
   

 
 

Making or breaking personnel  
with documentation 

 

 

 

 

 

Master Thesis 30 ECTS 

Anna Holm, Cognitive Science Program, Linköping University 

 

 

 

 

Supervisor: Mattias Arvola, Linköping University 

Examiner: Arne Jönsson, Linköping University 

Opponent: Malin Lundström, Linköping University 

ISRN: LIU-IDA/KOGVET-A--14/003--SE  



   

 
 



   

 
 

Abstract 
In order to support a standardized and uniform documentation one can use different types of aids 

such as influencing attitudes, provide training and customize tools for documentation. This study 

looks at documentation in elderly care from the personnel’s perspective and seeks to better 

understand their view of and experience with documentation in relation to the aids described above. 

By holding semi-structured interviews with 12 people working with elderly care qualitative data were 

obtained and later analyzed using Interpretative Phenomenological Analysis (IPA). A range of 

different thoughts and attitudes towards documentation were found, some that could facilitate 

documentation, but also some that could hinder a good documentation practice. Also different 

insecurities were found such as lack of experience/knowledge about documentation, technology or 

language. Colleagues are a great resource for helping and educating personnel but it might be hard 

for them to explain some things they do if they aren’t aware of how they do it. It might also take time 

to readjust to new procedures such as a common information structure, especially for the 

experienced workers that have formed routines for how to do things. Contextual factors are 

important and the documentation systems have the ability to make or break the users. 
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1 Introduction 
Caring for others is probably something that has existed a very long time among humans. Evidence 

has been found that human ancestors took care of an elderly man who didn’t have the ability to hunt 

due to back problems 500 000 years ago (Andy, 2010). It doesn’t seem possible that he could’ve lived 

so long without the help from caring fellows. Today care is institutionalized in many parts of the 

world and the personnel are obliged to document information of importance. Almost all health care 

personnel in Sweden, from home care workers to doctors and nurses, is required to document and 

how it should be done is stated in different laws and guidelines.  

Documentation in the form of a patient journal is seen as a means to provide good care and could be 

used to monitor activities, control, supervise and give a quality assurance for the institution. It 

contains information about the patients’ or care recipients’ state of health and what examinations 

that have been made in the past in a chronological order (Andersson, 2011). The journal is 

particularly important when a patient is temporarily in contact with or is transferred to a different 

care institution (“Frågor och svar om patientjournaler,” n.d.). However there is much research 

indicating shortcomings in documentation both in Sweden and elsewhere (Inan & Dinç, 2013; Wang 

et al, 2011; Öhlén et al, 2013).  

When the documentation is done with a consistent representation of meaning the quality and safety 

of healthcare will improve (“SnoMed CT Value Proposition,” 2014). This could be done by the use of 

standardized language which will make the documentation more uniform and may reduce 

misunderstandings by using a set of well-defined terms. Classifications could be used as diagnostic 

tools and to report statistics, monitor frequency of diseases and health problems, and store data for 

clinical, epidemiological purposes as well as quality assurance (WHO’s homepage). In Sweden the 

Swedish national board of health and welfare (Socialstyrelsen) is working towards a uniform, 

unambiguous and appropriate language use in order to improve documentation in the health care 

domain. They have developed a united information structure (“Gemensam Informationsstruktur”) 

which consists of a terminology, a set of classifications, a term bank and various models of health 

care practices in use (Socialstyrelsen, 2010). The aim is that everyone working with health care 

should follow these guidelines in order to improve care by improving documentation in care. 

One interesting domain to look closer at is the elderly care domain due to the expected increase of 

the group of elderly compared to the rest of the population the coming years (SCB, 2010). This study 

looks at documentation in elderly care from the personnel’s perspective and seeks to better 

understand their view of and experience with documentation. Possible difficulties for performing 

high quality documentation that is in line with rules and guidelines will be brought up as well as a 

discussion about how to spread knowledge about documentation. This study builds on the 

assumption that the design of things can impact the behavior of the users and therefore either aid or 

make it more difficult to achieve the intended outcome, which in this context is good 

documentation. This means that a well-designed documentation system with smart functions have 

the potential to aid and ease the documentation process and save time that the personnel can spend 

on something else, such as being with the care recipients. Therefore this study will also look at how 

documentation systems should be designed based on the generated knowledge.  
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2 Literature Review 
In this section documentation in care will be described as well as different aids and approaches for 

supporting documentation in health care and other domains will be presented.   

2.1 Documentation in Care 

Care (omsorg) has three meanings; practical chores, which should be performed thoroughly and with 

consideration by an emotionally engaged person (p. 22, Eliasson, 1995). Care as an activity involves 

both tasks and relations, which could be referred to as “caring for” and “caring about” (Abel & 

Nelson, 1990). This is also reflected in research; Abel & Nelson (1990) wrote about two types of 

feminist perspectives on care. One perspective focuses on the tasks and claims that the practice 

oppresses women, whereas another perspective focuses on the emotional aspects and views the 

work as meaningful.  

Caring and nursing is a very old tradition that has been taught from master to novice by 

apprenticeship, only lately description, analysis and documentation have become common 

(Dahlberg, 1996). In Sweden the requirement of documentation for all licensed personnel (including 

nursing) came 1985. Then a focus on how the documentation should be done became apparent. The 

documentation needs to be based on a theory of care, follow the laws and fit into work procedures 

(Dahlberg, 1996). Some approaches of how the documentation should be done will follow after a 

brief description of its role.  

2.1.1 Why document? 

The primary aim of documentation (in the form of a patient journal) is to ensure that the patient is 

given good and secure care by aiding the care personnel (“Frågor och svar om patientjournaler,” 

n.d.). The journal is important when a patient is temporarily in contact with or is transferred to a 

different institution. Other uses of documentation are to monitor activities, control, supervise and 

give a quality assurance for the institution. It could also be used in a legal context and be a source for 

researchers. It is important that the journal includes information about a patient’s situation and 

progress as well as state what’s been done (Hansebo et al, 1999). 

2.1.2 Quality of Documentation 

Wang et al (2011a) reviewed nursing documentation literature with focus on quality and evaluation 

approaches. They found three themes of how to assess quality in nursing documentation; structure 

& format, documentation process and the content. Studies looking at structure & format could 

examine the completeness, use of abbreviations and readability for example. When looking at the 

documentation process timeliness and regularity could be of interest and when looking at the 

content what was documented and how good it was were in focus. There are also a lot of different 

instruments for measuring quality in documentation (Wang et al, 2011a). ESCI which looks at content 

and Cat-ch-ing which looks at structure, process and content are examples of such instruments. 

Reese (2012) shows that pharmaceutical and life science organizations expressed concern about the 

quality of data from electronic health records, the data was gathered in a questionnaire study. In 

their review Wang and colleagues (2004) also found a lot of shortcomings in the documentation such 

as inadequate documentation, gaps in the documentation and inconsistence with terminologies. Inan 
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& Dinç (2013) studied 85 nurses working in critical care units in Turkey by making observations and 

comparing them to documents in order to measure the quality of the documentation. They found 

that 77.6% of the nursing activities were documented. The rate of recording varied between different 

activities; it was high for oral care, perianal-genital care and bed bath and low for foot care and 

dressing. Shortcomings have also been found in Swedish nursing documentation. Öhlén et al (2013) 

analyzed 30 randomly selected patient records in order to investigate nursing documentation in 

advanced home care (AHC) with the result that: “Documentation was often fragmented and it was 

hard to find certain information and to follow the nursing process. Difficulties in finding accurate 

patient data could threaten patient safety within AHC, and therefore creating accurate and 

comprehensive nursing documentation is of utmost importance” (Öhlén et al, 2013). 

Problems such as fragmented documentation were identified which lead to difficulties in finding the 

right information and to be able to follow the nursing process. Problems such as this might lead to 

deaths and injuries as practitioners miss important information about their patients (“SnoMed CT 

Value Proposition,” 2014). Midlöv et al (2005) studied medication errors when patients were 

transferred between the hospital and primary care (retirement homes or home care) by looking at 

documentation for information transfer. They found that errors such as adding or remove 

medications or change dose were common; 19% of the transfers had errors. Almost 4 out of 10 

elderly living at retirement homes were prescribed with 10 or more different medications 1998 

(Schmidt & Fastbom, 2000). It is likely that the large amount of medications makes it harder to keep 

track of them.  

Instead of looking at problems Paans et al (2011) looked at factors that could influence prevalence 

and accuracy of nursing diagnoses documentation. They identified four domains with subcategories 

which had an impact on documentation in a review study. The factors were “the nurse as a 

diagnostician”, " resources and education”, “complexity of a patient’s situation” and “hospital policy 

and environment”.  

For the first factor “the nurse as a diagnostician” things like attitude, experience, knowledge and 

reasoning skills were important. Structured documentation such as forms, classification systems and 

computer-generated care plans were of importance for “resources and education” together with 

educational background. Things that increase the complexity of a patients’ situation are cultural 

differences in expressing needs, severe medical diagnosis and the patient’s way of describing it. The 

last factor had six sub-themes concerning hospital environment; number of patients per nurse, work-

load and time to spend on diagnostic tasks, use of medical model, amount of administrative tasks, 

physicians’ attitudes toward nursing diagnosis and information structure for the ward.  

Keenan et al. (2012) observed nurses for their whole shifts and analyzed the data. They propose two 

major recommendations in order to improve the deficiencies they saw; more usability testing of the 

documentation systems and a wider use of standardized language. 

