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Abstract

Background: Patient accessible electronic health records (PAEHR) hold the potential to increase patient empower-
ment, especially for patients with complex, long-term or chronic conditions. However, evidence of its benefits for
patients who undergo mental health treatment is unclear and inconsistent, and several concerns towards use of
PAEHR emerged among health professionals. This study aimed at exploring the impact of PAEHR among mental
health professionals in terms of patient-provider relationship, changes in the way of writing in the electronic health
records and reasons for denying access to information.

Methods: In-depth qualitative interviews with health professionals working in two mental health outpatient clinics
at Helgelandssykehuset in Northern Norway, one of the first hospitals in Norway to implement the PAEHR in 2015.
The interviews were conducted by phone or videoconferencing, audio recorded and transcribed verbatim. Data were
analyzed by a multidisciplinary research team using the Framework Method.

Results: A total of 16 in-depth qualitative interviews were conducted in April and May 2020. The PAEHR imple-
mented in Norway was seen as a tool to increase transparency and improve the patient-provider relationship. The
PAEHR was seen to have negative consequences only in limited situations, such as for patients with severe mental
conditions, for child protective services when parents access their children’s journal, or for patients with abusive part-
ners. The functionality to deny access to the journal was used rarely. A more common practice for making information
not immediately available was to delay the final approval of the notes. The documentation practices changed over
the years, but it was not clear to what extent the changes were attributable to the introduction of the PAEHR. Health
professionals write their notes keeping in mind that patients might read them, and they try to avoid unclear language,
information about third parties, and hypotheses that might create confusion.
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Conclusions: The concerns voiced by mental health professionals regarding the impact of the PAEHR on the patient-
provider relationship and practices to deny access to information were not supported by the results of this study.
Future research should explore changes in documentation practices by analysing the content of the electronic health

records.
Keywords: Electronic health record, Patient accessible electronic health records, e-health, Mental health, Patient
empowerment

Background be denied access if this is absolutely necessary to avoid

Patient-accessible electronic health records

Providers and policymakers are pursuing strategies to
increase patient empowerment [1]. One way to increase
patient empowerment might be to give patients access
to their health records. Fifty years ago it was predicted
that giving patients “complete and unexpurgated copy of
all medical records” would enhance patient autonomy,
improve patient-provider relationships and serve as edu-
cational tool [2]. Today, technologies are in place to allow
patients online access to their health records.

An electronic health record (EHR) is the electronic col-
lection of clinical data, and can include clinical assess-
ments, nursing documentation, laboratory and radiology
results, medication and allergy information and discharge
letters [3]. Patient accessible electronic health records
(PAEHR) [4] are online services providing patients the
ability to view their EHR [5], collect information before
a visit, schedule appointments, renew prescriptions, ask a
question and receive reminders [6].

Online access to EHR holds the potential for improved
communication between patients and providers [7, 8].
The PAEHR can enhance the provision of patient-cen-
tered care [9-11], making it easier for most people to
understand their health status and increase adherence
[12]. This can, in turn, lead to improved clinical outcomes
[3], thus enabling patients to more effectively self-manage
their health conditions and actively participate in consul-
tations [5, 13—15].

The EHR is one of the main tools for multi-professional
cooperation and communication with patients. Further-
more, the EHR should be appreciated as an agent, play-
ing an active and constitutive role in setting objectives,
planning, documenting delivery of care and assessing
outcomes [16]. The content of the EHR is important as it
serves professionals in making decisions and document-
ing the deliberations which have been made and the care
that has been given [16].

Online access to EHR in Norway

All citizens and residents in Norway have the right to
read the information in their health records which have
been created by a health care provider [17]. According
to the Norwegian Patients’ Rights Act, a patient may

endangering the patient’s life or serious damage to the
patient’s health, or if access is clearly inadvisable because
it may cause harm to persons close to the patient.

The EHR is fully established by all Norwegian hospi-
tals. The national health portal helsenorge.no was estab-
lished in 2011 to accommodate digital patient services
after secure login [18]. In 2012, the Ministry of Health
and Care Services published a governmental white paper
which stated that patients should have online access
to their EHR [19], and the work with establishing the
PAEHR as a service at helsenorge.no started. To date,
hospitals in three of the four health regions in Norway
(Northern Norway since 2015, Western Norway since
2017 and South-Eastern Norway since 2019) provide the
service through helsenorge.no, with few variation across
regions.

In general, all documents available in digital format,
included psychiatry reports, are made available to the
patient after they are approved by health professionals,
unless health professionals decide to deny access. Use of
the PAEHR service is not mandatory. The EHR consists
of many different types of documents, some of which
have been manually scanned.

Online access to EHR in mental health

While many adults want full access to their EHR [15]
and report predominantly positive experiences with the
PAEHR [20], there is a clear predominance of fears and
concerns among mental health professionals regarding
the PAEHR, including an increased clinical burden owing
to more documentation efforts [20]. Professionals are
also worried about possible harm triggered by reading the
notes [20] which, in turn could impact negatively on the
patient-provider relationship [5]. One common exam-
ple of concern is related to patients with severe mental
illness reading their EHR online. Professionals in mental
health care have expressed concerns that the transpar-
ency of PAEHR may cause “unnecessary worry, confusion,
or distress” among patients who read their mental health
progress notes without guidance from their clinicians
[21], thus damaging the patient-provider relationship
[11, 22]. In a brief survey of the Veterans Health Admin-
istration mental health clinicians’ experiences with the
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OpenNotes Movement, approximately half of the clini-
cians did not feel that mental health OpenNotes was a
good idea [23]. In particular, they expressed concern over
potential negative consequences and reported “making
changes to their note writing practices’, including writing
fewer details, changing the tone of the note, and writing
less information about diagnoses. Moreover, up to 36% of
doctors reported changing documentation content, and
up to 21% reported “taking more time writing notes” [8].
Mental health clinicians in the United States also claimed
that they were “more careful” about what they wrote to
protect themselves and their patients [21].

