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Abstract

Objective: To identify issues with the Swedish e-prescribing system and devise a set of recommendations to overcome the
identified challenges.

Methods: A number of health information technology-related incidents were collected retrospectively from various sources
using purposive and snowball sampling. A search term containing five keywords was used to identify the electronic
prescription-related incidents. The identified incidents (n= 24) were subjected to an existing framework, i.e., the Health
Information Technology Classification System. Special attention was paid to the software-related issues, which were analysed
using thematic analysis.

Results: Several types of software-related issues (n= 22) were identified: system configuration, interface with other software
systems or components, software functionality, data storage and backup, record migration, software not accessible, and
network/server down or slow. Both human and technical factors contributed to these incidents, including prescriptions
not cancelled actively, drug handling errors, software programming errors, and system updates/upgrades. These software
problems led to various consequences, such as incidents affecting multiple patients’ care management, delays in patient
care, and risks of serious deterioration of health. Several temporary initiatives or administrative adjustments, for instance,
cover letters to patients and local strategies, were used to overcome some of these challenges.

Conclusions: This study provides insights into the challenges related to the e-prescribing system, contributing factors,
consequences, and actions taken to mitigate those risks. Therefore, healthcare organisations using the e-prescribing system
should adopt the provided recommendations to minimise the risks of design and developmental challenges, implementation
and use-related issues, and the problems related to monitoring, evaluation, and optimisation.
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Background
Health information technology (HIT) holds the potential to
complement the safe and high-quality delivery of care by
reducing adverse events1 and improving accuracy.2 HIT
has improved several dimensions of healthcare quality,
such as increasing efficiency,3 effectiveness,4 and empower-
ing patients.5 However, it is evident from several studies that
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successful deployment of HIT systems in one setting may
fail miserably in others, a problem well documented in
implementation science.6,7 In Sweden, electronic prescrib-
ing (e-prescribing) has been considered a complex, socio-
technical system integrated with other systems, such as
Electronic Medical Records (EMR) and dispensing
systems at pharmacies. For the convenience of the reader,
the term e-prescribing system is used in this study to encom-
pass the sociotechnical system related to electronic prescrip-
tions and the people involved in these systems.

An e-prescribing system has been proposed as an essential
tool to improve quality.8–10 However, weaknesses with paper
prescriptions are not necessarily solved, and e-prescribing
may even create new errors.11–13 Sweden introduced the
world’s first electronic prescription for outpatients and is
still one of the leading countries, with more than 99% of
all prescriptions being electronic.14,15 Since 2005, patients
have been able to store their valid prescriptions electronically
in the Swedish national prescription repository.9,16 In health-
care, EMR is used for documentation as well as e-prescrib-
ing. However, many EMR systems are used in Swedish
healthcare with varying electronic prescription functions
and designs.17 The different regions in Sweden do not
share the same EMR, and information is not automatically
transferred between the different EMRs. Multi-dose drug dis-
pensing is a service in which patients receive their medica-
tion machine-packed into a unit dose sachet for each time
of administration.18 E-prescribing for multi-dose drug dis-
pensing patients is primarily handled using a separate web-
based system, and information is usually not automatically
transferred to the medication list in the EMR.

Even though Swedish physicians have generally shown
satisfaction with the overall integration of the EMR and
e-prescribing system, there remained identified system defi-
ciencies.17,19,20 Several studies have reported discrepancies
between EMR, the Swedish national prescription reposi-
tory, and the current medications reported by the
patients.21,22 Due to a lack of electronic coordination and
interoperability, these errors may occur at any phase of
the electronic prescription process, such as transmission,
storage, and dispensing.17 Several studies describe discrep-
ancies between the medication lists and information used in
health care, at community pharmacies and by patients in
Sweden.20–22 Another recent study indicated that around
23% of large-scale events in Swedish healthcare were asso-
ciated with e-prescribing systems.23 These e-prescribing
problems can have serious consequences, which can
range from inconvenience and workflow interruptions to
patient harm.21

An overview of the e-prescribing system
in Sweden

Sweden is currently working on implementing a new National
Medication List (In Swedish: nationella läkemedelslistan,

NLL) to improve many of the issues in the medication man-
agement process, such as errors and discrepancies between
different medication lists. A new law (Lag (2018:1212) om
nationell läkemedelslista) came into force on 1 May 2021.15

However, data on incidents in this paper were collected
before the new law was in place. A schematic representation
(see Figure 1) and a description of e-prescribing in Sweden
have been provided to better understand the integrated func-
tion of the prescribing system and the EMR.

