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Health care is a complex dynamic setting suitable for system dynamics analyses. The 
method has the potential to be an important quality improvement tool in the near future. 
However, it will be necessary to develop the models beyond the pure production model 
focus on the clinical care process from a patient perspective and in doing so it is 
inevitable that variables such as health, communication and care planning are involved. 
Consequently, valid models for modern health care must involve variables that are 
unfairly designated as intangible. The present paper describes an exploratory conceptual 
model of the care planning process. It draws on a range of studies and theories about the 
process but also from an observation study. The paper discusses how it could be 
possible to incorporate and validate variables alongside the more traditional way.  
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INTRODUCTION 
The main purpose of the present paper is to apply a simple model of the care planning 
process. The purpose is related to the fact that that several studies have indicated 
deficiencies in the care planning process (Ehrenberg et al. 1999a, 1999b). In spite of the 
development of advanced technology for diagnosis and treatment and well-educated 
professionals, a large number of mistakes occur in health care. Evidence states that 
undeveloped care systems, processes and conditions cause clinicians to make mistakes 
when making judgements about diagnosis and treatment plans (Medicine 1999). Studies 
in the United States have estimated that as many 98, 000-hospital deaths per year are 
related to health care system errors that could have been prevented (Science 2003.).  
 
The key point in care planning is the decision-making process. This process involves a 
judgement (assessment of the need and diagnosis) of patient health and decisions about 
actions for care intervention (Bjorvell et al. 2003; Ehrenberg 2001; NANDA 1999). The 
selected intervention should preferably be documented explicitly in a care plan for the 
individual patient (Ehrenberg et al. 1999a; Hansebo et al. 1999; NANDA 1999; SOSFS 
1993). Information about planned intervention in the patient's records should be 
documented in agreement with the patient. The care professionals who meet the patient 
throughout the care period thus have a written document to monitor their contact with 
the patient (Ehrenberg 2001; Ehrenberg et al. 2003; Hansebo et al. 1999; SOSFS 1993). 
In that sense, essential information is available for the relevant providers who are 
responsible for patient care.  
 
Traditional care planning has relied mostly on verbal messages or temporary notes in 
the patient's records, which results in communication failures. Care planning may be 
performed at team conferences but the decisions are not always documented properly. 
The planned interventions are consequently difficult for other care professionals to 
follow, which has a negative influence on the continuity of care (Bjorvell et al. 2003; 
Carpenito 1997; Ehrenberg 2001; Hansebo et al. 1999; Lindgren et al. 1992). Explicit 
care plans ensure the patients' involvement in their own care. Unarticulated care actions 
are impossible to discuss and control for the patient (Kaplan et al. 2001).  
 
Legislation stresses that professionals are required to document care interventions and 
that the patient's records should include an obvious care plan (SOSFS 1993). However, 
studies have shown that records often lack a structured care plan that is based on patient 
needs (Ehrenberg et al. 2003; Ehrenberg et al. 2004). Moreover, evidence shows that 
notes in the patient's records are seldom based on clinical guidelines or evidence-based 
recommendations about care (Ehrenberg et al. 2003; Ehrenberg et al. 2004; Idvall et al. 
2002). This may affect the quality and effectiveness of care (Ehrenberg et al. 1999c).  
 
The administrative work has increased since documentation regulations became more 
rigorous (Bjorvell et al. 2003). The quality of explicit and structured care planning is 
still insufficient despite the time invested in administration (Bjorvell et al. 2000; 
Bjorvell et al. 2003; Ehrenberg 2001; Ehrenberg et al. 2003; Socialstyrelsen 2000. 
Duplicated notes are not unusual but are useless and time-consuming. In contrast, it is 
difficult to find relevant information on the patient that could guide the various 
professionals in the patient’s health process (Bjorvell, 2003).  
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Health care has developed various systems for supporting the care planning process. 
The development and implementation of computerized patient records and informatics 
systems have been stressed worldwide (Ammenwerth et al. 2003; Bakken et al. 2004; 
Stewart 2001). Recently, the focus has been directed at the clinician’s decision-making 
processes in order to develop more advanced technology support systems 
(Ammenwerth et al. 2003; Bakken et al. 2004). However, supporting the decision-
making process is not only about an intelligent informatics system. It is primarily an 
issue of developing and reinforcing the care context in order to support the optimal 
assessment of patient needs.  
 
Optimal care planning is crucial to facilitate patient-centered care and avoid routine care 
(Bjorvell et al. 2003). Patient-centered care can be defined as a philosophy of care that 
defines the patient’s needs as the primary factor for shaping care delivery practices and 
processes as well as supportive services. Patient-centered care focuses on individual 
needs rather than routines, tasks and professional boundaries. The patient’s own 
experience of illness within her/his unique context is regarded as important. The care 
should be provided in collaboration with the patient and family members (Baumann et 
al. 1998; McLaughlin et al. 2000; Mead et al. 2000). Communication seems to be one of 
the most important factors for obtaining patient-focused care (Lewin et al. 2002; Mead 
et al. 2000; Stewart 1995).  
 