In Sweden, access by patients to their EHR was
first introduced in a pilot county since 2012 and then
extended to several regions. This service was consid-
ered controversial and criticism arose from the clinical
professions, mainly physicians. In particular, a number
of health professionals have been reluctant to open for
access to psychiatric records, considering it too sensi-
tive [24]. Another study from Sweden revealed changes
in documentation practices: over 60% of psychologists
and nearly 40% of doctors stated that they were “less
candid in their documentation”, which could in turn
negatively influence both the work of the health profes-
sionals and the overall aim of having more informed and
active patients [25]. Moreover, approximately one-fourth
of health professionals believed that patients found the
notes “more confusing than helpful”, and 33.5% thought
that these patients worried more [26].

In Norway, patients who undergo mental health treat-
ment have access to their EHR. In a survey conducted in
2016, patients reported that online access to EHR helped
them gain a better understanding of their health status
and follow up their treatment more closely [27]. Patients
also appreciated the possibility to read easily all the infor-
mation that health professionals wrote about them after
attending visits, thus becoming more confident in under-
standing it, reporting mistakes or misunderstandings,
and be better prepared for future visits. This was particu-
larly important for patients with chronic conditions, as
well as for patients who underwent mental health treat-
ment. At the same time, health professionals expressed a
number of concerns about online access to EHR for men-
tal health patients, including how communication and
the patient-provider relationship changed [28].

Another survey conducted in 2016 with 457 health pro-
fessionals also revealed some challenges with the service
[29]. Major differences in experience and attitude were
found between psychiatric and somatic care. Overall,
43.9% of the health professionals in psychiatry reported
that they changed the way they wrote in the EHR after the
service was established (compared to 23.6% in somatic
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care). Moreover, 60% of the health professionals in psy-
chiatry (compared to 15.2% in somatic care) discussed
with a colleague whether to deny a patient access to infor-
mation in their EHR. Some respondents thought that
PAEHR was not suitable for the sickest and most vulner-
able patients, such as those suffering from schizophrenia,
bipolar disorder as well as those with severe depres-
sion/suicidality. Respondents commented that patients
with severe illness might misunderstand information,
especially in the middle of a therapy period, and refuse
to speak with health professionals based on what they
had read in the journal. A number of health profession-
als denied access to information that they worried might
harm the patient or their relationship with the patient.
Some also pointed out that the functionality for deny-
ing access to information was complicated to use. Other
respondents reported that they omitted some informa-
tion from the EHR or wrote a “hidden” journal containing
off-the-record information they did not want the patient
to read. Others delayed approval of some notes until after
the therapy period was completed. A number of respond-
ents felt that they had to spend more time to evaluate
what to write. If they decided to deny access to informa-
tion, this could harm the patient-provider relationship, as
the patient might become suspicious and mistrustful.

Study aim

The PAEHR in Norway was created primarily as an offer
to all patients, regardless of their clinical and psycho-
logical status. While the PAEHR seems to have a positive
impact on patient empowerment, especially for patients
with complex, long-term or chronic conditions, evidence
of its benefits for patients who undergo mental health
treatment is still unclear and inconsistent. Several con-
cerns have emerged among health professionals. The
current study aimed at exploring the impact of PAEHR
among mental health professionals. In particular, three
research questions are addressed in this study: 1) How
does the PAEHR impact on the patient-provider relation-
ship? How does the PAEHR impact on the way of writing
in the EHR, 3) How does the PAEHR impact on practices
to deny access to information?

Methods

Data collection

We conducted a qualitative study among health profes-
sionals in an outpatient setting. A qualitative approach
was chosen due to its ability to gather in-depth infor-
mation and detailed experiences from users and its
suitability to address the research questions. In-depth
qualitative interviews were conducted with health profes-
sionals working with patients in mental health services.
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A semi-structured interview guide was used to explore
the impact of PAEHR among mental health profession-
als in terms of patient-provider relationship, changes in
the way of writing in the electronic health records and
reasons for denying access to information. The inter-
view guide was developed by the Norwegian Centre for
E-health Research, Helgelandssykehuset, UiT The Arctic
University of Norway, The Northern Norway Regional
Health Authority and the patient organization Mental
Helse. Some questions were also based upon qualitative
feedback provided in past surveys.

Interviewees were health professionals working in two
mental health outpatient clinics at Helgelandssykehuset
in Northern Norway, one of the first hospitals in Nor-
way to implement the PAEHR in 2015. Previous research
showed that there were significant differences among
health professionals in the way the PAEHR impacts on
clinical practice and working processes [28, 29]. As a
consequence, different health professionals (e.g. doctors,
nurses, psychologists, physiotherapists and social work-
ers) were involved. Representatives from the research
group presented the background for the project to the
clinicians at two locations (Brenngysund and Sand-
nessjoen) followed by an invitation to participate in the
interview.

One interviewer (OL), who did not have any relation-
ship with the interviewees beforehand, conducted the
interviews by phone or videoconferencing in April and
May 2020. The interviewer presented topics using the
interview guide, facilitated the discussion and followed
up with further questions. The interviewees could dis-
cuss their experiences freely. Interviews were conducted
until data saturation was reached. Interviews were audio
recorded and transcribed verbatim.

Data analysis

Data were analyzed by a multidisciplinary team con-
sisting of three members (PZ, EK and AJF). Qualitative
data collected from the interviews were analyzed using
the Framework Method [30]. The Framework Method
was chosen due to its suitability for multi-disciplinary
health research teams, which is common in disciplines
familiar with qualitative research, psychiatry [30]. The
procedure for analysis consists in the following steps: 1)
transcription, 2) familiarization with the interview, 3)
coding, 4) developing a working analytical framework,
5) applying the analytical framework, 6) charting data
into the framework matrix, 7) interpreting the data.
Several iterations of the analytical framework are often
required before no additional codes emerge. After tran-
scription of the audio recordings, a sample of two inter-
views was randomly selected to let the research team
familiarize itself with the transcripts and develop initial
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impressions and potential ideas for codes. Transcripts
were then thoroughly read and independently analyzed
by each member of the team. Interesting segments of
text were underlined and notes made in the margins of
the transcripts to describe the content of each passage
with coding labels, as well as with more detailed infor-
mation supporting the interpretation of the results.
The team met to share the coding labels assigned to the
transcripts from the two interviews. A working analyti-
cal framework was developed.

