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The organizing vision of integrated health 
information systems

Gunnar Ellingsen and Eric Monteiro

The notion of ‘integration’ in the context of health information systems is 
ill-defi ned yet in widespread use. We identify a variety of meanings ranging from 
the purely technical integration of information systems to the integration of 
services. This ambiguity (or interpretive fl exibility), we argue, is inherent rather 
than accidental: it is a necessary prerequisite for mobilizing political and ideological 
support among stakeholders for integrated health information systems. Building 
on this, our aim is to trace out the career dynamics of the vision of ‘integration/ 
integrated’. The career dynamics is the transformation of both the imaginary 
and the material (technological) realizations of the unfolding implementation of 
the vision of integrated care. Empirically we draw on a large, ongoing project at 
the University Hospital of North Norway (UNN) to establish an integrated health 
information system.
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Introduction

The healthcare sectors in all Western countries are profoundly fragmented across 
geographical, professional, organizational and technical boundaries. This creates a 
fragmented healthcare service for patients [1, 2], which undermines efforts to transform 
organizations towards more collaborative, process-oriented modes of working [3, 4]. 
Ultimately, this threatens ongoing efforts to increase the effi ciency and effectiveness of 
healthcare delivery.

This generates the very understandable motivation for notions like ‘continuity of care’, 
‘shared care’ or ‘integrated care’. ‘Integration’ is a potential remedy for the problems that 
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fragmentation produces, i.e. duplication, non-consistency and redundancy. To appreciate 
the importance of integrated information systems, Davenport explains, we ‘need to 
understand the problem [they] are designed to solve: the fragmentation of information 
in large . . . organizations’ [5, p. 127]. Visions of ‘integrated care’ are attractive exactly 
because they promise a solution to these concerns including effi ciency gains and quality 
improvements.

Despite its common use and perceived attractiveness, however, the qualifi er ‘integration/ 
integrated’ in the context of information systems remains notoriously slippery as ‘individuals 
often have a different understanding of the meaning of the word’ [6, p. 5]. It marks the 
political and ideological commitment towards integrated care, i.e. service integration as 
experienced by individual patients. On the other hand, it is simultaneously used in the much 
narrower sense of the technical integration of relevant clinical information systems.

We describe the distinct meanings of the qualifi er ‘integrated/ integration’ in relation to 
health information systems and analyse its ambiguity. We argue that the implementation 
process of integrated systems in healthcare relies on the ambiguous meaning of ‘integration’, 
i.e. the necessary support for the project is due to, not despite, the ambiguous meaning of 
‘integration’. Identifying ambiguity – the interpretive fl exibility whereby different actors or 
stakeholders ascribe distinct meanings to an artefact or concept – should hardly surprise 
anyone. Our ambition is to go beyond the mere recording of this ambiguity. The principal 
aim of this article is to analyse the career or sequence of transformations that the vision of 
integrated health information systems undergoes as it interacts with the intended as well as 
unintended consequences of its implementation. In other words, we analyse the reciprocal 
transformations over time of the vision of integrated care and its material (attempted) 
realizations among involved stakeholders.

Empirically we draw on a large, ongoing project at the University Hospital of North 
Norway (UNN) to establish an integrated health information system. Born out of increasing 
impatience and frustration with the existing fragmented portfolio, consisting of an elec-
tronic patient record system (EPR) (which we dub RecSys), a radiology system (RIS), a patient 
administrative system (PAS) and a fair share of the laboratory systems all provided by different 
vendors, the intention was to replace this non-integrated portfolio with a tightly integrated 
package from one vendor which we refer to as HealthSys.

Conceptualizing integration in healthcare: visions and 
technologies

Policy documents on Norwegian, not unlike other European, health sector reforms rely 
heavily on ICT to meet the serious challenges for increased effi ciency, greater effectiveness 
and improved quality of the whole value chain of healthcare services. Integration, a key 
policy document argues, implies that all relevant information would be always available:

The health care worker becomes more available because all information is accessible 
regardless of where the health care worker and patient are. [7]

It goes on to illustrate how integration facilitates the creation of a health service virtual 
market where:

In the future there will probably be an increase of services in ‘networks’ where bidders 
can present services [for example on the Internet] and those who want, for instance 
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referral physicians, can search for services, check capacity and, if possible, make bookings. 
[Accordingly] the network will be a trading place. [7]

