The calculationswill be based
on time and money spentto introducethe existing systemand with the aid of IT and
economics personnel within the UUH.

Make a surveyof the organizationstructureof UUH. From that make assumptionsabout
potentialpossibilities/problemghat comewith introducinga new system Deeplypenetrating
the organizationstructurewill benefitthe entire project,a necessarypartto be ableto single
out separatesubsectiongind profession®of UUH. Collectingdifferentviews of andattitudes
to a new system will then be easier.

2.4.3 Team 3

In order to understanchow Swedishhospitalsdeal with communicationproblemswith
patientsthe organizationat UUH (UppsalaUniversity Hospital) hadto be investigatedand
interviewswith both Swedishandforeign staff at the hospitalhadto be conducted Staff and
patientswith experiencefrom both the Swedishand a foreign health care systemwere
contacted.This hadto be donein orderto find differencesin how different countriesand
cultures treat patients.

Contactwith personneblndstudentsat the DeakinUniversity in AustraliaandRose-Hulman
Instituteof Technologyin USA hadto be establishedn orderto seeif theycouldbea source
for finding information of usein the project. The work was conductedn smallergroups,
where every group was in charge of a specific area.

Thegoalwasto present propositionon how to furtherdevelopthe patientrelationsgamebut
alsohow to spreadt to asmanyusersaspossible this includedthe possibility to spread- or
introduce- the gameglobally. But after someinitial interviewsand discussionswithin the
project that task was found to be too great for this type of project.

Focuswas then changedto information gatheringof internationalexperienceswithin the
contextof the patientrelationsgamein use. After interviewswith key personnelof the



developmentgroup of the game,severalproblem areaswere identified and theseareas
became the main focus for the study.

The projectenabledhe teamto testtheir knowledgeandabilities on anactualplaceof work.
In addition, it helped in developing abilities to function as a group and practice
communication skills with students and employees from other countries.

244 Team 4

We havechoseno createa web-basedolutionfor medicalstudentssoncerninghe reception
of patients.Thebasisfor our solutionwill be establishedhroughinterviewsandtestson a test
group.Our solutionwill not, in this stage be a finished productbut a prototypeanda report
discussing the problems and necessities with this sort of tool.

Target group:

The maintargetgroupis medicalstudentsat UppsalaUniversity. A subgroups the teaching
staff to be able to reach the students correctly.

By creatinga testgroupconsistingof studentsandteacherdrom thesegroups,in a way that
all areequallyrepresentedhe bestresultwill bereachedThereforeatestgroupconsistingof
both menandwomenwill be usedaswell asstudentswith varied cultural backgroundsand
age. A minimum goal of seven students and one teacher is set.

Goals:
Prototype:

A webbasedool with thegoalto easehe understandingndpreparemedicalstudentdefore
the problemsof patientreceptionwith the startingpoint in the alreadyexistinginteractive
game.The tool will be designedn a way that the information and contentscan easily be
modifiedandupdatedsoit is possibleto createa flexible systemwherealively intellectcan
receivenew challengesA teachershouldnot be lockedby the existingmaterial,but instead
be ableto designthe contentsaccordingto wishesand demands this, of course,within

certain frames.

The prototypeshouldbe developedn away thatit is easyto work with; theremustbe amain
threadto follow from startto finish. The simplicity is built on a straightline whereclear
descriptionsandan understandablaterfacegive a feeling of wherethe useris andhow it is
possible to navigate through the different steps.

We strive for developingthe tool in a way that makesthe needof a group leaderin the
existing systemunnecessaryThis is to makethe web basedsolutionindependenbf other
resources.

Theprototypeis developedvith the aid of the resultsgivenfrom thetestsandinterviews.The
tests and interviews will be based on the existing game.

Report:

Theresultwill bereportedwith the courseof action,the problemsthathavecomeup andhow
thesehave beensolved. It will also include which problemsremain and their possible
solutions.lt is alsopossibleto discussfurther developmenbf the prototype,i.e. by adding
extra functions like statistics etc.

The courseof actionwill alsoincludethe testingmethodof the groupandwhich questions
were askedto be ableto easilyrecall and seeif possibleproblemsor pointsof view come
from this material.



We will alsotry to makea study of how an introductionof the tool can be madein the
educationof the medicalstudentsandwhatactionsarenecessaryo makeit frequentlyused.
Have eatrlier similar attempts been made and, if so, what can be learnt from these?

Method description:
¥ Contact project managers to get username and password. Receive the films.
¥ Create a test group where the teacher is the key part of the group.

¥ Test the game for better understanding. Consider the design, human computer
interaction and which parts should be tested on the test group.

Write interview questions and develop a suitable testing method.
Make tests and interviews for a test group.
Put results together and design the prototype.

Receive feedback from the test group if the prototype follows their wishes and
demands.

¥ Make changes.
¥ Feedback.
¥ Finish the prototype.
245 Team5
Studies of usability with an IT-based education system

We will studythe systemusedby UUH andoneothersystemthatuseinformationtechnology
togethemith educationThe othersystemis usedin a completedifferentcontextandis going
to provide a referenceto the hospitalssystem.A IT-basedsystemwith a corresponding
methodthatdoesnot uselT andthe prosandconsbetweerthesewill be comparedThetype
of educationalsystemto evaluatewill haveto be decided.Is it an e-learningsystemor
educatiorof howto useanIT system?Thesellerof the systemwill be contactedlikewisethe
buyerandthe userof the systemto getan overall picture of how the systemworks regarding
usability,if theinvestmentvasnecessarywhatwasnot sogoodwith the systemandwhatthe
user gained from the system.

Get generalknowledgeaboutIT-supportedin-servicetraining when chosento study other
systemsaswell, it is believedthatthe teamwill be ableto distinguishwhatOspecificfor the
hospitalsin-servicetraining system.One of the proposedsystemsworks with web-aided
training on a daily basis;thereforethe teamassumeghat their experiencesare relative
general.

Analyze the usability in the systemfrom a userindependenperspectivewith aid from the

essaywritten, amongsbothersby ThomasHolm in the coursemedicalinformatics. Theteam
is going to evaluatehow userfriendly the systemis. The focuswill be on how generalized
usersthink the system without regardto the userOsccupation This meansthatthe teamis

goingto do classicalHCI analysiswith focuson ergonomicswell arrangemenénd so on.

From this generalknowledgeothergroupswill be ableto continueto analyzewith specific

target groups such as doctors, nurses and medical students in mind.

The teamintendsto completethesetasksby firstly makingsummarief relevantliterature.
After that questionswere completedbasedon the theoriesto the developersof the other
system.Finally the teamwill summarizeall this and connectthe work with what the other
groups in the project has been working on.



2.4.6 Rose Hulman

The Rose-HulmarReportGroupconductednterviewswith medicalprofessionalshroughout
the MidwesternUnited States.This was doneto gain insight into the US medicalsystem,
Hospital structureand healthcareproviders.During the courseof theseinterviewsquestions
concerning,patient care, minority care, continuing educationfor doctors and hospital

structurewere asked.Thesequestionswere posedto doctors,the deanof studentsat a US

university, patientadvocatesas well as other medicalprofessionalsThe findings of these
interviewswerethencommunicatedo the correctSwedishgroups.Thesefindings wereto be

integratednto the reportashelp discoverthe interestof a programlike this beingusedin the

United States as well as in the UUH.

2.4.7 Master thesis workers

The projecthascollaboratedvith two studentswriting their masterthesis;SandraBrolin and
Kristin JohanssonThe subjectof their masterthesisis relevantto the projectandthey have
given a presentatiorabouttheir resultsthusfar. They havealsobeenhelpful in supplying
useful information and exchanging ideas with the project members.



3 Uppsala University Hospital

UppsalaUniversity Hospital (UUH) is one of the largesthospitalsin Sweden.Uppsalais
located70 kilometersnorth of Stockholm.The hospitalhistory goesbackto the fourteenth
centurybut becamea university hospitalin 1708 whenthe first departmentvasestablished.
Today the hospitalOsnain fields are medicalcare,andin collaborationwith the Medical
Facultyof UppsalaUniversity,teachingandresearch.The hospitalserveswo million people
in centralSwedenandgraduate350 medicalstudentsand manynursingstudentsannually. It
is SwedenOmostcompleteregionalhospitalwith morethan8200employeesspreadout on
around40 departmentsThe hospitalis well knownfor its medicalspecialtiesmanyof them
are unigue in Sweden. That is why people from all over the country are treated at UUH.

3.1 Organization

UUH hasduring the pastyear gonethrougha completerestructuringof the organization.
Sevennew Odivisionsfavereplacedhe twelve former OcentersBeforetherewasnot clear
who decideswhat and decisionstook time. With this new organizationUUH is hopingto

rendera more effective managemenof the organizationandregaincontrol of overall costs,
which is ademandcomingfrom the owners,Countyof Uppsalaandfrom the othercounties
that are buying treatmentat total value of 1.5 billion SEK a year. The restructuringwas
carriedthroughSeptembef® this year. The new organizatiorwill makethatthe information
will beeasierto distribute,it will be easierto identify who decidesandtherewill beareduced
complexity.

These are the 7 new divisions:

¥ Emergency and Rehabilitation Division
Diagnostics, Anesthesia and Technology Division
Surgery Division
WomenOs health and Pediatrics Division
Neurology Division

K K K K K

Oncology, Thorax and Medical Division
¥ Psychiatry Division
Emergency and Rehabilitation Division

About 1100 employees and for example the following departments:
Emergency department, Ambulance, Geriatrics, Helicopter, Hospice, Infection and
Counseling.

Diagnostics, Anesthesia and Technology Division

About 1050 employees and for example the following departments:
Anesthesia and intensive care, Immunology and transfusion medicine, Chemistry and
pharmacology, Clinical physiology, Microbiology, Medical informatics and technology,
Nuclear medicine, Pathology & cytology and X-ray.

Surgery Division

About 900 employees and for example the following departments:
Central surgery, Hand surgery, Surgery, Orthopedics and Urology.

WomenOs health and Pediatrics Division



About 950 employees and for example the following departments:
Child surgery, Child medicine, Child neurology, Child oncology, OFolke
BernadottehemmetO, Gynecology, Clinical genetics, Neonatology, Obstetrics and
Reproduction center.

Neurology Division

About 1000 employees and for example the following departments:
Work therapy, Audiology, Daytime surgery, Neurophysiology, Neurosurgery,
Neurology, Plastic surgery, Rehabilitation and Physiotherapy.

Oncology, Thorax & Medical Division

About 1380 employees and for example the following departments:
Dietists, Endocrinology and diabetes, Hematology, Skin, Cardiology, Oncology,
Oncologic endocrinology, Hospital physics and Thorax anesthesia/surgery.

Psychiatry division

About 1000 employees and for example the following departments:
Psychiatric care, Environmental medicine, Child and Youth psychiatry and Psychosis
and rehabilitation.

The representatives of the hospital management are Erik Hemmingsson, Hospital Director and
one Head of Division for each of the above named divisions:

Kerstin Franck, Nurse Director

Ulf Haglund, Research & Development Director
Henrik Pederby, Head of Public Relations

BjSrn Ragnarsson, Medical Director

Eva Telne, vice Hospital Director

K K K K K K

Brita Winsa, Medical Director.

3.1.1 Medical engineering department

UUH is a large hospitalwith many different departmentsand fields of work. Thereis a
departmentwho ensurethat the hospital has working and modern technology. This
departments called Medical engineeringMINT-OMedicinskiNformatik och TeknikO) Its
main taskis to servethe patientwith the bestinformaticsandtechnologiesavailable.The
departmentaskis alsoto initiate, take part of andcarry throughresearcranddevelopment
work by themselfor in collaborationwith the hospital the universityor theindustry.If anew
systemof technicalkind is introducedat the hospitalit mustbeenapprovedoy the department
of medicalengineering. The departments going to servethe whole county with their
serviceso geta moreoverallandcommonprogressextyear.lt is not only their partthatis
going to be changedall the different underlying systemssuchas economicsor personal
administrationaregoingto be changento onefor the whole countyandUUH. MINT is still
going to be located at UUH.

When new systemsare introducedat the hospitalit is very importantto know who the
customeiatthe hospitalis, it shouldhavea clearpurposeandpeoplewhowill doit. Withouta
clearideaaboutwho the customeris, it is hardto introducea new system.This is oneof the
reasonswhy it is going to be hardto introducethe OPatientelationsgameCbecausehe
customerdid not from the beginningorderedthis system.The systemstartgrowing in pace
with the projectwitch goal wasto inform morethanto educatelt is up to the headof the



different departmentsf the gameis going to be usedat the hospital. Thereis no overall
centralat the hospitalto provide professionatraining suchaspatientrelationstraining. There
is a centerthat is called Personaleducation.They arrangetraining for managersso their
relationsto co-workerswill bebetter.The hospitalsboardis not havinganydirectionsof how
muchtime eachdepartmentvill usefor educationlt is up to the headof the departments$o
spendtime and moneyon their staff education.Oneinstrumentof control the boardhasis
money.Usually the boardin collaborationwith the union disposesnoneyso educationwill
occur.

3.2 Patient relations project

In the fall of 2002the patientrelationsprojectstartedat the University hospitalin Uppsala,
aiming for equalcareand treatment.The projectendedin March 2004. The resultof this
projectwas an educationakystemin the form of a game.The ideaof a gameis to makeit

more informal and to activate the participants

The main goal with the projectis to make the patientand the relativesfeel respected
regardlesso age,sex,disabilities,ethnicalbackgroundandsexuality.lt is alsoimportantthat
the medicalstaff feel confidentin their profession.Thefinal goalis to reducethe numberof
registereccomplaintsat the boardof patientrepresentativeandimprovethe perceptiorof the
University hospital

The purposeof thegameis to give theemployees chanceo discussattitudesandvaluesthat
haveimpactin interactionswith patientsand their relatives.Another purposeis to share
experiencesor OsilentknowledgeGand educatemethodsthat can reducethe risk for
misunderstandings in interactions with the patients

Todaythe gamehasbeenusedin somedepartmentsit the University Hospitalin Uppsalaput
far from everyone.Usually in departmentshereis regularly time for educationdeposited.
During this time the game could be used.

3.2.1 Background

Eventhoughproblemsconcerningpatientrelationsarenot a recentlydiscoveredgoroblem,the
issueis morediscussedowadaysThereareseveralreasondor this. Oneof thesecould be
the law for the activities of patientrepresentativesyhich wasfirst establishedn 1980.In
1998 the law was reformed (22, 1998:1656) and today it partly includes:

¥ Help patients to get the information that they need for their interests in health and
medical care.

¥ Encourage the relations between patients and the medical staff.
¥ Help patients to find the correct medical ward.
¥ Report information of interests to the medical staff.

Every countyin Swedenhasa patientombudsmarthat hasthe responsibilityandworks to
fulfill thelaw statedabove.In UppsalacountyEva<kerlind is the patientrepresentativand
she has been working with these issues for three years.

Anotherreasoncould be the changesf attitudesin the society.Equality hasbecomea more
importantfactorin manyaspectsincludinghealthandmedicalcare.lt is nolongeracceptable
thatmedicalstaff interactswith the patientsandtheir relativesin aninappropriatevay. Thirty
yearsagoit was more acceptablebecausef the tremendousespectfor doctorsand other
medical staff. Peopleexpecta good treatmentin every interaction with the hospital
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environmentThe individual in todayOmmformationsocietyis moreinformedaboutits civil
rights. Todayit is not just importantto medically treatthe patients,it is alsoimportantto
make it in a respectable and satisfying way.

Swedishhealthcarehasgaineda greaterunderstandingaboutthe consequenceom bad
treatmentSatisfiedpatientsarenot the only advantagef a goodtreatmentijt is alsoa matter
of costs.Hospitalshavea lot of expenseslueto badtreatmentjncreasecumberof visits and
time spent on handling dissatisfaction etcetera.

The boardof patientrepresentatives Uppsalacountyregistersabout1100casesannually
whereofapproximatelyl30 are directly causedby bad interactionand communicationin
meetingswith a patientor relativesrelations.The majority of all casesare registeredas
medicalcareandtreatmentissues but many of thesealsoinclude dissatisfactiornin patient
relation and communicationln reality thereare thereforemore than 130 casesaboutthis
problem.The numberof receivedcasesncreasesbut this is not necessarylueto an actual
increaseof bad treatment.It is probably about people are more aware of the patient
ombudsman and their rigkts.

The problem concerningpatientrelationsis found in all fields of the medical care. All
medical professionscan be found in the registeredcomplaintsat the board of patient
representativeoctorsare moreofteninvolved thanthe othermedicalprofessionsbutit is
not necessarythe casethat they cannothandlethe patientrelation as well as the other
professionsThis is probablybecausegatientsexpectmore from a doctorthanfor example
from a nurse.The doctorsalso have the medical responsibility, which often involves
informing the patientandits relativesaboutthe healthconditionof the patient.Theinteraction
with a doctoris oftenmoreimportantthanotherinteractionsat the hospital from the patientOs
point of view.

Eventhoughthe problemof patientrelationsis anissuefor all clinical departmentssomehas
moreregistereccomplaintsthanothers.The emergencyvard for exampleis moreexposedo
the problem, partly because of the high number of patients and unscheduled visits.

To attackthe problemwith badpatientrelationsin a centralizednannerasthe patientrelation
game, it is of big interest to study different target groups and their different needs.

3.2.2 The patient relations game

Thereare two versionsof the patientrelationgame,a paper-basednd a web-basedBoth
versionsconsistof authenticcomplaintcasesor situationsthat the staff or patientshave
contributedwith. The casescannotbe identified to an individual. The material for the
discussiongontainscasesvherea medicalcaregivernnteractswith a patientor arelative.The
meetingdegenerateandthe caserepresena situationwherethe patientor therelativehasfelt
discriminated

Todaythe gameis intendedfor the entirehospital.If the differentdepartmentsf the hospital
chooseto usethe gamein orderto attackthe possibleinteractionproblem,they put together
the discussiongroupswithin the departmentThere are someguiding principlesthat they
could follow:

¥ the discussion groups should consist of 6-8 persons
¥ the participants of a group preferably practice different professions
¥ the session should be held by a leader

2 Slutrapport- Patientbemstandenedinriktning motjSmlik ochjSmstSlidyErdDNR 301/2002 Margaretalakobson2004.
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¥ the leader of the game should be neutral in the discussion

Every professionin the hospitalhasthe possibility to be educatedn how to play the game
and lead discussions.

Paper-based version

For the paper-basedersionthereare 20 given caseghat representhe discussiomrmaterial.
The leaderof the gameshouldchoose2-3 of the given casedor the discussionThis is an
adjustmenthatis only possiblein the paper-basegersion.The groupdiscusseshesecases,
oneatatime, in orderto find the underlyingproblemsandcausesA diceis usedto decide
who of the participantsshould beginto speaktheir mind (The one that getsthe highest
numberof 1-6, begins).Everybodyin the groupshouldpick oneor severalopinion cardsto
answerwhat they think that causedhe situationin everycase.The different opinion cards
are:

Communication problem
Issue of sex differences
Age

Work organization
Cultural differences
Information problem

K K K K K K K

Disability
¥ Other opinions

Everyone'shoiceshouldbe motivated.Thereis no right or wronganswer.Theleadershould
discusghe situationin different perspectivesyith the participants.The projectmanagement
encourages the discussion groups to make up their owrt.cases

Web-based version

For the web-basedrersionthereare 8 given casesthat representshe discussionmaterial.
Thesecasesarevideo-recordedo thatthe discussiorgroup canvisualizethe situation.This
videomaterialis includedin theweb-applicatiorandis approximatelytwo minuteslong each.
The video materialmakesit possibleto considerbody languagen the discussionsilt is not
possiblefor thediscussiorgroupto choosevhatcasegheywantto discusstheyareforcedto

discusghe casesn the orderthatthe web applicationpresentsThe caseshouldbasicallybe
discussedn the sameway asthe paper-baseuersiorf. Theweb-basedersionis discussedn

more detail in chapter 6.2.