The remaining transcripts were then assigned to
the members of the research team and analyzed using
the analytical framework. New codes which were not
included in the analytical framework were assigned
as additional topics emerged. Regular team meetings
were conducted to discuss new codes, group together
codes which were conceptually related, and refine the
analytical framework. The final analytical framework
was applied to all the transcripts by assigning appro-
priate codes to each meaningful passage of text. Data
were summarized in a framework matrix consisting
of one column per interviewee and one row per code.
Data from transcripts were inserted into the corre-
sponding cell of the framework matrix and reviewed to
make connections across interviewees and categories
and to identify common themes as well as individual
differences. The Standards for Reporting Qualitative
Research (SRQR) was used to report the results from
this study [31].

Results

Analytical framework

The final analytical framework (Table 1) consisted of
eighteen codes grouped into four categories, each includ-
ing a brief explanatory description of their meaning.

Characteristics of the interviewees

A total of 16 in-depth qualitative interviews were con-
ducted with health professionals working in two mental
health outpatient clinics at Helgelandssykehuset. Each
interview lasted approximately from 30 to 60 min. There
were 14 women (87.5%) and 2 men (12.5%) and their age
distributed as follows: 4 respondents aged<30 vyears,
1 respondent aged 30-39 years, 2 respondents aged
40-49 vyears, 8 respondents aged 50-59 years, and 1
respondent aged>60 years. Interviewees had the fol-
lowing educational backgrounds: 3 psychologists, 2 psy-
chology students in their last year, 1 with bachelor in
psychology, 4 nurses, 2 social educators, 1 social worker,
2 psychiatrists and 1 doctor undertaking specialization.
Ten of the respondents (62.5%) had worked at the mental
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Table 1 Analytical framework
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CATEGORIES AND CODES

DESCRIPTION

General thoughts on the service

Inform patients about the service

Scope and use

Training on the service for health personnel

Internal routines and practices
Patient-provider relationship

Transparency

Unsuitability

Relationship with the patient

Roles of caregivers, children and third parties

EHR can be used as legal document

Use of PAEHR in treatment
Way of writing in the EHR

Changes in writing

Changes in workflow

Consequences for the EHR as a work tool
Practices to deny access to information

Knowledge of the functionality

Use of the functionality

Reflections around the functionality

Avoid to write in the EHR

Other methods of making information not accessible

Whether health professionals tend to inform patients

How much the service is used and who uses it

Whether health professionals attended courses

Formal or informal practices (e.g. discussions with colleagues)

The content of the EHR is visible to patients

Whether the service is unsuitable to some patients

How the service affects the relationship with patients
How caregivers affect use of the service

PAEHR as a service to patients vs EHR as a legal document
Whether the service is actively used in patient treatment

E.g. writing shorter sentences, less use of medical words
Whether the service resulted in changes in work practices
Whether the service affected the main role of the EHR

Whether health professionals are aware of the functionality
How much and when the functionality is used

What health professionals think about the functionality
Whether omitting information in the EHR is applied
E.g."hidden" or“shadow” journal

health outpatient clinics at Helgelandssykehuset since
before the implementation of the PAEHR in 2015.

General thoughts on PAEHR

Inform patients about the service

Most of the respondents tend to inform their patients
about the PAEHR. Some health professionals are used
to inform the patients about the PAEHR at the very
first appointment, and even encourage them to use the
service actively and read their journal before the next
appointment. This is seen as especially important for
patients with a tendency towards suspicion.

« I started actively asking my patients to read their
records regularly» [# 13]

Other health professionals do that less systematically,
and sometimes forget to inform the patients.

«Yes, I usually do that. But there isn’t any form of
control [...] but it usually happens during the first
consultations» [#7]

Those who are not used to actively inform their
patients mentioned that patients automatically receive
information about the service in a standard notice let-
ter from the hospital.

Scope and use

Overall, many interviewees had the impression that
patients do not seem so interested in using the PAERH
and, as a consequence, most of the patients do not use
the service very actively, unless explicitly discussed in
consultations.

«I think that, during the years I have worked here,
maybe four patients have accessed actively their
records and read them regularly» [#10]

Despite the PAEHR was introduced in 2015, one
respondent mentioned that the service might be still
perceived as something relatively new, and its use can
therefore expected to increase in the future.

«The service will be further developed so that it
will become more transparent since patients will
have access from their mobile phones, and I think
this will change their habits» [#13]

Training on the service for health personnel

Health professionals working at the two clinics received
general training on the EHR via an Internet-based learn-
ing module in the past, but their memories were rather
vague. Some interviewees also mentioned that, during
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their professional education, it was emphasized that the
journal is the patient’s property. It was also pointed out
the need for more training in writing in the EHR.

«During our studies we learned to a large extent
that the health record is basically patient’s property,
o it is always something that they can read and that
can be discussed» [#6]

However, interviewees received little formal training
on the PAEHR, and the topic was mostly limited to dis-
cussions with leaders and supervisors.

Internal routines and practices
Overall, interviewees agreed that there has been little
focus on the PAHER at the organizational level.

«We are only reminded to inform the patients, and
we have a practice about what you should say at the
first consultation» [#7]

In general, the PAEHR has not been very present in
daily discussions among colleagues, and the main topic
of concern has been the use of the functionality to deny
access to information.