In the most recent policy document from the Norwegian Directorate for Social and Health 
affairs, the crucial role of integrated information systems to achieve integrated (or continuity 
of) care is emphasized:

The aim is that patients and clients shall experience continuity of care when they use 
the [health] services. Electronic interaction is decisive in order to ensure the free fl ow of 
information. [1, p. 5]

Even this small sample of the meanings of the vision of ‘integration’ in the healthcare sector 
demonstrates its varied interpretations and thus ambiguity: fl exible access of information, 
creation of virtual markets of services and their consumption, and continuity of care.

Rather than being surprised or confused by this, we need to recognize that the ambiguity 
over the exact meaning of ‘integrated care’ is typical for all visions. A characteristic, not to 
say constitutive, feature of visions is their ambiguity. A highly relevant analysis of this aspect 
of visions is given in Swanson and Ramiller [8] who introduce the notion of ‘organizing 
vision’. Swanson and Ramiller explain the productive roles played by the ambiguity of 
effective visions. A key part of a vision is to reduce uncertainty during planning and decision 
making. They underscore the vision’s ability to attach multiple interpretation and ‘institu-
tional coherence to initiatives’ [8, p. 460]. More interestingly, they move beyond simply 
recognizing the ambiguity of visions. They point out the necessity of visions to evolve over 
time in such a way as to ensure legitimacy. Moreover:

An organizing vision often grounds the legitimation of the [vision] in broader business 
concerns, linking the innovation to aspects of business functioning that are currently of 
prominent interest. [8, p. 461]

Finally, the organizing vision serves to mobilize the necessary resources to support the 
realization of the vision as it serves to ‘activate, motivate, and structure . . . the innovation’ 
[8, p. 461].

It is vital to note that the vision does transform; it is not just a question of forging an 
alliance (legitimation, mobilization) of different meanings or interpretations. This aspect 
of a vision is highlighted in Knorr Cetina’s notion of ‘epistemic objects’ and their ‘changing, 
unfolding character – or [their] lack of “object-ivity” and completeness of being’ [9, p. 182]. 
Epistemic objects or visions are thus not objects of which we have complete, potentially 
diverging, knowledge; they are essentially incomplete and discovered over time in inter-
action with practice.

So much for visions. Let us turn to an outline of technical manifestations and realizations 
in healthcare of the concept of integrated care. The integration of healthcare software 
systems has remained one of the most prominent issues in healthcare software develop-
ment [10, p. 157; 11, p. 173; 12]. Boochever, for instance, underscores that ‘system 
integration would provide the platform for improved workfl ow, patient throughput and 
patient safety, as well as decreased cost’ [2, p. 16].

An integrated solution is supposed to give physicians easy access to data from multiple 
information sources [13; 14, p. 1529; 15, p. 6], thus providing a complete picture of 
the patient/client’s medical history. The multiple information sources are accessed seam-
lessly from a single point of end-user interaction [2, p. 16]. This avoids that the physician 
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must perform redundant activities, such as specifying the patient identifying information 
over and over again [15; 16, p. 101].

The literature on integration of information systems is heavily dominated by presenta-
tions of technical mechanisms for integration as solutions for the problems of fragmentation 
described earlier. There do exist, however, critical voices to counteract the one-sidedness 
of the above position on integration. Goodhue et al. [17] have called for a more nuanced 
approach to integration. Working out a pragmatically based contingency model, they 
identify conditions under which they argue that the costs (in terms of loss of fl exibility, 
increase in development costs) may outweigh the benefi ts of integration. Similarly, and 
more recently, Singletary [18] surveys practitioners’ perceptions of downsides to inte-
gration including lock-in with vendors, costs and project risks (see also [19]). Empirically 
underpinned case studies [e.g. 20–22] demonstrate in more detail the form and implications 
of the unintended consequences of integration.

Method

The case study was conducted at the University Hospital of North Norway (UNN) from 
January 2004 to May 2005, and was then followed up by informal contacts throughout 
2006. UNN has approximately 5000 employees, including 450 physicians and 1000 nurses. 
The hospital has 600 beds of which 450 are somatic and 150 psychiatric. Together with 
10 smaller hospitals in North Norway, UNN is administrated by the regional health enter-
prise Health Region North. Health Region North is responsible for a regional health policy 
in the northern region, a sound economy and the coordination of activities among the 
11 hospitals. The health enterprise has also identifi ed information technology as a stra-
tegic area, especially related to standardized systems across the hospitals in the region.