2.2 A common language 

A strong approach for how the documentation could improve is by the use of a common language for 

the health care domain with standardized terms. Standardization is an approach which could be used 

with different languages or domains of a language. Garvin (1993) defines a standard language as a 

“codified variety of language that serves the multiple and complex communicative needs of a speech 



   

4 
 

community that has either achieved modernization or has the desire of achieving it“, emphasizing 

that the standardizations’ need to be comprehensive. Standardization is concerned with both 

linguistic forms and social and cultural functions (Deumert, 2004) and implies a reduction of 

variability in language. Historically this was done to achieve social and economic goals beside other 

standardization processes in some parts of the world, such as those of weights and measurements in 

Europe (Milroy, 2001).  By reducing the variability it is easier to trade and understand each other. 

Learning one system or term is easier then learning several different that all refers to the same thing. 

However, the variability is natural and standardization is not, which creates resistance and makes the 

ideology of standardization impossible to fully achieve (Milroy, 2001). 

2.2.1 A common ground  

A common language could ease communication, and knowing what others know could also influence 

and ease communication. Clark (1996) describes common ground which comes from the assumption 

that the things we do are rooted in what we know about our surroundings and the things that we do 

together with people are rooted in the information we think that we share. In this way we constantly 

assume what kind of knowledge people have in order to act accordingly. We can do this by 

categorizing people and assume that they know things because they belong to a certain group such 

as Americans or elderly care personnel or physiotherapists (communal common ground) or we can 

draw from our experiences with other persons (personal common ground). For documentation in 

health care one might assume that those documenting have certain knowledge that is typical for 

their work and assume that others who will read the documentation have this kind of information 

too. This gives them the ability to coordinate their language towards those who will read the 

documentation. An example of that might be to use certain words that are typical for the health care 

domain. They might also have experienced what their colleagues know, for example when they 

introduce a new colleague they might assume that they need to be extra clear.  They could also 

interpret some things by the help of their experience from being with and knowing the care 

recipients (personal common ground). 

2.2.2 Standardization in health care 

In health care standardization became important as an improvement of the computerized 

documentation such as Electronic Health Records, EHR, (“SnoMed CT Value Proposition,” 2014). 

Hyppönen et al (2014) found some evidence that data structures such as forms, ontologies, 

classifications and terminologies could have an impact on information quality, process quality and 

efficiency. When the documentation is done with a consistent representation of meaning the quality 

and safety of healthcare will improve since the misunderstandings will diminish. The use of a good 

terminology also improves the ability to “identify and link key facts in oceans of relevant data” 

(“SnoMed CT Value Proposition,” 2014). Terminologies enhance data mining, secondary use of data 

and computerized clinical decision support (Lee et al, 2013). One large and widely used terminology 

is SnoMed CT that has support for US English, UK English, Spanish, Danish and Swedish. It has over 

300 000 unique concepts organized into hierarchies by logic definitions (“About SnoMed,” 2014). For 

each concept there is a preferred term and there may be synonyms. Lee et al (2013) reviewed 

research papers concerning SnoMed CT and found papers regarding theory and pre-

development/design, however they did not encounter any studies that described the value of 

SnoMed CT in terms of improved outcomes. Elkin et al (2006) compared SnoMed CT (version 1.0) to 

the most common problems (around 5 000 terms) at the Mayo Clinic in Rochester, Minn, in order to 

see how much they overlapped. They found that 92.3% of the terms could be exactly represented by 
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SnoMed CT. That amount could be further increased by improving synonymy and addition of missing 

modifiers. A similar study made by Wasserman & Wang (2003) showed that SnoMed covered more 

than 90% of the concepts in the medical problem list which makes it a good base vocabulary for such 

a list.  

Another way of supporting documentation is by the use of standardized instruments.  Lente and 

Power (2014) surveyed the usage of standardized instruments for care assessment in Ireland and 

found out that the usage varied a lot between different domains, in some domains standardized 

instruments were almost exclusively used and in some they weren’t popular at all. External 

professional input and guidelines were common in those cases. Acronyms and abbreviations may 

have multiple different meanings or senses, the use of them might therefore lead to 

misunderstandings (Moon, 2012). They should therefore be avoided.  

2.2.3 Classifications 

Another way of improving documentation is by developing and using classifications.  The difference 

between a terminology and classifications is that classifications use atomic data that are divided into 

bins which results in that some aspects of detail is lost and it doesn’t allow the simple concepts to be 

combined in order to form more complex concepts (Henry & Mead, 1997).   

During the 1960s the first classification of clinical problems was developed by a nursing theorist 

named Abdellah (Rooke, 1992). She was followed by the organization North American Nursing 

Diagnosis Association (NANDA) that worked to organize phenomenon from the domain of health 

care in a taxonomy and develop a terminology for the field, however their work has been criticized 

for instance due to a vague theoretical framework. However, Müller-Staub (2009) found that The 

NANDA International classification met most of the literature-based classification criteria and the 

result of her study was that an implementation of standardized nursing language (more specifically 

NANDA) significantly improved the quality of documented nursing diagnoses, related interventions 

and patient outcomes. 

The World Health Organization (WHO) has also developed classifications such as the International 

Classification of Diseases (ICD) and the International Classification of Functioning, Disability and 

Health (ICF) which constantly are under revision (WHO, 2001). ICD is presented as a diagnostic tool 

and the ICD codes are used to report statistics, monitor frequency of diseases and health problems, 

and store data for clinical, epidemiological purposes as well as quality assurance (WHO’s homepage).  

There are ICD codes for injuries, causes, where the injury occurred and so on.  To give some 

examples “W20.8xxA” is the ICD-10 code (ICD-10 is the latest version of ICD) for external cause struck 

by a falling object (accidentally) and “S06.0x1A” stands for concussion with loss of consciousness of 

30 minutes or less (“ICD-10 Documentation Example, “n.d.).  

ICD classifies diseases and ICF is a classification system for functioning, taken together they give a 

fuller description of a persons’ health state. ICF describes a person’s body function and structure, the 

person’s functional status which might include communication and mobility and well as contextual 

and personal factors (“International Classification of Functioning, Disability, and Health (ICF),”  n.d.). 

Both of these classifications describe health in standardized language. By the using ICF the elderly 

persons’ needs could be described in the same way in the whole country and appropriate actions 

could be given to meet the needs (Patmalnieks, 2013). 
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2.2.4 Critique to the standardization approach 

Lützén and Tischelman (1996) have identified two common assumptions about communication for 

nurses that they criticize. The first assumption concerns the view of how people think, mainly how 

they reason; 

 “Human (nursing) reasoning is linear and ordered” (p.195, Lützén and Tischelman, 1996) 

The assumption that people think in a linear and ordered way relates to the vision of nursing 

documentation to be standardized, uniform and logical. The critique is that this approach doesn’t 

allow intuition and feelings to be a part of the decision making, something that the authors have 

confidence in. The second assumption deals with diagnosis as contributing to a common language 

which makes communication easier; 

“Nursing diagnosis will provide a common language, and ease communication” (p. 196, Lützén and 

Tischelman, 1996)  

In other words this means that a standardized language should facilitate the communication for 

nurses. The critique here is that even when standardized language such as NANDA is used there are 

still some terms that is value laden and where the meaning depends on the context and 

interpretation of the reader. The authors argue that standardization of language doesn’t take the 

context and various relations and the context into consideration when setting up the frames for 

communicating nursing problems and are therefore not an appropriate approach. They also argue 

that taxonomies never can be specific, something they believe to be important for nursing 

documentation (Lützén and Tischelman, 1996).  

2.3 Documentation in Sweden 

This chapter will briefly describe elderly care in Sweden and the approach towards documentation 

nationally. It describes the work of The Swedish national board of health and welfare to develop a 

standard for documentation and describes some of the laws that regulate documentation. In Sweden 

elderly care is concerned with residents who are aged over 65 years regardless of income, insurance 

or other personal circumstances (Stolt et al, 2011). It provides living at home using home care and 

living at retirement homes and the residents are entitled to comprehensive medical as well as social 

services. Both municipals and private companies could be care providers. Stolt et al(2011) compared 

the two forms of care and found out that there are differences between them, the staff density is 

lower for private companies (9%) but they seems to put emphasis on good service rather than 

structural quality considering educational level and quality of equipment for example. 
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2.3.1 United Information Structure 

The Swedish national board of health and welfare (Socialstyrelsen) is working towards a uniform, 

unambiguous and appropriate language use for documentation in the health care domain. They have 

developed a united information structure (“Gemensam Informationsstruktur”) which consists of the 

following (Socialstyrelsen, 2010):  

National specialized language 

 A terminology with standardized 

terms in Swedish which is part of on 

an international terminology called 

SnoMed CT (Systematized 

Nomenclature of Medicine - Clinical 

Terms). 

 The Swedish national board of health 

and welfare’s term bank with 

recommended terms. 

 Classifications (either developed or 

translated from international 

classifications), such as ICF, ICD and KVÅ. 

Applied Information Structure 

 Conceptual models which describes 

concepts/terms by their relationship 

to other concepts/terms. 

 Process models which represent 

behavior patterns and work flow. 

 Information models which describes 

what kind of information that is 

needed by different actors and 

agencies and how different businesses 

could communicate. 

 

 

The classifications are used for statistical purposes and could be used for billing. The terminology and 

term bank aims to standardize the language used in Electronic Health Record, EHR, and the health 

care domain in general. SnoMed CT is also linked to the ICD classification and could improve 

translation since it is made for different languages (“SnoMed CT – adding value to Electronic Health 

Record,” 2014). Almborg & Welmer (2012) have looked at documentation from elderly care to 

examine how well the content fits with the ICF classification system. They found that the 

Classification of Functioning, Disability and Health (ICF) seems to be useful in elderly care in Sweden 

since it covers most of the concepts used in the documentation.  