Patient-provider relationship

Transparency

Several respondents mentioned that the PAEHR has led
to increased transparency for patients and trust towards
health professionals.

«I experience that many patients become much
more trustful towards me because I am not writing
anything behind their back» [#8]

Increased transparency can, in turn, result in a bet-
ter dialogue with the patient. It was mentioned that, on
several occasions, health professionals talk their patients
through the content of the record before they leave the
consultation to avoid possible misunderstandings.

While the increased transparency was welcomed by
health professionals, there were also some concerns
regarding the reach of the information in the records.

«[...] there shouldn’t be any secrecy about the infor-
mation on you. At the same time, that information
should be secured and shouldn’t be spread. There
has to be some limits on openness» [15]

Finally, two interviewees mentioned that the PAEHR
can contribute to removing the stigma around mental
health problems.

«[...] maybe it contributes to create more openness
about mental health in society, that accessing and
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checking your records is normal and not a taboo»

[#2]

Unsuitability

Most of the interviewees were not worried about
patients getting worse or reacting negatively from read-
ing their record. At the same time, some pointed out
that maybe they did not treat the most challenging
patients. There seemed to be a consensus that the ser-
vice is mostly unsuitable for patients with a tendency
towards suspicion.

«The situations which I think have been affected
concern some patients with emotionally unstable
personality disorder, and then sometimes I have
experienced things mentioned in the record which
created misunderstandings and needed to be clari-
fied afterwards» [#15]

Some health professionals were worried that such situ-
ations can have severe consequences for those vulnerable
patients and even cause harm.

«if the patient is so unstable, this kind of informa-
tion may result in a worsening of symptoms, self-
harm, or suicide» [#4]

In general, health professionals tend to present and dis-
cuss new diagnoses face-to-face with the patient during
consultations, thus avoiding patients to read them online
while alone at home. Finally, one interviewee mentioned
situations in which patients decided to actively opt out
from the possibility to read their record.

Relationship with the patient

The PAEHR is considered to have a positive impact on
the patient-provider relationship in the vast majority of
the situations.

«I think that being more open can be positive for the
cooperation with the patient and makes it easier to
develop an alliance» [#9]

There are, however, some situations of disagreement in
which the service can impact negatively on health pro-
fessionals’ relationship with their patients. Some inter-
viewees also pointed out that the record as a means of
communication between health professionals (e.g. hospi-
tals and GPs) could come in conflict with the relation to
the patient.

«It came from the GP and was added to the record
as a note, and I answered that I would discuss it
with the patient at the next consultation. But then
the patient had already read the record. So when she
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came to the appointment, she was pretty angry with
me and the GP because we had discussed whether or
not she was taking her medication» [#10]

Even if the PAEHR could potentially harm the relation-
ship with the patient, the need to include information
which is relevant for the treatment was considered more
important than avoiding a possible conflict.

«I have been aware that I shouldn’t omit things 1
understood or important assessments [...], I always
include important elements despite there might be
reactions» [#4]

Moreover, it is often possible to repair situations of
conflict and clarify things with patients who, in turn, can
benefit from a learning effect beyond the therapy room.

Roles of caregivers, children and third parties

Interviewees pointed out that there is a general focus on
writing about caregivers, both children and adults, avoid-
ing details. When writing about third parties information
in the record, it is important to be careful and try to make
the information unidentifiable.

«[...] third parties should not be identifiable in the
record [...] you shouldn’t write “molested by stepfa-
ther’, right, rather that the patient has experienced
it “in the family”» [#5]

Some health professionals were concerned with the
increased accessibility to the record due to the PAEHR.
For instance, there could be problems in relation to child
protection when parents have access to their children’s
record. Some interviewees also mentioned problems with
adult caregivers, such as negative consequences when
the information is willingly shared with partners or when
patients are forced by their partners.

«People who live in coercive relationships, mal-
treated, can be forced to log in» [#12]

The possibility to deny access to information in the
record in the aforementioned situations could be used to
protect the patient against abusive partners or to protect
the child from controlling parents.

EHR can be used as legal document
The respondents were well aware that the record was not
only being read by the patient, but could potentially also
be used as a legal document. As such, health profession-
als might need to stand accountable for the information
they wrote in the record in a trial.
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Use of PAEHR in treatment

Through the PAEHR patients can follow their treatment
and often gain a better understanding. Some mentioned
that, by accessing documents such as referrals patients
are more informed about their clinical situation and
future appointments.

«We use it actively in some treatment courses, if
there are some comments to the last notes, [...] these
can be brought up at the next consultation» [#14]

An active use of the service is also useful to estab-
lish a better relationship with the patient, avoid misun-
derstanding about the treatment or clarifying possible
mistakes. The PAEHR can also be used as a way to give
homework assignments, thus supporting the treatment
and increasing compliance.

«Sometimes I have used it as a tool. As a reminder
to the patient where I might add some tasks related
to the therapy, diagnostic assessments and such
things» [#6]

Some of the respondents expressed a willingness to
use the service more actively in patient treatment in the
future. However, it was also mentioned that the commu-
nication through the record is not the way to go as the
use of the PAEHR is so different among patients, and that
access to the service could even disturb the treatment.

Way of writing in the EHR

Changes in writing

Overall, there is a common agreement that the quality
of the notes has improved over the years. Sseveral inter-
viewees mentioned that they have become more careful
about what they write and how they write it, and that the
awareness that patients can read their notes might result
in using a more objective and understandable language.
In specific, many interviewees claimed that journal notes
have become shorter, more objective and concise, thus
including fewer details.

«A little shorter and more concise notes instead of
longer hypotheses and things that you can keep to
yourself rather than writing them in the journal»

[#6]

Another change that emerged is that the style has
become more formal and the syntax has been adapted
accordingly.

« don’t write ‘I, I write ‘the undersigned» [#16]
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At the same time, health professionals make less use of
medical terms, and the style has been adapted to be more
understandable to the patient.