In addition to the clinical departments, UNN has seven laboratories: clinical chemistry, 
microbiology, pathology, clinical pharmacology, immunology, blood bank and medical 
genetics. Together, these laboratories conduct approximately 3 million analyses a year. 
Clinical chemistry is the largest of the laboratories (using number of analyses as a measure), 
conducting nearly 2 million analyses a year.

The study is conducted within an interpretive research approach [23, 24] and includes 
participant observations, interviews, document analysis, and informal discussions. The data 
collection, conducted by the fi rst author, is presented in Table 1.

Table 1 Data collection

Participant 
observations

Participation in 60 project meetings in the HealthSys project from its initial stages 
(January 2004) onwards. This also resulted in 70 transcribed documents
The project members participating in these meetings were IT consultants, physicians, 
secretaries, bioengineers and nurses. Their number varied from 5 to 16

Informal 
talks

50 notes based on informal talks with participants in the HealthSys project and 
users

Interviews 12 open-ended tape recorded interviews with users, of whom eight were 
physicians

Document 
archive

500 e-mails sent to the HealthSys project and the project document archive 
consisting of several hundred documents
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The analysis of the data is based on a hermeneutic approach in which a complex whole 
is understood ‘from preconceptions about the meanings of its parts and their inter-
relationships’ [23, p. 71]. This implies that the different sources of fi eld data are all taken 
into consideration in the interpretation process. The method included relatively detailed 
case write-ups for the sites involved [e.g. 25] followed by an examination of the data 
for potential analytical themes. Patterns emerging from the data [26] were tentatively 
categorized into themes in order to provide useful overviews based on the perspectives 
chosen. This process was then repeated with the addition of new theoretical insights.

Case narrative from the University Hospital in Northern 
Norway

The University Hospital of Northern Norway (UNN) participated for almost 8 years 
in the national and long-standing Medakis project (1996–2003). This project started out 
as an ambitious, collaborative project between the fi ve Norwegian university hospitals 
and an international vendor with considerable fi nancial and political backing from the 
health authorities. The overall goal was to develop a common, all-encompassing EPR 
for these hospitals covering the needs of all the different health professions in different 
hospital departments [27]. Despite falling signifi cantly short of these expectations, the 
RecSys EPR has been in increasingly widespread operational use in the fi ve university 
hospitals for several years.

The key role of EPRs in Norwegian healthcare is reiterated regularly in health policy 
programmes [7, 28]. This, however, has not been suffi cient to coordinate an integrated 
and uniform healthcare. A sweeping health reform in 2002 shifted the ownership of the 
Norwegian hospitals from the counties to the government in an attempt to curb expend-
itures and poor exploitation of existing resources. The former fi ve health regions were 
replaced by fi ve regional health enterprises with substantial autonomy, each comprising 
one of the former university hospitals and several local hospitals.

Increasingly, the users at UNN (especially the physicians) became dissatisfi ed with the 
RecSys EPR portfolio. In daily work, they depended on having access to X-ray descriptions, 
laboratory results and the EPR. A lack of mutual integration between PAS, EPR and laboratory 
systems made this situation extremely cumbersome.

The Regional Health Enterprise Northern Norway (here referred to as Health Region 
North), in a surprising decision in December 2003, exercised its newly gained autonomy 
and broke out of the long-term Medakis collaborative effort. UNN was the only hospital 
in the northern health region running RecSys EPR, and Health Region North decided to 
replace this with what the 10 other (smaller) hospitals in the region had, namely systems 
from the vendor HealthSys. To change this was argued to be ‘obvious’. The users perceived 
RecSys EPR as largely a standalone application. In contrast, HealthSys could presumably 
offer a complete package (including RIS, PAS, EPR, laboratory system and psychiatry). 
HealthSys promotes their different modules as a complete and integrated solution:

The HealthSys solution is based on a common architecture, integrated modules and a 
common logon-procedure across the different modules.