The prescribers can prescribe medication via a prescrib-
ing module in the EMR system. The prescription is then
transferred to the national prescription repository, where it
can be stored through the entire period of its validity to
collect medication several times. Prescribers can cancel
their prescriptions if their EMR system supports this func-
tion, but they have not been allowed to view the patient’s
prescriptions stored in the prescription repository due to
legal reasons. Prescribing for patients with multi-dose
drug dispensing is managed in a separate system, usually
not linked to the EMR. The medication can be dispensed
at any Swedish pharmacy from the prescription repository.
Upon request from patients, pharmacists can view and dis-
pense patients’ prescriptions via their dispensing system.
Patients can also view their electronic prescriptions via
mobile applications or web pages using digital authentica-
tion. The national prescription repository was replaced
with the National Medication List in May 2021, and prescri-
bers are now allowed to view this information.

Importance of incident reporting
and a classification system

Challenges and issues related to electronic prescribing have
been reported in many countries, where the situation in
other Nordic countries is similar to Sweden.24–26 Many
studies have been conducted using various methods, for
instance, cross-sectional studies.24,27,28 These studies
showed various aspects of electronic prescriptions, such
as the impact of polypharmacy and drug-drug interactions
among older people,27 the application of Swedish national
indicators improving drug prescribing,29 and how poten-
tially inappropriate medication affected older patients.24

However, the Nordic countries have not reported studies
on the imbalance between safety and quality by using inci-
dent reports recorded in daily clinical practice.

In collaboration with the Swedish eHealth Agency and
the Swedish Authority for Privacy Protection, the Swedish
Medical Product Agency (MPA) has taken the initiative
to implement an incident alert on the National Medical
Information (NMI) systems. This capacity-enhancing
action has contributed to promising and improved healthcare
by highlighting the disproportion between healthcare
quality, patient safety, and throughput. Healthcare profes-
sionals are encouraged to report incidents to their respective
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county councils’ existing digital reporting systems.30

Despite the effort made by the MPA and NMI to reduce
the risks of incidents that occur in day-to-day Swedish
healthcare due to medical devices and the HIT systems, it
is still not customary to research these incident reports.

Using a classification system in data analysis is effective
and efficient. An existing classification system is usually gen-
erated based on a large amount of data from various types of
research and can be placed for progressive tests before its
broad application.31 A classification system tailored to HIT
(HIT-CS) was developed byMagrabi et al.32 to identify, char-
acterise, and address the issues arising from HIT in health-
care. This classification system adopted a ‘bottom-up’
approach for categorising HIT-related issues. This classifica-
tion system can categorise problems based on human or tech-
nical problems, whereas technical issues can be divided into
hardware and software-related issues. A single incident can
be categorised into more than one incident type or character-
istic. The HIT-CS also offers to identify the contributing
factors and the consequences of the incidents that occurred.32

The information can be captured about low-frequency
incidents in day-to-day clinical practice, with the potential
for specific issues being able to be characterised with the
help of an existing framework, i.e., HIT-CS, which may
not be affordable with a conventional prospective study
design. Studies using incident reports, in particular, have
the potential for specific problems to be identified and char-
acterised, such as problems arising from unintended interac-
tions between human and HIT systems in practice.33

Anecdotally, the healthcare organisations in Sweden are
confronting similar incidents as those reported in the
USA,34 the UK,32 and Australia.35,36 Therefore, we
intended to collect, classify and analyse incident reports
related to e-prescribing systems that would help devise pre-
ventive and corrective strategies as recommendations.

Study aim

Multiple research studies have been conducted on the e-pre-
scribing system in Sweden. Such studies included electronic
prescription problems before dispensing,37 experience in the
use of electronic prescriptions,38 implementing regionally
shared medication lists,20 experience with a new dispensing
system,39 discrepancies between the EMR and e-prescribing
system,21,40,41 and physicians’ attitudes towards e-prescrib-
ing.17 However, no research has been conducted on the
study of incident reports and various HIT-related problems
of the e-prescribing system. Hence, there is a need for quali-
tative analysis to explore the issues involved with the e-pre-
scribing system using the HIT-CS by studying the incident
reports.