«I think we were too accustomed to use words no one
else knew» [#12]

Still, some mentioned that medical terms cannot be
completely avoided as the record is used to communicate
with other health professionals.

«I have used some technical terms where it was
needed. This is important when I want to communi-
cate with other specialists. If I need to use some techni-
cal terms, I rather explain them to the patient» [#11]

Finally, health professionals have become more careful
in writing information about third parties.

While many interviewees agreed that the content of the
records had changed over the years, some pointed out
that this was not necessarily due to the introduction of
PAEHR specifically, as they always wrote the journal hav-
ing in mind that the patients had the right to access their
records even before the introduction of the service. Over
the past years there has also been an increased focus in
higher education on how to write journal notes.

Changes in workflow

Overall, health professionals did not report that the
PAEHR had important consequences for their workflow.
Only a few interviewees mentioned that the sequence of
actions may have been affected.

«If I have some hypotheses, I try to present them to
the patient first, and eventually write them down
afterwards» [#11]

Consequences for EHR as work tool

Overall, the interviewees did not perceive that the
PAEHR had negative consequences for the EHR as a
work tool for health professionals. The main challenge
is related to setting preliminary diagnoses and assess-
ments, which are part of health professionals’ work doc-
umentation, when they know that the patient is able to
read them. One interviewee pointed out that the order
of information has changed, and health professionals are
less in control of when the patient receives information.

«[...Jand then the document is approved in the jour-
nal. The patient is supposed to be informed a couple
of days later, but meanwhile the patient has already
read the diagnostic evaluation and knows that you
have set a diagnosis of (inaudible) personality disor-
der» [#10]
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Practices to deny access to information

Knowledge and use of the functionality

The overall knowledge of the functionality to deny access
to information is mixed. Health professionals with more
experience with the PAEHR know the functionality well.
Overall, the functionality is used seldom by those who use
it, only once or just a few times a year. Examples of use
of the functionality include psychotic patients who await
hospitalization, assessments of chronic suicidality in emo-
tionally unstable patients or patients with personality dis-
orders, and situations involving child protective services.

Reflections around the functionality

Those who did not use the functionality seemed to recog-
nize that it could potentially be used in some situations.
However, they felt that the threshold for denying access
to information is rather high. It was pointed out that the
option to deny electronic access to the journal was only
to be used in the most severe cases (i.e. risk for endan-
gering the patient’s life or serious damage to the patient’s
health).

Avoid to write in the EHR

Information is normally not omitted from the journal
This only happens when health professionals are uncer-
tain about the information (e.g. early thoughts of possi-
ble diagnoses, theories or hypothesized problems) or for
some specific types of information and observations, for
instance regarding intelligence testing.

«I don’t want the patient to read their 1Q result so I
don’t write it down» [#5]

Other methods of making information not accessible

Only two interviewees mentioned the possibility for
waiting to sign journal notes so that they are not made
immediately available to the patient.

«If someone is uncertain about whether the patient
would agree with the content, it is possible to wait to
sign a document» [#13]

Finally, some health professionals kept a physical folder
with some notes.

«We don’t have [...] a parallel journal or a hidden
journal. We have a physical folder, but that is more
for everyday notes, tests and other documents that
have not yet been scanned and entered into the
EHR» [#10]
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Discussion

Mental health professionals have voiced concerns that
the transparency of the PAEHR may cause unnecessary
worry, confusion, or distress among patients who read
their notes without guidance from their clinicians [21,
25], thus damaging the patient-provider relationship
[11, 22]. All respondents in the current study were posi-
tive towards the transparency provided by the PAEHR
and its impact on the patient-provider relationship. This
is in line with other studies which reported that health
professionals were positive towards the PAEHR both one
year [28] and several years after the introduction [32]. A
low frequency of situations in which patients were dis-
tressed after reading their record online was reported
by the interviewees in this study. Previous research
indicates that almost all patients feel either better or
the same about their providers after receiving access to
their record [33]. Overall, the PAEHR does not harm the
patient-provider relationship, but it rather has the poten-
tial to enhance the provision of patient-centered care [11,
12] and improve trust and satisfaction [10, 33, 34]. More-
over, patients are rarely troubled about the content of the
record and that the benefits outweigh the risks in both
primary care and specialist care [35].

While confirming that the PAEHR has in general a
positive impact on the patient-provider relationship in
mental health care, a recent scoping review concluded
that the concerns voiced by health professionals about
the PAEHR leading to increased documentation work-
load and possible harm to the patients from reading
the notes are not trivial [36]. Results from a previous
survey among health professionals in Norway also sug-
gested that the service might not be suitable for the sick-
est and most vulnerable patients, such as those suffering
from schizophrenia, bipolar disorder as well as those
with severe depression/suicidality [28]. Similar concerns
about patients with severe mental conditions were also
identified among some of the participants in the present
study. None of the interviewees indicated that they had
received specific training in how to write notes for dif-
ferent diagnoses, and such differentiation in documenta-
tion practice based on diagnosis is not mandated by the
laws and regulations governing health records in Norway.
Still, health professionals have some room when deciding
what to write in the record, and it is possible that ad hoc
training, such as the Open Notes guide to mental health
professionals [36], could alleviate some of the concerns.
Finally, several providers were under the impression that
few patients used the PAEHR service, and the PAEHR
was not a central end recurring theme in clinical consul-
tations. The reasons for non-use among patients have not
been extensively explored, but a recent qualitative study
pointed out that patients may themselves have rationales
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against using the PAEHR, such as finding it unnecessary,
fear provoking and energy demanding [37]. Further-
more, most patients with a psychiatric condition prefer
to receive bad news concerning their health during visits
and not through the service [38].