The HealthSys modules resided in the same database, implying that some registers in 
the database were shared between the modules. The HealthSys is one of three vendors 
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in the Norwegian hospital-based EPR market. HealthSys enjoys a 30 per cent market share, 
mostly at smaller hospitals [29]. The HealthSys EPR module comes integrated with a radiology 
module, a laboratory module, a PAS module and a psychiatry module.

Health Region North supported the project of replacing RecSys EPR with HealthSys with 
10 million Norwegian kroner (NOK) (about 1.2 million euros). Beyond that, UNN was 
assumed to be able to provide the necessary personnel resources. In January 2004, UNN 
established an implementation group consisting of personnel from UNN and HealthSys.

However, although the HealthSys system had been successful in the smaller hospitals, 
the project group was aware of the risk associated with an IT project implemented at the 
region’s large university hospital. The project manager underscored that, ‘We are about to 
run a system which has never been run on this scale before.’ A strategy to reduce the risk 
connected to scale was to tone down the ambition level and to see the implementation 
of the HealthSys portfolio as just a substitution for the existing hospital portfolio, thus 
avoiding large organizational changes.

No new functionality will be put into use . . . we shall only replace the current PAS and EPR 
with the HealthSys system . . . there will be no new design of work processes in this phase. 
(IT leader)

In spite of this pronounced modest strategy, it was clear to the top management in UNN 
that some changes to work processes were unavoidable, especially in the laboratories. 
The laboratory module in HealthSys required considerable development in order to 
provide satisfactory support for the laboratory work tasks. This was especially a key concern 
for the microbiology laboratory. In any case it was seen as crucial to enrol the laboratory 
in the implementation process, both because as many as possible should run a common 
system and because this would be the cheapest alternative:

A lot of development remains for the Microbiology laboratory . . . but we have to keep on 
to the vision . . . and therefore the laboratory must perhaps in a period accept a poorer 
solution than what they have today. (hospital manager, SMS)

In addition to the risk of scale, existing integrations were identifi ed as another complication. 
The old PAS system had over several years been integrated with an increasing amount of 
smaller systems in the hospital. Completely replacing the old PAS as a big-bang solution 
was thus considered an extremely risky business: many of the existing systems would stop 
working as they were particularly dependent on the functionality provided by the old PAS 
system (searching patients, reimbursement functionality, different codes, reports etc.). 
The HealthSys project experienced that it was diffi cult to obtain a complete overview over 
the status of these integrations. The project leader for the technical team put it like this:

All those smaller systems imply a chaotic situation. And we don’t know who has made the 
integration, what is integrated and how things are integrated. Moreover we don’t know 
how much [of this functionality] is actually in use.

As an alternative strategy, it was decided that the old PAS should be kept ‘alive’ side by 
side with the PAS module in HealthSys. In such a way, all the other systems could be left 
untouched. It was clearly pointed out that this was just a temporary solution, as the IT 
leader underscored that ‘the old PAS will be shut down at the end of 2005’.
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By June 2004, the EPR and the PAS module were implemented. The implementation of 
the laboratory module followed in December 2004.

Analysis

In the context of healthcare, the notion of integration has a deeply ambiguous meaning. 
Moving beyond merely identifying an ambiguity around the notion, the purpose of 
our analysis is to trace out the career of the vision as played out in the empirical setting 
under study.

Leaning on the ‘career dynamics of organizing visions’ [8], we explore the history 
of the vision of integration in healthcare – how it transforms in different contexts, but 
most essentially over time. We focus on how the vision for integrated health information 
systems – as a result of changes in policy documents, problems and unintended effects 
surfacing during implementation – goes through a career, i.e. it undergoes a sequence 
of transformations. Our analysis is structured to highlight three sequences or phases of 
the vision’s career. Table 2 summarizes this.