In conclusion, the evidence suggests that care planning may be an essential component 
in effective and patient-centered health care. A care plan may reduce errors and improve 
patient care. However, there is still a lack of comprehensive knowledge about the 
underlying structure that determines an optimal care planning process. The purpose of 
the present paper is to apply a simple model of the care planning process. The model is 
based on structural, process and outcome variables identified in the literature. The 
variables are suggested as being the factors that determine the quality of the patient care 
planning process. Moreover, the paper argues that system dynamics should be an 
essential quality improvement tool in the health care setting. Furthermore, the paper 
demonstrates how it could be possible to include and validate variables alongside the 
more traditional method.  
 

METHODOLOGY 
The significance of using the system dynamics method is that it provides a method for 
quality improvements in health care that takes into account large numbers of 
interactions. Care planning is dynamic and complex, especially when it involves several 
professionals and units.   
 
Furthermore, system dynamics is based on a holistic view, which is a comprehensible 
approach for many health care professionals. According to McCormack (2002), the 
health care context includes the underpinning culture of the system, the physical 
environment and the way care is provided. The culture creates the place for the health 
care practice, "the forces at work which give the physical environment a character and 
feel" (Kitson et al. 1998 P. 157). Described in system dynamics terms, the health care 
environment can be represented as a system in which all parts are potentially related to 
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each other (Benkö et al. 2000; Kitson et al. 1998; McCormack et al. 2002). The 
relationships between the different parts create the structure of the system.  
 
The development of models based on a holistic approach is well known for health care 
(Benkö et al. 2000; Donabedian 1988). Probably, the most frequently used model is 
Donabedian’s structure, process and outcome model (Donabedian 1988). Despite the 
clear and reliable explanation of the relationships between the factors the model is 
limited to a single level description of the care process. The model can, however, be 
used as a framework for system dynamics modeling. In Figure 1 Donabedian’s model is 
presented as a system dynamics model. 
 
 

Process 

Outcomes 

Structure 

 
 
Figure 1.  Donabedian’s model interpreted as a system dynamics model 
 
 
In the present paper the software Vensim (2004) was used to develop the causal 
diagram (Figure 2). Powersim (2002) was used for modeling stock and flow structure 
of the process (Figure 3). Donabedian’s (1988) theory was also used as a framework for 
the modeling process.   
 

Data collection methods  
The model is based on evidence-based variables from the literature and data from an 
observational study. A literature review was conducted for the concepts of the model. 
Empirical studies concerning care planning and related concepts were searched for in 
the literature review. 
 
The empirical data for the model were collected during a two-week period in 2003 (Elf 
2003). A non-participant, structured observational assessment method was used. The 
observations were focused on care plans and activity events mentioned in the literature. 
Each time the staff member started a new activity, the time was noted and the activity 
described. After a shift, the observer and the nurse discussed the activities that took 
place during the shift. The observational data were analyzed qualitatively with the aim 
of exploring their content. The aim was to achieve a picture of the care planning 
activities and how the staff organized their work on the ward. After each observation 
occasion, the notes were categorized in terms of the activities listed in the schedule. 
Reflections were noted in writing (Elf 2003).     
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CONCEPTUAL MODEL 
Figures 2 and 3 shows a hypothetical model portraying the main variables interacting in 
the care planning process. The model is based on the view that communication is an 
important prerequisite in the assessment of patient needs and consequently the planning 
of various care interventions. Adequate care planning implies a deep understanding of 
the patient's health needs but also shared decisions between the patient and 
professionals (Ehrenberg 2001).  
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Figure 2. Care planning process 

 
 
Looking at the model, (Figure 2) the patient's health status is the basis for most of the 
care activities. The patient enters the health care process with a certain perceived health 
status, which has its origin in the discrepancy between the patient’s actual health status 
and the desired health status. Today, health is defined as a multifaceted concept and 
should be discussed from several points of view. Recently, the WHO (2001) introduced 
a new model of functioning, disability and health. In this model the individual’s 
disability and functioning are viewed as outcomes of interactions between health 
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conditions (disease, disorder and injury) and contextual factors. The WHO health model 
thus involves biomedical and social dimensions of disability caused by a health 
problem. A medical diagnosis alone does not provide guidelines for the multifaceted 
assessment of patient needs, the level of care or the functional outcomes for most of the 
patients (Brainin et al. 2004; Indredavik et al. 1998; Nordenfelt 1993; WHO 2001; 
Willman et al. 2002). An aging population and new treatment possibilities makes 
chronic diseases and multiple diagnoses the main health care problems in society 
(Brainin et al. 2004). A new health orientation is thus required since health care is more 
about symptom management, prevention of complications and long-term relationships, 
rather than cure (Baumann et al. 1998).  
 