3.2.3 Target groups

Today the patientrelation gameappealsto one single targetgroup, the entire hospital.In
orderto makefurther adjustmentsccordingto differentneedsijt is importantto divide this
targetgroupinto several. An adjustmenbf the gamecouldresultin finding betterusein it
and have greater impact on the user.

Therearemanywaysto definedifferenttargetgroupsin anorganizationandthereis nota
single correctway of doing this. The mostobviousway is to divide the staff in a hospital
accordingto their professionsasa hospitalorganizatioroftenis a hierarchy.The educational

3 Slutrapport- Patientbemstandenedinriktning motjSmlik ochjSmstSlidyErdDNR 301/2002 Margaretalakobson2004.
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backgrounds the determiningfactorfor which role you practicein the hospitalorganization.
Therefore, one way to divide a hospital into target groups is to form them into

¥ doctors

nurses

assistant nurses
physiotherapists
caretakers

K K K K K

children®s nurses
¥ etcetera

A secondway to definetargetgroupsis accordingto different clinical departmentsThis
could for examplebe the emergencyward, the intensive care unit, the oncology unit,
geriatrics and the childrenOs emergency ward.

Thesetwo waysto divide the hospitalinto targetgroupsare direct and easy.But thereis
anotherway to divide the staff in a hospital. This groupingmethodis ratherabstractbut
represents way to divide the hospitalstaff accordingto the individualOslaily work. It is
aboutdefining the targetgroupsaccordingto their different environmentsand accordingto
the differentpatientsituations.For examplethis could be staff in differentdepartmentsf the
hospitalthat treatssimilar patients:suchas, patientsin a life threateningsituation,chronic
patients, children and their parents, disabled or patients with a mental disorder.

Onespecificsituationcould be severelyinjured or dying patientswherethe staffssometimes
haveto give tragicinformation.At the emergencyvard andthe oncologists staff sometimes
hasto handlepatientsandrelativesthatarein crisis andtraumaticchock. Situationslike this
need certain expertise. Staff from both of these departmentshas similar working
environments and therefore share the same need for interaction issues.

Similarly, you could put togetherstaff that often meetand communicatewith family and
relativesto the patients.This could be the caseat the childrenO&ospitalandthe emergency
wardwhenthe patientscannotspeakfor themselvesThey could havespeecldisordersor not
being able to expressthemselvesin Swedishor English. The patientscould also be
unconsciousTheseare situationswherethe communicatioraboutthe patientOsonditionis
carried out with the relatives.

13



4. Medical doctor program

It is importantto tacklethe patient-doctorelationproblemat an early stagethatis why the
following chaptemwill look atthe opportunitieson how this existingsystemcanbe adjustedo

fit in the medicaldoctorprogramin Uppsala.To fully understanchow this canbe possible,
global data about the medical doctor program will be presented.

4.1 An overview of medical doctor programs in Sweden

In Swedenthere are six different Medical schools,one in GothenburgLinkSping, Lund,
Stockholm,Umedandin Uppsala. The studyprogramdiffer from eachotherin severaways
especially concerning the patient-doctor relation courses.

4.1.1 Gothenburg

The medical-doctoprogramin Gothenburgs basedon a studentactivatingpedagogiowith
problem-orientedeatures Already in thefirst four semesterghe studentgetin contactwith

their future professionas doctors@hrougha one-pointcoursecalled OTidigyrkeskontaktO.
During their fifth semestethe studentsattenda courseconcerningconsultatiortechniquesb

credits. The remaining years focuses on clinical studies in psychiatry, science of diseases etc.

When you attendthe medical doctor programin Gothenburgyou haveto participatein
variousexercisesn patientsrelationswhereyou getto video-shooeachother.® During your
time as a studentyou also get the opportunity to examinereal patientstogetherwith
experienceddoctors. Thereare also a couple of voluntary coursesthe studentscan take
concerning how to handle difficult answers towards patient5 etc.

4.1.2 LinkSping

One of the fundamentalan the medical-doctorprogramin LinkSping is their focus on
problem-basetearning,a methodologythatthe studentgyetin touchwith from thevery start.
The studentsget to meetpatientsat an early stagein the programby visiting hospitalsand
carecenters.The objectiveis to get usedto the importanceof communicationbetweena
doctoranda patient. The programseesa greatimportancen teachingthe future doctorsto
respectfullymeet and treat people despitetheir ethnical background,sex or functional
disorder.Emphasishasthereforebeenput towardsissuesconcerningattitude and public
health, issues that are in focus during the entire program.

4.1.3 Lund

The medical-doctoprogramin Lund canbe associatedvith a spiral sincethe objectiveis to

let the studentssystematicallyin turnsbroadenand deepentheir knowledge.Early contacts
with the patientstogetherwith an introductionto the healthand care aspectsare clearly
emphasizedn the program.Every secondweek during the first andthe fifth semesterthe

studentsusehalf a day to meetthe patients.The purposeis to give the studentsa practical
training in communicatingwith the patientstogetherwith a basictraining in examination
methodology.The studentswill thenbe well preparedfor their clinical internship,which

startsasearly asin the beginningof the sixth semesterThe specificclinical coursesareheld

during semester 9-11, just as in the old traditional progtam.

4.1.4 Stockholm

® http://www.sahlgrenska.gu.se/utbildning/program/lakarutbildning/index(ap04-10-21)

® http://www.lu.se/0.0.i.s?id=1337&lukas_id=21192004-10-21)

" HermanNilsson-Ehle Md, PhdAssociateprofessorsectionof haematologyandcoagulationemail (2004-10-07)
8 http://www.liu.se/utbildning/program/hu/lakarutt{2004-10-21)

® http://www.lu.se/0.0.i.s?id=1337&lukas_id=21192004-10-21)
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The medical-doctoprogramat OKarolinskanstitutetOncludesa featurecalled Othemedical

doctorschool@vhich is integratedn the first four semestersThe studentgake a one-credit
courseeachsemesterThe purposeof the courseis to give the studentan earlyinsightin how

the medicalprofessiorworks, to give themself-knowledgeat an early stageandto train the

students in doctor-patient relation.

The medicalstudentsaretaughthow to handlepatientsby supervisedneetingswith themat
hospitalsthatarevideo recorded.They alsohavelessongan giving feedbackat conversation
techniqguesandreactions.They also discusstheir different experiencesn seminarsAlso,
supervisorgjive written commentgo the studentO®flectionson the exercisesOthersubjects
broughtup, areconsultationtechniquesmedicalethics,to facedeath presentationechnique,
stress, health in general, media and medicine.

The programalso containa coursecalled Oprofessionalevelopmentand leadershipQL, 4
creditsandis takenby the studentsn thefirst andthe 10" semesterThe goalof the courseis
to develop the future medical doctorsO ability to communicate, cooperate and lead.

4.1.5 Umecg

In the medical-doctorprogramin Ume(t is a greatfocus on learning with the PBL-
methodology(problem-basetearning)throughouthe whole periodof educationThiswill be
exemplifiedby early contactwith patients(alreadyatthe secondsemesteat the program)and
early clinical-skill training. The course Odevelopmertf professionakkillsO(18 credits)that
containspatient- treatmentand contact, stretchesthroughoutthe all elevensemestersat
program.The courseis performedthroughOstudent-actiiearningGn differentformsthatis,
for example,carried out with the case-methodology?BL (problem-basedearning)and
accounting of scientific reports.

The framing of the program is:

¥ Phase 1 (- 4" semester) comprises: early clinical training, medical psychology,
medical ethics, early contact with patients, consultation exercises and examination.

¥ Phase 2 (8- 8" semester, 8 credits) comprises: group supervision, seminars, boarding
school with consultation exercises, clinic examination methods, boarding school about
group processes and leadership, law, medical service and examination.

¥ Phase 3 (8- 11" semester) comprises: group supervision, seminars, consultation
exercises inclusive clinical decisions and examination.

The contactwith patientsis focusedmostly to the first semestersn the program.This is to
establish a connection to the reality around the students at an early stage.

The teachingmethodsare group meetings lectures,practicalskill training, seminarsand
debatesDuring everysemestethe studentgatherin supervisedjyroups which sometimesre
supervisedby authorizedmedicaldoctors.The themesvary but usually the meetingsare
formed around the studentsO own experiences.

4.2 The Medical doctor program in Uppsald

At the medical-doctoprogramin Uppsalait occursoptionalperiodsof coursesontainingl4
credits.During theseoptional periodsthe studentscan chooseto study coursesof special
interestandalsobeinvolvedin projectmanagemenOptionalcoursesanddeepeningrojects
gives the students bigger opportunities to form their own education.

1 http://www.umu.se/phmed/tillmed/utbildning/index.hfni2004-10-21)

1 http://www.medfarm.uu.se/grundutbildning/lakare.sht(2004-10-24)
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Themedical-doctoprogramalsocontaingpartly compulsoryandpartly optionalcoursesThe

coursesarein generaldivided in practicalfeaturesmidcourse-testand examinationsThe

orderof whichthe coursesappeaiis decidedat a previousstageandmustbe followed strictly.

The educationcomprisedectures Jaboratoryexperimentsand group-exercisesCompulsory
presence is required at these types of lectures/educational parts:

Lectures- in classesor polyclinic Bthatin greatdegreecontainspartsof demonstrational
characterfor example patient-examinatiomethodsor otherskills. To this, it canbe added
lecturesthat contain parts that are not coveredin the literature for the coursefrom the

beginning.

¥ Demonstrations and group-lectures

¥ Seminars and conferences (according to a)

¥ Laboratory experiments, dissections and postmortem.
¥ Clinical duty

¥ Study tours

A revisedmedical-doctorgprogramis being plannedto beginto the springof 2005. 1t will
stimulatethe studentdo in a moreactiveway, searchfor knowledgeandencouragghemto
anindependentway of thinking. The educationwill give the studentsggood opportunitiesto
connect medical science together with more practical medical care.

4.2.1 The future progrant?

Most of theinvestigationsvhich wasdonein thelastyears pointedto the needdor sweeping
reforms of the doctor- training in UppsalaUniversity. Also, the university- agenciesO
evaluationandthe self-evaluatiorpointedout, that severalof the objectivesfor the doctor-
program are not achieved.

Becausef thereasonsbove the Facultycommitteedecidedthatthe medicaldoctortraining
hasto be changedn view of the following pedagogicalision: increasingstudentactivation,
integration,increasingfreedomof choiceand early patientcontact.The programis alsoin

deedsof new examinationforms and an organizationplan for the new doctor-training
program.

It was mentionedin the university agencies@valuationthat the doctortraining in Uppsala
wasvery traditionalandold-fashionedvithout havingany particularpedagogicaframework
andasharedoedagogicabasicview is missing.Afterward a commissionwvasappointedwith
this critic in mind andtheir work resultedin a new pedagogicaframeworkwith following
main items:

¥ Entirety for details

Learning via entireties with reality description as starting point

Student influence and responsibility

All theory have to be connected to reality

The learning should be survey and researching in its character

The student should be encourage to reflections over the learning and it content

Increased possibility to apply new acquired acknowledgements

K K K K K K K

Increased feedback

2 http://www.medfarm.uu.se/grundutbildning/framtidens_lakarutbildning/index.sh@004-11-01)
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The work of putting the reforms in effect has been carried out on the basis of these starting
points, which have affected the design of the curriculum. Instead of the separate courses in the
traditionally subjects, the new teaching methods are structured with help of cases.

Basicscientificfeatureswill dominatethefirst teachingperiods.Theideais thatthe students
shouldhaveearly patientcontact,alreadyin the beginningof the education. Even medical

examinationtechniquedike patient-doctor communicatiomare going to be toughedin the

first periods.This programis introducedto increasethe doctorskills like scientific posture,
ethic, teamwork, leadership, medical clinic skills and good patient- doctor relation.

4.2.2. Teaching form

The casestudyfeaturesaregoing to be the biggestchangein the way of teachingandevery
caseis going to be providedwith a descriptionof the goal, which statesthe depthof the
expectedearning.The caseshaveto be reality basedput it doesnot necessarilyhaveto be
basedon a real patientsituation.It canfor examplebe a scientific article, a diagramor
somethingsimilar. The casebasedeachings goingto be complementedavith seminarsself-
studies)ectures)aboratoryexperimentsgroupdiscussiongndteachingresourcedike IT and
library.

To achievea good patient-doctorrelationit is importantthat the studenthavegot a long
experienceof patientcontactandthatthey getthis possibility at the hospitalin the medical
service. Therefore many courses in the program include also practical training.

4.2.3 Educational stages

The medical doctor education has four different stages: introduction, disease mechanisms,
diagnosis, therapy and a work preparing stage.

¥ The students are going to begin with as introduction period with base courses in the
human body structure and function, scientific posture and early patient contact.

¥ Under period 2-4 the students are going to study courses in attack-defense mechanism,
growth and degeneration. There will be a lot of theory during these periods and not so
much practice.

¥ Under period 5-10 the students are supposed to focus on specialty integrated learning
in diagnostics and therapy.

¥ The last stage will be a work-preparation stage with bigger integrated cases and a
bigger stress on diagnostics and therapy.

4.3 How the system can be adjusted to fit the medical-doctor program

To beableto in the bestpossibleway adjustthe existing systemto the medicaldoctor program,it
wasdecidedto designa prototypethat would fit the needsof the program.Thereforea meeting
wasarrangedwith Dr. GunnarFrostfeldtwho is one of the coordinatorsfor the medicaldoctors
programat the UppsalaUniversity Hospital. Two separateaneetingswvere scheduledvith students
attendingthe medicalschoolto gettheir opinionsof the subject.

4.3.1 Interview report with Dr. Gunnar Frostfeldt

The currentinteractivesystemwas demonstratedo GunnarFrostfeldt.Dr. Frostfeldtis the
directorof the cardiologyclinic at UppsalaUniversity Hospital.He is alsoco-responsibldor
therestructureof the medical-doctoprogramat UppsalaUniversity. He wasaskedhim about
his opinionsaboutthe existing systemfrom a pedagogicapoint of view. How could sucha
systembe helpful for teachers?What shouldsucha systemcontain?Our questionswere
pointed towards the content and less towards the usability and interface.
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In the first few semestersn the medical-doctomprogramthereis no mandatorycoursein
patient-doctorelations.During semestershreeandfour, the studentsake a coursein this
discipline.

In this course called OPatient-doctaelationshipQthe studentgplay out scenariosvhereone
studentplaysthe doctorand anotherstudentplaysthe patient. Theseplaysarerecordedon
video andreviewedin groups.This givesthe studentsthe chanceto practicetheir patient-
doctorskills andgive feedbackto their classmatesn the sixth semesterthe studentgyo to
hospitals and meet real patients.

Thereformof the medicalprogramthatis currentlydevelopedvantsto changehis approach.
Oneof the objectsof this reformis to havethe studentmeetreal patientsat an earlierstage
andbe a partof the patientOBealingprocessFromthe beginning,meetingpatientswill bea
natural part of the education.

Dr. Frostfeldtthoughtthat the film clips were very good and believedthat they showed
realisticscenarioghat might occurwhena doctormeetsa patient.He sawthe possibility of
usingthe film clips in the medicaleducationprogramaswell asusingthemto educatethe
personnehlt UppsalaUniversity Hospital. He alsothoughtthat a systembasedon thesefilm

clips couldbe a goodway to makethe doctor-patientoursemoreuniform andlessdependent

on the teacher. This is to avoid the teacherOs own views influencing the lectures too much.

Although Dr. Frostfeldtwasvery positive aboutthe film clips, he wasnot as positive about
the interactivesystem.He did not seehow this systemcould be helpful in supportinga
discussiomaboutthe scenariosn the movies.Eachscenarioor case,shouldbe addedwith
specificquestionsfollow-up questionsjeadingquestionsandcommentse.g.whatis shown,
whatspecificproblemsthe scenaricaddresse<tc. The systemshouldmakethe usersreflect
on problemsand solutionsNfirst spontaneousnd then more deeplyrooted.Adding theory
andgiving the usersguidanceto otheraspector anglesof the problemscanaccomplishthe
latter. Dr. Frostfeldtmentionedthat it was hardto say that eachcaseis connectedo one
specificproblem.Thereforeit would be betterif the studentsvereencouragedo find every
problem aspects associated with a certain scenario.

Dr. Frostfeldtalso mentionedthat studentsare often interestedand very excited about
learningaboutdoctor-patientelations.Thereforeit is not likely thattheywill try to cheator
ignorethe system.Becauseof this, it would be goodfor the teacherto havesomekind of
control mechanism built into the system, but this is not essential.

Furthermoreaccordingto Dr. Frostfeldt,thereis norealreasorfor the (current)systemto be
in adigital format. Olfthe answersenteredby the usersarenot usedfor feedbackthereis no
needto answer.On the currentversion,the systemis more of an obstaclefor the teacherto
get studentsto reflect on issuesassociatedvith doctor-patientissues.The systemeven
seemed to be Oamateur-likeO.

A goodfeaturefor a systemto be usedin teachingdoctor-patientelationsit to be ableto add
film clips madeby studentsFor this, it would be usefulto havea predefinedtemplatefor
easy updates to the system.

Dr. Frostfeldtwasvery interestedn incorporatinga well functioningsysteminto the OPatient-
doctor relationshipO course as well as in other courses taught in the medical program.
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4.3.2 First interview session medical school students

A group of medical studentswas gatheredto discusspatient-doctorrelations.The five
studentghatwerewilling to participateall studytheir sixth semesteat UppsalaUniversityOs
medicaldoctor program.The meetingwas scheduledor November6 andthe goal of the
meetingwasto showthe existinginteractivepatient-doctoisystemandgettheir suggestions
on how to modify andintegratethe systemfor the program.The studentsvereintroducedto
the systemso they could get usedto the interfaceand were later given a chanceto usethe
systemasa group.Theywerethenshownthe prototypethathadbeendevelopedwvith the help
of Dr. Frostfeldt.

The systems film clips

The students@pinionson the film clips weremixed. Somethoughtthatthey weregoodand
informative;while otherssawthefilm clips asquite exaggeratedndthatthey did not reflect
real life scenariosasthey would appearin a hospitalenvironment.They pointedout that
some of the scenarioswere taken out of contextand they had wantedto have more
backgroundnformationabouteachcase e.g.why did the patientfeel offendedavhatwasthe
patient diagnosed with?, etc.

The interactive system in general

The studentghoughtthatthe systemwastoo complexandhardto understandThe OOpinion
cards@elt unnecessargndsuperfluousThey suggestedhatthey could appeaiin the system
asanextrahelpif thediscussiorstalls,butin their existingplacein the systemthe OOpinion
cards@nly disruptthe flow in the discussionFurthermoresincethe OOpiniorcardsQvere
superfluousthereis no needfor the dice thatchoosesa randomuserto beginthe discussion.
Insteadthey thoughtthat it shouldbe up to the discussionleaderto make sure that all
participantsare activein the discussionThis canbe achievedby distributingthe questions
equally among the participants.

Theysawthe needof havinga discussiorieader theimportanceof this role in theinteractive
systemshouldnot be neglected Sinceit is the discussiondeaderOsole to maneuvetrthe
system, they did not think that a nice looking interface was of any substantial importance.

The studentghoughtthatthefilm clips shouldhavea centralplacein a systemof this kind. In
the main menu,the usershouldbe ableto selectwhatfilm clip to watchandafterthatnot be
forcedto go backto the mainmenu.Rather theusershouldbe givena choiceto go directly to
the questions or end the game.