This research study examines the sources of information
about what went wrong and how they went wrong in the
day-to-day clinical practice of Swedish healthcare asso-
ciated with electronic prescriptions. The study concentrates
on the HIT incidents depicting the challenges encountered
by the e-prescribing systems through the lens of HIT-CS

Figure 1. An overview of the e-prescribing system in Sweden. * The national prescription repository was replaced with the National
Medication List in May 2021 (after data collection in this study). EMR: electronic medical record; MDDD: multi-dose drug dispensing.

Jabin and Hammar 3



and thematic analysis. The study explores the following
research questions:

1. What are the reported issues involving the e-prescribing
system in Sweden?

2. How did human and technical factors contribute to the
issues related to the e-prescribing system?

3. What were the consequences of those issues related to
the e-prescribing system, and what actions were taken
to mitigate patient safety risks?

4. What would potential solutions be to reduce the risks
associated with the e-prescribing system?

Methods

Data collection

Sources of information about things that had gone wrong
associated with HIT in Swedish healthcare were identified.
The incidents were retrospectively collected from various
sources, such as interviews through written responses, tele-
phone conferences, and three small sets of already existing
digital incident databases. The retrospectively collected
incident reports were considered to identify incidents
related to electronic prescriptions.

The total sample of incidents was collected using mul-
tiple approaches, such as purposive and snowball sampling,
targeting a range of healthcare professionals. The target
population included physicians, nurses, medical engineers,
and healthcare quality managers from 21 regions. A set of
four interview questionnaires were used to collect incidents
(see Box 1) for written responses and telephone conversa-
tions. The participants had the choice of replying to inter-
view questions either via email or through semi-structured
telephone interviews. The participants could otherwise
provide a set of retrospectively collected incident reports
from their local incident database. No structured format
was used to collect incident reports from the existing data-
bases, except for a formal request to the target groups.

A total of 55 participants were contacted using the pur-
posive sample, of which only five responded. Later, 19 add-
itional participants were reached due to limited response
using snowball sampling, of which ten participated in the
study. Therefore, a total of 74 participants were contacted,
of which 15 responded. The 15 participants comprised six
physicians, four medical engineers, three quality managers,
and two nurses from a total of five regions in Sweden, i.e.,
the regions of Kalmar, Kronoberg, Stockholm, Uppsala,
and Gävleborg. Three participants provided three sets of
retrospectively collected incident reports (26+ 36+14=78)
from their local database; the rest 12 respondents sup-
plied 15 incidents through written responses and five
through telephone interviews. Of 15 respondents,
98 incident reports were collected both in English and
Swedish. The Swedish reports were translated into

English by a linguistic expert, having proficiencies in
both languages.

Of 98 incidents, 95 incidents were included, and three
were excluded due to inadequate information. Of 95
included incidents, 77 comprised retrospectively collected
incident reports from three voluntary incident reporting
systems, and the rest (n= 18) were collected through inter-
views (written and telephone). Of 18 incidents, 13 com-
prised written responses, and the rest (n= 5) were through
telephone interviews. The total sample of the incident
reports ranged 5-year time period, from January 2016 to
May 2021.

Box 1. Interview questionnaire

Questionnaire

1. Would you please briefly describe an eHealth-related
incident/adverse event you have experienced?

2. What were the contributing factors leading to that incident/
adverse event?

3. How did that incident/adverse event affect the patients,
healthcare professionals, or the organisation?

4. What actions were taken by the healthcare team or the
organisation to prevent or minimise that incident/adverse
event?

Data analysis

The incident reports collected through various means
were in the form of free-text narratives, which were
then aggregated for the purpose of analysis. A search
term containing five keywords – drug, prescription, medi-
cine, pharmaceutical, and medication, was used to iden-
tify the electronic prescription-related HIT incidents.
The keywords were selected based on the iterative
reading of the total sample of incidents to identify the
relevant features of the narrative texts. Once the targeted
incidents were identified, the rest of the incidents were
re-read to confirm the validity of the search terms. This
study design, i.e., a keyword search, is advantageous
when there is a large volume of qualitative data, which
are free-text narratives. A set of keywords can be consid-
ered indicative of incidents involving the research ques-
tion, in this case, e-prescribing systems, which may be
subjected to an appropriate classification system, in this
respect, the HIT-CS.36,42

Using the keywords, 24 electronic prescription-
related incidents were identified (see Table 1), which
were then subjected to an existing framework, i.e., the
HIT-CS. Since an incident can be categorised into
more than one type of issue, a total of 47 issues were
identified. Of these 47 issues, 22 were software-related,
20 had machine-related problems, and five had human or
use-related issues (see Table 2). Special attention was paid to
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the software-related issues; however, no hardware-related
problems were identified.