The care professionals assess the patient’s health status to determine the health problem 
and to make correct decisions about the care. The assessment of a patient's health needs 
should include a physical examination and communication with the patient with the aim 
of summarizing the problem in terms of medical and/or nursing diagnoses. The medical 
diagnosis focuses primarily on disease in contrast with the nursing diagnosis, which 
focuses on human response to actual or potential health problems (Ehrenberg et al. 
1999a; NANDA 1999). In the assessment process the various professionals should 
focus on their care responsibility for the individual patient. In that way a comprehensive 
picture of the patient's care needs will be obtained.   
 
The quality of the diagnosis and subsequent care interventions are determined by the 
professional's ability to assess the patient's health status (Carpenito 1997; Davis et al. 
1994; Ehrenberg et al. 1999c; NANDA 1999; Sutcliffe 1990). The more effort that is 
made to extract information about the individual patient the better the diagnosis and 
consequently improvement in the intervention quality. The ability to make an accurate 
assessment of a patient’s health status also depends on the care professional's 
knowledge, experience and skills (Bareford 2001; Brainin et al. 2004; Davis et al. 1994; 
Langhorne 2002). Study results show that skilled professionals make more precise 
observations and assessments of the patient's health problem. They know what to assess 
related to their professional accountability and how to use various instruments to make 
a more comprehensive and accurate assessment of the patient's health status (Brainin et 
al. 2004; Langhorne et al. 2003). The error in health assessment will thus be reduced 
and thereby improve the quality of the diagnosis.   
 
The model illustrates that communication with the patient is a key factor that influences 
the quality of the assessment and subsequent diagnosis and care planning. In a review 
paper, Stewart (1995) reported that effective professional-patient communication is 
related to improved health outcomes. Effective communication is linked to patient recall 
of, compliance with and satisfaction with information. The interaction between the care 
professionals and the patient entails a mutual exchange of information, which should 
promote the patient’s progress towards health (Stewart 1995; Stewart et al. 1999).  
 
Referring back to the model (Figure 2), the structured care plan has a direct influence on 
the given care interventions. It is more likely that the patient receives planned 
interventions with a minimum of variation in the performance despite the various 
professionals that are responsible for the patient. Moreover, the professional’s ability to 
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make a correct diagnosis is supported by the previous information in the patient's 
records.  
 
The model indicates that the power to make an optimal assessment of a patient's health 
status highlights particular aspects of space, such as privacy. Nearly all activities in the 
care process require privacy (Back et al. 1998). Patients and professionals need to 
communicate about the patient's health status and it may be necessary to perform 
intimate physical examinations. Administrative activities, such as documenting care 
plans, should be done in collaboration with the patient at the "bedside". Additional 
demands on the space are comfortable furniture and an area for patient records and 
computers. A caring process that is individualized and less task-oriented needs space for 
professionals to reflect on care activities. The environment should include areas for 
private communication and the multidisciplinary care team needs space for discussions 
(Nord 2003).  
 
A patient’s health may also be influenced directly by the physical space. Several studies 
have shown that the physical space influences the patient's well-being and health status 
(Ulrich et al. 2004). Ulrich (1991; 1992) has shown that positive distracters in the 
environment, such as nature and art, have positive effects on the length of stay and a 
reduction in drug use. Ulrich (1992) states that a supportive health care design should 
promote stress reduction and support coping with illness by fostering control and 
privacy, promoting social support and providing access to nature and other positive 
distractions. Patients should have authority over decisions regarding their own care 
process. This can be supported by a design that facilitates access to staff and 
information, such as the patient's records. Furthermore, a supportive design should 
provide a low level of noise, have visible areas for privacy and easily found routes. 
Patients should have control over light, sound and social contact. 
 
The model points out the culture at the unit (what do the professionals prioritize as 
important) as a factor of importance for the quality of the care planning process. The 
dynamic relationships that determine the quality of the care are suggested as being 
culturally bounded. The culture determines prevailing values, beliefs and assumptions 
about care. Clearly defined and shared goals for the professionals are important for a 
successful workplace (Kitson 1998; McCormack 2004; McCormack et al. 2002; 
Rycroft-Malone et al. 2002; Rycroft-Malone et al. 2004). Clinical effectiveness, 
practice development and successful outcomes are all influenced by the culture (Kitson 
1998; McCormack 2004; McCormack et al. 2002; Rycroft-Malone et al. 2002; Rycroft-
Malone et al. 2004). It is thus important to understand the culture that exists in the 
context (Rycroft-Malone et al. 2002; Rycroft-Malone et al. 2004). For instance, the 
adoption of a patient-centered philosophy in which shared decisions with the patient are 
emphasized means that the professionals strive to organize the work to facilitate this 
view. This view implies a new way of thinking and acting in which the patients are 
supported in exerting control over their own care.  
 