The prototype

Themedicalstudentgdhoughtthatthe prototypeswveretoo individually centeredandtherefore
did not createa discussionTheythoughtthatthe discussiorbetweerdifferentpeoplewasthe

mostimportantthing, andthis wasthe biggestdisadvantag#vith the prototype.Theyopposed
quite stronglyto the conceptof Otalkingo a computerOThey eventhoughtthatthe prototype
stupefiedthe studentdy telling themwhatis right andwrong. They pointedout thatin the
patient-doctodisciplinethereis no obviousright or wrong. They thoughtthat a systemof

similar structureasour prototypewould be bettersuitedfor usein othercoursesvherethere
is a definite right or wrong answer.Whenthey were informed that the systemwas design
togethemwith ateacher/doctortheyexplainedthatthe teachersandthe studentdhavedifferent
visions on how the students should achieve the knowledge in the best possible way.

The systems integration into the medical doctor program
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All studentgn our discussiorgroupthoughtthatthe interactivesystemshouldbe integrated
into a coursecalled OPatient-doctaelationsOtaughtin the third semesteof the program.
Thereit would be a goodcomplemento the existingpartsof the coursethatdo not dealwith
theseparticularproblems.In the patient-doctorelationscourse,the studentsare split into
subgroupf eightswith anassistanteaderfor eachgroup.Thesegroupswould be very well
suitedfor the interactivesystemwherethe assistanteaderplaysthe part of the discussion
leader.

4.3.3 Second interview with medical school students

At the secondinterview sessiontwo medicalstudentswere met to discusspatient-doctor
relations and to hear their opinion on the developed prototypes.

Evaluation of the existing system

The studentsOpinionsof the existingsystemcorrespondedvith the opinionsfrom the other
studentsTheythoughtthatthe OopiniorcardsGnadethe gametoo strict andthatit would be
morerelaxedandalsoleadto a morein-depthdiscussiorwithout the cards.If the Oopinion
cardsCare of necessityfor the game,thenit would be a goodideaif the gameplayerswere
forcedto choosea different cardthanthe othershadchoserbefore.ln thatway, you haveto
learn about other ways of thinking about the problem.

About the appearancef the system the studentghoughtthatthe symbolsat the main menu
were too indistinct, and they also thought that the font could be clearer.

Evaluation of the prototype

The medicalstudents@pinionsaboutthe first prototypewerethatit wastoo strict andthey
were quite negativeaboutthe systemtelling the playerwhat wasright or wrong. The idea
with the gameshouldbe that the studentsshouldbroadentheir mindsandtry to understand
otherpeoples@houghtsandvalues.If the gametells you that someansweris moreright or
wrongit is a risk that the discussiorbecomeanore reservedandthat the studentswill be
morecarefulof sharingtheir thoughtandvalues.If the systemabsolutelymusttell right from
wrongthenit is presupposethatthe video-clipsaremoredistinctbut thenthe gamelosesits
purpose.

An ideathatthe studentshad abouthow the first prototypecould be improvedwasthatany
given opinion cardGshouldbe right sothat no oneshouldbe told thattheir opinionis wrong.
A disadvantagevith this frameworkcould be thatthe studentsvould tire of clicking on and
readingeverysingleopinioncard;asoneof our test-studentsaid: OYouhaveto considerthat
studentsarelazy peopleOOneway to avoid this problemis to formulatea seriesof questions
thatappearsafter choosingall the opinion cardsso thatthey encouragehe studentgo pick a
different card the second time.

One way to incite the playersof the gameto be more motivatedtowardsthe gameis to
formulate the questionsso that they not only include changeablgparameterdike gender,
nationality, etc. but alsochangethe patientOsymptoms|f the changesn symptomsareonly
distractionsto makethe studentconfusedand misled,thenthe gamereally putsthe playerOs
valuesand prejudicesinto focus and makesthemawareof those.The optimumwould be if
one could makethe studentghink in the sameOwrong@ay asthe doctor-characters the
video-clips. This would bring the doctor-patient-issue to the head.

If you includethe medicalissuesin patient-doctor-relatiogame,it would makeit easierto
categorizeright andwrong Oopinion-cards@he test-studentshat weremetalsothoughtthat
this could makethe patient-doctor-relatedoursesmore OseriousNowadaysthey havea
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tendencyto be socalledOeasyo pass-courses@hich the studentsieverpay enoughattention
to.

The studentswerevery positive aboutthe secondprototypethat was showedto them. They
thoughtit wassplendidandinterestingthatonecould rank their own Oopinion-cards this
way the coreof the problemis illuminated,andthis will starta given discussiomraboutwhy
one reason is more probable than the other.

Furthermorethe studentsthoughtit was a greatideathat the opinionswere Osaved{ the
systemandthattheycould not be changedTheyalsoliked the featurewhereyou could mark
the opinion cardthatdid not correspondo the teacherCanswer Neverthelesshey wantedto
stresghatit is importantthatthe studentsaregivenenoughinformationabouthow the system
works beforeusagelt is alsoof big valueto point out thatthe Ogame(3 not a testbut a way
of laying a foundation to a future discussion.

To sumup onecould saythatthe test-studentsverefonderof the secondprototypethanthe
first one.Theythoughtit wasmoreexcitingandstimulatingthanthe existingsystemaswell.
Thesecondprototypewasmoreadaptedo the PBL (problem-basetkearning)way of thinking
that permeates the medical doctor program.

The systems integration into the medical doctor program

The bestway of handlingthe integrationof the systemin the medicaldoctor programis,
accordingto theteststudentsto first let the studenttry the systemon their own. A coupleof
dayslater,therewill beadiscussionn alargergroup.In thatway everystudentgetsa chance
to express their opinions and no one will feel left out.

4.3.4 Conclusions of the interviews

The medicinestudentsall agreedon the fact that an interactivesystemfor patient-doctor
relationsshouldbe integratednto their educatiorplan. The purposeof this interactivesystem
would beto bring problemsin patient-doctorelationsto the surfaceandcreatea discussion
abouttheseproblems.Thefilm clips shouldplay a centralpartin this interactivesystem.The
systemshouldhavea well thoughtandintuitive interface.After eachfilm clip is displayeda
numberof questionssimilar to thosein the existingsystem shouldbedisplayed.The purpose
of thesequestionss to helpthediscussiorieaderin maintaininga goodandactivediscussion.
According to the views of the students there should be no Orightsand wrongsCand alll
opinions should be heard and contribute to a more lively discussion.
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5 International experiences

Thereare many problemsin the Swedishhealthcaresystemthat relateto problemswith
communicationpothamongthe staff andwith patients Many of theseproblemsor ratheras
thereaderwill see,misunderstandinggre commonin mostmodernwesternhospitals.The
following chapterwill explorethe internationalenvironmentand seeif, and how, foreign
knowledge in these matters is applicable for dealing with issues in Sweden.

An opportunitywasgivenfor a closecollaborationwith studentdrom America,andthusthe
main sourceof the knowledgeof hospital structure,culture, and problem solving is the
Americanhealthcaresystem.It is also an interestingsystemwhere a large proportion of
hospitalsare privately ownedand thus the patienthasto pay for its service.Perhapghis
affects the interaction with the patient, had he or she come to a free clinic instead?

Thoughtswill be givento how to bestmakeuseof foreign doctorscomingto Swedento
practicemedicine.Integratingdoctorsto a new systemis not easy,andthesedoctorsoften
havea hardtime adjusting.How canthesedoctorsbe integratedefficiently sothatthey, with
their possibleknowledgeof foreign culture and hospitalsystemscan contributeto making
them better and more open-minded?

The objectiveof this chapteris to highlightissueghatcanbe correctedor introduced o the
Swedish healthcare system as well as giving a good base for further research.

5.1 Integration of foreign doctors to the Swedish healthcare

Thedemandor doctorsin Swedens high andmanydoctorsarerecruitedfrom abroadthere
arealsomanydoctorsmigratingto Swederfor a betterliving. Thebureaucracyliffers greatly
for thesetwo groupsbut they sharemany commonproblems.The major areasof problems
concerningforeign doctorsin Swedenare linguistic, cultural and organizational.These
doctorsdo not only have the doctorial competencybut also extensiveknowledgeand
experience from other forms of organization and culture.

The healthcaras cutting in andthereis not moneyfor long expensivecoursedor a proper
introductionto the newwork for foreigndoctors.Becausef this doctorsaregenerallyseenas

problemsin the Swedishhealthcare costingmoney and not performing as well as their

Swedishcolleaguesin the beginning. This paperwill try to investigateboth how the

introductionof thesedoctorscanbe donebetterandhow thesedoctorscanbe usedasassets,
with experience from other organizational forms and cultures.

5.1.1 Linguistic problems

Accordingto the doctorsthemselveshe biggestdifficulty adjustingto the Swedishhealthcare
is the language both with the patientsas well as with their colleaguesDoctors outside
EU/ESSare given a 3 month coursein medical Swedishbut this is far from enoughto

understandhe long andcomplexdescriptiongatientstell themor the small-talkin the coffee

room with the colleagues.

The patientsare very helpful with the communicatioraccordingto the doctorsthemselves,
they talk slowly and reword where needed.Overall the doctors expressthat the

communicationwith the patientsis going well. Thereare howeverproblemswhenfor the

doctorsto understanghsychologicaproblemsor Ohiddemessagesfthe explanationsThere

arealsoproblemswith long explanationsandelderly patientswith poor hearing ltOsalsovery

possiblethatforeign doctorsarereluctantto reportinteractionproblemswith the patientsas

this could be interpreted as they did a poor job or are not suitable for the job.
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Accordingto the doctorsthe greatestifficulties aresocializingwith the otherstaff, fast-talk
andfunny commentsarehardto understandSomefeel they are seenascandidatesnsteadof

actualdoctors.The demandfor an extensiveSwedishcourseis almostasgreatasthe need.
Foreigndoctorswantto performwell and quickly learnthe language Besidesthe needfor

sucha coursethe colleagueshasto be morewilling to talk to the new doctorsand not mix

their language difficulties with their medical skills.

5.1.2 Cultural problems

Cultural differencescan easily lead to misunderstandingand conflicts. According to

traditional organizationaltheory there are more conflicts in heterogeneougroups. The

communicatioris Swedishhospitalsare unlike mostothercountriesGhereis a muchflatter,

non-hierarchicatommunicatiorbothwith the patientaswell aswith the staff. In Swederthe

patientsare generallywell readon their illnessand may well havesearchedor information
prior to the meeting.The patientwantsto discusswith the doctorratherthanbeingtold. Most

othercountrieshavea patriarchalcommunicatiorand a strict hierarchicalstructure,andthe

patientexpectsand wantsto be told and takencareof. In Swedenthe patienttakesgreat
interestin why he or shebecamesick while patientsin othercountriesmightjustwanta cure.
Thesedifferencescanleadto manyculturalmisunderstandingrtherethe doctorfeelsattacked
or questionedoy someonewith lessknowledge,andthe patientfeelsthat he hasnot been
listenedto. Femaleforeign doctors seemmore willing to adjustto a more informal

communication whilst male foreign doctors keep more of the formal style.

In hospitalsthe nursesareoftenthosewhomthe patienthasthe mostcontactwith, in Sweden
the nursessometimesjuestionthe doctorOshoiceof treatmentgivessuggestionsndwield a
greatamountof powerin the hospitals.This is not commonin othercountrieswherenurses
areoften not aswell educatedandjust do whatthe doctorstell themto. If the doctoris not
customto this it may easilyleadto conflicts! Thereseemso be a genderaspectof this as
female doctors seems to adjust to this more easily.

It is essentiathat foreign doctorsquickly becomeawareof the differencesof the patients
expectationsand the nurses@oll. Much can be learnt through written material that the
hospitalscould give the newdoctors.Justaswith linguistic problemsthe doctorshavea great
will to adaptand understandur culture and the Swedishpatients@eeds Howeverwritten
knowledgeis likely not enough,the ideasand differencesneedsto be discussedand
experiencedT he Patientrelationsgameis a greatpossibilityto fill this gapwithoutthe doctor
hasto experiencehe situationswith a Oreal@atient.Furtherdevelopmenheedso be doneto
ensurethe cultural differencesare enlightened.Such questionssuch as Ohowwould this
situation be different if the patientwas Islamic?OThis is of interestboth for the Swedish
doctorswho learnto take careof patientswith non-Swedistbackgroundaswell for foreign
doctorswho realizethe cultural differencesand hasthe opportunityto discusshemwith the
Swedish colleagues.

5.1.3 Organizational problems

The flat non-hierarchystructureis usually well appraisedoy foreign doctorsbut they do
howeverexpresdifficulties in understandingnddefining the differentrolesof the staff as
well as how to communicatewith them. There are very few standardizedways of
communicating:

OThehealthcareis a difficult system.The roles for different personnel,especiallyin the
paramedicalarea, are undefinedand differ from departmento departmentEventhe way
doctorscommunicatewith eachother, internally in the clinic as well as betweendifferent
hospitalsdiffer. Sometimegphoneis used,sometimesa note of admission.The way of
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communicatiorbetweenhospitals,governmentnd organizationsare in constantchange,;
there are no routines.O (translation by Erik Scholander of Dr. Nadjem al Falabe)

Understandinghow to communicaten the Swedishhealthcaresystemis not easyandthe
knowledgeis gainedfrom experienceThe foreign doctorssimply donOknow how to Owork
the system@ndbecausef this foreigndoctorsmayfeel frustratedandhelplesslt is alsohard
to know how, andif, to takecontactwith otherdoctors,askingfor adviceor help. Mentorship
is the mostefficient solutionto this problem.ltOsmportantthe mentoris well informed of
this issueandtakesit up to discussiorevenif the doctordoesnCask.Mentorshipis discussed
below.

5.1.4 How to improve the integration of foreign doctors to the Swedish healthcare.

Ideally foreign doctorswould havethe opportunityto a thoroughcoursein Swedishandthe
Swedishculture,unfortunatelythereareno foundsfor this. Thereis howevera greatinterest
for thisinformationfrom the foreigndoctors.The bestway to gainthis knowledgeis through
a networkwith doctorswho alreadyhavebeenintegratedto the SwedishhealthcareMany
foreign doctorsalso feel aloneand would like somehelp how to respondto someof the
situations they may experience.

Another supplementarymethodis mentorship.A doctor from the departmentlakesthe
responsibilityof introducingthe foreign doctorto the SwedishhealthcareNot only will this
mentoraid with practicalthingssuchasdefiningrolesandexplaininghow OthesystemworksO
but also help the foreign doctor with introducing the doctor socially to the hospital.

There are many direct suggestiondor foreign doctorsgiven by doctorswho have been
integratedinto the Swedishhealthcarethis list could be extendedbut both Onvandrade
ISkareD enresursi svensksjukv@Erd®y LSkarfSrbundetind OBrutensvenskannebSrinte
brutentankeCoy JensAllwood et al. both hasgood practicaladvicesto startthe list. These
suggestiongould be implementedanddiscussedn the Patientrelationsgamein situations
especially developed for foreign doctors.

5.1.5 What can be learnt from foreign doctors?

The mostobviousis the treatmentor foreign patients. Thesepatientshavea differentneeds
andpreferencesf how they shouldbe treated Many cultureshave,like pointedout before,a
patriarchaland formal way of communicationwherethe patientOlooksupCto the doctor.
Many patientswant the patriarchalcommunicationand, of course,a doctor of that culture
teaches this knowledge best.

Many cultureshavetaboosthat are hardfor Swedishdoctorsto understandr know of, for
exampleis a Turkish womannot supposedo expresspain or discussproblemsof sexual
nature Nudity andphysicalcontact,especiallybetweermenandwomenarein manycultures
regulatedby cultural rules. Theserules might evenpreventthe patientfrom comingto the
hospitalin fear of violating them. Doctorswho canteachthe staff of how to handlethese
patientswould be a great assetfor the hospital. Building a reputation of cultural
understanding would make the patient more comfortable to visit the hospital.

Somepatientshavealsopointedout thatthey feel the foreign doctorsgive eachpatientmore
time andappeailessstressedPerhapsomedoctorshaveexperiencesf higherworkloadand
morestressfulenvironmentgsuchashospitalsin war-time). Thesedoctorscould possiblybe
very useful for making the hospitals more effective, especially during crisis.

Americandoctorswarnfor all the paperworkthey haveto endure Suchwarningsaresituated
at a higherlevel andshouldbe broughtforward to politicians. It is importantfeedbackand
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informationderivedfrom experienceshesedoctorscancontributewith, especiallyin thearea
of changes concerning the healthcare system.

5.1.6 How to learn from foreign doctors

Despitethefact thatforeigndoctorscouldimprovethe hospitalin manyareashis knowledge
is unfortunatelyrarelyused.Thereis really a needfor changeon severalevels,bothlocally in
the department and hospital wise.

The departmentsieedto startdiscussiongoncerningcultural differences.Thesediscussions
will bothleadthe a betterunderstandingf cultural differenceswvhich leadingto lessconflicts
andmakethe Swedishdoctorsmore openfor askingthe foreign doctorsabouttheir culture
andvice versa.This will spreadthe knowledgeof other culturesand how thesepatients
should be treated.

Hospital wise thesedoctorsshouldbe given the opportunityto suggestfor organizational
improvement as well as raising a warning finger for changes they have already experienced.

5.2 Potential problems

Patientdeelingdiscriminatedvhengettinghospitalcareis notarareproblem.Becausef the
situationwhereone partis dependingon the other, it is importantto observethat a patient
doesnot feel violated. The patientrelationsgamecontainssevenmain topicsaddressinghe
problemsthat canarisein a doctor-patientelationship:organization,age,communication,
cultural differences,disabilities,genderand information. Staff at the UppsalaUniversity
Hospital involved in the project selectedthesespecific topics becausehey representan
overview of the most reported cases of patient discrimination in Swedish hospital care.

In spite of the hospitalswork and ambitionsto avoid patient discrimination, conflicts
concerningpatienttreatmentarise. When a patient experiencesabusivetreatmentfrom
hospitalstaff he/sheis recommendedo bring the complaintsto the patientombudsmarwho
is associateavith thathospital.The caseghatarebroughtupin the patientrelationsgameare
basedon authenticcasesreportedby patientsexperiencingan unfair treatmentby their
doctor/nurseA careful study of the sametopics (exceptfor ageandinformation) hasbeen
carried out by team 3 to see how they are represented in the US.

In the following sectionsmaterial discoveredin the study is presenteddiscussedand
comparedo the Swedishsituationin orderto find waysto learnfrom solutionsdevelopedn
the US. Questionslike GCan the Swedishhealthcaresystemlearn anythingfrom the US
system®,0s it possibleto comparethe two healthcaresystems®and QWhatcan be learnt
from the US systemand how can the knowledgebe madeavailableto doctorsand nurses®
are discussed and answered.

The study hasbeencarriedout by searchingfor andreadingrelevantliteratureconcerning
patientrelationsin the US. A numberof interviewswith peoplefamiliar with the topicin the
US and in Sweden have also been conducted.

5.4 Communication

Healthcareprovider-patientommunicatiorcanhavea significantimpacton the outcomeof a
specific consultation(e.g. satisfaction,adherencehealthimprovement).Thereare a lot of
problemsin healthcaresituationsthat areresultsof inadequater defectivecommunication.
Whatkinds of communicatiorproblemsare presentn hospitalsin the US andwhat canthe
Swedishhealthcaresystemlearnfrom theseexperiencesBecausecommunicatiorproblems
is avery broadareawhendealingwith the relationshipbetweendoctors/nurseandpatients,
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this part of the reportwill be focusedon a few issuesn communicatiorproblems;language
barriers, different kinds of doctor-patient relationshigsdinternal communication

5.4.1 Language barriers

The US is a great melting pot of people from different cultures and with different
nationalities.Becauseof this many patientsdo not speakthe Englishlanguageas well as
could be expectedrom a patientbornin America. This is of coursea potentialproblemin
patientrelationsbecauset could easilyleadto misunderstandingbetweenthe doctorand
patient.

At WishardMemorial Hospitalin Indiana,USA, they dealwith about10000patientsfrom
minority groupseverymonth.Thereis a Hispanicprojectandaninterpreters availableat all
times. Thereis a languagedine andthe staff is educatedn how to speakwith respectand
dignity to patients from minority grougs.