The incidents entailing software challenges (n= 22)
were then analysed using thematic analysis – the themes

were generated through the existing framework of
HIT-CS. The coding and theme extraction analyses were
regulated and managed on a semantic level. The explicit
content of the interview was considered without making

Table 1. Characteristics of identified incidents related to electronic prescription.

Incident report (IR) no. Sources of information collected from Drug

Incident reports that contained the keywords

Prescription Medicine Pharmaceutical Medication

IR1 Existing database ✓

IR2 Written response ✓ ✓ ✓ ✓

IR3 Written response ✓

IR4 Written response ✓ ✓ ✓ ✓

IR5 Written response ✓ ✓ ✓

IR6 Telephone interview ✓

IR7 Telephone interview ✓ ✓ ✓

IR8 Existing database ✓

IR9 Existing database ✓ ✓

IR10 Existing database ✓ ✓

IR11 Existing database ✓

IR12 Existing database ✓

IR13 Existing database ✓ ✓ ✓

IR14 Existing database ✓ ✓

IR15 Existing database ✓

IR16 Existing database ✓ ✓

IR17 Existing database ✓

IR18 Existing database ✓

IR19 Existing database ✓

IR20 Existing database ✓ ✓

IR21 Existing database ✓

IR22 Existing database ✓ ✓ ✓

IR23 Existing database ✓

IR24 Existing database ✓
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Table 2. Coding of the identified incidents related to electronic prescriptions and their short description of the core issues.

Incident
report no.

Human/
use-related
issue

Machine
(technical)
related issue

Software (technical)
related issue Short description of the core issues

IR1 Wrong entry or
retrieval

Healthcare staff incorrectly deleted patient
information about blood pressure medication
resulting in the wrong medication for patients

IR2 Wrong output Interface with other
software systems or

components

The lack of a link between the medication list in EMR
and the National prescription repository caused
significant risks to patient safety

IR3 Delayed output Interface with other
software systems or

components

Lack of coordination between the clinical care support
(administrative) system and the e-prescribing
system led to the manual work of the healthcare
staff

IR4 Delayed output System configuration The system is not designed to cancel the old
prescriptions resulting in patients inadvertently
continuing with non-current drugs

IR5 Did not enter or
retrieve

Wrong output System configuration The list of old medicines was not set up in a way that it
became automatically cancelled when new
medicines were prescribed for the patient, which
created confusion for the staff

IR6 No output Software functionality Faulty software did not transfer sickness certificates
and messages related to patient medication
affecting patient documentation

IR7 Wrong output Software functionality Electronic prescriptions went wrong for renewed
prescriptions due to functional errors resulting in
confusion and frustrations among staff

IR8 No output Software functionality Information about patient medication from the
medical record disappeared because of software
malfunction, causing delays in patient treatment

IR9 No output Software functionality A number of prescriptions for inpatient care have
disappeared for three patients (system
dysfunction), affecting multiple patients’ care
management

IR10 Wrong entry or
retrieval

An incorrect end date was given for the automatic
drug dispensing, resulting in delays in the care
delivery

IR11 Delayed output Software functionality A software function in X (a system for patient care
documents, including prescriptions) caused delays
in message transfer and therefore delay in patient
care

IR12 Delayed output System configuration The ‘benefit terms’ were not set up to be displayed in
the new version of the application of the
pharmaceutical module resulting in an additional
workload for the healthcare professionals

(continued)
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Table 2. Continued.

Incident
report no.

Human/
use-related
issue

Machine
(technical)
related issue

Software (technical)
related issue Short description of the core issues

IR13 Wrong output System configuration Prescription and administration (within the hospital)
views were separate. Physicians and pharmacists
did not have the same view leading to staff
confusion

IR14 Partial output Interface with other
software systems or

components

Patient change in the Care Portal did not coordinate
with the current patient displayed in the
pharmaceutical module, causing delays in patient
treatment

IR15 No Output Data storage & back-up Prescriptions were missing from the mini-backup
affecting the entire organisation, including health
IT staff, and the quality of healthcare

IR16 Did not enter or
retrieve

No output Interface with other
software systems or

components

Thirty medical prescriptions were not sent from one
system to another. 13 of these marked the warning
message and disapproved of the prescription. The
remaining 17 did not interpret the message
correctly, causing risks to patient safety