Kitson (1998) states that cultural factors, such as a learning organization, patient-
centered philosophy and continuing education, may support quality improvements in 
the organization. McCormack and co-workers (2002) have defined a strong culture as a 
culture that is capable of defining the underpinning beliefs about care and humans. A 
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strong culture values individual members of staff and patients but at the same time 
promotes teamwork and relationships with other individuals. It is essential that each 
professional have the authority and power to act within his/her area of responsibility. 
Aiken and co-workers (1998; 2001; 2002) have explored factors that may have an 
impact on the quality of practice performance. Interpersonal teamwork, a high nurse-to-
patient ratio and decentralized decision-making are associated with job satisfaction, 
reduced failure-to-rescue and patient mortality rates.     
 
The workload in the organization influences the professional’s potential to assess a 
patient’s health status as the diagram (Figure 2) indicates. Professionals, such as nurses, 
often state "lack of time" as a barrier to optimal, structured care planning (Bjorvell et al. 
2000). The workload results in fragmentation of care planning, with interruption of 
thoughts and lack of time for reflection (Bjorvell et al. 2000). This could influence the 
quality of the care planning and consequently care intervention. The workload may 
result in more routine-based work instead of individual-based care since the 
professionals have limited time to make an optimal assessment based on individual 
needs. In contrast, the workload may be decreased by an effective documented care 
plan. The various professionals who meet the patient throughout the care period thus 
have a written document to monitor in their contact with the patient (Ehrenberg et al. 
2003; Ehrenberg et al. 2004; Hansebo et al. 1999). In that sense, essential information is 
available for the relevant care professionals who are responsible for the individual 
patient’s care.  

Endogenous in the full model
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Figure 3. Part of the Stock and flow model of the care planning model 
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DISCUSSION AND CONCLUSIONS 
The model in this paper is generic and simplified and is part of ongoing research. It 
should be more of an example of the kind of models health care needs in the future. I 
have created a conceptual model based on experience, observation and scientific 
evidence. At this level the model can be shared, discussed and calibrated for using in 
various health care settings. Some interesting issues related to modeling and quality 
improvements work are highlighted in the following discussion.  
 

Assumptions  
When modeling it is necessary to scrutinize the view we have of the care process. The 
care process can be defined as a flow of activities with the aim of influencing or 
changing the health status of a patient (NANDA 1999; SOSFS 1993). The process is 
usually described in terms of a theoretical model with delimited and sequenced steps, 
such as the general assessment of the patient’s health status, diagnosis, planning for 
intervention and the evaluation of their effects (Ehrenberg 2001; NANDA 1999; SOSFS 
1993). This way of presenting the care process can be called into question since it 
appears to be too mechanical. On a theoretical level, the process appears sequential in 
the sense that certain phases or steps occur in sequences. At the same time, the process 
is non-sequential since care is determined by the needs of the individual patient and the 
interactions between the patient and professionals. The quality of the process is also 
based on the care professionals' capacity to assess such needs and on their ability to 
relate to the individual patient as a subject (Bjorvell et al. 2003; Ehrenberg 2001; 
NANDA 1999; SOSFS 1993; Tyson et al. 1999; Yura et al. 1988). The care process can 
thus be described as a dynamic interaction between care professionals and the patient, in 
which the provider satisfies the patient's needs (Yura et al. 1988).  
 
Moreover, it is also necessary to be clear about the way the concept of quality is used. 
Traditionally, health care has been assessed in terms of efficiency, which is the 
productivity of health care, e.g. "the number of patients treated" or "the number of 
patient days" produced. The goal is to treat a high number of patients and have a high 
patient flow by having a short length of stay. The philosophy is that efficiency is 
obtained if minimum quantity input produces maximum quantity output. This output 
indicates whether the chosen treatment is the right one in productivity terms or in 
technical terms. Production is a deceptive way of measuring quality since it does not 
identify the patient's feelings, comfort, quality of life or behavior during or after 
treatment. Effectiveness is concerned with the degree to which treatment produces an 
improved outcome for the patient, e.g. in quality of life or the management of daily life 
(Campbell 2000). Those kinds of variables have a high impact on productivity, times 
and costs in health care. The care system thus needs to be understood from a patient 
perspective and include outcomes that also represent effectiveness.  
 

Earlier simulation models in health care 
There is a rather long tradition of using simulation and modeling in health care. 
Typically, these models are often adopted from industry and are mainly built on a 
simplified view of the care process with predetermined steps (Lehaney et al. 1998; 
Lehaney et al. 1995). This approach has been demonstrated as being suitable for 
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modeling purely quantitative variables, such as production rate, waiting times or the 
number of patient beds, i.e. for describing processes that can be conceptualized in steps 
(Edmonds et al. 1999; el-Darzi et al. 1998; Kalton et al. 1997; Lehaney et al. 1998; 
McGuire 1997). Without question, such issues definitely have implications for health 
care with regard to the opportunity to make correct estimates of staff and space 
dimensions. The problem with the earlier models is mainly the linear view of the care 
process but also adherence to the efficiency quality approach. These models thus have 
limitations in current health care, in which there is a need for patient-centered care and 
the need to introduce model variables, such as patient health, needs, and influences on 
the care process.  
 