2.3.2 Requirements 

In the Swedish law it is described how the elderly care should be executed in general (information 

gathered from the Swedish parliament’s homepage). This is done by two laws, one for the social 

aspects and one for health care (Hälso- och sjukvårdslagen). In the social service law (Socialtjänstlag) 

is written that the social welfare board should work towards good housing and that elderly shall get 

the help and service they need. The municipals should arrange housing for elderly residents with 

special needs. The elderly should also have the opportunity to live a worthy life and have an 

opportunity to choose caregiver, among other things.  There are also restrictions for the 

documentation in the law, which could be seen in the following excerpt;  

”Handläggning av ärenden som rör enskilda samt genomförande av beslut om stödinsatser, vård och 

behandling skall dokumenteras. Dokumentationen skall utvisa beslut och åtgärder som vidtas i 

ärendet samt faktiska omständigheter och händelser av betydelse.” 
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Translation: Handling of cases relating to individual as well as implementation of decision support, 

care and treatment shall be documented. The documentation shall show decisions and actions taken 

in the case and the factual circumstances and events of importance.  

Socialtjänstlagen 11 kap. 5 §  source: http://www.riksdagen.se/sv/Dokument-

Lagar/Lagar/Svenskforfattningssamling/Socialtjanstlag-2001453_sfs-2001-453/ author’s translation 

The workers are bound to document according to the law which means that decisions, actions and 

factual circumstances are things that need to be documented. The documentation shall also be done 

with respect to the care recipient’s integrity.    

2.4 Aids for documentation  

Norman writes in the preface of his book The Design of Everyday Things (2002) that one of the topics 

that stands out from his book is that sometimes it is wrong to blame the people making mistakes 

since it is in fact the bad design of the artifacts they use that causes the problems. 

“If there is anything that has caught the popular fancy, it is this simple idea: when people have 

trouble with something, it isn’t their fault – it is the fault of the design” (Norman, 2002) 

Norman gives a lot of examples of bad design in everyday life such as doors you can’t tell which way 

to open and microwave ovens that are hard to figure out how to use. This study builds on the 

assumption that the design of things can impact the behavior of the users and therefore either aid or 

make it more difficult to achieve the intended outcome. This means that a well-designed 

documentation system with smart functions have the potential to aid and ease the documentation 

process and save time that the personnel can spend on something else, such as being with the care 

recipients. Electronic systems have the ability to improve the structure and format of documentation 

as well as the process and content for some parts of the documentation (Wang et al, 2013). 

However, it is unclear whether electronic heath records improve the quality in care in general, at 

least for nursing documentation in hospitals as reviewed by Kelley et al (2011). 

Technological systems or artifacts could also be seen as extensions of cognition according to some 

perspectives. Hutchins (1995) analyzed pilots in work from a cognitive systems point of view. The 

cognitive system consisted of a cockpit with pilots and various instruments. It could be seen as having 

cognitive capacities, such capacities was not something that only took place inside the pilots’ heads. 

Representations in the environment are visible to observe and could have certain functions, for 

example the speed card booklet functions as a long term memory by storing a set of correspondence 

between speeds and weights (Hutchins 1995). In a similar way the personnel and the documentation 

system could be seen as a cognitive system. The cognitive system could also be extended to include 

the patient and colleagues. In that way the documentation system and colleagues could help the 

documenting personnel and result in higher quality documentation. 

2.4.1 Aiding documentation - examples 

In this section some existing ways of aiding documentation will be brought up. Electronic templates 

and prepopulated dot examples (pre-specified meanings with gaps for entering text or checkboxes 

with standard alternatives) could be an alternative to free text, for example, and might be better 

suited for some parts of the documentation since it is used in a larger extent although it could also be 
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explained by usability problems in the less used templates (Makam et al, 2013).  Another alternative 

to writing a lot of text is to use speech recognition technology which have been around for several 

years and have high potential for the health care sector (Fritsch, 2014). Then the user could tell the 

system what s/he wants to write and the system translates it immediately and with high accuracy to 

text.  

Documentation could be done by a computer, but also more mobile solutions exist. Scandurra et al. 

(2004) describes a prototype of a portable documentation system where the user can access the 

patient journal to read it as well as document. This might be good or home care workers due to their 

mobile work situation (Scandurra et al, 2004). Today tablets are used for documenting purposes 

among various categories of health care personnel (Epocrates, 2013). 

There are now automatic ways that a computer could go through documentation from a company or 

business area and extract possible terms and group them. It is also possible for a computer to check 

the quality of documentation. In order to use a standardized terminology in the best way the people 

documenting might need some help along the way. Acrolinx is a program that supports a terminology 

and can be used in different text editors (“Acrolinx,” 2014). It checks directly if the terminology is in 

use and if grammar and style rules are correct. Another way of aiding the learning of a terminology is 

by the use of visual representation such as conceptual graphs (Bontcheva & Dimitrova, 2004). 

2.4.2 Education about documentation 

It is likely that education in various forms could enhance the quality of documentation. Care 

personnel have had various former education, for some professions higher education is needed 

which includes education of how to document and for others they don’t have any education or the 

education didn’t include information of how to document. In this section different types of education 

at work will be brought up. Engström et al (2011) used a questionnaire to survey how education level 

and stress symptoms. They found that a perceived higher workload, more communication obstacles, 

less competence, poorer sleep and more stress symptoms were found by the caregivers with no 

formal competence compared to their colleagues. This shows the importance of education and 

knowledge both for making a good job (communicate better) and for personal health (reduce stress).  

Florin et al (2005) measured registered nurses performance before and after an educational program 

that consisted of both theoretical education and discussions about fictitious patients in five 

gatherings that lasted for 3 hours. The aim was to yield knowledge of the nursing process as 

described in the VIPS model (VIPS is short for well-being, integrity, prevention, and safety in 

Swedish). The educational program addressed care planning, nursing diagnosis, the theory behind 

nursing practice and how to write care plans and nursing diagnosis. After the program diagnoses and 

specific diagnosis were documented to a greater extent, diagnoses increased from 39% to 69% and 

specific diagnosis doubled (Florin et al, 2005). They also found that simple problem statements 

decreased with 50%.  

Mosely et al (2013) had another approach for improving documentation. Here, a computer reviewed 

records, and based on criteria of potential critical care (CC) patients (that weren’t documented as 

such) were identified. One professional looked at these and contacted the doctor who was 

responsible if he thought it was probable to be a case of CC. This step should be seen as a 

reminder/education and not as a correction. There should not be any press towards the doctor and 

the record was only changed if the responsible doctor agreed. The results show a 118% increase in 
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CC records after one year and a larger compensation for CC. The authors believe that the following 

factors contributed to the success; a) everyone participated – it’s not optional and b) those 

documenting need to understand the importance of better documentation and the connection with 

funding /reimbursement. Munyisia et al (2012) studied the impact of electronic documentation 

system on efficiency and concluded that continuous education together with support from a mentor 

is important to ensure effective use of electronic systems by caregivers. Education as such seems to 

be essential and have potential to affect documentation in a good way.  

2.4.3 Learning opportunities in use  

Instead of arranging a course it is possible to learn at the same time as you’re working. In his 

dissertation Holmlid (2002) puts forward a reflection of learning opportunities while the interactive 

tool is in use. The documentation system could be seen as an interactive tool in the context of 

documentation in care. A state where the user is either confused or feels surprised comes with a 

learning opportunity. When a user is surprised he or she wants to know what they did to cause an 

outcome. In a state of confusion the user wants to know what s/he should be doing (instead of the 

actions performed) to reach their goal. This is often followed by a period of trial and error which 

hopefully leads to a solution to the problem, sometimes with frustration as a side effect. A confused 

user needs information (or knowledge) instantly while the surprised user might want to learn for the 

future.  

Although Holmlid states that surprise and confusion needs to be interpreted in different ways for 

different artifacts his finding has potential.  Instead of looking at confusion and surprise as non-

wanted outcomes and proof of bad design (since the user doesn’t know exactly how to act) it can be 

seen as opportunities for educating the user. This approach might be promising to use in the health 

care domain if the resources are low, then the personnel could learn how to document while doing 

their job.   
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3 Problem Statement 
The Swedish national board of health and welfare (Socialstyrelsen) is working towards a uniform, 

unambiguous and appropriate language use for documentation in the health care domain. In order 

to be appropriate the documentation should be useful and support both those who do the 

documentation and the stakeholders who are affected by it. This may lead to conflicting interests. In 

order to support a standardized and uniform documentation one can use different types of aids such 

as influencing attitudes, provide training and customize tools for documentation. Today it is unclear 

what types of aid(s) that best fit both the documenting personnel’s needs and the goals of The 

Swedish national board of health and welfare and other stakeholders. 

3.1 Purpose 

The purpose of this Thesis is to explore documentation within the domain of elderly care from the 

personnel’s perspective. Foremost it will look at how documentation fits in a broader working 

context, what kind of thoughts about documentation that exists and what knowledge about 

documentation the personnel have. If applicable, it will also look at how the aids for documentation 

should be designed based on the generated knowledge. 

3.2 Research Questions  

Three research questions were formulated to clarify what kind of knowledge the Thesis sought to 

attain.  

Q1: How does documentation fit in a broader working context for elderly care 

personnel? 

Q2: What are the elderly care personnel’s thoughts and attitudes towards 

documentation? 

Q3: What knowledge do the elderly care personnel have about documentation and 

how did they attain it? 

The first research question (Q1) refers to the role of documentation in their work, things like 

practices, work conditions and aids could be of interest to answer this question. Q2 concerns the 

personnel’s thoughts, attitudes and opinions about documentation and Q3 concerns how the 

personnel get information and develop knowledge about documentation and what knowledge they 

have regarding documentation. 
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3.3 Limitations 

The Swedish national board of health and welfare strives towards a united language use for all 

healthcare including many different domains and roles, from specialized doctors to personal 

assistants and nurses among others. Each person working with health care are therefore affected 

and are important for reaching the goal. However this study will limit itself to only focus on 

personnel working with elderly care. That is an interesting group due to the expected increase of the 

group of elderly compared to the rest of the population the coming years (SCB, 2010). This will 

increase the need for elderly care in the near future. Lagergren (2005) predicted an increase of the 

costs for elderly care in Sweden in 2030 between 25% in the most optimistic condition and 69% in 

the most pessimistic condition. This makes it important to study the elderly care to be able to plan 

for the future and better handle the increased costs. 