Early phase (2003–2004): before ‘integration’

Initially, Health Region North translated the health authorities’ visions of free fl ow of infor-
mation, seamlessness and continuity of care into ambitions for a uniform IT portfolio in 
the northern health region. Basically, this boiled down to insisting that all hospitals in the 
region should have the same applications for each of their functional areas:

Within the area of clinical IS support, the strategy for Health Region North is to implement 
common, scalable and standard solutions. [30, p. 29]

Clinical results shall be managed in common EPR/PAS systems . . . available for several 
hospitals and actors in the healthcare sector. [30, p. 28]

Health Region North’s ambition was caused by an existing topography in North Norway 
of 11 hospitals of whom 10 were running the HealthSys system. UNN was the only one 

Table 2 Summary of the career of the vision of integrated health information systems across 
three sequences or phases

Phase Notion of integration Illustration

Early One standardized 
system

‘There are 11 hospitals in this region and 10 running 
the HealthSys portfolio; therefore it is obvious that also 
UNN should run it’ 

Middle Single sign-on ‘I have three different logon codes that I have to use on 
three different systems’ 

Late Regionalization of 
services

‘We want to establish shared laboratory services … and 
include similar laboratory functions in common regional 
units’ 
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not running it. To standardize the IT portfolio into one common system was therefore 
considered ‘obvious’ common sense, thus black-boxing the issue into an invincible 
argument [31]:

There are 11 hospitals in this region and 10 running the HealthSys portfolio; therefore it 
is obvious that also UNN should run it. (IT manager, Health Region North)

With that, Health Region North evoked the HealthSys system as an appropriate technology 
[8, p. 467] for the task.

For Health Region North, a shared regional system meant that upgrades, user requests 
and general database management could be streamlined and centralized, subsequently 
followed by signifi cant reduction in expenditures. Health Region North thus grounded 
the legitimating of a standardized system in broader business concerns of economy and 
effi ciency [8, p. 461]. In line with well-rehearsed arguments for economy of scale, integration 
qua standardization of clinical applications was to ensure effi ciency gains.

A shared regional system would also legitimize a reorganization and standardization of 
the IT operation procedures. Each of the hospitals had their own associated IT department, 
which was, according to Health Region North, causing unnecessary expenditures. Imple-
menting one standardized HealthSys system would make it perfectly relevant to also make 
one regional IT department.

Consequently, a regional IT department (Health Region North ICT) was created in January 
2006. The former IT departments in each of the hospitals were decoupled from the hospitals 
and merged into this common regional IT department consisting of 126 employees. Health 
Region North ICT is organized directly under Health Region North control and administration. 
Key intentions with this establishment were:

To contribute to an effi cient ICT management through regionalization . . . it is estimated a 
minimum profi t of 5–10% on a medium term view, approximately 2–3 years. [32]

However, the creation of the regional IT department did not fulfi l expectations, at least not 
in the short term. Bureaucratizing, new expenses and separation from the clinic have been 
the consequences. An IT manager at the new IT department expressed it like this:

Right now I don’t know when the expected effi ciency gains might come. In fact, it is 
more expensive now. Since the IT department is dispersed geographically, we use a lot 
of resources in reorganization and coordinating activities across the different locations 
together with increased expensive fl ight expenses.

Nobody thought about the new expenses related to homogenization of the infrastructure. 
Right now we have got 100 million NOK for the platform project [common infrastructure]. 
But we should rather have been funded with 300 million when the new department was 
started.

Still, the biggest challenge is defi nitely the separation from the users caused by separate 
organizations:

The establishment of an IT department outside the hospitals has caused a big gap between 
us and them . . . we don’t have the same access to the users in the clinic as before 
. . . now there is a border. To some extent . . . as I see it, the hospitals have forgotten 
that we are the same people as before when we were part of their organization . . . it 

223-236 JHI_093333.indd   230223-236 JHI_093333.indd   230 5/16/2008   8:53:23 AM5/16/2008   8:53:23 AM
Process BlackProcess Black



231

Ellingsen and Monteiro Organizing vision of integrated systems

has been a tough divorce. What’s more, the regional IT department represents a new 
legal organization, meaning that we must have personnel both among us (key account 
managers) and in the hospitals that negotiate contracts and service level. This is extremely 
resource demanding.

Middle phase (2004–2005): integration at the hospital

At UNN, the visions of integration were basically interpreted as ‘single sign-on’. The 
physicians in the clinic were dissatisfi ed with their existing IT portfolio. As described 
earlier, in their daily work they depended on having access to X-ray descriptions, laboratory 
results and the EPR. A lack of mutual integration of their existing PAS, EPR and laboratory 
systems made this situation diffi cult. As a physician phrased it:

I don’t have the laboratory results; I don’t have the X-ray description. Instead I have three 
different logon codes that I have to use on three different systems [RecSys EPR, Laboratory 
and RIS] and I have to leave and enter the different systems in turn.