In several studies, mental health professionals reported
making changes to their note working practices after the
introduction of the PAEHR [7, 21, 25, 28, 29]. Health pro-
fessionals in the present study stated that the documen-
tation practices were subject to changes over the years.
However, it was not clear to what extent the changes were
attributable to the introduction of PAEHR in 2015. There
was a consensus that the quality of the journal notes had
improved over the years. Several interviewees pointed
out that they have always written their notes keeping
in mind that patients might read them, even before the
introduction of the service. Interviewees also reported
being more concise and avoiding writing hypotheses
which might create confusion in patients. A possible
paradox was that health professionals reported using
fewer medical terms, but also a more formal syntax. The
providers reported that their workflow was not severely
affected by the PAEHR. The low impact on workflow is
supported by a study of oncology health professionals,
reporting that although there were some consequences
for documentation practices, specifically that they are
more restrictive in what they write in the notes, the over-
all adverse impact of PAEHR did not match the concerns
prior to implementation [39]. Future research should
study in detail changes in documentation practices by
analysing the content of the EHR.

Results from previous studies show that several men-
tal health professionals were worried that information
in the EHR might harm the patient or their relation-
ship with the patient and discussed with a colleague
whether to deny access [28, 29]. Interestingly, the func-
tionality to deny patients access to information was sel-
dom used by the interviewees of this study, and some
reported that they had never used it. It is unlikely that
the reason for the limited use is due to the technical
inability to do so, as the procedure was not deemed
to be complicated. A patient may be denied access if
this is absolutely necessary to avoid endangering the
patient’s life, serious damage to the patient’s health, or
harm to persons close to the patient. The interviewees’
impression was that the threshold for denying access
is high and that the functionality should only be used
in severe cases. As a consequence, the limited use of
this functionality can be considered to be intentional.
Some health professionals mentioned that sometimes
they delay the final approval of their notes so that they
are not made immediately available in the PAEHR.
This practice is also mentioned as a possibility in the
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guidelines. Previous research indicated a higher preva-
lence of information storing outside the EHR, so called
“hidden” or “shadow” journal, in psychiatry compared
to somatic healthcare [29]. However, according to the
respondents of the present study, such a practice did
not occur in their outpatient clinics.

Limitations

In the present study, 16 health professionals were
interviewed from two locations within the same insti-
tution. Towards the end of the analyses, each new tran-
script yielded a low number of new codes and themes,
indicating that the data material had achieved induc-
tive thematic saturation [40]. It is therefore likely that
the results from this study present a true image of the
providers’ experiences from using the PAEHR at the
two participating outpatient clinics. Although there
are similarities in organization, staff composition and
patient population among outpatient clinics within
the public healthcare system in Norway, it is also
likely that procedures and internal training might dif-
fer across different institutions. As a consequence, the
findings from this study might have overexposed or
underexposed particular aspects of mental health pro-
fessionals’ experiences related to the PAEHR. Caution
should be applied when generalizing the results and
drawing hypotheses of health professionals’ impres-
sions on the PAEHR, especially in contexts which are
very different from the investigated locations, such as
inpatient clinics.

Conclusions

The PAEHR implemented in Norway was seen as a tool
to increase transparency and improve patient-provider
relationship. The interviewees confirmed that the PAEHR
could have negative consequences only in limited situa-
tions, such as for patients with severe mental conditions,
for child protection when parents access their children’s
records or for patients with abusive partners. The func-
tionality to deny access to the journal to protect the
patient in such situations was used rarely. A more com-
mon practice for making information not immediately
available to the patient was to delay the final approval of
their notes. The concerns voiced by mental health pro-
fessionals regarding the impact of the PAEHR on the
patient-provider relationship and practices to deny access
to information were not supported by the results of this
study. Health professionals in the present study stated
that the documentation practices were subject to changes
over the years. However it was not clear to what extent
the changes were attributable to the introduction of the
PAEHR. Most of the interviewees write their notes keep-
ing in mind that patients might read them, and they try
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to avoid unclear language, information about third par-
ties, and hypotheses that might create confusion. Future
research should explore changes in documentation prac-
tices by analysing the content of the EHR.

Abbreviations
EHR: Electronic health record; PAEHR: Patient accessible electronic health
records.

Acknowledgements

We thank Grete Andreassen and all the health professionals involved in this
study at Helgelandssykehuset. We also thank Christer Gavén at Helge-
landssykehuset for his input in the interview guide.

Authors’ contributions

Procured funding: PZ. Conceptualization and design: PZ, EK, OL, RW, MAJ, TS,
AJF. Data collection: OL. Data analysis: PZ, EK, AJF. Interpretation of results: PZ,
EK, RW, AJF. Drafting manuscript: PZ, EK, RW, AJF. Critical review of manu-
script: PZ, EK, OL, RW, MAJ, TS, AJF. The author(s) read and approved the final
manuscript.

Funding

Open access funding provided by UiT The Arctic University of Norway (incl
University Hospital of North Norway). This study was funded by the Northern
Norway Regional Health Authority (Project Grant HNF1516-20).

Availability of data and materials
The data supporting the results of this study are available upon request to the
corresponding author (Paolo Zanaboni, paolo.zanaboni@ehealthresearch.no).

Declarations

Ethics approval and consent to participate

Ethics approval from the Regional Committees for Medical and Health
Research Ethics was deemed not necessary according to the Health Research
Act on medical and health research entered into force in Norway in 2009. The
study was approved by the Data Protection Officer of the University Hospital
of North Norway. All interviewees consented to participate to the interviews
and have the interviews audio recorded and transcribed verbatim.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

"Norwegian Centre for E-Health Research, University Hospital of North
Norway, Tromsg, Norway. 2Department of Clinical Medicine, UiT The Arctic
University of Norway, Tromsg, Norway. 3Helse Nord IKT HF, Tromseg, Norway.

Received: 8 February 2022 Accepted: 5 July 2022
Published online: 28 July 2022

References

1. Leveille SG, Walker J, Ralston JD, Ross SE, EiImore JG, Delbanco T. Evaluat-
ing the impact of patients’online access to doctors' visit notes: designing
and executing the OpenNotes project. BMC Med Inform Decis Mak.
2012;13(12):32.