The documentation in form of a journal consists of confidential information and could only be read 

by those who need it to carry out their job. This means that observations of documentation where 

you as a researcher look at what they write or tell them to describe what they write are not possible 

to perform without some form of permission. This was considered but excluded from the study. It is 

also not possible to look at the existing documentation without permission, for example to see if 

what they’ve written is consistent with how they say they write or follows laws (and other 

regulations if existing). This could be a form of validation, but was not part of the study due to the 

issue of confidential information.  
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4 Method 
This study builds on qualitative data obtained from semi-structured interviews with 12 people 

working with elderly care. Data is analyzed using Interpretative Phenomenological Analysis (IPA). IPA 

is a specialization of the phenomenological approach which seeks to describe the world as it appears 

to the ones perceiving it (Willig, 2008). IPA differs from phenomenology in that it acknowledges that 

an analysis is always an interpretation of the participants’ experiences.  

4.1 Sample 

The user research was mainly done by interviewing personnel within the chosen subgroup. Totally 12 

persons, both from municipal and private healthcare providers, were interviewed. 8 were women 

and 2 were men. The participants were recruited mainly by a convenience sample and sometimes by 

a snowball sample (one worker or the manager named others to interview). Because of this, most 

participants worked in the Municipal of Linkoping (8 people) and some worked in other Municipals 

(Söderhamn Municipality, Ovanåker Municipality and Mjölby Municipality). For an overview of the 

interviewees and their roles see Table 1.   

Table 1 - Interviewees 

Frequency Role 

Communal 

or Private Municipal 

 
Head of Documentation P - 

1 Group manager, Home care P Link 

5 Retirement Home staff C 3 Link+1 Mjo+1Ova 

2 Home Care Personnel C Link+Sod 

2 Physiotheraphist C Link 

1 Occupational Therapist C Link 
 

Note that most people had much experience and had worked in different roles, for example it was 

common to have worked with both home care and on a retirement home. Two people had little 

experience and were home care personnel and retirement home staff. 

4.2 Structure  

The interviews were semi-structured and loosely based on the following questions which are 

developed for The Swedish national board of health and welfare. They are formed to aid the user 

research process in a project where the goal is to develop educational resources that fit the different 

target groups’ needs and spread knowledge about the common information structure (Gemensam 

informationsstruktur, GI). GI consists of a terminology, a term bank, various classifications and 

conceptual models. These general questions are intended to be the same for all identified main user 

groups when continuing the user research for the subgroups.   

- What is the relationship between the interviewee and GI/standardized documentation?  
- What does the interviewee know about GI today and what do they need to know?  
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- How does GI, and the implementation of it, affect the interviewee’s work and what are the 
benefits and potential problems?  

- What kind of knowledge is needed according to the interviewee, what could colleagues need 
and when do they need to have that knowledge?  

- What form of education is preferred and are there any resources available?   

These questions are thought to be customized for each subgroup depending on the knowledge of the 

interviewees and their role towards GI. For the subgroup those in elderly care who document most of 

the personnel had little or no knowledge of GI and its parts. This lead to a focus on documentation in 

general, instead of GI. Information about how they used documentation in their work as well as what 

they thought about documentation and education was sought to be attained from the interviews.  

An interview guide was developed to support the interviewer (see Appendix for the interview guide 

in Swedish). It contained open ended questions in order to give participants the possibility to share 

their personal experience of documentation (Willig, 2008). The questions were divided into five 

themes; demographic questions, job responsibilities, documentation, communication and technical 

means/systems. The researcher was not bound to use the predefined questions during the 

interviews and could therefore adapt them to better fit into the context. Demographic questions 

contained questions about education, experience and other demographic information. Job 

responsibilities contained questions regarding an ordinary work day and priorities. The 

documentation part focused more on when, what and how the personnel documented in their work 

and their thoughts about it. Data from the questions about communication was mainly not used 

here. The questions regarding technical systems sought to understand how familiar the personnel 

were to technological aids and their thoughts about them.  

Examples of question from the interview guide were as following; 

How does an ordinary work day look like? (Q1) 

How do you know what to document? (Q3) 

When do you document? (Q1) 

What are your thoughts about documentation? (Q2) 

What kind of education did you get on your workplace? (Q3) 

4.3 Setting 

The interviews took between half an hour and 1.5 hours. Most people were interviewed face to face 

(7), but if needed the interviews were made by telephone (3). The face to face interviews were often 

held at the participants’ workplaces in a smaller room, separate from the daily activities. The 

interviews with personnel working in the Municipal of Linkoping were carried out together with 

Malin Bergkvist who collected information for her Bachelor’s thesis since many of our questions had 

an overlap. If the participants gave their consent the interviews were recorded. The telephone 

interviews were not recorded, instead notes were taken.  
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4.4 Data processing and analysis 

The processing of data included transcription of recorded interviews and digitalizing/ expanding of 

notes (interview log) for the interviews that weren’t recorded. The transcription was limited by time 

constraints and was therefore not done in a very precise way. The interviewees’ answers were 

written down, sometimes word by word and sometimes only represented by the core meaning. 

These transcripts and notes were the base for analysis.  

The analysis was made on an individual level in order to describe different approaches towards 

documentation i.e. what the interviewees thought about and how they worked with documentation. 

Reasonably their behavior was affected or regulated by practices and laws, but the analysis did not 

focus on explaining (only describing) the attitudes and behaviors towards documentation. 

Interpretative Phenomenological Analysis, IPA, was chosen as the framework for the analysis. IPA is a 

qualitative research approach that is suitable for analyzing people’s experiences with a service or 

product and what their experience means to them in a specific context (Arvola, 2014). IPA was 

compared with other qualitative research approaches and seemed to be best suited for this study. 

Some of the non-selected approaches were Case Study due to a diverse sample since it contained 

people with different work roles from different municipalities and institutions and Grounded Theory 

due to its aim of making a theory. The sample in this study is small and diverse and might therefore 

not yield a strong and generalizable theory and this study wanted to describe rather than produce a 

theory. 

The analysis followed a cyclical process which contains the following steps; 1) Reading through the 

data, 2) Coding to find preliminary themes, 3) Clustering 4) Arranging themes in a summary table 

(Biggerstaff & Thompson, 2008). First all data was read, then the coding started with the first 

interview. The codes were grouped into themes for the interview if suitable. All data was worked 

through in a similar way. An overall structure was sought by looking at all themes and arranging them 

into clusters and a table. Since the interviews were held in Swedish the codes and themes in the 

analysis was also made mainly in Swedish and with Swedish terms which were translated into English 

in the end. To exemplify the themes chosen quotations from the interviews were looked up, 

transcribed and translated into English together with parts of the interview logs.  

4.5 Ethical considerations 

The interviewees voluntarily took part in the study and had the ability to withdraw and discontinue 

participation at any time. They were verbally informed about the study and how the data would be 

used. The interviews were only recorded if the participants agreed to it. The participants are not 

identifiable by name in any reports presenting data obtained from the interviews.  

Ethical limitations regarding confidential information in journals could be seen in the limitations 

section.  
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5 Analysis 
In this section the result of the analysis will be presented, i.e. the themes will be described. First in a 

summarizing table and afterwards the clusters and themes are presented in more detail. Excerpts 

and logs from the interviews are translated by the author. Names are exchanged with a description in 

squared brackets ([]) in order to anonymize data, for example  different documentation systems are 

removed and replaced with “the documentation system” inside square brackets. Other information in 

square brackets is clarifications made by the author.  

5.1 Overview of Clusters and Themes 

Table 2 shows an overview of the analysis with three main clusters which each relate to one research 

question; documentation in context which refers to the documentation’s role in the elderly care 

personnel’s work (Q1), thoughts and attitudes toward documentation (Q2) and learning & 

knowledge which consists of how knowledge is developed and spread (Q3). Below them are the 

themes they’re made up of, the themes are not ordered.  

 

Table 2 - Overview of analysis 

Documentation in Context Attitudes Learning & Knowledge 

practises I'd rather not lack of knowledge 

priority too much tacit knowledge 

aids I’m watched education 

documentation systems important helping each other 

 
quality assurance some knows more and educates 

 
it takes time 

 

5.2 Documentation in Context  

Documentation is not the only or the main chore for the personnel documenting, this section will 

discuss how documentation fits in a broader working context and deal with priority, practices and 

aids for documentation.  

5.2.1 Practices 

Three different types of overall structure of their work were seen (see Table 3). This affects when the 

personnel read and do the documentation. The first group is home care personnel who typically visit 

a number of care recipients during a shorter period of the working day such as 2 hours or during the 

morning. The interviewed personnel reported that they documented and read documentation on 

computers that were available when they were back at the office (during lunch, at the end of the 

break or between two rounds of visits).  