Most health care studies that use system dynamics have studied patient flows 
throughout a health care system (González-Busto 1999; Roysten Geoff 1999; van 
Ackere 1999; Wolstenholme 1999). These models have often been on a macro-level. 
However, system dynamics will not contribute very much when simply adopting earlier 
production models. To improve the comprehension of the care process it is necessary to 
model the clinical care process on a micro-level, i.e. day-to-day care, as is the case in 
the present study. Earlier macro-level models have adopted an industrial view of 
processes, which are often well defined and can be easily controlled and predicted. This 
is not typical of the clinical care processes, which are characterized by uncertainty, 
largely arising from the involvement of human beings. It is important to create models 
with a clear patient focus. This results in very complex models that involve variables 
such as health and/or care culture (Sterman 1994; Sterman 2002).  
 

Validation of health care models 
At this stage, the present model needs to be considered as valid for the purpose of acting 
as a support tool in understanding and exploring the care planning process. Moreover, 
the concepts and subsequent model structure are based on scientific evidence from 
several empirical studies of care planning and this strengthens the validity. 
Notwithstanding this, the present model is the first step in further work. Ranges of 
assumptions are made that naturally vary according to local conditions. Several of the 
concepts within the present model may need to be disaggregated and described in more 
detail to achieve greater clarity. The concept of space, for instance, is treated very 
superficially and needs to be described in more detail, with a description of concepts 
such as privacy, accessibility and safety. In addition, it might in the future also be worth 
adding the flow of patients through the care system since this impacts on several 
capacity issues in the care system.  
 
I have argued that models like the present one are indispensable in order to understand 
the health care context and the care process. It is thus inevitable to involve variables 
such as health. It is by necessity difficult to attach exact importance to many existing 
health care variables and the relationships between them. The patient’s perceived health 
for example, is a subjective variable but is still measurable although not in the same 
way as a variable such as the number of patients admitted per day. Variables such as 
patient health or quality of the care plan can be quantified anyway by setting them 
against an index of some kind, such as 0-100, and defining what the magnitudes stand 
for (Caulfield et al. 2002). Briefly, in the present model 0 stands for a total absence of a 
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structured care plan while 100 is taken to be fulfillment of the quality of the structured 
care plan. However, it is not very creative to use the concept of intangible variables for 
all the variables that are unknown to the system dynamics community. The variables of 
health, quality of life and patient satisfaction are well defined and have been measured 
for a long time. Consequently, they are possible to quantify in a model.  
 
Furthermore, health care must become more evidence-based (Kitson et al. 1998; 
McCormack et al. 2002). Health care decisions cannot be based purely on clinical 
experience and ideas about care. Evidence-based health care can be described both as an 
attitude to knowledge and as a process of gathering evidence about care. The goal is to 
always have the best evidence for decisions about care for the patient (Kitson et al. 
1998). This should also be significant for the modeling process. It is not enough to 
adjust models against field experience. The variables that are manipulated within the 
model should be generated from significant theories of health care and based on 
scientific evidence. Otherwise there is a risk that old, traditional patterns in the system 
are conserved despite the ambition to use the models for improvements and to look 
ahead. Models should be used to scrutinize the care organization against a hypothetical, 
evidence-based model in order to improve practice towards best possible.  
 
In the future the model will be modified and transformed into a formal mathematical 
model to provide further potential for asking, "What happens if?". The transformation 
will not be straightforward since the care process is extremely complex, with numerous 
non-linear links between several variables, the value of which needs to be estimated 
from further literature and field studies. However, a first step of the developing is 
presented in Figure 3.    
 

Conclusions 
Using modelling and simulation, the expectation is to enhance the potential for 
discussion about the care planning process and how to improve this process. The 
method is not used frequently in health care, especially not for the kind of questions 
presented here. Decisions about patient care and the care planning of interventions are 
part of a complex process and it is of some urgency to improve them in order to secure 
the safety, continuity and patient satisfaction with the care provided. In the present case, 
the model will hopefully give insight into the problem and generate new ideas for 
improvements. Moreover, the model organises knowledge and creates a theoretical 
framework for the further study of this specific care process.   
 