IR17 System configuration The root cause of the error was that the system was
not configured according to instructions, creating
the risk of incorrect dosing of the drugs

IR18 Partial output Interface with other
software systems or

components

Patient change in the Care Portal did not correspond
to the current patient displayed in the Care
Documentation where the patient’s medication
information existed, causing staff confusion

IR19 Partial output Software not accessible A software conversion programme was not accessible
to handle a vaccination file completely without
valid vaccination registration attributing to delays
in patient care

IR20 Partial output Interface with other
software systems or

components

When a prescriber changes a prescription with a
‘prescription type without time’ to ‘prescription
type with time’ via Dosage Overview, the
administered dose is no longer visible in the
administered list but in the administered dialogue
exposing the patients to the risks of serious
deterioration of health

IR21 No output Network/server down or
slow

A network down of the electronic prescribing system
led to the medicine list not working for a longer
period

IR22 No output Software functionality The ‘exit’ function of the medicine list was not
functioning after making the latest change in the
system, which affected healthcare quality

IR23 Did not enter or
retrieve

No output The sample responses from the last sampling were
not sent, and the user did not receive information

(continued)
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any assumptions about the latent underpinnings of the data.
Table 2 briefly describes each incident’s core issues and the
HIT-CS coding for ‘types of issues. The contributing
(human versus technical) factors, consequences, and
actions taken to mitigate the risks were subjected to
theme extraction analyses, which were regulated and
managed on a semantic level. The HIT-CS was not
applied to them because not all incidents could provide
adequate information to be classified.

The principal investigator performed both the deductive
(HIT-CS) and inductive (thematic) analyses for the 24
included incidents, and the second coder cross-checked
each incident coding. The coders came to a harmonious
agreement between themselves if there was any
disagreement.

Results
The results are presented under the rubric of types of
software-related issues following the HIT-CS and illumi-
nated in additional detail, such as the effects of the incidents
extracted from the empirical data. In addition, the contribut-
ing (human versus technical) factors, consequences, and
actions taken to mitigate the risks are presented to under-
stand the underlying mechanisms and impact of such out-
comes associated with these incidents.

System configuration

A common concern was noticed when a change in prescrip-
tion (with a new one) occurred; the old list remained in the
e-prescribing system if someone (e.g., a pharmacist) did not
actively cancel the previous (outdated) prescription. The
e-prescribing system was not set up to cancel any non-
current medication on the list in case of any prescription
change. As a result, the patient might inadvertently continue
with previous, non-current drugs if the prior prescription
had not been actively cancelled. The patients did not
always remember what had been decided and were often
confused because different drug lists in two other systems

existed and provided different messages, such as a list of
available prescriptions versus the current prescription list
from the last contact with the physician. For example, an
old patient who came to the doctor because he felt dizzy
and turned out to be over-treated with blood pressure medi-
cation received a lower dose and continued with both the
high and low (new) doses. This resulted in the patient
being even dizzier, with falls and breaks – a significant
risk to patient safety, malpractice, and reduced trust in the
system.

Another risk of such error occurred due to the manufac-
turer’s misconfiguration of the e-prescribing system. There
was an exchange of information between a system and a
system component. One system was a standalone system
with the software used for healthcare documentation
(EMR), and the other was a common platform used for
‘drug handling’ (pharmaceutical module) that took place
in real-time using multiple integration platforms. When an
end-user opened the window in the EMR, it could remain
open even though the user had changed patient in the
pharmaceutical module, i.e., there was information from
two different patients on the screen. It was possible to
make a so-called exit to the system containing patient infor-
mation via the pharmaceutical module (Microsoft Internet
Explorer). The root cause of the error was that the EMR
was not configured according to the instructions in the
pharmaceutical module. This led to the risk of confusion
between two different patients. Incorrect patient informa-
tion could be documented in the other patient’s medical
record, which could further lead to inaccurate prescriptions
being issued.

Another problem arose due to the lack of system config-
uration, which stated that doctors and pharmacists did not
have the same view of the list of medicines. Medicines
that were placed temporarily ‘on hold’ could not be seen.
The pharmaceutical module showed an unauthorised distri-
bution of drug administration, even though they were dis-
tributed according to prescription. Even though these
problems were initially associated with drug handling
errors, the analysis indicated that the pharmaceutical

Table 2. Continued.

Incident
report no.