We need to take a group of errands at a time to keep up. Generally speaking, when 

you start working in the morning you might have anywhere from three to seven 

errands in two hours roughly speaking and in that time you’re not inside [the office] at 

all unless there is something special that you need to solve, something urgent. In 
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between you try to read, so to speak, but that is something that is not always done 

simply due to lack of time. (P6) 

I go out, I do what it says on my schedule, I go back, eat lunch and the same procedure 

in the afternoon. Documentation is done at lunch or at the end of the day. (P1) 

 

Table 3 - Overview of when the personnel work with documentation during the day for different working conditions 

 Home Care Others who visists elderly Nursing homes 

Read 
documentation 

On the morning/when 
they start working at 
the office and 
between rounds 
when they're back at 
the office if they have 
time 

In the office at the 
morning before they go 
out or don't read before 
seeing patients because it 
is repressive 

when they start 
working often in 
the morning, in 
the office, and 
sometimes 
during the day 

Document Between rounds 
when they're back at 
the office if they have 
time 

On the office, some days 
are for paper work or at 
home/the office when 
s/he has time 

when they have 
time, often 
postponed, or 
directly 

 

The second group, others who visits elderly, consists of physiotherapists and occupational therapists 

who visit different nursing homes for a day or half a day. They read the journals at the office when 

preparing for a trip and document on certain days and times when they are in the office. Sometimes 

they are out of the office for one day and then have one day of paperwork. A physiotherapist 

describes a normal day at work;  

Then you usually sit here [at the office] and prepare and look in the journals before 

going to a house, as we say. It takes about an hour to prepare and read the journals 

and perhaps making [training] programs. Then you go out [to the retirement home], 

meet staff first because we work a lot with the staff, coordinate a bit, maybe some 

follow-up, and then based on that we do our home visits. And before that we have 

already made a plan of whom we’re going to visit. (P9) 

I don’t write in the journal out there [at retirement homes] unless there is something 

very special. I have time with the elderly and the staff when I’m there, its effective time 

towards those people. Then I go back and sit down and write and at that time I just do 

that. (P10) 

One person said that he didn’t like to read the journals before a visit since he felt it was restricting.  

Many people want lots of information, they read the journal carefully before they meet 

clients, I just think it is, it is inhibitory rather than helping. (P11) 

Thirdly are those who work in retirement homes and are close to the care recipients all the time. 

They typically read at the beginning of each shift, often in the morning and sometimes they read 
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during the day. The documentation is typically done when they have time, often the documentation 

is postponed.  

On a typical workday you get there in the morning, and then you read [the 

documentation system]. (P8) 

We’re supposed to look at [the documentation system] every day, that is decided, so 

that takes quite a lot of time actually. I think that it would be nice to have, I think they 

have spoken about that, that we would get some kind of tablet computer, I think 

someone tested that, to bring it with you to be able to document directly. Now you 

write it in a scribbling block and then when you sit down and do it, it might take 45 

minutes and you have eight things to document. (…) You collect things during the day 

and then you realize that you must document it too. (P7) 

This seems to be done differently by different caregivers, one person said they usually document 

directly.   

We usually document directly. (P3) 

5.2.2 Priorities  

For most (if not all) of the personnel spoken to, the care recipients were first priority and the daily 

activities are adapted to the needs of the care recipients.  

Those who live here [at our retirement home] are always the first priority. (P3)  

Some don’t have any assistance in the morning, then they don’t get any help at that 

time, and some have complete assistance in the morning, it depends on their needs (…) 

It is in the implementation plan. When the need has changed the plan needs to be 

changed. (P7) 

When something is a priority it also means that other things are seen as not as important, for better 

or worse. The nursing work is done first hand, and documentation is made when there is time. This 

priority is shown by the nursing staff and might also sometimes be seen on an organizational level. 

Lack of computers and knowledge could be signs of this.  

P9: The nursing staff is also facing this; there is one computer, you don’t have time… 

P10: But it depends on what, that is not the case at [a particular retirement home], 

there they have done a good job with the preparations and made sure that they shall 

have computers, it might be different 

P9: Some don’t have the prerequisites; you don’t know how to do it and you don’t think 

you have the time to. They are seldom logged in and able to write, compared to what 

they could be. (P9&10) 

5.2.3 Aids 

There are several different aids that help the personnel during a day and this is something that varies 

a lot between different workplaces. Here are some examples of aids: 

 one or more IT system 

 post-it notes or scribbling block for what they need to remember (to document) 
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 back-up forms and important information on paper copies 

 calendar 

 binders 

 whiteboard (internal communication) 

 phone 

 alarm 

5.2.4 Documentation systems 

There are many different documentation systems in use and there are also many different opinions 

about them. Here positive and negative critique towards these systems will be presented. Since this 

thesis doesn’t focus on any particular documentation system and the Swedish national board of 

health and welfare doesn’t have anything to say about what documentation system organizations 

buy or use the aspects will not be coupled to a particular system but rather presented as statements 

to see positive and negative aspects that a documentation system may bring. First, some comments 

about accounts will be brought up and then positive and negative critique will be listed. 

For the documentation systems it is common to have personal accounts in which the personnel have 

access to a limited amount of information.  

They have their own log in, and have used this system a couple of years. (P3) 

In other workplaces only the ordinary personnel have accounts. Summer workers, for example, don’t 

have an account and discusses instead with ordinary personnel during the day about what’s 

happened.  

The night personnel documents, during the day it is the person responsible for medicine 

who also has responsibility for documentation. I communicate with colleagues during 

the day and discuss what happens so the person responsible for documentation knows 

what happened. (P2) 

Positive critique 

One person was very pleased with their documentation system, it was easy to use and saved time 

that they could spend being with the elderly.   

The system works very well. (…) It facilitates a lot and it is easily accessible to everyone, 

you don’t need to search in binders, she feels that documentation via computer have 

facilitated a lot and saves time they could spend with the elderly. (P3) 

Another thing that is been said about documentation systems is that it is easy to read the entries 

compared to handwriting which they used before.  

I’m not used to [the documentation system] yet, but the idea is good, because there it 

is written in a way that everyone can read, because it is not easy to interpret other 

people’s handwritings. (P4)  

Negative critique 

In the documentation systems the entries are often divided into different categories and the 

categories used are different for different systems. The personnel experience that it could be hard to 
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know where to write what kind of information and before documenting they need to think about 

what kind of information it is that they’re going to write down. This is especially important since 

different people with different work roles have access to certain information needed for their job. If 

you write it in the wrong place, the person who needs to see it might not be able to read your entry. 

P4: It is different parts, implementation plan, uh, what do we have more? A lot 

P5: we have day notes, then we have to do and then it is journal, patient journal is the 

name of it (…) and then also in the journal stuff it is different moments to click on 

P4: Yes, exactly, if it is health, if it relates to health, if it is change, if it is (  ), is that 

correct? It is a lot 

P5: there is changed needs  

P4: exactly, it is different moments that you shall chose, and then you shall think 

before, what is it that I want to document, uh, chose one of the headlines, and then 

you ask yourself or you ask a colleague and then you write in the journal, and then it is 

the nurse who reads. And then if it is a note, day note, or if it is something that 

concerns both day and evening personnel, night personnel I mean then we chose night, 

right? (P4 & P5) 

 

Also problems weather to sort it as health or social information has been brought up. The problems 

shown might also relate to the old habits of documentation and it might take some time to create 

new habits regarding the documentation.  

It is hard to know where to write what, or what to write where. Because before you 

had one journal where we wrote sort of hospital stuff, we wrote social things, we 

wrote to the occupational therapist, everything, and then you just marked who should 

read it, nurse, occupational therapist. Now everything is divided in the system, things 

related to the HSL [health] law has one part, things related to the SoL [social] law has 

one part and then there is day notes and many people think it is hard to know where 

they shall write. It is easy that information end up in the wrong place. (P7) 

Depending on where you write entries different people have access to the information, but if the 

workers don’t use the same system they can’t access the information anyway. The different systems 

in use don’t communicate with each other. Instead of reading the documentation other types of 

communication is necessary, such as a phone call.  

It disappears, the things that we have written, if someone moves, the only thing that is 

transferred is the journal that the nurse writes, but the rest doesn’t follow (…)  

When the doctor is here on his round he writes in [his documentation system] which 

our nurse cannot see and when we have tests they arrive there and our nurse cannot 

see it so she needs to call the doctor. (P8) 

There are also technical problems at some workplaces that might make the users frustrated and lead 

to a decrease in speed of the system making it time consuming to use.  

It is because we have a LAN connection to the Municipal and it doesn’t work and when 

you arrive at the morning and should search, for example, on what has happened, it 
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might take ten minutes. That time you don’t think that you can spend just sitting and 

waiting for a system that is loading and then you don’t and then the security might be 

at risk. (P8)   

Researcher: how long time does it take [to document]? 

P: it could take forever! (P5) 

 

One person said that he didn’t like to use the documentation system since it was very hard to 

understand how to do things and he felt restricted. The creativity disappears when working with the 

system.  

I’ve been thinking of it more and more that the creativity needed for doing a good job, 

unfortunately it disappears, you feel restricted and you have to do things in a certain 

way. If I do the source on a particular way but the result is usually still good and 

appreciated. But I feel that I get stuck in it in some way, and it is not fun (P11)   

5.3 Thoughts and attitudes 

In this section themes regarding attitudes and thoughts towards documentation will be presented. 

The themes are not excluding so it is possible that one person could fit in more than one of these 

thematic groups. 

5.3.1 Important  

One view regarding documentation is that it is important to document and that it is an obligation to 

do so. This view is mainly held by the more experienced practitioners in the sample. 

All the time you need to read in [the documentation system] I can say, that is what it is 

all about, that is what it is about, we are quite harsh with that because if you don’t 

read, you haven’t done your job. (P8) 

It is [documentation] a must due to the law which defines what needs to be 

documented. (P12) 

5.3.2 Quality assurance 

For many people, especially those more experienced, the documentation is linked to maintaining 

good quality in care. One part is by looking at what’s written and seeing what’s been done.  

Views documentation as an important part of the quality work. (P8) 

Security, safety for the elderly is it of course also. (P9) 

The documentation is needed for security, to be able to look back and check which is a 

must. (P2) 

5.3.3 Too much  

Another view is that it is too much to document. It seems like the personnel know that the elderly 

are active and get a good care without taking notes and documenting it.  In some cases everything 

doesn’t seem appropriate or necessary from the personnel’s point of view, but this is not true in all 

cases.  
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Way too much. (P9) 

It is quite much documentation in care today, too much we think. (P8) 

Sometimes it is good to do rehabilitation plans and sometimes it is not necessary. It 

highly depends on the starting point, um, sometimes I get good contact with those who 

shall do something and then it doesn’t need to be anything in the documentation more 

than for the patient, in the person’s journal. (P11) 

There is also a worry to forget to document all that is needed.  