Key message: 
• Modern health care models should be models from a patient perspective and 

involve variables such as health, communication and decision-making  
• The models should incorporate evidence-based variables in order to avoid the 

old pattern of the system being conserved 
• Analyse the intangible variables – they might not be so intangible 
 

 11



Acknowledgements 
Special thanks to my friend and colleague Maria Poutilova who has helped me in the 
modeling process. Also a special thanks to my supervisor Kerstin Öhrn (PhD at 
University of Dalarna) for supporting me in my writing. Financial support was granted 
by Chalmers University of Technology and the Centre for Clinical Research (CKF) 
Dalarna).  
 
 

 12



References  
 
Aiken, L. H., S. P. Clarke, and D. M. Sloane. 2002. Hospital staffing, organization, and 

quality of care: cross-national findings. Nursing Outlook 50 (5): 187-94.  

Aiken, L. H., S. P. Clarke, D. M. Sloane, J. A. Sochalski, R. Busse, H. Clarke, et al. 
2001. Nurses' reports on hospital care in five countries: the ways in which 
nurses' work is structured have left nurses among the least satisfied workers, and 
the problem is getting worse. Health Affairs 20 (3): 43-53.  

Aiken, L. H., D. M. Sloane, and J. Sochalski. 1998. Hospital organisation and 
outcomes. Quality in Health Care 7 (4): 222-6.  

Ammenwerth, E., U. Mansmann, C. Iller, and R. Eichstadter. 2003. Factors affecting 
and affected by user acceptance of computer-based nursing documentation: 
results of a two-year study. Journal of the American Medical Informatics 
Association 10 (1):69-84.  

Back, E, and K Wikblad. 1998. Privacy in hospital. Journal of Advanced Nursing 27 
(5): 940-5.  

Bakken, S., and G. Hripcsak. 2004. An informatics infrastructure for patient safety and 
evidence-based practice in home healthcare. Journal for Healthcare Quality 26 
(3):24-30.  

Bareford, C. G. 2001. Community as client: environmental issues in the real world. A 
SimCity computer simulation. Computers in Nursing 19 (1):11-6.  

Baumann, A. O., R. B. Deber, B. E. Silverman, and C. M Mallette. 1998. Who cares? 
Who cures? The ongoing debate in the provision of health care. Journal of 
Advanced Nursing 28 (5):1040-5.  

Benkö, S. , and A. Sarvimäki. 2000. Evaluation of Patient-Focused Health Care from a 
System Perspective. System Research and Behavriol Science (17):513-525.
  

Bjorvell, C., I. Thorell-Ekstrand, and R. Wredling. 2000. Development of an audit 
instrument for nursing care plans in the patient record. Quality in Health Care 9 
(1):6-13.  

Bjorvell, C., R. Wredling, and I. Thorell-Ekstrand. 2003. Improving documentation 
using a nursing model. Journal of Advanced Nursing 43 (4):402-10.  

Brainin, M., T. S. Olsen, A. Chamorro, H. C. Diener, J. Ferro, M. G. Hennerici, et al. 
2004. Organization of stroke care: education, referral, emergency management 
and imaging, stroke units and rehabilitation. European Stroke Initiative. 
Cerebrovascular Diseases 17 Suppl 2:1-14.  

 13



Campbell, S.M., Roland, M.O., Buetow, S.A. 2000. Defining quality of care. Social 
Science & Medicine 51:16611-1625.  

Carpenito, L. J. 1997. Nursing diagnosis: application to clinical practice.  

Caulfield, Craig W., and Paul S. Maj. 2002. A Case for System Dynamics. Global 
Journal of Enginering education 6 (1):25-34.  

Davis, B. D., J. R. Billings, and R. K. Ryland. 1994. Evaluation of nursing process 
documentation. Journal of Advanced Nursing 19 (5):960-8.  

Donabedian, A. 1988. The quality of care. How can it be assessed? Journal of American 
Medical Association 260 (12):1743-8.  

Edmonds, MI, and HM O'Connor. 1999. The use of computer simulation as a strategic 
decision-making tool: a case study of an emergency department application. 
Healthcare Management Forum 12 (3):32-8.  

Ehrenberg, A. 2001. In Pursuit of the Common Thread. Nursing Content in Patient 
Records with Special References to Nursing Home Care. Dissertaiton for the 
Degree of Doctoral of Medical Science, Department of Public Health and Caring 
Science, Section of Health Service Research, Uppsala University, Uppsala.
  

Ehrenberg, A., and C. Birgersson. 2003. Nursing documentation of leg ulcers: 
adherence to clinical guidelines in a Swedish primary health care district. 
Scandinavian Journal of Caring Sciences 17 (3):278-84.  

Ehrenberg, A., and M. Ehnfors. 1999a. Patient problems, needs, and nursing diagnoses 
in Swedish nursing home records. Nursing Diagnosis 10 (2):65-76.  

———. 1999b. Patient records in nursing homes. Effects of training on content and 
comprehensiveness. Scandinavian Journal of Caring Sciences 13 (2):72-82.
  