Another aspectof the languageproblemis whenthe caretakerspeaksa different kind of
English than the patient. Perhapshe doctor comesfrom a different backgroundthan the
patientandhasaccumulated lot of complicatedexpressiongformal English)thatthe patient
doesnot understandDoctorsand nursesuse many words and abbreviationsonly usedat
hospitals and if this languageis used when treating the patient it could lead to
misunderstandings.

5.4.2 Different kinds of doctor-patient relationships

Therearemanydifferentkinds of doctor-patientelationshipsAt thetwo endsof the scaleare
the authoritariarrelationshipswherethe doctortells the patientexactlywhatto do andwhat
the diagnosisis andthe discussion-baserktlationship wherethe doctorand patientdiscuss
the diagnosistogether.The doctor-patientrelationshipalso dependon whetherthe patient
has a regular doctor, to build a long-term relationship with, or not.

As an exampleof the doctor-patientelationshipin the US, the patientsthat cometo Union
Hospital, Terre Haute,Indiana,expectadviceand counseling but most patientsmostof all
expecta prescription Accordingto Kuykendalt’, they expectto havea physicianwilling to
talk with them and answerquestionsno matterthe time of day. Somepeopleask more
guestions than others and there are big differences in the way families perceive a doctor.

The way in which the healthcareprovider and the patientcommunicatewith eachotheris
affectedby the healthcareorganization,political andlegal issues,use of and exposureto
media,economicfactorsand culture. The mostimportantaspectgo consider,however,are
the goals, skills, perceptionsand emotionsof the interactingparties.Most peoplehavea
particular style of communicatingwith othersand this style originate from the personOs
personality jdentity, socializationandlinguistic skills. Healthcareprovidersoften developa
specialcommunicationstyle usedwhen interactingwith patients,becausehey deal with
similar situations over and over again.

Peoplein generallsoadapttheir communicatiorstylesaccordingto specificsituationsandin
responseo a partnerOsommunicativeactions.For example a healthcargrovideris boundto
be more seriouswheninforming a patientof a life-threateningdiseaseghanwhengiving a
child a check-up.Also a physicianmay feel more obligatedto spendtime talking abouta
topic raisedby the patientandthe patientis morelikely to participatein the communicationif
the physicianusespartnership-buildingasksfor the patientOspinion). Physiciansn general

B David Clinton, Patient Advocate at Wishard Memorial Hospital, Indiana, interview on October 27th 2004.
4 Connie Kuykendall, Union Hospital, Terre Haute, Indiana, interview on October 27th 2004.
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will providemoreinformation,supportandreassurancesheninteractingwith a patientwho
asks guestions, offer opinions and express concerns.

The degreeto which physiciansengagen partnershipbuilding with the patientis relatedto
the patientOs education, but also differs between individual doctors (Street 2002, p. 203).

5.4.3 Internal communication

Theway in which doctorsand nursescommunicatevith eachotherdiffers from onehospital

to another.Theinternalcommunicationpr ratherany miscommunicationbetweerhealthcare
providerscan easily affect the quality of carethat patientsreceive.Becauseof this, the
internal communication is interesting to observe when dealing with patient relations issues.

At the MethodistHospitalin Indiana,USA, the communicationbetweenstaff memberss
consideredyenerallygood.If any miscommunications found,it is dealtwith by determining
the problem looking at the systemin place finding out where the systembroke and
determining what improvements are necessary

Somecommunicatiorproblemsare presentat WishardMemorial Hospitalin Indiana,USA,
whentransferringpatientsfrom one residentdoctorto another,sincemany doctorsare on
residency rotations for three months at a tifne.

At WishardMemorial Hospitalthereis a Risk system,which indicateswhen patientshave
appointmentswith other doctorswithin the organization.This helpsthe communication
betweendoctorsand preventspatientsabusingdrugsby getting prescriptionsrom multiple

doctors?’

The staff membersat Union Hospital in Terre Haute, Indiana USA, use e-mail and
committeesto communicatewith eachother. Committeeshave beenredefinedrecentlyto
makethe committeememberdeel moreresponsibleandinvolved. It is encouragedor the
professionalstaff membersto belongto professionalorganizationsand to participatein
communityactivities. Thereare nationally setup professionabrganizationswithin the state
of Indiana®

The VeteransHealth Administration (VHA) in the US hasworked for severalyearswith
reducingwaiting timesfor appointmentsvith primary caredoctors.In orderfor the projectto
succeedgffective meansof communicatingthe advancecclinic accessnethodwithin the
organizatiorhadto be createdInstructiveinformationwasprovidedthroughvideos,posters,
reportsand an internalwebsite.Also, the internal communicatioramongthoseworking on
accesswas a critical factor in spreadingknowledge.The VHA madesurethat interactive
communication would occur regularly through nearly every means available; conference calls,
email, regionaland national meetings.It turnedout that the face-to-facecontactand the
building of personalrelationshipswas very important for the successof the project.
Continuouscommunicationwas the key, becausepeople were at different stagesof
understanding and acceptance of the advanced clinic access.

5.5 Cultural differences in the US healthcare system

Sincethisis suchanenormousareathis sectionshouldbe lookeduponasa smallintroduction
to the subject.It will simply try to draw attentionto a numberof areas,which can be
interesting to investigate further in the struggle to understand these issues.

15 Katie Straight, Patient Representative at Methodist Hospital, Indiana, interview on October 27th 2004.

16 Stephanie Johnson, Patient Advocate at Wishard Memorial Hospital, Indiana, interview on October 27th 2004.
7 Stephanie Johnson, Patient Advocate at Wishard Memorial Hospital, Indiana, interview on October 27th 2004.
18 Connie Kuykendall, Union Hospital, Terre Haute, Indiana, interview on October 27th 2004.
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Two mainquestionhasbeenthe startingpoint of this reportsection firstly, how cancultural
differencesbetweencaretakeandcaregiveraffectthe standard®f the treatmentrovidedin
the US. Secondly whatis/canbe doneto preventandsolve problemsthatarisedueto these
issues?

By readinga numberof articles concerningthis subject,it has becomeclear that the
healthcaresystemin the United Statesdoesnot providethe samequality of carefor minority
populations that it does for the majority white population.

The Institute of Medicine report OUnequalTreatmentQconfirmed that racial and ethnic

disparities in healthcareare not entirely explained by differencesin access,clinical
appropriateness, or patient preferences.

(Smedley BD, Stith AY, 2003)
5.5.1 Situation in the US today

Different cultural backgroundsiavea big impacton the quality of healthcaregrovided.The
overall healthof the Americanpopulationhasimprovedover the pastfew decadesbut all
Americanshavenot gainedequallyfrom theseimprovementsAmong non-elderlyadults,for
example17 percentof Hispanic,and 16 percentof black Americansreportthey arein only
fair or poor health, compared with 10 percent of white Americans.

(Addressing Racial and Ethnic Disparities in Health Care, Feb 2000)

Furthermore race and ethnicity influence a patient'schanceof receiving many specific
procedures and treatments. Studies have shown the following:

¥ Heart disease.African Americansare one-thirdlesslikely to undergobypasssurgery
than are whites.

¥ Asthma. Amongpreschoothildrenhospitalizedor asthmapnly 7 percenwof blackand2
percentof Hispanicchildren,comparedvith 21 percentof white children,areprescribed
routine medications to prevent future asthma-related hospitalizations.

¥ Breast cancer. Thelengthof time betweenan abnormalscreeningnammogramandthe
follow-up diagnostictestto determinewhethera womanhasbreastcanceris morethan
twice as long in Asian American, black, and Hispanic women as in white women.

¥ Nursing home care. Asian American, Hispanic, and African American residentsof
nursing homes are all far less likely than white residentsto have sensoryand
communication aids, such as glasses and hearing aids.

(Addressing Racial and Ethnic Disparities in Health Care, Feb 2000)

Readingthe aboveit is clearthatthereis a needfor an evaluationof the strategiegrovedto
be effective in bettering the quality of healthcare for minorities.

5.5.2 Finding appropriate sources

Sincethereare a numberof scientific articlesconcerningthis subjectit is difficult to just
chooseone to explainit all. However,in the report: Strategiesfor Improving Minority
HealthcareQuality, theytry to give anoverviewof the problemsandsolutionsconcerninghe
health care system in the US today.

Their main goal with this report was:

The purposeof this reportis to systematicallyreviewthe evidenceto determinethe effectiveness
of interventionsdesignedto improve the quality of healthcareand/orto reducedisparitiesfor
racial/ethnicminorities. Our reportfocuseson evaluationsof interventionsaimedat healthcare
providers or organizations,as recentwork suggestsprovider and organizationalfactors
contribute substantially to the inequities.
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(Strategies for Improving Minority Healthcare Quality, page 3)

The processstartedwith 3,703summarieseviewed.From thatthey narrowedit downto 91
articles to be used in the report study. The questions to be answered using these reports were:

1. What strategies targeted at healthcare providers or organizations have been shown to
improve minority healthcare quality?
a. Which of these strategies have been shown to be effective in reducing
disparities in health or in healthcare between minority and white populations?
b. What are the costs of these strategies?
2. What strategies have been shown to improve the cultural competence of healthcare
providers or organizations?
The reportincludesthe areasthat were importantfrom this sectionsstartingpoint andthe
results of the report will be briefly summarized in the following sections.

5.5.3 What can be done?

The resultspresentedn the reportare divided betweeninterventions/methodand clinical
area,but only theinterventionresultsaresummarizedere.Theinterventionsarevery briefly
describedandto geta completepicturefollow up readingis required.This is simply a brief
presentatiorof the resultsfrom the scientific report: Strategiesfor Improving Minority
Healthcare Quality.

If thereaderwould like to look furtherinto any specificarea,look at thereferencesncluded
in the scientific report.

Question1: What strategiestargeted at healthcare providers or organizationshavebeen
shown to improve minority healthcare quality?

Tracking/reminder systems

Trackingsystembeinga form of systemwhereyou caninput a numberof patient-dataand

receivesomekind of output,for examplelikelihood of heartdisorderetc. Remindersystems
being, remindernoticesand education.E.g. how diabetespatientsshould deal with their

condition.

Tracker/reminders anexcellentway of improving health-careMany articlesfoundthis way
to be one an excellent method that is aimed for providers of racial/ethnic minority patients.

Multifaceted interventions

Multifacetedinterventionsare whenyou use more than one strategyto addresghe health-
problem.In otherwords,you combineseveralmethodg(>1) to geta result,for exampleboth
surgery and homecare.

Outcomef thesestudiesaremixed, with moststudiesshowingimprovementsn oneor two
(but not all) outcomesmeasuredOverall, thereis fair evidencesupportingthe use of
multifacetedinterventionscomparedto tracker/remindersystemsaimed at providers of
racial/ethnic minority patients.

Bypass the physician.

Whenyou do bypasshe physicianyou skip the physicianexaminationbeforegoing through
physical tests. The cases described in the text concerned adult cancer screening.

Theyhada nurseofferedscreeninglirectly, comparedo standardizedervicesvereyou have
to wait for a doctor to determinewhetheryou should have screeningor not. Studies
demonstratedmprovementsin the preventiveservicesto patients.In general,thereis
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reasonablevidencesupportingthe useof bypassinghe providersof racial/ethnicminority
patients to offer standardized services directly to patients.

(Strategies for Improving Minority Healthcare Quality, page 21-23)

Question 1a: Which of thesestrategieshave been shown to be effective in reducing
disparities in health or in healthcare between minority and white populations?

In the reportonly one study addressedhe questionwhetheran interventioncould reduce
disparitiesin healthcarequality in healthcarequality betweenethnic minority and white

personsThe studyevaluatedhe impactof two different culturally tailoredinterventionsto

improvethe quality of depressiortare.Theseinterventionsverecomparedo a controlgroup
who didnOt receive this treatment had mixed results.

The study didnOttometo any conclusion,since there were no measurableeffects of the
treatmentdan question.To look further into this areait would be preferableto try to find
another survey concerning this subject.

(Strategies for Improving Minority Healthcare Quality, page 23)
Conclusion question 1

There is excellent evidence that provider tracking/reminder systems are effective in improving
the quality of carefor racial/ethnicminority patients,and fair evidencethat multifaceted
interventionsand interventionswhich bypassthe physicianto offer screeningservicesto
racial/ethnic minority patients can improve quality of care.

Theseare specific strategiesywhich haveshownresultsin the US, it is interestingto sethat
specifictreatmentshavea greaterimpact on the healthstatuson the minorities than other
ethnicgroups.The reasonfor this is probablythe fact that the minoritiesare morelikely to
havecertaindiseasesandthesetreatmentfiavea greatimpacton improvingthose. Swedernis
not yet at the point of havingthe sameethnicalhealthdifferencesasthe US, nevertheless,
shouldwe ever end up there,the US experiencesan help us deal with thesekinds of
problems.

Question 2: What strategieshave beenshown to improve the cultural competenceof
healthcare providers or organizations?

The resultsare presentedy outcometype (knowledge attitude,skills/behavior,and patient
outcomes.

Cultural knowledge

A majority of the studies,which evaluatedthe effect of cultural competenceraining and
educationon the knowledge of healthcareproviders, demonstrateca positive effect.
Competence training included both general cultural concepts and cultural specific knowledge.

The report suggestghat thereis excellentevidenceto suggestthat cultural competence
training increaseghe knowledgeof healthcareprovidersin a way thatis beneficialfor the
patients.

Attitudes

Thereportcontinuesby evaluatingthe effectof cultural competencéraining on the attitudes
of healthcareproviders.The care givers were educatedin the following areas:greater
understandingf the impact of socio-culturalissueson the patient-physiciarrelationship,
morepositive attitudestowardcommunityhealthissuesandanincreasednterestin learning
aboutpatientand family backgroundsThe reportsuggestghat thereis good evidenceto
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suggesthatculturalcompetencéraining affectsthe attitudesof healthcargrovidersin avery
positive way.

Skills
Skill is very generalword but in this casemainly meaningpatientrelationsrelatedskills. A
numberof articleslook into the effects of cultural competencdraining on the skills of
healthcareproviders.A quick summarywould be to say that all demonstratea positive
effect.

For example,in one study, participantswere given 16 one-hoursessionsn which they
practicedcommunicationskills with the community volunteers.They were subsequently
shownto be significantly more competenin interviewinga non-Englishspeakingpersonas
rated by a psychologist who viewed videotapes of interviews.

Othertypesof skills/behaviorsmprovementgyainedfrom this type of educationwere an

increasan nurses@volvementin community-basedancereducationprogramsanincrease
in self-reportedsocialinteractionswith peersof differentraces/ethnicitiesandanimproved
ability of participantsto conducta behavioralanalysisandtreatmentplan. Overall, thereis

good evidenceto suggestthat cultural competencetraining favorably affects the

skills/behaviors of healthcare providers.

Patient outcomes

A coupleof articleslooked into what kind of methodscan increasethe level of patient
satisfaction, in terms of how the felt the patient relation worked.

Onestudytrainedfour mentalhealthcounselorsaboutthe attitudesthatlow-income,African-
Americanwomenbring to counselingAnothertrainednine physiciango speakSpanishanda
third implementeda state-mandate®-daytraining programfocusedon teamtraining, clinical
issues,and cultural competencdor all staff that have contactwith recipientsof inpatient
mentalhealthcare All studiesshowedthat cultural competencdraining improvespatient
satisfaction.

(Strategies for Improving Minority Healthcare Quality, page 23-28)
Conclusion question 2

Thereis excellentevidenceto suggestthat cultural competencdraining canincreasethe
knowledgeof healthcargrovidersand goodevidencethat cultural competenceraining can
improve the attitudesand skills of healthcareproviders.But looking closerinto the studies
evaluatedyou cangetvaluableinputsandexampleson how a cultural competenceéraining
canbe performed.More or lessall strategieghatinvolved cultural competencéraining had
somekind of positive effect on the healthcareprovided;this is a major areato look further
into. As mentionedabove,if thereareany specificsectionghe reademwishesto look further
into, get complete references from the report.

Perhaps patientrelationsgamewhich only focuseson culturalcompetencérainingcanbea
valuable contribution to the healthcare education in Sweden.

5.6 Disabilities

Dealingwith patientswho hassomesortof disability, whetherit be physicalandor mental,
hasbecomea necessityin modernmedicine.The very natureof thesedisabilitieswill often
requirethe hospitalstaff to havespecialtraining andknowledgeof the patientOsonditionin
orderto give him the bestcarepossible.The United States(US), like almostevery other
westerncountry, hasrealizedthe importancefor theseissuesandresearcthasbeendonein
the field. The premierorganizationfor dealingwith disabilitiesin the US is the American
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Associationon Health and Disability (AAHD). The organizationworks on all levelsin
Americansociety,bothat national,stateandlocal, to promoteawarenesaboutdisabilitiesas
well as trying to prevent additional health complications caused by a disability.

According to AAHD research,an estimated54 million Americanshave sometype of
disability or long lasting condition. According to the US Census Bureau
(http://www.census.ggythatis nearly1/6 of the entirepopulationof nearly300 million. That
is in addition to the growing problem with obesity.

5.6.1 Training of staff

Obviously,with sucha large numberof peoplewith somesort of disability, the healthcare
professionalsieedknowledgein how to handlethesepatients. As knowledgeis gainedboth

from educationand experience,|t is vital that medical schoolsaddressthis problem.

Dependingon the type of conditionof the patient,the processof treatinghim may be very

differentfrom whatthe staffis usedto. This couldinvolve everythingfrom practicalproblems
suchasthe patientbeingin a wheelchairto havingproblemscommunicatingwvith the patient.

The next subchaptewill highlight someof thesepracticalproblemsandwill give simple

solutionsto whatthe patientotherwisecould perceiveasaninsulting treatmentNaturally the

goalof researchn thisfield is to give the patientthe bestpossiblemedicalcarewhile making

sure he does not feel humiliated, mocked or ridiculed in any way.

Formal educationin this areais gainedat medical schools.However, accordingto the
Associationof AmericanMedical Colleges(AAMC, http://www.aamc.oryy which hasa
databaseéncluding half of the medicalschoolsin North America;only 37% hassomeform of
activity coveringdisabilitiesandonly onein four havecoursesaddressingheseissuesWhile
onein four doesnot soundtoo bad, AAHD researchpoints out thatin many casesthese
coursesareelectiveandareoftendeselectedWhile medicalprogramsaredemandingasit is,
it would be preferablyis somemandatorycourse,or even part of a course,dealswith
disabilities.

5.6.2 Practical problems and solutions

While interactingwith peoplewith disabilities,it is necessaryo remembethatthe patientOs
condition might make communicationdifferent comparedo a patientwithout a disability.
The way the medical staff acts, either by verbal- (language)and/or physical (gestures)
communication, will have a big impact on the patientOs experience at the hospital.

The New Mexico Office of Disability andHealthhaswritten agoodbrochurecalledCommon
CourtesiesWhenlinteractingwith Peoplewith Disabilities™. As the brochuretitle reveals,
commoncourtesyanda little understandingf the patientOsituationwill greatlyimprovethe
situation.Peoplewith disabilitiesdo not wantto be treateddifferently thananybodyelsenor
do they want their disability to be dominant in their lives.

The way peopleexpressthemselvescan, often unknownto the speaker pe offensiveto a

personwith a disability. To usethe phraseOapersonwho is blindOis preferredover Oablind

person@syou shouldreferto the persorfirst andnot the disability. Severalwords,which can
be offensiveor downrighthurt a people,shouldbe avoidedandthe brochuregives several
good alternate words and phrases.

Physicalinteractionwith a patientis asimportantasverbal.If usingthe previousmentioned
example of a patient in a wheelchair, there are simple courtesy rules one should be aware.