I think that many staff feels like, damn did I document that. (P8) 

5.3.4 It takes time 

The documentation takes a lot of time. For some professionals around half of the time is spent by 

administrative chores, others estimate that around 20% of the time is spent on documentation if the 

care recipients are sick and it is much to document. The documentation system plays a big role here 

and it is hard to say if the time depends mostly on bad systems or that it is much to document (or 

something else). It probably differs from time to time.  

P9: at least as much time as we’re at the houses [goes to documentation] 

P10: It is lots of routines and we have very much, it is not just documentation in the 

journal. (P9 & P10) 

 

Language difficulties and computer skills are other things that could influence the time spent on 

documentation. 

It depends on my writing skills, if I’m not used to it and then shall sit and then just 

twiddle like this and then as you for example who just sits and then it just rustles, but I 

use my index finger [to write on the keyboard] and then it takes time. (P5) 

For you it might be easier to find words in your vocabulary, I just use the ones I’ve 

learnt and I can’t replace them with something that is more suitable, then it takes 

some more for me to just figure out how I shall express myself. (P4) 

5.3.5 I’m watched 

When you have written something in a journal it is there and everyone can see it, this creates a 

feeling of being watched or assessed. 

I rather discuss than write, then everyone can see. (P2) 

Sometimes the personnel feel like someone is watching what they write to see if they’re doing their 

job. It is like they are documenting for the purpose of controlling and not for the patient/care 

recipients.  

Today we write a lot in the journal about what we do just to watch our backs because 

it is people watching us, we think, but I’m not sure they have time to do that. (P11)  
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5.3.6 I’d rather not 

This is a position held by the interviewees that had little experience and mainly worked in elderly 

care during the summer. The person in the example didn’t need to document most of the time since 

one of her more experienced colleagues was responsible of the documentation during the work 

period. (They shifted who was in charge.) This seems to sometimes be linked to a lack of knowledge 

about documentation, but it could also be a cause of language difficulties such as dyslexia or limited 

skills in Swedish and lack of computer experience and skill. 

Good thing that I don’t have to! (P1) 

5.4 Learning and knowledge 

When it comes to knowledge about documentation a big difference could be seen between 

experienced and less experienced workers among the interviewees. Read more about that in this 

section. 

5.4.1 Lack of knowledge  

As expressed by the less experienced interviewees and as confirmed by more experienced colleagues 

it seems to be common that less experienced workers doesn’t have enough knowledge about 

documentation. In this sample it is particularly evident in the home care. 

Didn’t get any information about documentation, didn’t know that they were supposed 

to document in the beginning, had to figure it out by herself by observing and asking 

colleagues. (P1) 

There are many people who gets thrown into this work and who doesn’t know the rules 

etc. (P6) 

It is very loosely informed about how the documentation should be done, I think. Many 

knows from old habits where to write what but it is many new employees that don’t 

know how to sort information, what should be in the medical journal and what are 

notes [social documentation]. (P6)  

5.4.2 Tacit knowledge  

It seems that experienced workers have learned how to document but have problems expressing and 

explaining it, it seems to be tacit knowledge. 

Researcher: how do you know what to document?  

P: but that is something you know. (P3)  

5.4.3 Education 

Under the education label are comments about how the workers get information about 

documentation. The most frequent answer in the data was (internal) education about a specific 

documentation system. This type of education focuses on how the system works and how to use it. 

For those who have had responsibilities such as a group manager they typically had other computer 

courses too, often focused around other programs.  
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P: Actually I am a [documentation system] agent (…) and then me and the group 

manager went to the education and we educate the rest of our colleagues in the 

Municipal in the system. Then I’ve worked as a group manager before and I have all 

these um computer, the specific computer educations that is held by the Municipal.  

Researcher: What kind of education?  

P: Yes it is, it is invoice management, and what is it more, temporary worker 

management, and lots of programs like that which are the Municipal’s, that I worked 

with before. (P7) 

 

For some professionals they get information about documentation in the education, such as for 

physiotherapist, but that is not true for all workers.  

Researcher: how do you know what to write?  

P: it is included in the educations  

Researcher: for [the documentation system] or in the physiotherapist education? 

P: both really. (P11) 

 

Then they could be introduced the first days when they go beside more experienced colleagues who 

introduce them to the work.  

New employees get information when they go beside personnel who have worked 

there a long time, summer personnel go two to three days with someone more 

experienced. The personnel who introduces are obliged to learn the new ones how they 

will document and how they do in order to create an account to log in and so on. (P3)  

Another way of learning about documentation is on local meetings. 

I can’t remember if they said anything about that [on the education for the 

documentation system], because it is only we in the work team who have spoken about 

that (…) and then we’ve heard from other colleagues that we should have a simplified 

language and that you’re not supposed to write abbreviations. (P5) 

5.4.4 Helping each other 

Colleagues are a great resource, it is common to ask colleagues for help and discuss problems with 

them. Some are reading aloud for a colleague to make sure that what they’ve written is ok.  

When I write something I usually, if a colleague is in the room I usually read aloud for 

my colleague. Do you want to listen to what I’ve written? I want some confirmation 

that I haven’t made a fool of myself. (P4) 

If the documentation is linked to specific persons it is also possible to tell them if they’ve written 

something inappropriate. 

If I see that someone writes something inappropriate, that happens very rarely, then I 

go to that person directly and says that this is not the way we document, it doesn’t 

look good, keep in mind to write like this instead. (P8)  
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5.4.5 Some knows more and educates 

It is also common that some of the personnel get educated and then they are responsible to educate 

the rest and to help them if there are any problems. This has many names, documentation support, 

[documentation system] agent and data pilot are some examples. 

There is “documentation support” on each workplace, that is personnel who knows 

more and could help and educate colleagues, these are educated by the 

documentation manager [at our company]. (P12) 

5.4.6 Old habits  

The personnel who have worked in elderly care for a long time have created habits and procedures 

that might take time and effort to change. Sometimes they are not easily tempted to change their 

habits into new ones, for example when introducing a new system or procedure.  

Some were skeptical when they started using a computer to documentation many 

years ago, mostly the older colleagues who were insecure and worried in the 

beginning. (P3) 

The problem is to learn old dogs new trix. (P6) 
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6 Discussion 

6.1 Documentation in a broader context 

In the analysis comments about the documentation systems were partly separated from the 

documentation in general since opinions about the documentation system, which varies among 

different regions and caregivers, should not be seen as comments about documentation in general. If 

you change documentation system the comments might change too, but for documentation (in 

general) it is supposed to be the same. For instance if a person thinks that some of the 

documentation they do is unnecessary s/he will probably have that opinion independent of what 

documentation system they use. This view and separation might be good for some purposes but not 

for all. 

According to Paans et al (2011) the context, or the hospital environment as they called it, was a 

factor that influenced the prevalence and accuracy of nursing diagnoses documentation. Things like 

workload, use of medical model and how others thought about the nursing diagnosis were of 

importance. It is reasonable that context is important for other people documenting too. As seen in 

the analysis work structure determines when home care workers and physiotherapists, for example, 

get access to the documentation. If the home care workers have a very tight schedule it is probable 

that they don’t have time to read or document when they’re at the office. To only be able to 

document at the office is seen as a bottleneck. For those working at retirement homes it is easier to 

access the documentation, however if the workload is high they need to be with the elderly and 

don’t have as much time to sit in front of a computer and do the documentation. Work conditions 

are also important; documentation will take more time if the personnel need to wait for the 

colleague if there are not enough computers or if the computer is old and slow. These could also be 

bottlenecks. It is harder to do a good job if the conditions are poor. Work structure or schedule, work 

conditions and work-load are likely to influence the personnel’s work with documentation.  

Another thing that is important is the documentation systems. A number of problems and negative 

critique with the documentation systems were found in the data. The personnel thought that it was 

hard to know where to write what kind of information, there were a lot of time consuming technical 

problems, they felt restricted by the systems and when two institutions uses different 

documentation system they can’t use the documentation to communicate with each other. Some of 

the problems found in this study regarding documentation systems might be temporarily since some 

of the interviewees only had documented in the current system for a few months.  

Documentation systems are especially critical since almost all documentation in care nowadays is 

done by the use of a documentation system. Depending on how the documentation system is 

designed it could either aid or make it harder to document correctly. The documentation system 

could also influence practices by the use of certain forms that give a structure and order for what to 

document. This could be done by the use of electronic templates (Makam et al, 2013). 

Beside documentation systems there are also other types of aids used. For documentation one 

important aspect is the post it notes or scribbling blocks used to write down key words in order to 

remember what to document. This is an extra step in the process of documenting which is 
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particularly important if the documentation is postponed. It could be interesting to examine if there 

is any differences in time and quality when comparing note taking and postponed documentation to 

direct documentation. Other types of aids are calendar and binders to complement the digital 

documentation with information about the care recipients. Sometimes the retirement home 

personnel need to carry both a phone and a large alarm phone making it hard to carry an extra piece 

of technology for documentation purposes. 

To sum up, as seen in the data documentation is not first priority; taking care of the elderly or the 

patients and providing good care is. This means that documentation needs to function with 

somewhat limited resources.  Limited resources could include time constraints, abruptions of work, 

too few and slow computers with non-optimal systems and limited budget for education. Since this 

study doesn’t observe the personnel or looking at the documentation done by the personnel it is 

hard to draw any conclusions of how this kind of limited resources influence what is written in the 

documentation. This needs to be examined in order to prioritize what types of aids that are best 

suited. 

The work environment where the documentation system plays a big role influences documentation. 