HealthSys could presumably offer a complete package (including RIS, PAS, EPR, laboratory 
system and psychiatry). HealthSys promotes their modules as a complete and integrated 
solution. Implementing the HealthSys portfolio would imply that the users would have to 
relate to only one system, one interface and one logon procedure, as quoted earlier:

The HealthSys solution is based on a common architecture, integrated modules and a 
common logon-procedure across the different modules.

Accordingly, when presenting the HealthSys system for the UNN users, the project group 
traded on the vision’s interpretive fl exibility [8, p. 464] and tailored the defi nition of the 
HealthSys system exactly to the needs of the users in the clinic – an integrated system 
with single sign-on. This served to mobilize the physicians at UNN very easily as their most 
pressing problem would be solved.

The HealthSys portfolio was envisioned as a completely integrated solution for the 
users. It is timely to inquire for whom the resulting work routines became easier – and for 
whom they implied additional work. The HealthSys system eased the work for the phy-
sicians in the clinic, but simultaneously – and unexpectedly – additional work was distributed 
to the users in the laboratories. The reason for this was that the laboratory users did not 
use the HealthSys portfolio, and therefore they had to maintain the ‘integrated solution’ 
partially manually.

The reason for this was that, during and after the implementation, the old PAS was 
kept ‘alive’ side by side with the PAS module in HealthSys in order to leave all other systems 
untouched (see Figure 1). This strategy required technical integration between the old 
PAS and the HealthSys PAS to maintain the existing information fl ow and to uniquely 
identify patients across these systems. The IT department developed a gateway program 
which tracked changes in the HealthSys PAS. Whenever new patients were inserted into 
the HealthSys system or other changes were made on patient information, this was 
synchronized with the old PAS.

However, this caused additional work for many of the users in the laboratories, as they 
still used the old IT portfolio. When a user wanted to create a new sample in one of the 
old laboratory systems, she had fi rst to ensure that the patient existed in the old PAS. First, 
she had to search for the patient in the old PAS. If this proved futile, which regularly was 
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the case, she would have to log onto the HealthSys system to enter the patient, then wait 
until the gateway machine had synchronized patient information with the old PAS. This 
would easily take 3–4 minutes. Then, fi nally, she could access the patient in the laboratory 
system (through its integration with the old PAS).

A smooth information fl ow between the old IT portfolio and the HealthSys portfolio 
was extremely dependent on an up-and-running gateway machine. However, sometimes 
the gateway machine failed to synchronize patients, either because the program had 
stopped due to system failure or for other unexpected reasons, for instance missing or 
incomplete data fi elds. Accordingly, in some situations, when the users inserted a new 
patient into the HealthSys system, the patient was never synchronized with the old PAS. 
In one instance, a laboratory user called the IT department and complained that she had 
waited 2 hours for the synchronization. In such cases, the users had no choice but to insert 
the patients in the old PAS anyway. The synchronization would eventually become com-
plete when the gateway machine was up and running again and could replace the 
demographic data written into PAS with data written into the HealthSys system.

In sum, the notion of integration did not imply free fl ow of information and single 
sign-on for everybody: predominantly the physicians enjoyed this. In contrast, the lab-
oratory personnel had to do additional work to ensure that the users in the clinic got a 
complete integrated system. Moreover, the laboratory personnel had to work closely with 
the IT department, which continuously had to monitor their ad hoc integration enabled 
by the improvised gateway machine. Thus, for the laboratories and the IT department, 
integration became improvisation, monitoring and repair work (see [33] for a more elab-
orate analysis).