2. Shenkin BN, Warner DC. Sounding board. Giving the patient his
medical record: a proposal to improve the system. N Engl J Med.
1973,;289(13):688-92.

3. Ammenwerth E, Schnell-Inderst P Hoerbst A. The impact of electronic
patient portals on patient care: a systematic review of controlled trials. J
Med Internet Res. 2012;14(6):e162.



Zanaboni et al. BMC Psychiatry

20.

21.

22.

(2022) 22:508

Wiljer D, Urowitz S, Apatu E, DeLenardo C, Eysenbach G, Harth T, Pai H,
Leonard KJ. Canadian Committee for Patient Accessible Health Records.
Patient accessible electronic health records: exploring recommenda-
tions for successful implementation strategies. J Med Internet Res.
2008;10(4):e34.

de Lusignan S, Mold F, Sheikh A, Majeed A, Wyatt JC, Quinn T, Cavill M,
Gronlund TA, Franco C, Chauhan U, Blakey H, Kataria N, Barker F, Ellis B,
Koczan P, Arvanitis TN, McCarthy M, Jones S, Rafi I. Patients’online access
to their electronic health records and linked online services: a systematic
interpretative review. BMJ Open. 2014,4(9):e006021.

Hassol A, Walker JM, Kidder D, et al. Patient experiences and attitudes
about access to a patient electronic health care record and linked web
messaging. J Am Med Inform Assoc. 2004;11(6):505-13.

Delbanco T, Walker J, Bell SK, Darer JD, Elmore JG, Farag N, Feldman HJ,
Mejilla R, Ngo L, Ralston JD, Ross SE, Trivedi N, Vodicka E, Leveille SG. Invit-
ing patients to read their doctors' notes: a quasi-experimental study and
a look ahead. Ann Intern Med. 2012;157(7):461-70.

Kahn MW, Bell SK, Walker J, DelbancoT. A piece of my mind. Let's show
patients their mental health records. JAMA. 2014;311(13):1291-2.
Winkelman WJ, Leonard KJ, Rossos PG. Patient-perceived usefulness

of online electronic medical records: employing grounded theory in

the development of information and communication technologies

for use by patients living with chronic illness. J Am Med Inform Assoc.
2005;12(3):306-14.

Mold F, de Lusignan S, Sheikh A, Majeed A, Wyatt JC, Quinn T, Cavill M,
Franco C, Chauhan U, Blakey H, Kataria N, Arvanitis TN, Ellis B. Patients’
online access to their electronic health records and linked online services:
a systematic review in primary care. Br J Gen Pract. 2015;65(632):.e141-51.

. Benjamins J, Haveman-Nies A, Gunnink M, Goudkuil A, de Vet E. How

the Use of a Patient-Accessible Health Record Contributes to Patient-
Centered Care: Scoping Review. J Med Internet Res. 2021;23(1):e17655.
Shah SG, Fitton R, Hannan A, Fisher B, Young T, Barnett J. Accessing per-
sonal medical records online: a means to what ends? Int J Med Inform.
2015;84(2):111-8.

Nazi KM. Veterans'voices: use of the American Customer Satisfaction
Index (ACSI) Survey to identify My HealtheVet personal health record
users' characteristics, needs, and preferences. J Am Med Inform Assoc.
2010;17(2):203-11.

Woods SS, Schwartz E, Tuepker A, Press NA, Nazi KM, Turvey CL, Nichol
WP. Patient experiences with full electronic access to health records and
clinical notes through the My HealtheVet Personal Health Record Pilot:
qualitative study. J Med Internet Res. 2013;15(3):e65.

Ross SE, Todd J, Moore LA, Beaty BL, Wittevrongel L, Lin CT. Expectations
of patients and physicians regarding patient-accessible medical records. J
Med Internet Res. 2005;7(2):e13.

Backman E, Granlund M, Karlsson AK. Documentation of everyday life and
health care following gastrostomy tube placement in children: a content
analysis of medical records. Disabil Rehabil. 2019;14:1-11.

Helse- og omsorgsdepartementet: The Norwegian Patient Right Act (LOV
-1999-07-02-63). Chapter 5. 2001. https://lovdata.no/dokument/NL/lov/
1999-07-02-637q=L0OV%20-1999-07-02-63 Accessed 4 Feb 2022.
Serensen T, Johansen MA. Developing and Implementing Patients’
Full-Scale Electronic Access to Their Health Record. Stud Health Technol
Inform. 2016,;228:85-9.

Helse- og omsorgsdepartementet: Meld. St. 9 (2012-2013): En innbygger
- En journal. Digitale tjenester i helse- og omsorgssektoren. 2012. https://
www.regjeringen.no/contentassets/33a159683925472aa15ad74f27ad04
cc/no/pdfs/stm201220130009000dddpdfs.pdf Accessed 4 Feb 2022.
Schwarz J, Bérkas A, Blease C, Collins L, Hagglund M, Markham S,
Hochwarter S. Sharing Clinical Notes and Electronic Health Records With
People Affected by Mental Health Conditions: Scoping Review. JMIR
Ment Health. 2021;8(12):34170.

Denneson LM, Cromer R, Williams HB, Pisciotta M, Dobscha SK. A Qualita-
tive Analysis of How Online Access to Mental Health Notes Is Changing
Clinician Perceptions of Power and the Therapeutic Relationship. J Med
Internet Res. 2017;19(6):e208.

Ferndndez L, Fossa A, Dong Z, Delbanco T, Eimore J, Fitzgerald P, Harcourt
K, Perez J, Walker J, DesRoches C. Words Matter: What Do Patients

Find Judgmental or Offensive in Outpatient Notes? J Gen Intern Med.
2021,36(9):2571-8.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

Page 11 of 11

Dobscha S, Denneson LM, Jacobson LE, et al. VA mental health clinician
experiences and attitudes toward OpenNotes. Gen Hosp Psychiatry.
2016;38:89-93.