The Swedish national board of health and welfare need to come up with solutions that work 

regardless of what documentation system in use or develop guidelines for how documentation 

systems used in care should be designed. However, for the elderly care personnel the documentation 

is tightly coupled with the documentation system they use and the system have the ability to make 

or break the documenting personnel as well as the Swedish national board of health and welfare’s 

requirements.  

6.1.1 The role of documentation 

Hutchins (1995) analyses the functions of the cockpit with a level of analysis that is larger than just an 

individual; the individual and the system(s) together are producing the outcome. Coming from this 

perspective the documentation systems and their design becomes important. Documentation as 

such could be seen as a long term memory for storing knowledge about the care recipients and what 

decisions that have been made. Documentation also serves the role of updating the personnel of 

what’s happened since they last worked; a form of health diary specific to each care recipient. It is 

also possible to say that it is a form of perception since it reveals information about the current state. 

The documented information contributes to security and could also be used as a means for quality 

assurance, for example to go back and see if the elderly has gotten the care they’re entitled to. 

Documentation could also be a form of non-urgent communication between elderly care personnel 

with different work roles.  For example a retirement staff who’s documenting a smaller wound to the 

nurse who in turn could read the entry on a suitable time. This is a good way for the personnel who 

are often with the care recipient to inform personnel with a different role who’s not there as often. 

For more important or urgent situations other communication forms are preferred such as making a 

phone call to the relevant person.  

If one looks at documentation as a memory it is important to get the correct and sufficient 

information documented. If one looks at documentation as a form of communication instead, it is 

important to reduce the amount of misunderstandings and misinterpretations. This could be 

especially critical in care when an error or a misunderstanding could have serious consequences such 

as the wrong treatment or no treatment at all. Lower quality documentation could also lead to 
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difficulties in finding the right information (Öhlen et al, 2013) and medication errors when a patient is 

transferred between different institutions (Midlöv et al, 2005).  

One natural way of avoiding communication errors are by categorizing those we communicate with 

and assuming what they know and what we mutually know (communal common ground). If I meet a 

person who grew up in Gothenburg I can assume that s/he knows certain kinds of things and I can 

assume s/he speaks Swedish. In a similar way the language used in the documentation depends on 

the persons who will read it. When having a work context such as elderly care one can assume that 

some terms and conditions are well known by the members of the category elderly care personnel 

and use them. If working with colleagues that have difficulties with language one can adjust and 

write in a simpler way. Language standardization might help these people since it is reducing the 

natural variability in the used language making it fewer terms to learn. Misunderstandings might also 

occur when people don’t have the knowledge that others ascribe to them. The standardized 

language or a common information structure such as GI could also be seen as a formalization of the 

common ground among the personnel. We all know these terms and what they refer to, and we all 

know that the others know it. When using this language everyone understands or have the ability to 

look up things that are unclear since this knowledge is formalized (written down). Foremost a 

standardized language helps reducing misunderstandings by having well-defined terms that cannot 

be interpreted in different ways. 

6.2 Learning and knowledge 

The result of the analysis showed a lack of knowledge about documentation and regulations among 

less experienced personnel. It is hard to know if this trend also exists in the whole target group, both 

for elderly care personnel and care personnel in general all over Sweden. It is however reasonable to 

believe that experienced personnel know more than less experienced personnel in general, but 

unclear to what extent. The findings in literature show that there are several reported shortcomings 

in the nursing documentation both in Sweden and in other countries (Wang et al, 2004, Inan & Dinç, 

2013 and Öhlén et al, 2013). When looking at both the literature and the findings in this study there 

seems to be a need for education in documentation. Most of the interviewees had gotten education 

of how to use the documentation system. It is important to give personnel the broader picture of 

how the documentation system works (especially if different work roles have access to different 

information) in order to prevent mistakes of where to write certain information. If the 

documentation is built up like this, depending on where the personnel write the information 

different people have access to it. Therefore it might be important that information regarding an 

elderly’s health is placed with that information instead of in the social notes since the nurse cannot 

read the social notes. However it is important to continue to support the personnel after the 

education when they are learning a new system since it takes time to form new habits.  

Some of the personnel needed more information about the rules and laws of documentation, i.e. 

what they need to document. Florin et al (2005) found that an educational program that consisted of 

both theoretical education and practical examples such as discussions about fictitious patients had a 

positive result on the documentation. It is likely that an education with both theoretical (why and 

what to document) and practical (how to document) would improve the quality of documentation 

for this group. 
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Another thing to take into consideration when assessing the importance of the findings is the aim. 

Should all care personnel have knowledge of these things or do we accept a learning period? For the 

first an introductory education before they start working might be of relevance since the personnel 

need to have some knowledge when working and if we accept that they don’t need to have the 

knowledge from the start learning from colleagues could be a good approach.  For the latter it is 

important that knowledge about rules as well as where to write what (if the documentation system is 

divided into several parts) is taught.  

Colleagues are a great resource for helping and educating personnel. They are close at hand which 

contributes to instant help and saves time compared to waiting for the support to answer. However, 

it seems that experienced workers have learned how to document but have problems expressing and 

explaining it, it seems to be tacit knowledge. Documentation might have become a habit that they 

don’t reflect over, they just do it. Another explanation could be that they aren’t really sure of how to 

do it, but they have developed procedures for it. This might be a concern; if they have problems 

expressing how to document, it is hard for them to teach it to colleagues. This process might 

therefore be facilitated by a guide or at least a structure of what information that should be included. 

This has not been done according to my knowledge. It could also be done in another way, a course 

for example.   

Another approach to take if there aren’t enough resources for teaching people how to do things in a 

course is to let them learn the skills while working. This could be done by developing documentation 

systems that takes advantage of the learning opportunities in use as presented by Holmlid (2002). In 

this way the personnel might find the documentation system a bit less easy to use but they might 

learn about how to document at times when they’re surprised or confused. This approach would also 

be good when changing the documentation practices since it takes time to form new habits. 

6.3 Thoughts and attitudes  

Attitudes are important because if you know the attitudes of people, you have the ability to predict 

their behavior (Fiske & Taylor, 2010). There is a range of different thoughts and attitudes towards 

documentation, some that could facilitate documentation such as viewing documentation as 

important and contributing towards high quality in care, but also some that could hinder a good 

documentation practice. Those are feelings of not wanting to document, that it is too much and 

takes too much time and also feelings of being controlled. It is important to understand that 

personnel could have somewhat conflicting thoughts about documentation, they could for example 

think that it is too much to document but still think that the documentation they do is important and 

serve a purpose. They might also think that some things are important and others are not as 

important. Some of the attitudes found seem to be linked to each other or to other findings; 

Viewing documentation as time consuming is probably associated with the feeling that it is too much, 

but it could also be explained by other things such as bad documentation systems, technical 

problems or lack of knowledge/uncertainty of how to do it.  

The feeling of not wanting to document is hypothesized to be linked to different insecurities such as 

lack of experience/knowledge about documentation, technology or language. Interviewed personnel 

with less experience didn’t like to document since they weren’t used to it and didn’t know exactly 

how to do, sometimes together with the fact that the colleagues could read what s/he has written. 
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More experienced personnel talked about colleagues that didn’t like to document because they 

needed to use the computer and because they had language difficulties (dyslexia). They were not 

sure how to use the system and where afraid that they would break it, or they weren’t sure that 

what they wrote was good (correct word order, grammar etc.). Non-optimal documentation systems 

could increase the problem; some of the personnel said that they weren’t able to delete if they 

wrote something wrong instead they needed to write another comment saying that the previous was 

wrong.  

If the analysis that insecurities causes the attitude of not wanting to document is correct, education 

might change this attitude. Different types of functions in the documentation program could also 

help.  

6.4 Implications 

This section will focus on how the documentation systems could be designed and what functions that 

might be good for improving the documentation as such and the use of standardized language. The 

suggestions are based on problems and other findings in the analysis.  

Documentation systems should be designed in a way that makes it easy to undo or redo things in 

order to make it easier for those who don’t like computers and other technical devices and are afraid 

of making mistakes. The absence of being able to correct faulty entries is contributing to a stress 

about documentation since the personnel do not want to make any mistakes. Some entries cannot 

be deleted whereas others disappear automatically after a month. However it is important to not be 

able to delete information by mistake and this might lead to the decision that one cannot delete 

certain entries. However, sometimes things go wrong and you might write the information in another 

person’s journal by mistake, write a strange or do some other type of mistake. Then it might be 

better to be able to edit or delete the post in order to confuse the readers. One solution to this 

problem might be that the personnel could suggest an edit or a deletion of an entry, but this could 

only be approved by another person such as their group manager.  

Documentation systems should be able to aid people with language difficulties.  For this purpose at 

least spell-checking might be used to reduce spelling and grammar mistakes. Pre-specified meanings 

with gaps for entering text or checkboxes with standard alternatives could also help by reducing the 

amount of text to write. Another promising approach is to have documentation systems that use 

speech recognition which make it possible for the personnel to talk to the system instead of writing. 

The user can check what the system writes instantly (Fritsch, 2014) and fix any problems if they 

occur. This might help people with dyslexia and also people that are not used to write on a keyboard. 

To speak instead of writing on a keyboard have the potential to make the documentation process 

faster and thereby save time for other duties. People that not have spoken Swedish for a long time 

might also have difficulties with language. It is unclear if they can benefit from the speech 

recognition technology if their pronunciation differs a lot from that of native speakers. It might be 

good to both have the ability to speech and the ability to write. Another interesting approach to 

examine would be to rely largely on pictures as support for people with language difficulties. It is 

unclear if it could be useful in this context, i.e. to what extent the terms could be translated into 

pictures and still have a clear meaning.   
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In order to use a standardized language it might be necessary to support the user when s/he are 

documenting, especially in the beginning. A program that checked what’s written compared to the 

terminology in use such as Acrolinx would be one way of aiding the user and since these kinds of 

programs could be used for different text editors. Such a program has the potential to work 

regarding of what documentation system different institutions uses. This have a great potential to fill 

the Swedish national board of health and welfare’s (Socialstyrelsens) goals that everyone 

documenting should do it in a uniform and unambiguous way. It would be good to inform the 

personnel documenting when they are using words that are not recommended by the terminology, 

however that might be hard to do today since the Swedish version of SnoMed only consists of 

recommended terms. Another way to aid the user is by provide them with a way of searching for 

definitions of recommended terms if it is something they don’t understand in the documentation. If 

the documentation system uses templates or checkboxes it is important to see that the terms used 

match the terminology in use.  