Human/
use-related
issue

Machine
(technical)
related issue

Software (technical)
related issue Short description of the core issues

in the pharmaceutical module, placing the patients
at risk to care delivery

IR24 System configuration The system was not configured to give a warning for
registered hypersensitivity information about
medicine causing risks of serious deterioration of
patients’ health

IR: incident report; EMR: electronic medical records; IT: information technology.
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module of the EMR contributed to these errors. This error
led to subsequent erroneous decisions by the doctor, entail-
ing patient safety risks for multiple patients due to system
issues. One patient death was reported; however, the
death did not appear to be directly caused by inadequate
drug handling or system configuration issues.

Interface with other software systems or components

Continued lack of electronic coordination between the
pharmaceutical module of the EMR’s list of medicines and
an electronic prescription tool for multi-dose drug dispensing
was reported. The reports indicated several physicians’ com-
plaints about the lack of electronic communication support,
particularly after a software update, due to the shortcomings
in the regional health authority’s IT organisation. Similar
software interface issues were reported between the EMR
and the patient administration system involving the Care
Portal, Care Documentation, and Care Administration
system modules. The lack of system integration among
these systems further complicated the pharmaceutical
module to cause missing patient information regarding
patient hypersensitivity to drugs and food. Among patient
inconvenience and harm, these software problems resulted
in delayed treatments or diagnoses, over-treatment, and
under-treatment. The staff-related outcomes included exten-
sive manual work and frustration among healthcare profes-
sionals. Overall, these issues led to reduced trust in the
systems at the organisational level.

Software interface issues also involved the prescriptions’
validity period, which impacts the EMR and the pharmaceut-
ical module. If the time between the last withdrawal and the
prescription’s last validity period was less than 3 months, the
prescription was shown as expired in the list of prescriptions.
Only active prescriptions, instead of ongoing treatment, were
displayed when a patient was prepared for admission to
inpatient care. Thus, medicines with expired prescriptions
could easily be missed and therefore not prescribed and
administered during a care session. This affected well-
established working methods among care providers, with a
risk of serious drug interactions for the patients. For
example, there was a particular time when the patient and
healthcare professionals believed the treatment to be no
longer relevant. It was also possible that the drug was not
prescribed and administered during a care session in inpatient
care since the drugs were also not shown during preparation
for patient admission to the hospital.

Software functionality

Several software functionality issues occurred during
day-to-day Swedish clinical practice. These involved sick
certificates being sent but not received by the social insur-
ance office; the exit (software) function of the medication
list did not work, and patient medication information

disappeared. These problems hindered the information
and documentation exchange among different care units.
Of these, two cases indicated that message delivery
stopped causing delays in care delivery. Some of these pro-
blems posed the risk of serious deterioration in patients’
health due to delayed delivery of the patient data. Staff or
organisational outcomes involved additional manual work
and extra documentation for healthcare staff.

Several other cases described that electronic prescriptions
were missing or lost. For example, a number of prescriptions
for inpatient care disappeared for three patients. In a couple
of cases, these incidents were considered to be serious
large-scale events since multiple prescriptions vanished due
to a functional issue (incorrect generation of prescription
ID). These errors resulted in staff or organisational outcomes
affecting healthcare efficiency and patient-related outcomes.
Staff or organisational outcomes were associated with a
negative impact on care delivery for multiple patients, such
as back-and-forth follow-up, phone calls, additional docu-
mentation, and the use of extra resources. Patient-related out-
comes included delays in care delivery and a risk that patient
health would deteriorate.

Data storage and backup

A number of prescriptions were missing from the mini-
backup that was intended for use in the event of unplanned
malfunction to maintain the integrity and reliability of
patient data. There was a risk that the patient would not
receive prescribed medication in the event of ongoing hos-
pital care due to the missing data in the mini-backup.

Record migration

A problem related to the new version of the pharmaceutical
module resulted in information being lost, disappeared, and
incorrect information being displayed. The upgrade to the
latest version entailed migrating historical data from the
legacy systems, posing challenges in maintaining data
integrity after the launching process. This challenge posed
the risk of incorrect dosing of drugs on the prescription
due to ‘missing information’ and ‘incorrect information’,
leading to severe medical damage.