9 http://www.health.state.nm.us/dhp/Common%_20Courtesies%20b.pdf
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¥ While havinga longerconversatiorwith someonean a wheelchairone shouldplace
oneself at the same eye level.

¥ Oneshouldnot leanor hangon a personOsheelchaimor shouldone pushit unless
askedA patientin awheelchairwill oftenseeit asanextensionof himselfandthese
actions could therefore be interpreted as an invasion of his private space.

¥ Whengiving directionsto a personin a wheelchair,oneshouldbe awareof physical
obstacles as well as other conditions that could cause problems.

¥ As with all peoplewith someform of disability, they shouldneverbe patronizedsuch
as getting a pat on the head while sitting in a wheelchair.

Commonsensenda fair amountof professionatourtesyareto be expectedrom healthcare
staff whendealingwith peoplewith disabilities.The United Stateshasseveralorganizations
working to makethe generalpublic moreawareof theseproblemsandresearchs beingdone
in thefield. But asthe chaptethasshown,few medicalschoolshaveformaltrainingin dealing
with disabilities and thus most of the training is done Otrialby errorQin the hospital
environment.

5.7 Gender

1tOgdifficult to compareproblemsthat canoccurin patienttreatmentbetweentwo different
countrieswho doesnGgharethe samesystemfor healthcarein following factorssuchas:
organizationjnsurancesndsocialsecuritynet. Still the Swedishhealthcaresystemcandraw
useful information on how to handle problemswith genderdiscrimination from US
experiences.

5.7.1 Gender bias in health care

Womenas a patientgroup are being discriminatedin patientrelationsandtreatmentwhen
they go to a hospitalis a structuralproblemin the healthcaresystem.Staff at the hospitalis
oftenunawarethatthey may treattheir male patientsdifferentfrom the femalepatients.This
kind of behaviorcan causethat womendonOteceivethe propertreatmenton basisof their
gender.Todaythis is a well-documentedroblemin societyanda lot of researcthasbeen
madein this areato noticegenderbiasin healthcareandpreventdiscriminationof womenin
a patient-doctorrelationship.This part of the report brings up the more overarching
discriminationproblemsdueto genderin Americanhealthcarein a wider contextbecausef
theimportanceto provideknowledgeaboutthe genderissueso medicalstaff canreflectover
their patientrelations.Studieshaveshownthat discriminationon basisof gendertakesplace
on many partsof the hospitalin different ways. This sectionwill bring up someof the
potentialproblemswith focuson cardiaccareandthe intensivecareunit astwo examples
where research has identified the results of gender discrimination.

The Society for WomenOsiealth Research(http://www.womenshealthresearch.oP§04)
reportsthatwomengetfewer procedureshanmento preventrecurrentheartattacksalthough
theyaremorelikely to die after a heartattackthanmenare.For patientswho hadsuffereda
heartattack,sexappearedo be a moreimportantdeterminanbf ICU admissionthanmedical
need.Specifically, male heartattack patientsadmittedto the ICU were in betterhealth,
significantly younger,and fewer had a medicalhistory comparedwith female patients.In
addition,maleheartattackpatientswerelesslikely to die in the hospitalcomparedwith their
female counterpartsTheseresultssuggestthat physiciansare using more stringentICU
admissionstandardgor femalepatientsandthatwomenmustbe sickerandhavemorerisk
factorsto receivecareon parwith their malecounterpartsThereis a difficulty in recognizing
heartattack symptomsin women, since women do not always have the typical pain or
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pressuren the middle of the chest.Femaleheartattackvictims are more likely to have
multiple, non-traditionalsymptoms.The resultis thatit takeslongerfor womenwith heart
attacksto getto theemergencyoom.This delayin treatmentmay explainwhy womenhavea

higherrisk of deathaftera heartattack.WWomenmustbe sickerandhavemorerisk factorsto

receivecareon par with their male counterpartsThe higherdeathratesfor femalepatients
imply thatthis sex-basednequity may leavewomenwithout the aggressivecarethey need
eventhoughheartdiseaseactually kills 60,000more womenthanmenin the US (Cariati,

Sophia 2002).

Anotherareawhereidentificationof sexualdiscriminationis madeis in thefield of treatment
of inadequatetreatmentof chronic pain in the United States.Ehlers Danlos National
Foundatiorreportsthat but morerecentstudieshavebegunto look at whetherwomenpain
patientsface an additionalbarrierto propertreatmentand diagnosis.A 2001 studyin the
Journalof Law, Medicine,and Ethicsentitledfound thatwomen'spainreportsaretakenless
seriouslythanmen's,andwomenreceivelessaggressivereatmenthanmenfor their pain. A
decisionof the World Health Organizationto developguidelinesregardingprescriptionof
painkillerswasbasedon reportsshowingfemaleAIDS andCancelpatientswerelesslikely to
receivepain medication.One study showedthat womenpatientswith chestpain wereless
likely thanmento be admittedto the hospital. Evidenceindicatesthat menandwomendo
experiencepain differently, but this evidencedoesnot seemto supportthe differencesin
diagnosisandtreatmentexperiencedy pain patientsWomenaremorelikely to reporttheir
pain, but lesslikely to havetheir painadequatelytreated they often havepain discountedas
psychological or emotional, and therefore seen as not real (Ortiz, Deborah V. 2004).

Numbersof reportson similar problemsin othercareunits and medicalresearctfields has
beenpublishedin justin the pastcoupleof years.lt is hardto find simplesolutionto problem
suchastheseandthereforeit is critical thatresearchn this areais made.Justidentifying the
problemis a stepantheright directioneventhoughit will takelots of time andeffort before
discriminationdueto gendemo longeris a problemat the hospitals.To give informationat
medicalstaff and studentabouttheseissuesis critical so thatthey are ableto addresssuch
problems when they arise.

5.7.2 Problems with sexual harassment and how to handle them

Gender-basediscriminationandsexualharassmerdgrecommonin medicalpracticeandmay
be evenmoreprevalenin academianedicine Studieshaveshownthatthereis wide problem
in the medicalworld with hospitalstaff sexuallyharassingheir patientsandthis is a problem
that goesthe otherway aroundaswell. Educationis the key to preventsuchproblems.lt is
important that medical staff receivesknowledgeand training in how to preventsexual
harassment and are able to address such problems when they arise.

The AmericanCollageof EmergencyPhysicianghttp://www.acep.org2004)haspublisheda
handbooMtitled "Evaluationand Managemenbf the SexuallyAssaultedor SexuallyAbused
Patient"in orderto managepatientswith the complaintsof sexualassault ACEP believesthat
all patientswho reporta sexualassaultare entitledto promptaccesgo emergencymedical
careandcompetentollectionof evidencethatwill assistin the investigationandprosecution
of the incident. ACEP has therefore developed the following guidelines:

¥ With the cooperativeefforts of local governmentsaw enforcementagencies,
hospitals, courts, and other relevant organizations,each county, state or other
geographiareashouldestablisha communityplanto dealwith the sexuallyassaulted
patient. The plan should ensurethat capable,trained personneland appropriate
equipment are available for treating sexual assault patients.

34



¥ Eachcommunityplan shouldaddresshe medical,psychological safety,andlegal
needsof the sexuallyassaultegatient. The plan shouldprovidefor counselingand
should specifically addresspregnancyand testing for and treatmentof sexually
transmissible diseases, including HIV.

¥ Each hospital should provide for accessto appropriatemedical, technical,and
psychologicakupportfor the patient. A communitymay electto establishunderthe
supervisiorof a physician,analternativemedicalsite, which specializesn the careof
the sexually assaultedpatient and provides medical and psychologicalsupport
capabilities when no other injuries are evident.

¥ Physiciansandtrainedmedicalstaff who collectevidence performin goodfaith, and
follow protocolsshouldbeimmunefrom civil or criminal penaltiegelatedto evidence
collection, documentationof findings, and recording of the patient'ssubjective
complaints.

¥ Forthespecialdiagnosticandtherapeutimeedsof the pediatricpatient,a community
plan shouldprovide for primary referral centerswith expertiseand ancillary social
services that support a multidisciplinary approach.

¥ As partof its ongoingqguality managemenactivities, the hospitalshould establish
patientcarecriteriafor the managementf the sexuallyassaultegatientand monitor
staff performance.

¥ ED staff should have ongoing training and educationin the managemenbf the
sexually assaulted patient.

¥ ACEP supports appropriate measures to prevent sexual assault in the community.
5.8 Organization B The organization of work in a US hospital

The potentialproblemfor malpractice which could affectthe quality of patientrelations,is
greatly influencedby the organizationof work in hospitalsin general.This issuehasbeen
focused on in some extent in the US and this part of the report will deal with these problems.

5.8.1 Overview

At the momentthereare a lot of problemsin hospitalswhenit comesto failures b these
failurescould bein the form of financial difficulties but this reportwill focuson errorsand
problemsin treatment.Theseerrorsand problemscould leadto malpracticeb which could
greatlyinfluencethe quality of patientrelations.Accordingto reports44,000to 98,000people
die eachyearin the USA as a result of malpracticeb i.e. medical errors (Tucker and
Edmondsor2002, p. 1). But maybean evengreaterproblemis that lessseriouserrorsare
persistenin hospitals.Generallyhospitalshaverelied on greatdoctorsand nursesto ensure
carequality; it is only recentlythat focus hasbeenput on organizationand work routines.
Identifying andresolvingthe causeof problemshasbecomeone methodfor organizational
learning (Tucker and Edmondson 2002, p. 1).

5.8.2 Problems

In studiestwo mainprocesdailure havebeenidentifiedBproblemsanderrors.Thedefinition
of anerroris the executionof ataskthatis eitherunnecessargr incorrectlyperformedwhich
could havebeenavoidedwith the correctinformation. For examplea patientthatis being
preparedfor a colonoscopyb at significantexpenseo the hospitaland discomfortfor the
patient- before a specialistreviewedthe caseand concludedthat the procedurewasnOt
needed.A problemis definedas an interruptionin the executionof a task causedby;
somethingmissingneededor completingthe taskor somethingpresenthatshouldnCte and
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therebyinterfering with the task at hand. Examplesof this could be: missing supplies,
information, or medication.

Personnelare well aware of the problemsencounteredthe problemsare obvious and
disruptive.But, in contrastipeopleareusuallyunawareof their own errorswhile makingthem.
Both kinds of failures require somesort of actionin orderto continuethe work, asthe
problemsare so obviousthe personnethemselvesantake actionto solve the immediate
problem. To preventfurther errors from occurring managementnvolvementwould be
required in order re-designing the work systems (Tucker and Edmondson 2002, p. 4).

In areportnurseswereobservedat nine hospitalsandit wasshownthat problemsmadeup
the majority of the failures observedFive main typesof problemswere found: missingor
incorrectinformation, missing or broken equipment,waiting for a resourceb humanor
equipmentmissingor incorrectsupplies,and simultaneouslemandson their time. These
problemsusuallyoccurredwhile the nurseswas preparingfor patientcareand/orasa result
from lack of informationor materialreachingthe nurse(Tuckerand Edmondsor2002,p. 6).
The errorsobservedcould be categorizedn threecategoriesjncorrectactionsmadeby the
nurse,errorsmadeby otherpeople,andunnecessargxecutionof a task(from faulty process
flows) (Tucker and Edmondson 2002, p. 7).

Being ableto distinguishbetweenproblemsand errorsshowsthe different ways front-line
workers,personghat directly interactwith a customer(in this instancea patient),canhelp
improvethe situation/workprocessThevisibility andthe frequencyof problemsmakesthem
more accessibleo front-line workers,dueto thatit is the front-line workersthat observes
theseproblemsand canthereforesuggesimportantchangeghat managersvouldnObe able
to identify. Problemsalso carry fewer stigmasthan errors, making them more easily
discussableUnderstandindhow front-line employeesespondo problemsis thusimportant
in order to improve work systems and processes (Tucker and Edmondson 2002, p. 7).

Researclon quality improvementhasdistinguishediwo typesof responsdo problemsb
short-termsolutionsthat Opatchfbe problemand thoroughresponseshat seekto change
underlyingorganizationaroutinesto preventthe problemsto occuragain.Similar distinction
can be done using the terms first- and second-order problem solving.

First-order problemsolvingb occurswhenthe worker compensatefr a problemby getting
the suppliesmissingor the information neededto finish a task that was interrupted.The
worker doesnOaddressthe underlying causestherebynot reducingthe occurrenceof a
similar problemin thefuture.In studiesit hasbeenshownthatnursesmplementa short-term
for the majority of the failures experiencedthus enablingthemto carefor the patientbut
ignoringto preventthe occurrencef future failures(TuckerandEdmondsor2002,p. 8). This

seemssuccessfulthe workersprovidecarefor the patientat a minimal cost.But this solution
could be counterproductiveit keepscommunicationproblemsisolatedso that nothingis

learntfrom them. The personresponsibldor the problemis rarely informed,andthe short-
term solutioncouldresultin problemsin otherareasFor instancemissingmedicationin one
wardthataresolvedby gettingmedicationfrom anotherward couldresultin shortsupplyof

that medicationat secondward. Also time is alsospenton solving problemsthat could have
been addressedand solved earlier. Thus first-order problem solving could prevent
improvementy not fully addressinghe problemandalsopreventoperationakndstructural
changeghat would help to avoid that the samefailure from occurredagain (Tucker and
Edmondson 2002, p. 9).

Second-ordeproblemsolvingbinsteadof just patchingthe problemthis methodtakesaction
in trying to addresghe underlyingcausef the problem.This involves;communicatinghe
failure to the person/departmentsponsiblemakingthe managemenawareof the failure,
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sharingexperience®f thefailure, sharingideason whatcould havebeencauseof thefailure,
andideason how to addresghefailure in orderto preventit from occurring.In studiesit has
beenshownthatonly very few nursesactuallyapplythis type of problemsolving (Tuckerand
Edmondsor2002,p. 11). This type of problemsolving canresultin positiveresultsfor both
the organizationandthe workers.If the actiontakenby the workerto addresghe problemis
successfubndthat the actionwill hinderthe occurrenceof the problemthenall will have
gainedfrom this. Thussecond-ordeproblemsolving is oneway to thatreal changecanbe
done.Thehospitalin questiorwill benefitfrom this by greatempatientsatisfactiorbfasterand
uninterrupted care.

Studieshavealsoshownthatlack organizationalearningfrom failurescanbe explainedby

threereasonspmphasion individual vigilancein the healthcare,unit efficiency concerns,
and empowermentThesefactors,which could be seenas beneficialfor both nursesand

patient, could result in the workers being under-supported and overwhelmed.

Individual vigilance B a norm that encouragesiursesand otherhealthcareprofessionalgo
take personakesponsibilityto solve problemsasthey arise.This normis highly valuedand
encouragedy the managemenin healthcareorganization;this could createbarriersto
organizational improvement because norms of individual vigilance encourage
independence/individualisnT hereforecaregiverstend to ignore altering the underlying
processes.

Unit efficiencyD nursingunits are designedto maximize individual unit efficiency. This
modelcould leadto an organizationrwhereworkersdo not havethe time to reflectuponand
resolvethe underlying processesvhen problemsarise. The nursesare insteadforced to
quickly respond and patch problems so they can continue with the task at hand.

Empowermenof workersbhasbeencitedasa solutionfor quality andproductivity problems.
The drawbackis the removalof managerdrom the daily work, which leavesthe workerson

their own, dealingwith problemsthatarisefrom partsof the organizationjn which they have
little interaction/dealingvith. Managergendto havea broaderperspectivehanfront-line

workersand possessa greaterstatusnecessaryto resolveproblemsacrossorganizational
boundariesThey are also capableof implementingsolutionson wider basis(Tucker and

Edmondson 2002, p. 11-15).

5.8.3 Solutions

Oneway of improvingthe procesdo catchandsolvefailuresis by implementinga feedback
model.As first-orderproblemsolving solvesthe failure temporarilyno real changewithin the
organizations accomplishedpn the otherhandsecond-ordeproblemsolving seeksto find
andaddresghe underlyingcausesf the failure. The problemis to getthe workersto apply
the second-ordeproblemsolving techniqueponeway of achievingthis is throughsomekind
of managemenintervention.Severalwaysfor managergo stimulateworkersto usesecond-
order problem solving have been identified.

Managemensupportbthe presencef manager®n all shiftswill increasehe workerseffort

to apply second-ordeproblemsolving. The managersill also more often be informed of

occurringproblemsif they areavailable ,which canleadto managerdeingableto examine
andsupportsystemchangesAs second-ordeproblemsolving put the workersundera great
dealof stressthe methodis bothtime consuminganddraining,managerganbe of greathelp
in relieving the worker.

Opendiscussionb for peopleto learnfrom their mistakesan opendiscussionis needed.
Workersshouldnot feel afraid to be punishedor ridiculed whenmakingtheir opinionsheard.
Managerscan help this by creatinga safeworking environmentwhere opendiscussionis
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promoted.This doesnOtequire the managerto be excessivelyfriendly, but insteadthe
managers could ask workers for their opinion or admit their own faults openly.

Follow throughbif suggestionsloneby the workersarenot addressed will be lesslikely

thatthe workerwill putthe effort into second-ordeproblemsolvingin the future. Managers
insteadneedto respondto suggestedolutionsto the problemsandfollow throughon these
suggestionswhich could reducethe occurrenceof the problem.If the workersfeel thattheir

suggestionsvill leadsomewhereandthatthey actuallyseechangeghe workerwill thenbe
motivated to engage in second-order problem solving in the future.

But the effort to decreasehe numberof failuresoccurringdoesnot all lie on the managers,
the workerssharethe responsibilityto facilitate change.The workersneedto take active
measuref orderto enablechangewithin the organizationIinsteadof quietly correctingother
personspr the workersown, errorsthe workersshouldseekof the personresponsibleand
point out the error (Tucker and Edmondson 2002, p. 19-21).

5.9 Conclusions

Dealingwith communicationaproblemsandpatientendeavoandto finding out the sourceof

this is of coursea hugetaskandcanObe written in onereportbut therearesomethingsthat

ourresearchedto. It is alsodifficult to compareproblemsin patienttreatmentetweenwo

differentcountrieswho doesnCitharethe samesystemfor healthcareprganizationjnsurance,
socialnet,andculture.This chaptemwill try to pointoutsomeimportantthingsconcerninghe

some of these issues.

Different cultural background$iavea big impacton the quality of healthcargrovided.Great
effortshavebeendonein orderto improveissuegelatingto quality of patientcareandpatient
relations.The Americanpeoplehavenot gainedequallyfrom theseimprovementsDealing
with the problemto improve minority healthcarequality two inventionsTracking/reminder
systemandMultifacetedinterventionshasdemonstrate positive outcome.A greatdealof
studiesof how to improve culturalcompetencef healthcargrovidersandorganizationgrue
cultural competencdraining and educationhave beenconducted.They have shown,in
general,good evidencethat suggesthat cultural competenceraining favorably affectsthe
attitudes, skill/behavior, and increase the knowledge of healthcare providers.

Disabilitieshavebecomea hugeproblemin the US, enormously54 million Americanshas
sometype of disability accordingto the AmericanAssociationon Health and Disability
(AAHD). Thegoalof researchn thisfield is to give the patientthe bestpossiblemedicalcare
while making sure that the patient doesnOt feel humiliated, mocked, or ridiculed in any way.

Sexualdiscriminationdue to genderin the Americanhealthcarehasbeendocumentedn
severalstudiesandit hasbeenshownthatthis is a wide problemin the medicalworld. With
hospitalstaff sexualharassingheir patientsandvice versa.Womengettingfewer procedures
thenmenin somemedicaltreatmentstheir reportsare takenlessseriouslythen men etc.
Furtherwork will be madeto investigatehow problemis noticedin the US andwhatis done
to preventit. By doing this we canlearnfrom their systemand usethis knowledgein an
education purpose for the medical programs in Sweden.

