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Abstract. Flexible assertive community treatment (FACT) is a model for delivering
long-term, integrated and comprehensive treatment and follow-up for patients with
severe mental illness. The objective of this study was to examine ICT challenges of
Norwegian FACT teams. Doing observations in 3 teams and interviews with 5 teams
we examined use of ICT systems, identifying challenges with the use of the
electronic whiteboards, electronic health records, and team calendars. Better ICT
systems and infrastructure are needed to support Norwegian FACT teams.
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1. Introduction

Flexible assertive community treatment (FACT) is a model for delivering long-term,
integrated and comprehensive treatment and follow-up for patients with severe mental
illness [1]. This model has been implemented in the Netherlands, Norway, Sweden,
England and Denmark [2]. FACT teams are multidisciplinary and should consist of a
psychiatrist, a psychologist, case managers, an employment specialist, an addiction
specialist and a peer support worker [3]. Norwegian FACT teams often include members
employed in both primary care and specialist care. They include a team leader, and team
coordinator. The team coordinator is responsible for the overall administrative work in
the teams.

Patients at risk of relapse or readmission receive intensive follow-up from FACT
teams, while patients who are in more stable condition receive case management. The
patients who receive intensive follow-up are discussed in daily meetings, where the team
discuss the status of the patient, and plan further treatment. During these meetings, an
electronic whiteboard is used to keep track of patients. Access to relevant patient
information from electronic health records (EHRs) is essential for health care workers.
In Norway, specialist health care in three of the four health care regions use the EHR
system, DIPS AS, while the fourth are using DocuLive provided by Siemens AS. Within
primary care there are several different EHR systems in use.

In 2020, there were approximately 70 FACT teams in Norway [2]. However, an
evaluation of Norwegian FACT teams [4], shows that there are some issues for the teams
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using information and communication technology (ICT) solutions. This paper reports on
the challenges of Norwegian FACT teams using ICT solutions.

2. Methods

Five Norwegian FACT teams were included in the project. The teams were selected
based on purposeful selection; a strategy intended to get relevant information related to
the research goals [5]. To ensure representativeness of the teams, we selected two urban
teams and three rural teams with representative number of patients. The selected teams
were in different geographical areas of Norway.

Using a Computer-Supported Cooperative Work (CSCW) framework, one of the
authors did observations and semi-structured interviews in 3 of the teams, following an
ethnographic approach. This is a well-established approach for the application of the
CSCW framework in the health care field [6-8]. Due to the restrictions related to the
covid-19 pandemic, we were not able to do observations in two of the teams. In these
two teams we only did semi-structured interviews using Skype for business. The
observations and interviews were completed between August 2020 and January 2021.

During the physical observations, one of the authors followed the teams for 3 to 5
workdays each. The author participated in the daily whiteboard meetings and other team
meetings and observed use of the ICT solutions. He observed meetings with one patient
in each team. The patients participating were selected by the teams. Only one patient
consented for each team. The author had informal conversations with the team members.
During the observations, the author wrote memos of what he observed and added his
own ideas about use of ICT tools. The semi-structured interviews were done with the
team leaders and team coordinators in the five selected teams. Initial topics for the
interview was based on previous knowledge of the ICT implementation of FACT teams
in Norway [9]. This included Electronic whiteboards, EHR systems, Video conferencing
systems, and Mobile devices. During the interview with Team 1, one additional topic
was identified and included in the later interviews. Notes were taken during the interview
and expanded on immediately after the interviews. Data from the observations and
interviews were analyzed in several stages during and after the data collection. This
process identified preliminary themes of data, used to categorize the data.

3. Results

Table 1 shows the characteristics of the different teams and data collection methods.

Table 1. characteristics of the teams and methods of data collection

Team Urban/rural Coverage area Team employment Methods used
1 Rural 4 municipalities  Specialist and secondary care. Observations
and
interviews
2 Urban  One city district Specialist and secondary care. Observations
and
interviews
3 Urban One municipality, Specialist and secondary care. Observations
including one town and

interviews
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4 Rural 2 municipalities ~ Specialist and secondary care. Video
interviews
5 Rural 2 municipalities ~ Specialist care only. Video
interviews

During the observations, the author observed use of the electronic whiteboards, EHR
systems, calendar systems and video conferencing solutions. In the interviews, the team
leaders and team coordinators were asked to describe the use of different types of ICT
solutions in daily practice, based on the identified topics. During the interview with Team
1, team calendars was identified as as an additional type of ICT solution relevant for
FACT teams. This topic was added in the interviews with the remaining teams. These
questions were used as a starting point to discuss strengths and weaknesses of the ICT
solutions. The interviewer asked about the biggest challenges related to use of ICT, and
how ICT could be used to make the teams work easier. Additionally, the interviewees
were asked to describe further functional needs currently not available in the current ICT
solutions, and how they communicate with their patients. The themes of data used in the
pre-analysis of the data were same as the ICT solutions: Electronic whiteboards, EHR
systems, Video conferencing systems, Team calendar and Mobile devices.