Software not accessible

A software functionality issue that occurred earlier was over-
looked by the management, which meant that the staff did
not have access to the vaccination file. The inaccessible soft-
ware that handled the valid vaccination registration did not
report any patient harm. However, delayed information that
resulted from software problems caused patient inconveni-
ence as treatment was delayed or involuntarily interrupted.
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Network/server down or slow

A network shutdown of the e-prescribing system caused the
medication lists to not function for a long time. This caused
frustration among the staff and a delay in care delivery for a
number of patients. It was also reported that staff manually
entered information into the system during the downtime of
the system and server. In this case, staff and the organisa-
tion needed to use more resources, such as time and add-
itional devices, to ensure the continuous healthcare
process during the failures. However, no patient harm
was reported in this category.

Contributing (human versus technical) factors

There were a few consistent signals of things going wrong,
where human factors or violations played a significant part
in contributing to those incidents related to e-prescribing.
Human failures or unawareness comprised factors asso-
ciated with both healthcare professionals and patients.
Issues related to human factors fell into a finite number of
categories: prescriptions not cancelled actively by the
pharmacist or prescriber; drug handling errors; staff
unaware of a specific function in the national e-prescribing
system; failure to sign dispensed medicine; staff inattention;
a lack of knowledge of the software programming (code)
developing by the software developer; and patients unable
to remember previously prescribed medicines. All of
these manifestations of human failure are represented in
the three-step workflow process – transmission, storage,
dispense, and use of electronic prescriptions.

On the other hand, technical factors were implicated in
the genesis of the following finite categories: system mis-
configuration; software/system/server malfunction; soft-
ware programming error in the previous correction;
system update/upgrade; system design issues, and system
integration issues. Most of these contributing factors also
deliver a similar message and have a common association
with the issues discussed above. This phenomenon is
called the ‘recursive’ nature of things that went wrong.
An incident can be grouped under one or more contributing
factors, and one contributor can trigger another or similar
type of issue in the same incident. Thus, the manifestation
of the recursive nature of narrations of things going
wrong may be labelled as either incident type or contribut-
ing factor based on its salience in the specific context.

Consequences and actions that are taken
to mitigate the risks

The software issues (e.g., system design or updates) were
manifested in the genesis of various consequences, such
as incidents affecting multiple patients’ care management,
major inconvenience to patients (delays), patient harm
(risks of serious deterioration of health), and extra manual

work for the healthcare staff. Even though these issues
were potentially compliant with system redesign or tailor-
ing the system to fit the current workflow, they were put
in the ‘too hard basket’. The administrative arrangements
included placing the dysfunctional ‘legacy’ system from
one region to another without fixing the previously
occurred technical issue. Thus, the system was continu-
ously dysfunctional.

In other cases, the initiatives to solve the problems were
merely ignored by the administrative personnel. The task of
correcting the situation was taken after a long period, but
the damage had already been done. For example, there
were several cases of the risks for incorrect dosage of
drugs since the user did not pay attention to improper pro-
gramme behaviour of the system that remained unsolved for
a relatively long period. The reports indicated that the inci-
dent investigation body did not receive any notification
regarding system failure for several months. Later, it was
found (after investigation) that the incorrect coding of the
system was due to the system developer’s lack of knowl-
edge. The administrative adjustments were put in place
until the algorithm was corrected after several months.

Some of the problems that have been described arose
from systems and technical solutions outside of the health-
care organisation where the problems were detected. Issues
included discrepancies between medication lists originating
from the national e-prescribing system, insufficient inter-
operability between EMRs and the national prescription
repository, and legal limitations. Thus, these problems
must be resolved at a higher (national) level. As the core
issues could not be resolved within the healthcare organisa-
tions experiencing them, other temporary initiatives or pro-
cedures were used to mitigate the problems. The procedures
included cover letters to patients, discussions with local
pharmacies to avoid misunderstandings, and the develop-
ment of local and regional strategies to compensate for
the apparent patient safety risks with the above structural
problems.

Discussion
The salient feature of a resilient system ensures that similar
events are not repeated and that the system can detect and
prevent harm to patients, staff, and the organisation as a
whole.43,44 Despite the frequent and recurrent adverse
events, most of the issues identified in this study are amen-
able to reduction, and improvements can be made with
rigorous system planning, design, development, implemen-
tation, and management. In particular, this study exempli-
fies the usefulness and suitability of an incident reporting
system that would orient researchers and analysts to track
the evolving causes of electronic prescription-related
patient and organisational harm. The analyses would
further help to understand the exact underlying mechanisms
of such issues, and where or at which stage (of the clinical
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workflow) the preventive and corrective strategies need to
be directed.