Late phase (2005–2007): regionalized integration

Recently, integration has become embedded in broader political restructuring of Norwegian 
healthcare into a stronger regionalization of services. The notion of integration has thus 
moved beyond only connecting technical systems to also include coordinated services. As 
illustrated by Chesbrough and Spohrer in their research manifesto for services science, 
integration is now recast into abstract production and consumption of ‘services’:

How can this information of the capabilities of artefacts and organizations be recombined 
and accelerated in its velocity to create value? How can it be integrated in context to create 
new and valued services and solutions to customer problems? [34, p. 39]

The vision of coordinated services was picked up by the management of Health Region 
North to focus on how services should be integrated on a regional level. In practice this 
has meant trying to implement organizational fl exibility and absorbing workload peaks, 
common bid for tender and standardization of services. In particular, however, there has 
been an increased interest in streamlining the laboratory services. Health Region North 
wants a close coordination among the laboratories in the health region, both organization-
ally and technically. Organizationally this implies sharing functions, such as a common 
automated front end to the laboratories and the inclusion of similar laboratory functions 
in common organizational units, such as Blood Bank North, Clinical Chemistry North and 
Microbiology North. Technically, this implies the establishment of common laboratory 
systems for the hospitals in the region.
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However, things did not turn out as expected. When introducing the integrated 
HealthSys system, the laboratories were expected to replace their systems with the common 
HealthSys laboratory module in order to ensure tight integration with the other HealthSys 
modules. For the Clinical Chemistry, Immunology and Clinical Pharmacology laboratories 
this requirement was self-evident, being in line with Health Region North’s ambition on 
shared services in the health region. The pressure for integration – implying a corresponding 
pressure for standardization in the sense of uniformity – was (as we have elaborated above) 
embedded in the strategic intentions of Health Region North:

For . . . Blood Bank, Pathology and Microbiology we want the same systems and preferably 
in the same database for each specialized discipline in the whole region. (director, Health 
Region North).

The HealthSys laboratory module was up and running for the Clinical Chemistry, Immunology 
and Clinical Pharmacology laboratories in November 2004. However, the Microbiology 
laboratory refused to implement the HealthSys laboratory module even though HealthSys 
promised to put considerable resources into improving the laboratory module. Despite 
having a really outdated existing system, the Microbiology laboratory argued that their 
complex work routines differed too much from the others. They argued that the HealthSys 
laboratory module was tailored for simplicity, and thus tailored to Clinical Chemistry:

The problem is that every vendor making laboratory systems starts out where the 
production is most intensive and that means Clinical Chemistry, but the problem is 
that Clinical Chemistry has an incredibly simple data structure. (physician, Microbiology 
laboratory)

The process inside the Microbiology laboratory is much more complex, involving collecting 
information from various information sources, thus generating highly contextual infor-
mation. In the HealthSys laboratory module, this information was either missing (for 
example registers for non-human samples, material, location and antibiotics) or dispersed 
throughout the system:

In the HealthSys module, generally, the information that we need is very much dispersed 
in different screens and folders. This requires a lot of clicks, orientation and manoeuvres to 
group things together, such as which bowl, which colony [cultivating] and where the result 
comes from, as traceability is extremely important. (physician, Microbiology laboratory)

Accordingly, the ambition of a full-scale regional integrated service for the laboratories 
has not been possible to fulfi l.

Conclusion

Integration in healthcare is a compelling yet ill-defi ned notion. This lack of clarity is 
not accidental, we argue, as ‘integration’ should be recognized more as a powerful 
vision [8, 35] than as a readily defi nable notion.

A constitutive aspect of visions is their ambiguity. Visions are effective, i.e. able to 
organize and mobilize political backing, exactly because they allow multiple interpret-
ations. The open-ended nature of an integrated system implies that images and metaphors 
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play a particularly productive role as a powerful ally [36] for different stakeholders, when 
implementing instances of the visions.

More importantly than merely noting the ambiguity (or interpretive fl exibility), visions 
qua epistemic objects [9] are essentially incomplete: they are discovered, changed and 
extended continuously throughout implementation. This is in part due to the accom-
panying negotiation among stakeholders, and in part due to the gradual uncovering of 
new consequences – some intended, others not – over time.

We draw the following conclusions. The characteristic, ongoing transformations point 
to the futility of pursuing a completely integrated portfolio as the vision most probably 
has changed before this stage is ever reached. Instead, stakeholders planning and com-
missioning the integration effort need to be prepared to refocus their efforts in tandem 
with how the vision changes in order to exercise some infl uence on how the vision is 
shaped. We also believe that broad rather than narrow technical evaluations of inte-
gration efforts should be conducted. It is not suffi cient to evaluate particular instances 
of integration. Rather, integration needs to be evaluated as part of a larger portfolio of 
implementations and transformations in order to get a complete picture of where the vision 
has come from and where it is going.
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