———. 1999c. Patient records in nursing homes: effects of training on content and 
comprehensiveness. Scandinavian Journal of Caring Sciences 13 (2):72-82.
  

Ehrenberg, A., M. Ehnfors, and I. Ekman. 2004. Older patients with chronic heart 
failure within Swedish community health care: a record review of nursing 
assessments and interventions. Journal of Clinical Nursing 13 (1):90-6.  

el-Darzi, E., C. Vasilakis, T. Chaussalet, and P. H. Millard. 1998. A simulation 
modelling approach to evaluating length of stay, occupancy, emptiness and bed 
blocking in a hospital geriatric department. Health Care Management Science 1 
(2):143-9.  

 14



Elf, M. 2003. Modeling and simulation as planning tools for quality improvements of 
health care environents. Towards a conceptual model of a care process. 
Licentiate, Architecture, Chalmers Univerity of Technology, Gothenburg.  

González-Busto, B. García, R. 1999. Waiting lists in Spanish public hospitals: a system 
dynamics approach. System Dynamics Review 15 (3):201-224.  

Hansebo, G., M. Kihlgren, and G. Ljunggren. 1999. Review of nursing documentation 
in nursing home wards -- changes after intervention for individualized care. 
Journal of Advanced Nursing 29 (6):1462-73.  

Idvall, E., and A. Ehrenberg. 2002. Nursing documentation of postoperative pain 
management. Journal of Clinical Nursing 11 (6):734-42.  

Indredavik, B., F. Bakke, S. A. Slordahl, R. Rokseth, and L. L. Haheim. 1998. Stroke 
unit treatment improves long-term quality of life: a randomized controlled trial. 
Stroke 29 (5):895-9.  

Kalton, A. G., M. R. Singh, D. A. August, C. M. Parin, and E. J. Othman. 1997. Using 
simulation to improve the operational efficiency of a multi-disciplinary clinic. 
Journal of the Society for Health Systems 5 (3):43-62.  

Kaplan, B., and P. F. Brennan. 2001. Consumer informatics supporting patients as co-
producers of quality. Journal of the American Medical Informatics Association 8 
(4):309-16.  

Kitson, A, G  Harvey, and B McGormack. 1998. Enabling the implementation of 
evidence based practice: a conceptual framework. Quality in Health Care 
(7):149-158.  

Kitson, A. Harvey, B. McCormack, B. 1998. Enabling the implementation of evidence 
based practice: a conceptual framework. Quality in Health Care (7):149-158.
  

Langhorne, P, and L Legg. 2003. Evidence behind stroke rehabilitation. Journal of 
Neurology, Neurosurgery & Psychiatry 74 Suppl 4:iv18-iv21.  

Langhorne, P, Pollock, A. 2002. What are the components of effective stroke unit care? 
Age and Ageing (31):365-371.  

Lehaney, B., S. Clarke, and H. Kogetsidis. 1998. Simulating hospital patient flows. 
Journal of the Royal Society of Health 118 (4):213-6.  

Lehaney, B., and V. Hlupic. 1995. Simulation modelling for resource allocation and 
planning in the health sector. Journal of the Royal Society of Health 115 
(6):382-5.  

Lewin, S. A., Z. C. Skea, V. Entwistle, M. Zwarenstein, and J. Dick. Interventions for 
providers to promote a patient-centred approach in clinical consultations. 
Cochrane Collaboration Systematic Reviews 2002 [cited.  

 15



Lindgren, C., I. R. Hallberg, and A. Norberg. 1992. Diagnostic reasoning in the care of 
a vocally disruptive severely demented patient. Scandinavian Journal of Caring 
Sciences 6 (2):97-103.  

McCormack, B. 2004. Person-centredness in gerontological nursing: an overview of the 
literature. Journal of Clinical Nursing 13 (3a):31-8.  

McCormack, B., A. Kitson, G. Harvey, J. Rycroft-Malone, A. Titchen, and K. Seers. 
2002. Getting evidence into practice: the meaning of 'context'. Journal of 
Advanced Nursing 38 (1):94-104.  

McGuire, F. 1997. Using simulation to reduce length of stay in emergency departments. 
Journal of the Society for Health Systems 5 (3):81-90.  

McLaughlin, C. P., and A. D. Kaluzny. 2000. Building client centered systems of care: 
choosing a process direction for the next century. Health Care Management 
Review 25 (1):73-82.  

Mead, N., and P. Bower. 2000. Patient-centredness: a conceptual framework and review 
of the empirical literature. Social Science & Medicine 51 (7):1087-110.  

Medicine, Institute of. 1999. To Err Is Human. Building a Safer Health System.  

NANDA. 1999. Nursing Diagnosis: Definitions and classification 1999-2000. 
Philadelphia: PA: North American Diagnosis Association.  

Nord, Catharina. 2003. The visable patient, Department of Infrastructure, Division of 
Urban Studies and Built Environment Analysis, Royal Institute of Technology, 
stockholm.  