The organizationof work in the US hassomepotentialproblemswith malpracticeandthis of
courseaffectthe quality of patientrelations.In studiestwo main procesdailureshavebeen
identified: problemsanderrors.Studieshavealsoshownlack of organizationalearningfrom
failuresin the healthcareThe solutionto this problemcould be Individual vigilance anorm
that encouragesiursesand other healthcareprofessionalgo take personalresponsibilityto
solve problemsas they arise, Unit efficiencyD nursing units are designedto maximize
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individual unit efficiency. This helpsthe nursego insteadfocusandquickly respondo patch
problem and they can continue with the task at hand.
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6 Analysis of the UUH project

This sectionwill covera descriptionof the systemusedin UUH. Severaltheoreticalmodels
will be describedn 6.1 andthesemodelsarelater usedwhenconclusionsare drawn. After
that the generalsetupof the systemwill be describedn 6.2. In 6.3 investigationswill be
given to what amountof money and time were investedin the project. Finally some
conclusions are drawn in section 6.4.

The project of introducing IT-supportedin-servicetraining in the UUH organizationis
breakingnewground.Earlierin-servicetraining on the subjecthasbeenconductedusingpen
and paper,readingand imaging eachuser case.One major drawbackwas that peopleOs
understandingf the picturedeventcould differ quite notably.Peoplewithin UUH starteda
project,which wasto correcttheseissuesby usinganIT-basedmethodwherethe participants
were shown dramatized situations.

6.1 Theory (IT, HCI)

The methodsdiscussedn this sectionarea way of gettingaroundthe large costsassociated
with usability testing.By predictingaspectof usagenot observingit directly, the methods
do not involve expensive user testing and no specialist equipment is required.

Inspectionmethodsinvolve the inspectionof aspectof technologyby specialistsvho have
the knowledgeof both the technologyandthe intendedusers.The focusis usually on the
interactiondialoguebetweenthe userand the system.The main goal is to find usability
problemsandto improvethe usability of userinterfacedesign.The inspectionmethodsused
are called usagesimulation,heuristicevaluation,and a walkthrough(Preecel994,p. 671-
672).

6.1.1 Usage simulations

Expertshandleusagesimulation.The behaviorof lessexperiencedisersis simulatedto find
usability problemsthat might arise. Theseexpertsdo ideally have a broad knowledgeof
differentkinds of systemsaswell asan expertisein HCI. The mainreasonto haveexperts
pretendto be lessexperiencedisersratherthan employingtypical usersis hasto do with
efficiency andfeedback A small numberof reviewerscanusuallyidentify a whole rangeof
usability problemsduring a sessionfurthermoreexpertsaremorelikely to haveconstructive
feedback about the system.

In termsof efficiency and constructivefeedback,reviews appearto be a very attractive
method.Therearesomeproblemsthatoneneedso be awareof, mainly expertbias,locating
suitablereviewers,difficulty of role-playingand the behaviorof real users(Preecel994,
p.673).

6.1.2 Heuristic evaluation

Heuristicevaluationis similar to usagesimulations poth are costeffectivemethodsusableby
small companieghat do not havethe facilities, time or expertisenecessaryo do usability
engineeringln heuristicevaluationthe reviewersexaminethe systemasin a generalreview
or usagesimulation,but their inspectionis guidedby a setof high level heuristics,which
guide them to focus on the key usability issues of importance (Preece 1994, p. 676-677).

6.1.3 Walkthrough

Thelastmethodof expertreviewis calleda walkthrough The goal of a walkthroughin HCI
designis to detectproblemsearlyon. A walkthroughinvolvesconstructingdefinedtasksfrom
a systemspecificationsor screenmock-ups.A typical exampleis to walk throughthe
activitiesthatarerequiredto getfrom onescreerto another Beforethe walkthroughis done,
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a groupof expertsdeterminethe exacttaskthatwill be done,the contextin which it will be
done,andan assumptioraboutthe userpopulation.During the walkthroughthey reviewthe
actionsthatarenecessaryo completethe taskandattemptto predicthow the userpopulation
would behavelt is in manywayssimilar to a review exceptthatit requiresa more detailed
prediction of user behavior (Preece 1994, p. 679).

6.2 The Game

After logging onto the systemthe usersaretakento a welcomescreenThe screencontains
userinformation,a bulletin boardanda shorttext explaininghow to getstarted. Therearetwo
menuitemsin the upperright corner.Thefirst one,menu(OmenyOjs partially explainedin
the accompanying text while the other one, messages (OmeddelandenO), is not.

Thereare also hyperlinkson the start screenthat are not visible until the usermovesthe
mouse pointer over them.

This kind of startscreencould easily be built up in a more intuitive way. For example,a
clearly visible start button would help in this case.The currentversion of this interface
requires the user to enter the menu.

6.2.1 Inside the application

This is the partof the applicationwherethe usersgo throughthe differentexercisesThereis
no explanatory text here, which is a clear drawback.

When playing a movie, demonstratingone of the eight scenariospressingrestart(Ostarta
omO) or proceed (OgE vidareO) generates an error message.

Exceptfor the tick marksdisplayingwhich exerciseghathavebeencompletedthereis not
enoughconsistencywhenit comesto choiceof colors.Someof the colorediconsresemble
the black/whiteones,which could makeinexperiencediserserroneouslhbelievethe exercise
is complete.

The sequentiatunningorderof the exercisedimits the flexibility for the users.magine,for
example thatsomeonevorking with x-ray technologywantsto look into the casewith the x-
ray patientspecifically. This group would then haveto work all their way throughthe
previous exercises before reaching the x-ray case.

Thereis alsouncertaintysurroundingthe secondpart of the exercise{Ogruppdvninga20).
Whatis its functionandwhy mustall previousexercisedve completedbeforegainingaccess
to this part?

Thereis generallya lack of possibilitiesof returningto the previousscreengspeciallywhen
goingthroughthe exercisesandwatchingthe movie clips. Eventhoughit is possibleby using
the main menu, it would feel more intuitive to have a ObackO or OreturnO button.

After watchingthe movie clip the usersaretakento a screenwherethey are supposedo

choosefrom numerousdifferent cardscorrespondingo explanationsor sourcesto the

problemvisualized.The applicationthrowsa dice indicatingwhich usergetsto chooseoneof

the buttons.The useralso getsto motivate his or herschoice verbally. When all of the
participantshavechoseroneor severalkexplanationgo the problem,the exercisds completed
andthe usersare showna summaryof which cardsthat were picked out. Thereis alsoa

possibility for the participants to write down additional comments.

6.2.2 The help window

The helpwindow is easilynavigated pecausef its shortcutgo differentsectionsThis helps
the users avoiding scrolling through irrelevant contents.
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However,thereare partsof the applicationthat are not supportedn the help pagesWhen
trying to get assistancdor theseparts, help text for the closestrelatedtopic is displayed
insteadof the currentone. This could confusethe usersinsteadof helpingthem.If no help
text is available, the application should state this.

Finally, perhapshereshouldbe somekind of contactinformationavailable,eitherthrough
the start screen or the help window.

6.3 Time/money invested

The first phaseof the project, wherethe two versionsof the patientrelationsgamewas
developedstartedduring the fall of 2002andendedin Mars 2004.The secondphasewhich
is aboutimplementingandmarketingthe patientrelationsgameat UUH, startedn April 2004
and will be finished in Mars 2005.

Financingfor thewhole projectexclusiveof staff expenseswhichis paidby UUH is madeby
contributionfrom SISUS(National Agencyfor SpecialEducationalSupport)andthe county
council. So far the sum of expensegexclusiveof staff expensesvhich was380 000in the
budget)is 381140 SEK for thefirst phasewherethe mainexpensesomefrom consultingof
thecompanyCompendiumAB andthearrangingof theatricalperformancedn the budgetfor
the secondphasedirect costsareestimatedo be 50 000 SEK. More detailedinformationon
the numbers presented here can be found in Appendix 1 in the end of this report.

To summarizeeverything,the whole projecthasnow beengoing on for approximatelytwo

anda half yearandthereis approximatelythreeto four monthsleft until it is finished.The

total sumof expensesor the whole projectwill in theendbe approximatelyonemillion SEK

(dependingn the staff expenses$or phasetwo). Oneconclusiondrawnfrom all this numbers
is that approximately half of all expenses are staff expenses.

6.4 Conclusions
Although the program is visually pleasing, there are several drawbacks that need attention.

It is mainly the navigationbetweemmenusandscreenghatlacksflexibility anda possibility
for the usersto enterdifferent portionsof the programupontheir own requestThis problem
is due to the sequential running order of the program.

As statedn the previouswalkthrough thereis a problemwith errormessageappearingvhen
trying to controlthe movie playbackin certainways.However this problemis moreof a pure
technicality than a design issue.

Sincethereis someuncertaintysurroundinghe menusandchoices,a goodsetof help pages
is neededSomepartsof the programarethoroughlycoveredin the help pagesput someare
not covered at all and they sometimes point to incorrect parts of the help pages.
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7 IT-supported in-service training

With the new information technologynew ways to educatethe staff within the company
arises.Computer-basetkarningor e-learningis a goodtool to designa courseto thatmakes
the courseexciting andeducating.The benefitsanddrawbacksof e-learningaregoingto be
presented here.

7.1 Theory (IT, HCI)

ItOsnot easyor cheapto designa goode-learningsystemandthereare manythingsthatthe
developerdaveto think about.To getout the mostof the systemandreally take careof all
possibilitiesthat the systemcan provide thereare things that the developershaveto really
think about.

7.1.1 Advantages of computer-related education

In manyreportsof computer-assistegtachingthey claim that computerprogramusedwhen
learningnewthings,increaseshe motivationfor learning,givesfeedbackjs interactive,and
give the opportunityto individualizethe learningprocessBut thereare alsocritics that say
this isnOtrue. It hasbeenhardto documentif computerprogramcanincreasethe learning
process, making it faster and better. (Rognhaug 1996)

Many computerprogramggive feedbacko the user.Fromresearcht is knownthatfeedback
is importantwhenlearningnewthings.A teachercanof coursegive a more suitableanswer
on a questionbut a computerprogramcan give goodfeedbackof the samequestionat the
sametime that it is relatively cheapand very effective. The computersability to present
assignments is outstanding. (Rognhaug 1996)

7.1.2 Individualization of assignments

As it hasbeensaidbeforeit is very time consumingto adjustthe learningto manypeopleso
herethe computemprogramsusedfor learningnewthingscanbe a way to makethe learning
processeasier.But why canthe computerprogramdo to makethe learningprocessmore
effective.For thefirst it cango slowerif the user(the personthattrains)needsmoretime to
learnandit canalsoadjustitOslegreeof difficulty makingthe learningprocessmorefun and
motivatingfor personghat hasit easyto learnnew things. Therehasto be a goodlevel of
how hardsomethings, it cannotbeto hardandit cannot eitherbeto easyif itOsstill is going
to feel motivating for the user. (Rognhaug 1996)

New techniquedn the form of differenttypesof IT systemscreateopportunitiessuchas
individualization.The ability to adjustthe learningprocessn differenttypesof speedswith
variousstepsof supportanddegreeof difficulty. Decentralizedmeaningoutspreadjeaching
is anotherpossibility. This meanghatit is easierto haveself-studiedecausef the supportof
asystemlf thisis goingto work the pedagogicahelp materialto understanall systemshas
to improveandbe better. Today manysystemsare not easyenoughto understand(Cinadler
1995)

7.1.3 Interaction and interactive learning

Theinteractionbetweenhe userandthe computerprogramis often pointedout asessential.
Theymeanthatdatascreenwith its visualizationsandthe soundshatthe computersendsout
whenthe userdo somethingin the programhasbeenpointedout asimportantfeaturesto
make the user to repeat the practice. (Rognhaug 1996)

7.1.4 Simulation and reality
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Throughsimulationit is possibleto give real scenariogo the user.But onehasto be clear
with thatthe programscapacityis limited andthe scenariocanneverbe 100 % perfect.The
simulationpresumeshatthe userhasenoughknowledgeto interpretthe simulationcorrectly.
(Rognhaug 1996)

7.1.5 Consequences of Innovatioffs

Adopting or rejectingan innovationmay leadto changedor a singleindividual or an entire
socialsystem.Thesechangesredefinedasconsequenced.hey areunpredictableandbring
uncertaintyto the diffusion process.An important job for changeagentsis to take
responsibilityfor the consequencesf their innovationsand try to identify them before
introducing them to future users. (Rogers 1995)

Consequenceare multidimensionalnd canbe classifiedaccordingto their differentforms.
Three important dimensions are whether consequencesre desirable/undesirable,
direct/indirect, and anticipated/unanticipated. (Rogers 1995)

Consequencehataredesirableandundesirablearethe functionalanddysfunctionaleffects
of aninnovationfor anindividual or a system.To distinguishbetweerthe two, the effecton
adoptersand othersin the systemhasto be analyzed.The socioeconomigap between
adoptersandrejecterscan be widened,as rejectersare affectedby increasedbenefitsfor
adoptersof an innovation.For maintaininga system,respecthasto be given to its certain
gualitiesandsocio-culturalelementssuchasmaintenanc®f individual respectanddignity.
An innovationthatis functionalfor a systemmay not be functionalfor certainmemberof the
system.Dependingon whetherindividuals or systemsare in focus, the consequenceare
desirableor undesirable Early adoptersmay experiencedesirableconsequencesf an
innovation,whereadater onesexperiencehe oppositedueto beingforcedto adopt.Early
adoptionis risk-taking, as not all innovationsare boundto bring benefits.It is closeto
inevitableto avoidthataninnovationwill causebothdesirableandundesirableeonsequences.
Advantagesof new technology,such as increasedeffectiveness,are up againstsuch
disadvantageaschangingsocialvalues.Consequencethat take placeimmediatelyafter an
individual or a systemOadoptionof an innovation are direct Consequencesf direct
consequencesf aninnovationareindirect Known andintendedchangeghat occurasa
result from an innovation are anticipated consequencesvhile unknownand unintended
changes arananticipated consequencéRogers 1995)

Thereis interdependencigetweerthe elementsf a systemthatwill effecttheintroductionof

aninnovation.To perform an optimal diffusion, full understandindhasto exist aboutthe
functionsof aninnovationandthe focal systemQsternalandexternalforces.Uncertaintyof

an innovationusually motivatesindividuals to seekinformation aboutit andits expected
consequencethrough interpersonahnetworks. The information that peersgive aboutan

innovation often concernsdesirableconsequencesjirect and anticipated.Innovation
informationaboutundesirablejndirect and unanticipatecconsequenceis evaluationbased
and can only be obtainedby the individual him- or herself. Changeagentsalso have
difficulties in informing aboutunanticipatedconsequenceseforeadoptionis doneby many.
Adoption of aninnovationis morelikely if the individual is well informed, but uncertainty
never completely disappears. (Rogers 1995)

7.1.6 Form, Function, and Meaning of an Innovatioft

The physicalappearancef an innovationis the form and it is directly visible for any
individual. The effectaninnovationhason the member<f the systemwhereit is diffusedis

2 gandra Brolin, Kristin Johansson, email December 2004
2 sandra Brolin, Kristin Johansson, email December 2004
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function All memberf a socialsystemperceptaninnovationin differentways;its meaning
variesfor eachone. Changeagentsgenerallycannotunderstandand anticipatethe social
meaninganinnovationwill have.lf adesirablannovationis not usedthe way a changeagent
intendsit to be or underdifferentcircumstances;onsequencesanbecomenegative (Rogers
1995)

7.1.7 Achieving Dynamic Equilibrium?®

How muchchangecana systemgo throughwith in orderto gain maximumbenefitsof an
innovation,without creatingan uneasyenvironmentor changeStableequilibrium, dynamic
equilibrium and disequilibrium are three different statespossiblefor a system.When a
minimum amountof changetakesplacein a socialsystemthereis stableequilibrium When
the changeoccursat a ratethat a social systemcandealwith thereis dynamicequilibrium

Finally, disequilibriumis a stateof a socialsystemwhentherateof changes sofastthatthe
systemcannot adjustto it. This statein a systemdoesnot encouragehangeasit is way too
troublesome.The optimal situation for a systemis to have dynamic equilibrium. If

innovationsare introducedat a rate adjustedaccordingto the characteristic®f a particular
system, this can be achieved. (Rogers 1995)

7.1.8 Equality in the Consequences of Innovations

In the diffusion processthe consequencesf innovationsare affectedby with whom change
agentsareworking. The consequencesontributein increasingor decreasingequalityamong
membersof a social system.Introductionof newideaswidenssocioeconomigapsbetween
earlyandlateradoptersandindividualswith high andlow socioeconomistatus.Threemajor
possiblereasondollow: First, innovatorsand early adoptersusually havea more genuine
interestto find informationaboutnew ideasand more resourcedo bring themin. Second,
changeagentsocuson innovatorsfor newideas,who will continuediffusing to peerson the
samelevel in the systemanterpersonatommunicatiometworkratherthanto othersdown
thehierarchy.Third, the gapsgrow evenbiggerwheninnovatorskeepreceivingincentivesfor
adoptinginnovation at an early stage.If strategiesare developedto stop the gapsfrom
wideningandevennarrowingthem,the degreeof equalityin a socialsystemcouldincrease.
The averageeffects of a communicationactivity when diffusing an innovation can be
measureda changein knowledge,attitudesor behavioramongindividualsin a system.
Further, the equality of the effects b the differencein effects betweenindividuals b of
communicationhas to be assured.The differencesconcernincreasingor decreasing
socioeconomic status, innovativeness or knowledge. (Rogers 1995)

How aninnovationis diffusedandin whattype of socialsystemstructurepartly determines
how muchinequalityits consequencesauself aninnovationis introducedin a systemwith
an alreadyunequalsocial structurewith wide socioeconomigaps,it is probablethat the
consequencewill increasehe inequalityevenmore.Thatis, the adoptionandimpactof an
innovationis relatedto the characteristic®f the social systemandthe individuals. (Rogers
1995)

Changeagentscanusedifferent strategiedo preventgapsfrom wideningwheninnovations
areintroducedin asocialsystem.n orderto helplower-socioeconomimembersn catching
up with innovators regarding adoption,

¥ Innovators are given redundant or uninteresting information in between.

¥ Communicationrmessagesre createdwith their attributesin mind, to be addressed
directly to them.

2 gandra Brolin, Kristin Johansson, email December 2004
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¥ Barriersto receive essentialinformation are reducedby using communication
channels that suit them.

¥ They are to be organized in groups enabling discussion and learning about innovations

¥ Changeagentsaddresdate adoptersdirectly and will therebygain their trust and
credibility as information sources.

To encourageommunicatiorbetweenindividuals at different levels of the socio-economic
hierarchy,

¥ An opinion leaderfor the lower-socioeconomienembersis to be identified for
managing contact with change agents.

¥ Changeagentaidesamongthe lower-socioeconomimembersareto beidentified for
informing peers about innovations.

¥ Lower-economianembersare groupedto socially strengthertheir decision-making
process.

To overcome economic barriers in innovating for lower-socioeconomic members,
¥ Innovations that solve their problems directly are recommended.

¥ They areto be allowed adoptingmore expensiveinnovationsby creatinga social
environment where resources are granted.

¥ They are involved in the planning and execution parts of the diffusion process.

¥ Change agents are to concentrate on them and meet their special needs. (Rogers 1995)
7.2 E-learning theory in practice
E-learning is defined in many ways. The one we have chosen in the project states as follows.

(Educationvia the Internet, network,or standalonecomputer.Network-enabledransfer of
skills and knowledge e-learning refers to using electronicapplicationsand processego
learn. e-learningapplicationsand processesnclude Web-basedearning, computer-based
learning, virtual classroomsand digital collaboration.Contentis deliveredvia the Internet,
intranet/extranet, audio or video tape, satellite TV, and CD-ROM.O

Reference: Glossary of e-Learning Termg/wiv.learnframe.com/aboutelearning/glossary.asp > (2004-12-03)

Whenyou first think of e-learningyou just think of a personsitting alonein front of the
computer.Thisimageis nottotally true,developer®f e-learningsystemswvould like to seee-
learningis a complemento traditionaleducationanda newway to enhancehe education.
With e-learningthe companycan bring groupsof peopletogetherand the groupscan
collaborate by sharing files and build learning communities.