Alander T, Scandurra I. Experiences of Healthcare Professionals to the
Introduction in Sweden of a Public eHealth Service: Patients’Online
Access to their Electronic Health Records. Stud Health Technol Inform.
2015;216:153-7.

Petersson L, Erlingsdottir G. Open Notes in Swedish Psychiatric Care

(Part 1): Survey Among Psychiatric Care Professionals. JMIR Ment Health.
2018;5(1)e11.

Petersson L, Erlingsddttir G. Open Notes in Swedish Psychiatric Care

(Part 2): Survey Among Psychiatric Care Professionals. JMIR Ment Health.
2018;5(2):210521.

Zanaboni P, Kummervold PE, Sgrensen T, Johansen MA. Patient Use and
Experience With Online Access to Electronic Health Records in Norway:
Results From an Online Survey. J Med Internet Res. 2020;22(2):e16144.
Johansen MA, Kummervold PE, Sgrensen T, Zanaboni P. Health Profes-
sionals'Experience with Patients Accessing Their Electronic Health
Records: Results from an Online Survey. Stud Health Technol Inform.
2019;21(264):504-8.

Kristiansen E, Johansen M, Zanaboni P. Healthcare personnels' experi-
ence with patients’online access to electronic health records: Differences
between professions, regions, and somatic and psychiatric healthcare.
Linkoping Electronic Conference Proceedings. 2019;161:93-8.

Gale NK, Heath G, Cameron E, et al. Using the framework method for the
analysis of qualitative data in multi-disciplinary health research. BMC Med
Res Methodol. 2013;13:117.

O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for report-
ing qualitative research: a synthesis of recommendations. Acad Med.
2014,89(9):1245-51.

DesRoches CM, Leveille S, Bell SK, Dong ZJ, Elmore JG, Fernandez L,
Harcourt K, Fitzgerald P, Payne TH, Stametz R, Delbanco T, Walker J. The
Views and Experiences of Clinicians Sharing Medical Record Notes With
Patients. JAMA Netw Open. 2020;3(3):201753.

Bell SK, Mejilla R, Anselmo M, Darer JD, EiImore JG, Leveille S, Ngo L,
Ralston JD, Delbanco T, Walker J. When doctors share visit notes with
patients: a study of patient and doctor perceptions of documentation
errors, safety opportunities and the patient-doctor relationship. BMJ Qual
Saf. 2017,26(4):262-70.

Cromer R, Denneson LM, Pisciotta M, Williams H, Woods S, Dobscha SK.
Trust in Mental Health Clinicians Among Patients Who Access Clinical
Notes Online. Psychiatr Serv. 2017;68(5):520-3.

Walker J, Leveille S, Bell S, Chimowitz H, Dong Z, EiImore JG, Fernandez L,
Fossa A, Gerard M, Fitzgerald P, Harcourt K, Jackson S, Payne TH, Perez J,
Shucard H, Stametz R, DesRoches C, Delbanco T. OpenNotes After 7 Years:
Patient Experiences With Ongoing Access to Their Clinicians’ Outpatient
Visit Notes. J Med Internet Res. 2019;21(5):e13876.

Open Notes: Mental Health. https://www.opennotes.org/mental-health-
professionals/ Accessed 4 Feb 2022.

Valeur HS, Lie AK, Moen K. Patient Rationales Against the Use of Patient-
Accessible Electronic Health Records: Qualitative Study. J Med Internet
Res. 2021;23(5):24090.

Rexhepi H, Moll J, Huvila I, Ahlfeldt RM. Do you want to receive bad news
through your patient accessible electronic health record? A national sur-
vey on receiving bad news in an era of digital health. Health Informatics J.
2021,27(3):14604582211035816.

Moll J, Cajander A. Oncology health-care professionals' perceived effects
of patient accessible electronic health records 6 years after launch: A
survey study at a major university hospital in Sweden. Health Informatics
J.2020;26(2):1392-403.

Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, Burroughs
H, Jinks C. Saturation in qualitative research: exploring its conceptualiza-
tion and operationalization. Qual Quant. 2018;52(4):1893-907.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


https://lovdata.no/dokument/NL/lov/1999-07-02-63?q=LOV%20-1999-07-02-63
https://lovdata.no/dokument/NL/lov/1999-07-02-63?q=LOV%20-1999-07-02-63
https://www.regjeringen.no/contentassets/33a159683925472aa15ad74f27ad04cc/no/pdfs/stm201220130009000dddpdfs.pdf
https://www.regjeringen.no/contentassets/33a159683925472aa15ad74f27ad04cc/no/pdfs/stm201220130009000dddpdfs.pdf
https://www.regjeringen.no/contentassets/33a159683925472aa15ad74f27ad04cc/no/pdfs/stm201220130009000dddpdfs.pdf
https://www.opennotes.org/mental-health-professionals/
https://www.opennotes.org/mental-health-professionals/

	Impact on patient-provider relationship and documentation practices when mental health patients access their electronic health records online: a qualitative study among health professionals in an outpatient setting
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Patient-accessible electronic health records
	Online access to EHR in Norway
	Online access to EHR in mental health
	Study aim

	Methods
	Data collection
	Data analysis

	Results
	Analytical framework
	Characteristics of the interviewees
	General thoughts on PAEHR
	Inform patients about the service
	Scope and use
	Training on the service for health personnel
	Internal routines and practices

	Patient-provider relationship
	Transparency
	Unsuitability
	Relationship with the patient
	Roles of caregivers, children and third parties
	EHR can be used as legal document
	Use of PAEHR in treatment

	Way of writing in the EHR
	Changes in writing
	Changes in workflow
	Consequences for EHR as work tool

	Practices to deny access to information
	Knowledge and use of the functionality
	Reflections around the functionality
	Avoid to write in the EHR
	Other methods of making information not accessible


	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References