Nordenfelt, L. 1993. Concepts of health and their Consequences for Health Care. 
Theoretical Medicine (14):277-285.  

Powersim. (2.51). Powersim. www.powersim.com 2002 [cited.  

Roysten Geoff, Dost Ayesha, Townsend Jeremy, Turner Howard. 1999. Using system 
dynamics to help develop and implement policies and programmes in health 
care in England. System Dynamics Review 15 (3):293-313.  

Rycroft-Malone, J., G. Harvey, A. Kitson, B. McCormack, and A. Titchen. 2002. 
Getting evidence into practice: ingredients for change. Nursing Standard 16 
(37):38-43.  

Rycroft-Malone, J., K. Seers, A. Titchen, G. Harvey, A. Kitson, and B. McCormack. 
2004. What counts as evidence in evidence-based practice? Journal of Advanced 
Nursing 47 (1):81-90.  

Science, National Academy of. 2003. Web Page. http://www.nap.edu. 2003. [cited 
2003.].  

 16

http://www.powersim.com/
http://www.nap.edu/


Socialstyrelsen, The Swedish National Board of Health and Welfare. The amount of 
administrative tasks in health care (Omfattning av administration i vården). The 
Swedish National Board of Health and Welfare (Socialstyrelsen) www.sos.se 
2000 [cited.  

SOSFS. 1993. Socialstyrelsens förskrifter. Socialstyrelsens allmänna råd. 
Patientjournallagen. (Advisory instructions on the Patient Record Act). 
Socialstyrelsens författningssamling 1993:20. Stockholm: Socialstyrelsen.
  

Sterman, J.D. 2002. All models are wrong:reflections on becoming a system scientist. 
System Dynamics Review 18 (4):501-513.  

Sterman, John. 1994. Learning in and about complex systems. System Dynamics Review 
10 (2-3):291-330.  

Stewart, LPS. 2001. The role of computer simulation in the development of clinical 
reasoning skills. British Journal of Occupational Therapy 64 (1):2-8.  

Stewart, M. 1995. Effective physician-patient communication and health outcomes: a 
review. Can Med Assoc J 152 (9):1423-1433.  

Stewart, M., J. B. Brown, H. Boon, J. Galajda, L. Meredith, and M. Sangster. 1999. 
Evidence on patient-doctor communication. Cancer Prevention & Control 3 
(1):25-30.  

Sutcliffe, E. 1990. Reviewing the process progress... a critical review of the literature on 
the nursing process. Senior Nurse 10 (9):9-13.  

Tyson, S. F., and G. Turner. 1999. The process of stroke rehabilitation: what happens 
and why. Clinical Rehabilitation 13 (4):322-32.  

Ulrich, R.S. 1991. Effects of health facility interior design on wellness: theory and 
scientific research. Journal of Health Care Design 3:97-109.  

———. 1992. How design impacts wellness. Healthcare Forum Journal (20):20-25.
  

Ulrich, Roger, and Craig Zimring. 2004. The Role of the Physical Environment in the 
Hospital of the 21st Century: A Once-in-a-Lifetime Opportunity. Texas: Center 
for Health Systems and Design, College of Architecture, Texas A&M and 
College of Architecture, Georgia Institute of Technology.  

van Ackere, A. 1999. Towards a macro model of Health service Waiting Lists. System 
Dynamics Review 15 (3).  

Vensim. (PLE). Vensim. www.vensim.com 2004 [cited.  

WHO. 2001. ICIDH-2: International Classification of Functioning and Disability and 
Health. Full version. Geneva: World Health Organisation.  

 17

http://www.sos.se/
http://www.vensim.com/


 18

Willman, A., and P. Stoltz. 2002. Yes, no, or perhaps: reflections on Swedish human 
science nursing research development. Nursing Science Quarterly 15 (1):66-70.
  

Wolstenholme, Eric. 1999. A patient flow perspective of U.K. Health Services: 
Exploring the case for new "intermediate care" initiatives. System Dynamics 
Review 15 (3):23-271.  

Yura, H, and MB Walsh. 1988. The Nursing Process. Assessing, planning, 
implementing, evaluation. 5th ed. Norwalk: Appelton &Lange, Norwalk, CT.
  

 


	THE CARE PLANNING PROCESS - A CASE FOR SYSTEM DYNAMICS
	INTRODUCTION
	METHODOLOGY
	
	Figure 1.  Donabedian’s model interpreted as a sy

	Data collection methods

	CONCEPTUAL MODEL
	
	Figure 2. Care planning process
	Figure 3. Part of the Stock and flow model of the care planning model �DISCUSSION AND CONCLUSIONS

	Assumptions
	Earlier simulation models in health care
	Validation of health care models
	Conclusions
	Key message:
	Acknowledgements

	References