Thethoughtof e-learnings thatit not only shouldsupportformal learning, like a coursebut
also supportiearningon-demandThis is becauseavhenanemployeeneedssomeinformation
whenthey haveto solvethe problem,the workersdonOhavetime to wait for a courseto take
place.The e-learningsystemshouldthenprovide informationin small chunksthat doesnot
take long time to read through.

With thesebasicideasof e-learningwe havecontactech companythat producesandsellse-
learning solutions. They have come up with some ideas that make a good e-learning system.

7.2.1 Adjust the system to the reality
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The usershouldrecognizeherselfand therebygain experienceof the knowledgethe user
already posses.

If youwork with examplesrom the reality the userunderstandghey donOhaveto learnthe
environmentthe systemis locatedin. Insteadthe studentscanfocuson the materialin the
course and learn faster.

7.2.2 Start from the work task

If you start your designfrom the studentswork task when constructingexamplesand
exercisesthe time the studenthasto interpretthe materialto the studentsown work is
reducedlIf the studenthasa possibility to practicein an environmentthatis similar to the
reality, the knowledgeexperiencedrom the trainingis fasterimplementedn the real work.
With this approachyou haveto think twice beforeintroducingan areaof subjectthatdoesnot
have any purpose for the student.

7.2.3 Reuse information

Themainpurposeof reusinginformationis to not wastework hoursto write downknowledge
that is already present in the group of students.

This approachmaybe obviousbutalot of informationanddocumentations rewrittenwhenit
is implementedin the e-learningsystem.Insteadtry to specify the sourceof the already
known information, e.g. companypolicies and documents.If the e-learningsystemis
constructed in a web environment it is easy to link documents.

7.2.4 Let the individuals need control

Every individual have different experienceand different knowledgein the subject.In a
traditional way of learning the course is made as broad as possible.

Whendealingwith an e-learningsystemtherearenew possibilitiesto adaptthe educatiorto

the student.The studentcanchoosewhento do the educationjn whatspeedhow muchand
in which order. The studentcan omit knowledgehe alreadypossessesr knowledgehe
doesnQtaveto learn.A prerequisitdor the studentto adaptthe courseto his needss thatthe
studentknowsthe goalsandpurpose®f the educationHencethe goal of the educatiormust
bewell explained.lt shouldbe easyto choosein which orderthe studenttakespart of the e-

learningsystemandthe usershouldnot be governedoy the systemin whatorderthe student
chooses to do the different tasks.

7.2.5 Modularization

If you modulatethe systemit is easierto developand maintainthe contentsof the system.
Modularizationcomesnaturallyif you facilitate for the userto choosepreferredpartsof the
system.The developerhasto constructrelevantmodulesand eachmodulegot to haveone
purposenot many. It is easyto maintaina systembuilt in modulesbecausat is easierto
updatea courseby creatinga moduleand removea moduleratherthanrewrite the whole
course WhenusingmodulesitOsalsopossibleto Oupgradethe systemwith animationsf the
system just had text information from the first time.

7.2.6 Make the system searchable

If the systemis searchablet facilitatesfor the studentto go back and reviseinformation
before new tasks.

7.2.7 Create a dialogue
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Whencreatinga dialoguebetweenthe teacherandthe studentsgexisting experiencesvithin
the studentgroupis takencareof. In a classroonthis comesnatural,but with an e-learning
system it does not.

To createa dialoguein an e-learningsystemyou could mix the computerbasedessonswith
lessonsn atraditionalclassroomor you could providethe e-learningsystemwith a forum or
a OcoachO that the students communicate throughout the course with.

7.2.8 Conclusion

Thereare many factorsthat decideshow the e-learningsystemshouldbe constructedhe
subject,the targetgroup, the budgetand the time amongstothers.But it is importantto

remindthatthe mostimportantis thatthe studentgetthe mosteffectiveeducationlt is about
showingrespecfor the studentOime, their experienceandtheir work situation.lt is easyto

focuson the subjectinsteadof the studentsieedsor to betoo theoreticalandthereby give the

studentresponsibilityto convertthe knowledgeinto practicalusein the studentOsveryday
work.

7.3 The Swedish RA-archive

Therearea lot of examplesof otherweb basediechnologysystemsconcerningthe medical
sphereandwhich are usedin medicalpurposesat hospitalsand clinics in Sweden.One of
themthat are widely usedwith greatsuccesss the SwedishRA-archive.Hereis a short
review presented that briefly describes how the system is constructed.

Rheumatoidarthritis is a non curablejoint diseasehatis continuouslytreatedwith various
treatmentglependingof the conditionsof the patient.The goal of the web-basedheumatoid
arthritis archiveis to makesurethat high quality standardsre metin varioustreatmentsof

this diseaseThis is doneby continuousgatheringof dataregardingboth resultsof prior

treatmentsaboutcurrentstatusof the diseaseandaboutprescribedreatmentsn a constantly
repeatectycle of feedbackandprogressionThe archivealsogivesfeedbacko variouslevels
in a hospital environment for constant improvements.

The RA-archivehas,by putting manyresource®n developingthe archivenationally, tried
new pathson how anarchivecancontributeto quality developmento everyondn all kinds of
hospitalenvironmentThe conceptof quality is not only aboutthe life quality of the patient.
Thedoctoror physicianalsoneedto havea way of measuringhis or herquality by seeingthe
prior prescriptionggivento the patient,andsideeffectsof the drugsusedby the patient.The
archivealsogivesquality for medicaladministrationthathasa way of measuringhe effects
of differentdrug prescriptionsThis informationcanbe usedby the administrationfor both
economicaland organizationaplanning.With the help of the RA- archive,politicianscan
analyze health issues through an economical stand point.

7.3.1 Which strategic choices have been concerning the RA-archive?

The Swedishhealth care systemis dependenbn many medical and social institutions;
thereforethe decisionwasmadeto work togethemwith all the differentinstitutions.New ideas
in organization management and the latest technology is used to develop the system

7.3.2 Quality?

Ontheissueof quality, they cometo the conclusionthatthe goalof medicalcareis to createa
goodgeneralhealththatis equalto all Bthe quality is to be increasedor patientsandthe
generalpublic first andforemost.The quality is createdn the interactionbetweerpatientand
physician. Becausef thefact thatthe patientis the mostimportantparticipant,andthe others
supportthe medicalcare,therearelots of commonviews on whatquality is. The questionof
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how the generalquality canbe approvedis the fundamentalquestionandto answerit, one
needsto define quality. If you donOknow what definesquality, you cannotmeasureit.
Becauseof this, measurementare required,so called OqualityindicatorsOwhich can give
measurementsf increaseor decreasef quality overtime. The help of thesemeasurements
can successfully achieve progress, locally and nationally.

7.3.4 Which paths have been tried?
¥ Reporting through Internet to increase the coverage
¥ Patient involvement in reporting visits and treatment data

¥ A registerfor exercisen-line that canbe usedbe anyonewith a computerandan
Internet connection.

¥ Three different time-charts for quality
7.3.5 How have everyone in Health Care been reached?

The patient,who is the mostimportantpartto reach,now hasthe opportunityto be a part of
the work of the RA archive.For the meetingbetweenthe patientand physicianto work
smoothly,thereare many supportprocesseshat arerun by different playersin healthcare.
During the course of many years, the RA archive has worked together with all of them.

7.3.6 Which benefits has been achieved nationally?

The biggestachievemenbf the RA archiveis the climate of cooperationthat hasbeen
developedetweerdifferentdepartmentshatarea partof the RA archiveaswell asdifferent
players in health care that are interested in quality progression.

7.4 What is the future vision of the RA-archive?

The Ofounders@f the RA-archivestill havebig ambitionsaboutthe future of the system The
many goals set, are not yet achieved.Thereis still a lot to be done concerningthe
development of the archive.

7.4.1 Practical- and organizational issues

In 1995, the ideaof an archivefor rheumatoidarthritis for betterquality wasborn;the idea
camefrom the existingarchivecalledBARFOT thatis anarchiveusedfor researchelatingto
rheumatoid arthritis.

7.4.2 Organization

Whenthe SwedishRA archivewentfrom anideato reality, a strongcontrol-groupcomprised
of a numberof powerful peoplewithin the rheumatoidarthritis healthcare.Someof the
peoplein this groupare seniordoctorswithin the RA disciplinewith a strongwill to create
good quality wherethe RA archiveis consideredto be the besttool. Furthermore the
membersof this group have good connections,directly of indirectly, with different
institutionsthat makeup the Swedishmedicalcare,suchasthe county council, which is an
institution that works locally in different provincesin Sweden otherorganizationsandthe
medical productsagency.This network of connectionss vital to the marketingand the
influence of the RA archives future expanding and penetrations in the country.

Thegroups@aingoalwasto createanorganizatiorwith a wide knowledgeanda passiorfor
guality for medicalcare.In this organizationthereis a greatknowledgein the areaof RA that
caneasethe developmentandcreativity, the technicalkknowledgemakessurethatthe system
works the way that the userswant it to andthat the archiveis compatiblewith the latest
technology.In the RA archivesorganizationthereare individuals that were active in the
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beginningof the systemsdevelopmentTheseindividuals canteachnew participantsin the
RA archiveto becomeexpertswith justasmuchknowledge Becauseof this, therewill beno
declineof knowledgeovertime whenthe archiveexpandsacrosghe country.This procedure
of usingpeoplewith greaterknowledgethanis necessargreatesan easen the transitionsof
the responsibility in the registration of the Swedish RA archive.

7.4.3 Quality for all

Whenthe RA archivewasunderdevelopmenit cameapparenthatif thearchivecouldcreate
guality for a greatnumberof people,andnot just for thosethatcomein contactwith the RA
medicalcareon a daily basis,the penetrationwould be muchgreater Furthermoreif the RA
archivecould achieveeconomicakuccessthis penetrationrwould be evengreater.This lead
to the designof the systemto be designedn a way that madeall the participantsn the RA
medical care, such as hospital departmentsmedical managementsgounty council and
medicalproductsagency canseethe economicaimprovementaswell asotherimprovements
in quality.

7.4.4 Progressive development

The RA archivehasbeendevelopedn differentstagesthis hasbeendoneto secureto secure
the moneythatwasneededEvery big projectrequiresmuchmoneyandto getthis requires
frequentreportsof achievementaswell asa reliable plan. The stagesconsistof developing
stableeasilymanageablsub-functionsThe functionality hasthenbeendevelopedurtherto

morecomplexspecialfeaturessuchasfeedbackwith statistics.The RA archivehasfrom the

beginningappealedio independendepartmentsn hospitals,and hasthen moved more
towardsdevelopingfunctionsand connectiongo other partsoutsidethe departmentsOne
example of this is reporting side effects to medical products agency.

Becausef thefactthatthe developmenhashappenedn differentphasesthe RA archivehas
presenteda wide and stableto the financers.This way of working makesthe development
slow but good from a financial point of view.
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8 Prototype

The prototypeof the patientrelation systemwill describehow to resolvethe problemsthat
havebeenfoundin the systemavailabletoday,but alsointroducea way to makethe system
availableand usablefor medical students.The prototypewill alsotry to describewhere
missingelementssuchasfeedbackadministrationof the systemandadjustmento different
user groups come into consideration.

The evaluationof the existing systemhas pointed out certain elementsthat should be
improvedin a new prototype.Therehasalso beenevaluationof areasnot coveredby the
systemtoday.First, therehasbeenresearchabouthow the systemtodaycould be adjustedo
morespecificusergroups,especiallymedicalstudentsput alsodifferenttargetgroupswithin
the hospital.

Onetopic for discussiorhasbeenfeedbackio the systemso thatit is possibleto updatethe
systemwith new resultsfrom the participants Anothertopic hasbeento investigatef there
areany benefitsof makingthe systemtoday,or the prototypein a distributedenvironmentA
last topic has been to evaluate how to improve the interactivity of the system available today.

Togetherwith Dr. GunnarFrostfeldt,co-responsibléor the developmenbf the new medical
doctorprogram,someideaswerederivedabouthow the systemcould be designedo be used
in the physicianprogram.This systemcould be usedin a coursecalled OPatient-doctor
relationshipOThe first prototypesfor medical studentswere createdfrom theseideas.
Medical studentghenevaluatedhe prototypesduring differenttestsessionsThesesessions
led to information abouthow to modify the initial prototypes.Evaluationand comparing
betweenthe prototypesand anotherlearningtool WebSPcreatedfor medical studentsby
UppsalalLearningLab, pointedtowardsthe conclusionthat the ideasbehindthe prototypes
are good material to build on.

8.1 Prototype model

In the work with evaluatingthe existing systemand identification of new areasand
possibilitiesfor a new prototype,severalpartshavebeenfound thatin oneor moreaspects
interactwith eachother.Overall,threemainareashavebeenidentified. First,a new prototype
for medicalstaff, changedcomparedo the systemexistingtoday. Second a prototypefor
studenteducationandthird, generalelementshat makesthe commonfoundationfor both
prototypes.

The general elements that make the foundation for the both prototypes are:

¥ Information . This informationis all contentthat is usedby both prototypes.It
consistsof movie clips, theory,questionsand othermaterialthat both prototypeswill
be using.

¥ Feedbackcontrol. A tool to makeresultsand new informationfrom the education
sessions available for extending existing information.

¥ Administration . A tool to administerboth existingand new information from the
feedback control.

¥ Adjustment to different target groups. It should be possibleto adjustthe
information and the contentsof the systemto different groups,both studentsand
special target groups in the medical staff.

Thesegeneralelementsare the foundationfor the prototypesbut mostimportant,these
generalelementsshouldbe designedso that both prototypescanrely on only theseelements
in order to work efficient.
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The prototypefor medicalstaff will be designedo suit their needsandin a goodway make
surethat the goalsof the educationare fulfilled. In the prototype,two different types of
scenariosareavailable;generalcaseghatall staff canstudyanddiscussandgroup specific
cases that are adjusted to a certain group of medical staff.

The mainideaaboutthis prototypeis to designit to be atool for a discussion/semindeader
that leads to discussions about different scenarios.

The prototypefor studenteducationis designedin two parts,wherethe first is a guided
educationthat gives the studentrelevanttheory and backgroundinformation about the
scenarios and the problem in general. The first part has less room for extended discussions.

The secondpartis identification based wherethe studentusesthe knowledgelearntin the
first partto onits own identify anddiscussproblemsandsolutionsabouta specificsolution.
This part will be usedin combinationwith discussions/seminarg similar way as the
prototype for the medical staff.

In the modelbelowtheintendedmodelis visualizedwith all the differentpartsandhow they
are related to each other.
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Themodelshowsthe generakelementghatarecentralfor both prototypeslt is importantthat
thesearedesignedso thatthey canbe usedby both prototypes.t is alsoimportantthat the
prototypesaredesignedo leavefeedbackwith the generalelementswhich canthenbe used
in eitherprototype.In this way, the informationthatthe systemis basedon canbe improved
as a whole by either of its parts.
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8.2 General elements

In the modelin the chapterabovethereare somegeneralelementausedby the two systems:
the system for medical staff and the system for medical students.

8.2.1 Feedback

The systemtodaydoesnot haveany featureso saveresultsfrom the discussionsTherefore,
it is difficult for the systemto evolvein time usingthe resultsgeneratedy discussionThese
resultsfrom discussiongould be cultural differencesdifferencesin age,genusperspectives
andmorefactorsthatthe creatorsof the differentcaseddid not havein mind whentheyfirst
createdhe casesWhentheseresultscanbe savedandusedlater,it is possibleto improvethe
cases and the system so that the education can be even more useful.

In orderto havea systemthatis ableto evolve,it is importantthatthe systemcanuseresults
gatheredrom theusergref.]. In this casethis will be doneusinga feedbackdatabasevhere
resultsfrom discussionsanduserinput are saved.The databasehouldbe ableto saveand
present important and interesting results for both users and administrators of the system.

The feedbackdatabaseshould be a generalelementsinceit should be able to use data
generatedrom all discussionsithout dependencen which of the two systemshe result
comes from.

The goals of the feedback system

Feedbackrom usersof the patientrelationsgameprovidesthe opportunityto developthe
systemandto continuouslyextendit. Participantsvho comeup with newideasfor scenarios
or change9f existing scenariosshouldbe ableto presentand documentthemthroughthe
feedback system.

Thefeedbacksystemwill providethe possibilityto continuediscussiorof scenariopresented
during sessionsParticipantsshouldhavethe opportunityto publishtheir opinionsand get
feedback from other people involved in the patient relations game.

During the gameit should be easyto take advantageof the documentednformation.
Participantsshouldbe ableto seehow other peoplehaveviewedthe subjectand usethese
ideas to stimulate their own discussion.

Input

After a sessiorthe gameleadershouldsomehowkeeprecordsof interestingdiscussionsnew
aspectof problemsandeventuallynew scenarioghat occurduring the sessionParticipants
of the gamecould alsokeeprecordsof any aspecthatinterestthem. This shouldbe totally
voluntaryto keepthe patientrelationsgameon a casualevel. New suggestiongor reference
materialthathavebeendiscussediuringor afterthe sessionshouldalsobe madeavailableto
other groups.

Theinformationthatis publishedshouldnot be a summaryof whathasbeendiscussedluring
asessionTheideais thatinterestingmaterialthatcanincite discussiorandthatcanbe useful
for othergroupsshouldbe published.That meansthat materialthatis put in the database
doesnOhaveto cover the whole session,but that one or more interestingparts can be
published.

Recordinginput during a sessionshould not be recommendedecausat can disturb the
ongoingsessionNotescan of coursebe written down during the sessionput publishable
information should be put together after the session.
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The informationto be publishedcan be presentedhrough different channels Examples
includee-mail,webbasedorms,audiorecordingsandsoon. To avoid furtheradministration,
a web basedform that directly interactswith a databasas the smoothestapproach.The
databaseanbedirectly linked with thewebbasedversionof the patientrelationsgame.Then
the information can directly be put in to the right scenario.

Theideaspresentedherearebasedon thatall materialis savedn textform. Otheralternatives
canbe audio-or video recordings.However,thesealternativesare hard to implementin a

smoothway. A lot of editing hasto be doneto presenton-textualinformationin a usable
way.

Storage

The problemwith producing,gatheringand storingdiscussednaterialis thatit needssome
sort of administrativeoversightin orderto be useableThe databasdor feedbackshould
functionasaforum whereideasandopinionsaboutscenario@arepublishedIf participantsof
gameleadercomeup with new scenario®r new anglesof existingscenariosthe feedback
system should support the incorporation of these.

Sinceclassificationof gathereddatais a labor-intensivaask,the databasshouldbe designed
sothatthe gameleaderor the personthat submitsthe information shouldbe ableto choose
wherethe informationshouldbe stored. Thatmeanghatif a userwantsto storesomethingor
scenaridA he/sheshoulddecidethatit is storedunderthe scenarioA sectionof the database.
An administratorshould have the rights to changethe classificationin the databasaf
necessary.

Visualization

While playingthe patientrelationsgame theinputsthathavebeenmadeshouldbe accessible.
The gameleaderandthe other participantsshouldbe ableto seethe inputsthat havebeen

enteredn thedatabas®efore,during,or aftera sessionTo makethe systemeasierto use,the

inputsshouldbe categorizedFor exampleshouldit be madeclearwhatinputis; if it is anew

angleon the scenarioor if it is a suggestiorto a solution?This way the informationis more

accessible during the course of the game.

Someof theinformation,suchassuggestion®f new scenariosis not directly associatedvith
anexistingscenarioThis informationis moreaimedat the administratorsanddeveloperof
the patient relations game as grounds for adding new scenarios to the game.