A standardized language as such reduces variability and might therefore limit the creativity by 

limiting the alternatives. One person said that he felt that using the documentation system felt 

restricting and that the creativity disappeared. This could be a potential negative outcome by the use 

of a standardized terminology. Another negative outcome would be if the standardization of 

language did not have the ability to cover all important aspects of information that needed to be 

expressed.   

In home care a bottleneck were found when documentation only could be done in the office which 

the personnel visited a few times a day. This might be overcome by a portable device for reading and 

perform documentation and communicating with others. A portable device might help the home 

care personnel by making it easier to read documentation before every visit and directly document if 

they see anything important. There are portable documentation systems in use today such as tablets 

(Epocrates, 2013). This might be helpful for personnel that have a mobile work situation (Scandurra 

et al, 2004).  

As said in the interviews the retirement home personnel sometimes needed to carry both a phone 

and a large alarm phone making it hard to carry an extra piece of technology for documentation 

purposes. It is unclear if it’s the same for the home care personnel, but since the practices vary 

among different institutions it might be good to take this information into consideration. This means 

that it would be preferably to have one system that could perform different tasks that the personnel 

need to do such as answering to alarms, view and write in the patients’ journal and make and receive 

phone calls. One possible drawback with portable documentation is that the ability to ask colleagues 

for help disappears when documenting on the go compared to sitting in the same office while 

documenting. 

The personnel said that it was hard to know where to write what information. An alternative and a 

complement to offering education about documentation would be to include help directly in the 

documentation system. This might be in form of a warning if specific terms were identified that 

mostly were used in another place, for example if a health care term appeared in the social 

documentation the user might get information saying that the use of this term suggest that this 

information belongs to another category. The user could then decide whether to move the 
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information or not. However, if not used properly and consistent this might confuse the users rather 

than aid them, especially since there might be a number of exceptions to the rules. 

A documentation system also needs to be able to handle sudden interruptions such as when the 

alarm goes off and the staff needs to run and check what’s happening. It therefore needs to quickly 

finish for privacy reasons and later introduce the user to where in the procedure s/he was before the 

interruption.  

6.5 Method  

6.5.1 Sampling and biases 

Not all work roles in elderly care are represented in the sample which might make some accounts of 

work conditions and perspectives missing in the study. When it comes to sampling, the ultimate way 

is to have a randomized sample to avoid different kinds of biases. It is possible that the sample here 

is somehow biased and therefore not precisely represents the user group as a whole. The snowball 

sample may have generated informants that were more positive towards technology and change, or 

somehow otherwise stood out from other employees. During the interviews we got some indications 

of this when those interviewed reflected on why they were asked, one person thought she was 

chosen since she is quite outspoken and criticizes things and another thought he were chosen since 

he had good knowledge of technology. This is however only speculations and together with the other 

interviewees it might not make a difference since people are different.  

Another bias that may appear is that the interviewees are overly positive and not speak of things that 

are negative. The elderly care is a market with several competing companies along with the 

municipals’ own businesses and it might be important for their employer not to be associated with 

something negative. To reduce this effect no names of the elderly care homes or companies are 

published and all participants are anonymous. When looking through the data there is no lack of 

negative comments indicating that this effect is not large if it exists.   

6.5.2 Lost meaning  

The researcher constantly interprets the data while analyzing and this is something that the IPA 

framework acknowledges. However, some of the original meaning could be lost in the interpretation 

and there is also a risk of misinterpreting the data. When making the selection of what is seen to be 

important before transcribing additional information might have been lost. However, the most 

important information is thought to remain. 

When the excerpts were translated additional meaning could’ve been missed. The author who made 

the translations had Swedish as a mother tongue and was proficient in English which might lead to 

good but not optimal translations. Specific culturally bound words are especially tricky since they 

often don’t have an exact translation, translating it to one word might reduce the meaning and a 

translation into many words changes the voice of the participant (Van Ness et al, 2010). Although 

there might be some problems with translating the quotes and interview logs it is preferred to 

present them since the quotes are seen to increase trustworthiness in this type of research.  
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7 Conclusion 
This study looked at attitudes toward documentation and knowledge and context of documentation 

in elderly care in Sweden from the personnel’s perspective. Contextual factors such as workload and 

work structure influence documentation. It is important to look at these aspects when introducing 

new guidelines for documentation. For the elderly care personnel the documentation is tightly 

coupled with the documentation system they use and the system have the ability to make or break 

the documenting personnel as well as the Swedish national board of health and welfare’s 

requirements.  

There is a range of different thoughts and attitudes towards documentation, some that could 

facilitate documentation such as viewing documentation as important and contributing towards high 

quality in care, but also some that could hinder a good documentation practice. The feeling of not 

wanting to document might be linked to different insecurities such as lack of experience/knowledge 

about documentation, technology or language.  

Colleagues are a great resource for helping and educating personnel but it might be hard for them to 

explain some things they do if they aren’t aware of how they do it. It might also take time to readjust 

to new procedures such as GI, especially for the experienced workers that have formed routines for 

how to do things.  
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Intervjumall – Interview template (Swedish) 

Demografiska frågor – Demographic Questions 

Hur gammal är du?  

Vad har du för högsta utbildning? 

Arbetar du på ett stort eller litet företag?  

Ägs det av kommunen eller är det ett privat företag? 

Hur länge har du arbetat inom detta område? 

Vilka är dina arbetsuppgifter? 

Vilken utbildning har du fått på arbetsplatsen? 

Hur gick den till? 

 

Arbetsuppgifter/kontext – Duties/Context 

Berätta hur en vanlig arbetsdag ser ut? 

Prioriteringsfrågor:  

Vad gör du oftast först?  

Vad väntar du med att göra så länge som möjligt?  

Vilka saker tar onödigt lång tid?  

Om du fick spendera mer tid på ett par saker, vilka skulle det vara?  

Varför? Vad hindrar dig från att lägga mer tid på dessa? 

(Source: Goodwin, 2009 – Designing for the digital age) 

 

Kommunikation - Communication 

Vilka andra grupper/roller behöver du kommunicera med i ditt arbete? 

Kan du ge exempel på situationer när du behöver kommunicera med andra?  

Hur gör du då?  

Varför?  

Hur ofta behöver du kommunicera med andra?  

Vilken information behöver du från andra? 

Vilken information behöver andra från dig? 

Hur upplever du att kommunikationen fungerar?  

Kan du ge ett exempel på en situation där missförstånd uppstått? 

 

Dokumentation - Documentation 

Nu kommer några frågor kopplade till dokumentation.  

Berätta lite om hur dokumentationen går till i ditt arbete?  

När (i vilka situationer) dokumenterar du? 

Under hur lång tid har du dokumenterat?  

Hur upplever du att det är att dokumentera? 

Varför dokumenterar ni? 

För vem? 

Vad dokumenteras?  



   

 
 

Hur vet du vad som ska dokumenteras/skrivas ned? 

Upplever du svårigheter eller rentav problem i den dokumentation du gör i dagsläget? (hur löses 

dem?) 

Kan du ge exempel på en sådan situation? 

Finns det något obehag eller osäkerhet i det nuvarande sättet att dokumentera? 

Händer det att du skriver lappar till kollegor för att underlätta arbetet utan att det är bestämt att ni 

ska göra det? 

Kan du tänka dig tillfällen då ditt arbete kan underlättas genom mer dokumentation? 

Kan du minnas någon situation då det blivit fel i dokumentationen? 

Hur ser du på dokumentationen i stort?  

Upplever du att den dokumentation du gör kommer till nytta? 

 

Teknik – Technichal devices 

Använder du några särskilda program eller system i ditt arbete? 

Vilka? 

Vilka tekniska hjälpmedel använder du på din arbetsplats för att utföra arbetet?  

 

Här har jag några bilder, jag skulle vilja att du väljer ut det du använder  

- på jobbet 

- privat 

Om du använder något som inte finns med så skriv upp det på en lapp.  

Vad använder du dem till? Hur upplever du dem? 

 

  



   

 
 

   

 

 

   Smartphone        Telefon           Mobiltelefon 

 

       

 

Dator            Surfplatta 

 



     

 
 

På svenska 

 

Detta dokument hålls tillgängligt på Internet – eller dess framtida ersättare – 

under en längre tid från publiceringsdatum under förutsättning att inga extra-

ordinära omständigheter uppstår. 

Tillgång till dokumentet innebär tillstånd för var och en att läsa, ladda ner, 

skriva ut enstaka kopior för enskilt bruk och att använda det oförändrat för 

ickekommersiell forskning och för undervisning. Överföring av upphovsrätten 

vid en senare tidpunkt kan inte upphäva detta tillstånd. All annan användning av 

dokumentet kräver upphovsmannens medgivande. För att garantera äktheten, 

säkerheten och tillgängligheten finns det lösningar av teknisk och administrativ 

art. 

Upphovsmannens ideella rätt innefattar rätt att bli nämnd som upphovsman i den 

omfattning som god sed kräver vid användning av dokumentet på ovan 

beskrivna sätt samt skydd mot att dokumentet ändras eller presenteras i sådan 

form eller i sådant sammanhang som är kränkande för upphovsmannens litterära 

eller konstnärliga anseende eller egenart. 
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