3.1. Electronic whiteboards

The teams that were a part of the study used different electronic whiteboard solutions;
they were all based on Microsoft Excel. Teams found the electronic whiteboards hard to
use. One informant said that “you do not recognise the FACT model” when looking at
the board. They wanted the whiteboard to represent the model in a better way, for
instance by showing more information about standardized patient pathways. Team 1 and
3 reported that when a patient is not in need of intensive follow-up, and is moved to case
management, some information stored about the patient will be lost. All teams described
the whiteboard solutions in use as stand-alone systems without any integration to the
EHRs or other ICT solutions used by the teams. At the same time, all teams reported a
need for the electronic whiteboard to be integrated to the EHRs.

3.2. Electronic health records

Team 5 only had employees in specialist care and consequently only documented in
DIPS. The other four teams had employees from specialist and primary care. Team 2
only documented in DIPS. The remaining three teams documented in both DIPS and
EHR systems for primary care. Team 1 documented in more than one EHR system for
primary care since it covered four municipalities. To give FACT team members who
work primary care access, they often had so called zero percent positions or simplified
employment in specialist care to be given organisational access to DIPS. In addition to
this, in most teams they use a virtual private network (VPN) solution like Citrix to get
technical access. The teams that use Citrix to get access to DIPS, found this an annoyance,
especially if they were using a mobile device. Team 2 were worried that only
documenting in DIPS would lead to their work being hidden from the municipalities, and
as a worst case that this may lead to a halt in funding. The rural teams with long travel
distances often postpone documenting a patient meeting in the EHR to the next day.
Teams 1 pointed out cultural differences between team members in primary care and
specialist care, with members from specialist care more used to extensive documentation
in the EHR.
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3.3. Video consultations

Teams 1, 3 and 4 used video consultations to some of their patients. The technical
solutions used depended on what was recommended for clinical use in their regions,
Whereby in the North region and Pexip in the South East region. The teams that used
video conference emphasised that it is not suitable for all patients. Also, Team 3 told us
that not all patients have access to their own equipment. In most cases, the use of video
conference was planned, but Team 1 described a situation where video conference was
used in an acute situation, to establish a video consultation between a team member who
was with a patient to the team psychiatrist who was in another municipality. Team 2 did
not use video consultations and said that their patients do not wish to use it due to mental
health issues and a lack of equipment. Team 5 also did not use video consultations, and
said they doubted it is suited for their patient group, and that many patients lack phones
or Internet access.

3.4. Team calendar

Team members use many different calendars, including the calendar in DIPS, and
various versions on Microsoft Outlook depending on their employment. Team 2 used
physical calendar books, and said they are completely dependent on them. Team 5 had
DIPS on a laptop PC, where they could see the calendars, but since they need an internet
connection for access, it is not always available when traveling. Some teams reported a
need to have an overview of where the team members are. One reason for this was to be
able to coordinate the team better. Another reason was that it improves safety because it
gives an overview of when team members visit unstable patients. One team said that they
already had a good overview of when and team members visit unstable patients, so they
did not see a need for a such a system.

3.5. Mobile devices

Some of the teams have laptop PCs that they can bring when they are visiting patients.
Team 1 reported that it was something that they wanted but did not have yet. Team 3
bring the laptop with them sometimes when visiting patients, but usually not, because
they usually do not have network access when visiting patients. They said that Internet-
connected PC could be useful for helping the patients with practical things like online
banking and social services web sites.

4. Discussion

Our study has uncovered various issues with ICT solutions for Norwegian FACT teams.
FACT teams do not think current whiteboard solutions fully meet their needs. The main
issue with the electronic whiteboards is that there is no integration towards the existing
EHR systems. If such an integration was in place, it could allow relevant data to be
transferred automatically. This could include documentation of patient treatment, patient
ID’s and healthcare worker ID’s. Whiteboards should also include information about
standardized patient pathways. For many Norwegian FACT teams there are several
different EHR systems that contain relevant information about their patients. There is a
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need for systems where FACT team members have easy access to relevant information
from EHR systems. The same data does not need to be stored in several different systems
but should be able to be displayed in the relevant systems. Since FACT team members
are highly mobile, patient data should be available from a mobile device, like phones,
laptop computers or tablets. While Norwegian laws allow sharing of relevant data, the e-
health infrastructure that is in place does not support such sharing [9]. This means that
EHR data is usually easily accessible for healthcare workers in the institution that is
responsible for the data, but harder to access for other healthcare workers. To circumvent
this, healthcare workers who need access to data from an institution they do not work in,
have sometimes been hired in so called zero percent positions in the institution, as a
workaround. Some FACT teams use video consultations when treating patients. Video
conference is not suited for all patients in FACT teams, or in all situations. Some patients
also lack the access to equipment needed, but it is a useful tool in some situations.
Currently, there are several different calendar solutions FACT teams needs to use.
Calendar information should be displayed in one easy to access system. This would make
coordination within the team easier and provide additional safety for team members.
Having access to a mobile device like a laptop or PC is helpful in many situations when
visiting patients, both for accessing the EHR, and practical help like online banking and
social services. However, this requires Internet connection for the device, which may be
a challenge when travelling.

5. Conclusion

FACT teams have been successfully implemented in Norway, despite that FACT team
members see issues and challenges with their ICT solutions. Common requirements from
the FACT teams are integration of electronic whiteboards and EHR systems, easy access
to relevant EHR information and better calendar solutions. This paper only reports on a
preliminary analysis of the data. The data reported in this paper needs to be analysed in-
depth to inform the definition of the requirements for the use of e-health in FACT teams.
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