8.2.2 Administration

Another good featureis the ability to updatethe systemeasily. The administratorof the
systemmight wantto updatethe systemby usingdatathatthe usershaveentered.Therefore,
it is a goodideato storethe informationin an easilyaccessiblalatabaseFor example the
studentamight comeup with answersand approacheshatare correct,but not mentionedn

the system.Thereforethe administratorneedsto be able to browsethe databasdor new
approacheso problemsthat are not supportedby the systemand usethis informationto

updatethe system Also the teachercanusethis informationto checkthe generaknowledge
of the studentsor for gradingindividual studentsThis datacanbe usedto recognizeweak
spotsin the studentOsnowledgeaboutthe subject.Using this information, the teachercan
plan his lectures to focus on different issues.

8.2.3 Adjustment to different target groups

Thereare different needsin all the different units at the UppsalaUniversity hospital. This
shouldbe consideredvhendevelopinga newsystemprototype.For example atthe childrenOs
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hospitalthe interactionincludescommunicatiorwith the child (patient),while mostpatients
are adults at the neurorehability unit.

Whendividing the hospitalinto smallertargetgroups,it is not adequateo do this according
to professionsWorking teamsoften consistof different professionsThe generalpatient
relationcasesn the gameare primarily basedupondifferent patientandrelativessituations
from all partsof the hospital .Dividing targetgroupsaccordingto hospitaldepartmentsstead
of professionsvould in this casebe moreappropriateHowever,a hospitaldepartmentould
consistof many different clinics. The childrenOsospital, for instance hasmany separate
departmentgandclinics. Anotherimportantfactoris that somehospitalclinics do havemore
problemsconcerningpatientrelationsthanothersandthereforea greatemeedfor the game.
The needfor betterpatientrelation also hasto do with the numberof patientvisits, and
whetherit is abouta schedulednext visit or an emergencyvisit. For examplein the
emergencyward, stressanda high flow of patientseffectsthe communicationThe patients
andrelativesinteractwith medicalstaff thatthey perhapshavenot metbefore.Likewise the
medicalstaff interactswith new patientsall the time. This differs from otherdepartments
wherethe patientvisits are scheduledandthe patienthasbeenin contactwith the medical
staff before.Departmentshatmusthandleunschedulegatients sharesomeneeddo discuss
patient relations.

A partof thegameshouldbe adjustedo differenttargetgroups.Therearegenerainteraction

problemsin the hospital,andthereforethe gameshouldconsistof somebasetopics,discussed
by everyone But whena topic concernseveryonen anorganizationtheyall havea distance
to it. An adjustmentwherethe discussionis closerto the different working environments
would resultin greaterbenefits.This could resultin discussionsvherethe participantsare

more committedin addition to making them feel that they have gainedmore from the

discussion.

The leaderof the educationgameshouldbe able to choosecasesthat are suitableto the
discussiongroup andtheir environmentBy doing this, the leaderof the gamecandevelop
new sessiongor eachdiscussiorgroup.The web-basedersionshouldalsosupportthis. The
interfaceoughtto be redesignedo thatit allows the leaderof the gameto build their own
sessionsThe casescould be chosenfrom either a generalpart or a specific part that is
adjustedto specificunits at the UppsalaUniversity hospital. The importantissueis that the
discussiorgroupshouldnot be forcedto discussthe casesn a certainorder,andinsteadbe
free to choose what case they want to discuss.

The mostefficient way to attackthe patientrelationproblemis to adjustat leastsomepart of
the educationgameto differenttargetgroups.No matterhow the targetgroupsare defined,
the goalis to adaptthe gameaccordingto differentneeds As mentionedbefore,thereis no
obviousway to definethe targetgroups,but preferablyit shouldbe donewithin the hospital
organization.

8.3 Prototype description for medical staff

The prototypefor the medicalstaffis basedon the fact thatthe paperversionof the existing
systemtodayworksratherwell, andthereforecanbe a systemto build anextendedorototype
on. A maingoal of the prototypeis to generateextensiveandthoroughdiscussiondetween
the participantsof the educatingsessionThe paperversionof the existingsystemrelieson a
game leader, and the prototype will use a similar approach.

The prototypewill be a tool for the gameleader,insteadof a computerbasedtool for each
participant.The prototypewill be a Oscenaripresenter@herethe gameleader,chooses
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scenario givesthe participantbackgroundnformation, show the participantsthe scenario
film clip, and after that have a set of ways to start a discussion about the scenario.

An importantfeatureof the prototypeis thattwo typesof scenarioxanbe presentedgeneral
andspecificscenariosGeneralscenariogrethe scenariosn the systemtoday,while specific
scenariosare createdtowardsspecialtargetgroups,e.g. a certaindepartmentwithin the
hospital.

The leaderof the educationgameshouldbe able to choosecasesthat are suitableto the
discussiongroup. By doing this, the leaderof the gamecandevelopnew sessiondor each
discussiorgroup.The casescould be chosenfrom eithera generalpartor a specificpartthat
is adjusted to specific target groups.

When choosinga scenariothe prototypewill provideinformationaboutinitial background
information about the scenario, but will also have more information:

¥ Different problem approaches to the scenario

¥ Leading questions to start the discussion

¥ Follow-up questions that address certain detail discussions regarding the scenario
¥

Extendednformationaboutthe scenariovherethe prerequisite®f the scenariccanbe
changedso the participantswill have to handle the scenariofrom a different
perspective

¥ Follow-up questions for the different extended prerequisites.

The big differencefrom the existingsystemtodayis thatonly the gameleaderhasto interact
with the system.The participantsdo not haveto interactwith the systemsinceit moreis
importantthat they focus on evaluatingthe scenarioand by discussioncometo relevant
conclusions.

Becauseof the type of discussiorbasedsessionsit is importantto createa way to havethe
participantsto reflect abouttheir conclusionsand havethemto give feedbackaboutthe
sessionlin orderto collectthe mostimportantresultsfrom eachsessiona final reflectionwill
beintroducedwherethe participantshandin importantresultsabouteachscenarioaswell as
generalreflectionsto the gameleader.The gameleaderwill thenput theseresultsinto the
feedback control.

8.4 Prototype description for medical students

The prototypeintendedfor studentshasto join theorywith questionsaboutpatient-doctor
relations.This is goodfor educationapurposesandto help the usersto ponderall possible
angelsin the casespresentedn the prototype.A mix betweentheory and questionsis
essential to a system created for educational purposes.

Dr. Frostfeldtsawthe possibility thatthis systemcreatedwith the right featuresvould helpin

creatinga more uniform coursethat would be less dependenbn the teacherand more
standardizedregardlessof who is teachingthe course.The first stepwill be to leadthe
studento the mostsuitedanswerandgive theoryandguidancealongthe stepsthataretaken.
Thereare no rights andwrongsin the doctor- patientrelation problem;however,thereare
answerghataremoreright thanothers.Thereforeit is neededo createa systemthatevolves
with new ideas about how different problems correspond to a certain situation.

The main problemwith developingthis systemwill notbethetechnicaldesign.The problem
will becreatingthe complexitywith how thetheoryandquestionsaveto bebuilt to forcethe
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studentso ponderevery angle,and at the sametime provide the studentwith surprisesto
increase motivation. Two different prototypes will be presented in the next two chapters.

8.4.1 Theory based model

The theory basedmodelis a prototypethat createsan interactivesystemthat providesthe
studentwith a basicunderstandindor the theoreticalproblemsbehinddifferent scenarios.
The intention of the prototypeis to providethe studentwith the appropriateknowledgeto
handleproblemsinvolving patientrelation. This is donein guidedstepswherethe student
choosesa problem approachto the specific scenarioand is then presentedwith the
backgroundheoryof thatapproachWhenall scenariosareworkedthroughthe studentwill
be prepared to analyze scenarios without guidance from the system.

The theory model in steps:

First, the userwill be showninstructionsabouthow to usethe system.In the top left corner
thereis a video screenwherethe usercanplay a film clip of a scenaricbetweendoctorand
patient. The user should be able to pause, stop and replay the film clip.

After watchingthe film clips the useris promptedto choosea problemapproachto the
scenario. There are four different approaches to choose from.

If the userchoosesa lesscorrectone,sometheorywill be displayed.Also the systemwill
discusswhy the usermight havechosenthis approachandguidethe usertowardsthinking
aboutthe problemin a differentmanner For example the systemmight askthe userto watch
a certainsegmenbf thefilm clip morecloselyandthenchooseanotherapproachThis will
give the student guidance without telling the answer.

If the userselectsthe mostappropriateanswer,sometheorythatwill broadenthe studentOs
insight of the scenario displayed.

Theuserwill be presentedvith extensivequestionsaboutthe casesothatthe userwill have
to reconsider some approaches not available in the film clip.

The user then continues to the next movie clip.
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8.4.2 Problem identification model

The ideawith this prototypeis to makethe studentreflect on different problemsthat might
occurin doctor-patientscenariosBy letting studentsmaketheir own reflectionsaboutthe
reasonsandsolutionsto specificproblemsin a scenariothe systemdoesnot setboundaries
for Ocorrect@olutions.This designcreategyoodcharacteristicéor furtherdiscussionsindan
opportunity to see new solutions to problems with patient relation.

The identification model in steps:

A film clip on a doctor- patientscenariois displayedto the user.This film clip can be
watched at any step in the system.

Theuseris promptedto identify threeuniqueproblemsassociatedvith the scenariocshownin
thefilm clip. Threetext-boxeswill appearon the screenwherethe useris askedo write afew
sentencesboutthe problemsin the scenariothat was identified. This will give the usera
chanceo reflecton differentapproacheso the problem.This is importantsincethereis often
not only one correct answer.

In the next step,the systemanswerswill be displayedtogetherwith the answerghatthe user
has entered.This way, the user can comparethe different answersand identify the
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similarities. The systemsanswersonsistof threeapproacheso the problemsof the scenario.
If the usernow feelsthatits answersarealsocorrectbut the solutionis not mentionedn the
system answer, the user is prompted to mark this answer with a check box.

In the next step,the usershouldcomeup with waysto handlethe situationin a betterway.
The userentersa few sentencesvherehe explainshow the doctorshouldhaveactedto e.g.
avoid offending the patient. This will makethe studentreflect on how the situationcanbe
dealt with in a different way.

In the next step,the userwill be shownthe systemsolutionto how the doctor could have
handledthe situation. This will makethe studentreflect on things not thoughtaboutand
maybehe/shewill discoverthathis answersarecompletelydifferentfrom the givenanswers.
The answer from the user will be saved for further use.
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Therearetwo reasondor markinganswerghatthe userfeelsare correct.Firstly, it will be
useful for the developmentand updateof the system.For example,many usersclaim the
problemin a scenarias basedon issuesrelatingto age.This might be an approachthat the
administratorof the systemhasnot consideredefore.From this data,the administratorcan
updateor changethe system usinginput from the studentsSecondly the teachercanlook at
this dataandrecognizethat someerrorsarefrequentlymadeby the studentsandaddresgshis
problem in the lectures.
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By storingall the datain a databas¢heteachercanlook up theanswerdo be surethatall the
studentdhavedonethe exerciselt is alsopossiblefor theteacheito seehow well the students
haveansweredandthe resultsmight be usedto gradethe studentsThe systemcould alsobe
used as a minor exam or assignment.

8.4.3 Evaluation of the prototypes

During developmenbf the prototypesa decisionwastakento evaluatehemtogethemwith a
testgroupof studentsat the medicalinstitution at UppsalaUniversity. In this way, feedback
on early prototypes would contribute to prototypes that suit the education of medical students.

Thetestsessionsveresetup asshortwalkthroughof the existingsystemanda shortanalysis
anddiscussionThe prototypeswerefirst presentedn paper-basiso makethetestgroupfeel

that they were participating from the beginning. The final part of the sessionwas a
presentatiomof the designedrototypesvherethetestgrouppointedout changeshattheyfelt

necessary.

The theory basedprototypewas the prototypethat receivedmost negativeresponseThe
biggestissueis that the prototype has too much guidancetowards what is the most
appropriatesolution. The studentdelt thatthis wasanissuethatshouldbe changedsincethey
felt that there is no single correct answer in patient relations.

A solutionto this problemcan be that whenevera userchoosesan approacha follow-up
guestionis askedto the userto makethe userreconsideanothersolutionandby pilot theuser
throughall theoreticalaspectsAnotherway to increasenvolvementand,in away, to surprise
the useris to changeprerequisite®f a scenarioand/orchangethe symptomsof the patient.
The evaluationspointedout that, if the prototypemanagedo handlesomeof the clinical
aspects, it is easier to point the user towards a more correct answer in set of solutions.

The identification basedprototypereceivedpositive responseThe test group was of the
opinionthatit wasa goodfeaturethatthe userwasableto makethe solutionsin anorderof
precedencandin thatway find the coreof the problem,but alsothatit makesanopportunity
to discuss why a solution is more likely than others.

Further, positive responsewas given to the possibility to savea solution that doesnot
correspondwith a systemanswer.Thesesolutionsgiven by the usersare not alterable.A

generalopinionwasthatthe prototypepresumeshatthe userhasreceivedmuchinformation
abouthow to useandinteractwith the prototype.Otherwise thereis a risk thatthe prototype
will not benefitfrom theseresponsedt is importantthata studentis awarethatthe computer
basedorototypedoesnot actasatestor anassignmenthatwill be graded;nsteadthatit is a
tool for further discussion in seminars.

In generaltherewasanopinionthatthereis arisk with havinga computerbasedool sinceit
can harm the level of discussion, which is a central part in this type of education.

8.5 Prototype for feedback database

Hereis an overview of a designfor the databasewhat partsit consistsof, and how they
interact. The user interface is supposed to be web based and written in HTML or similar.
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Picture X: Design of the feedback database

a) The startpageshouldprovideanoverviewof the choicesthatcanbe madeandalsoshowa
presentatiorof the service.Thereshouldbe no needfor login if the pageis postedon an
internal network. If the pageis postedon the Internet,a login may be necessaryo avoid
misuse.This shouldbe the sameuserid andpasswordhat personnebn the hospitalusefor
the computers at work.

b) In this section,participantsof the patientrelationsgamecan add information aboutthe
differentscenariosTheideais thatthey canprovideinput to boththe video basedscenarios
aswell asthe paperbasedones.The userchooseswvhich of the caseshat he/shewantsto
provideinput about.For easynavigationthe scenarioshouldbe representeavith snapshots
if they arein the video basedscenariosandlinks to text files if they arein the paperbased
scenarios.

When a scenariois chosenthe usercan selectwhat kind of input he/shewantsto submit.
Possiblecategoriesarefor instancesuggestiongor solutions,topicsandreferencematerial.
This approach will hopefully save the administrator the trouble of categorizing the input.

c) In this sectiona usercantake part of what other usershaswritten aboutthe different
scenariosGameleaderscanuseit for inspirationto topicsanduserscanseewhat hasbeen
discussedr they cantake a look at the referencematerial. The feedbackis presentedn
different categories for every scenario, as it has been submitted.

d) New caseghatarisebefore,during,or aftera sessiorcanbe submittedo the databaseThe
developersanusethis informationasinspirationif they are goingto makenew scenarios.
Users can submit ideas for new scenarios here.

e) New cases are displayed here for everyone to take part of.

f) If informationis offensiveor inaccuratepr similar informationis submitted,oneor more
administrators can login and remove or alter it.

g) The scenariogrom the paperbasedversionof the patientrelationsgamecanbe postedon
the Internetso that gameleaderscan print themout if they haveforgottenthe paperbased
version or if they want to use these scenarios while playing the web based version.
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h) The databaséor feedbackon existingscenarioshouldgrantall userstherightsto readand
to add information. The rights to alter or remove data should only be given to the
administrators.

i) The samerulesasin the databasdor feedbackshouldit bein the caseof the databasdor
new scenarios.
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9 Conclusions

The gamethat was producedto educatemedicalstaff in patientrelation problemshadits
greatestgoal to promote discussionaroundrelevanttopics concerningpatientrelation
problems.By evaluatingthe system,participatein educationfor gameleaders listeningto
expertsin medicaleducationalssuesandlisteningto peoplewho havebeenin contactwith
the game,a broadgroundof informationhasbeencreated.Therehavebeenboth positiveand
negativeresponseso the game,andthe goal hasbeento enhancedhe positiveaspectswhile
exchangehe negativeoneswith somethingbetter.Apart from that, a lot of newideashave
emerged.The systemis designedio betterfit needsof different targetgroups,so that the
discussionis closerto the usersworking environment.The systemis able to control
discussiorfeedbacksothatthe resultsfrom seminarsanbe usedto increaseheinformation
ground used in seminars.

The resultsfrom evaluatingthe systemand the new ideashave beenincorporatedin a

prototype.lt is designedo fit two maintargetgroups,studentsandmedicalstaff. Thereason
for building a generalprototypefor bothtargetgroupsis thattherearealot of issueshatare
handledsimilarly betweerthe two groups.The informationusedis valuablefor both students
andmedicalstaff, sois the possiblenewinformationgainedthroughfeedbackStill, thereare
many differences,e.g. the way seminarssupposedlyare conducted so thereis a needto

divide the prototype into two parts, each of the specialized for each target group.

The adaptatiorof the systemto the medicaldoctorprogramcanshortly be describedn this

way; thereis a big interestin the medicaldoctor program,by both studentsand program
coordinatordo developa systemconcerningpatientdoctorrelations.The systemshouldbe
adjustedto problem-basedearningand shouldbe usedasa complementaryelementin the
education.We have observedthat the needfor such a systemis big here at Uppsala
University. After consulting a program coordinatorand consideredhis opinions we

constructedwo prototypeswith differentapproachesasedon the existingsystem.Thenwe

showedour prototypeto a testgroup consistingof medicaldoctor students.They gaveus

valuableopinionsaboutthe systemcould be approvedandhow it could be integratedn the

courseconcerningpatientdoctorrelation.With the purposeof gettingmorefeedbackon our

prototypesve consulteda professotin Humancomputerinteraction,BengtSandbladAlso he

gaveussuggestionabouthow the prototypescould beimproved.To sumup all theinputwe

havebeengivenwe cancometo the conclusionthatwe havesucceedetb designa functional
andusefultool for learningaboutpatientdoctorrelation.Whatis still left to be doneis that
the systemshouldbe moredevelopedegardingthe input from theinterviewsandthatthereis

a desire to integrate the system into the medical doctor program.

The prototypedescribeds still justa descriptionof whatthe systemshouldlook like. Thereis
still the hardwork of codingit into a working product.Thereare alsodetailsthat shouldbe
examinednoreclosely.Thereis morework to do on the feedbackdatabasehow it shouldbe
implementedto fulfill its intendedgoals. It could be interestingto examinehow new
scenarioxould be dramatizedn a cheapandeasyway. Could the informationdatabasde
sharedamongmany different hospitals,evenamonghospitalsin different countries?There
are many questions unanswered, and a long way to go before there is final product.
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Appendix |

Table 1: Accountancy of income for the patient relations game

Income (sek)

SISUS 400 000

County Council 50 000
Sum | 450 000

Table 2: Accountancy of expenses (exclusive of staff expenses) for the patient relations
game, phase 1

Expenses (sek)
Administration fee 20 000
Official journeys 9 555
Expenses for artists 5 000
Expenses for lecturers 31 147
Theatrical performances 52 700
Photography 761
Office material 2 830
Books 4 537
Food (coffee, bread etc) 9 891
Service from caretaker when filming 270
Freight, transport 751
IT-material 4 500
Printing 7 640
Marketing, information 306
IT-consultant (Compendium AB) 231 250
Sum | 381 140

Table 3: Budget for expenses (exclusive of staff expenses) for the patient relations game,
phase 2

Expenses (sek)

Material 10 000

Server maintenance 20 000

Educate discussion leaders 5000

Marketing 14 000

Evaluation 1000
Sum | 50 000
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