Software and hardware issues are interconnected in
many ways in healthcare. There remain challenges with
slow and overflowing EMR comprising an overwhelmingly
massive volume of data which is continuing to expand,
unlike any other industry. The overwhelming volume of
data means that new hardware is required, and the software
systems used have to be faster and regularly upgraded.
However, these may not be considered to be the best solu-
tion due to the limitations in the healthcare budget.45 Even
though no hardware problems were detected in our findings,
we assume that there would have been some hardware
issues associated with the software problems, but these
were not reported. Due to insufficient knowledge of the
HIT issues by those reporting the problems and inadequate
accounts of the incident reports, it was not possible to deter-
mine the underlying reasons or mechanisms.

Launching a new system or updating to a new version of
any system or application entails migrating historical data
from the legacy systems. These often pose challenges in
maintaining data integrity during and after the introduction
and launch of the new system. Studies also suggested that
system or software updates were associated with decision
support errors and delayed care, such as updating a drug
database, which is consistent with our findings. System
updates were linked to several other software-related
issues, such as system configuration and software functional-
ity issues.46 If these challenges are left undetected even for a
shorter period, it can cause severe consequences for multiple
patients and widespread impact at a system level. Financial
implications also accompany these incidents; for example,
investigating such events is highly cost-effective.47

In most cases, it’s not always possible to devise prevent-
ive and corrective strategies for most of these system issues
locally due to inadequate descriptions of the incident
reports. The reporters are seldom aware of various system
components and how those systems function. There was
evidence in the reports that much time and effort was
spent on alternative arrangements being made, such as
manually handling data and refreshing or rebooting the
systems. Details of such actions taken, including manual
entry and computer restarts, do not convey any strong
message but are an attempt to ensure that patient treatment
can proceed without delay when the servers are down.
These workarounds are common in healthcare practice
and are often considered unworthy of an incident report
in the majority of cases. Moreover, the frontline operators
find it difficult and time-consuming to seek ‘fixes’ from
the vendors or the system suppliers.

Jabin48 argued in their thesis that the technical problems
at the system level might be apparent at any stage in the
clinical workflow resulting in patient harm that requires
system-level solutions. This means that the systems must
be designed to prevent specific errors. Potential local

solutions should be governed so that ‘early detection and
mitigation’ play a vital role. Considerable thought and
ingenuity will be needed with support and validation by
studies, including observational and ethnographic studies.
This approach will ensure the prevention and mitigation
of errors in the context of the various clinical workflow
stages at which they occur.

Discrepancies with the medication list

Some of the issues encountered in the incidents collected
for this study had their roots in the systems that were
deployed. The problems were faced either at the care
level in EMRs or at pharmacies in dispensing systems inte-
grated with the national prescription repository. Poor inter-
action among the prescriber, care providers, and pharmacist
resulted in frustration and challenging working conditions.

The findings in this study showed that different medica-
tion lists existed in different systems due to the lack of com-
munication support between the systems. This posed a
significant risk to patient safety. Because regional health-
care in Sweden is decentralised, Sweden introduced
national projects, including the national patient overview
(In Swedish: Nationell patientöversikt, NPÖ) and the
National Medication List This was done to integrate
medical information from the different regional authorities
and HIT systems to provide healthcare professionals with a
complete overview of the patients. The national patient
overview, in general, allows authorised care staff to
access patients’ medical records from any care provider in
Sweden, regardless of the EMR. It aimed to handle issues
involving system interface, minimise the interruption in
healthcare delivery, and prevent potential patient harm.49

The National Medication List replaced the national pre-
scription repository (shown in Figure 1) in May 2021
(after data collection for this study) but is currently only
available through a web-based service until being integrated
into EMR and other systems. This national initiative aims at
providing healthcare professionals, pharmacies, and
patients with the same information about an individual
patient’s prescribed and collected medicines.49 The expec-
tations for the National Medication List are high, and it
has the potential to improve many of the described pro-
blems and decrease discrepancies in medication lists.
However, the National Medication List will only include
medications with prescriptions to be collected from local
pharmacies and will not include medications that are admi-
nistered within healthcare, which will still only be visible in
the individual EMRs. It is important to keep track of inci-
dents related to medication management and the e-prescrib-
ing system during the ongoing implementation of the
National Medication List.

The findings of our study indicated general practitioners’
reduced trust in the system due to an overwhelming lack of
coordination among the HIT systems and electronic
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prescriptions. These issues further introduced clinical errors
compromising patient safety and medication outcome,
which had severe consequences. Ensuring coherence in
the design and implementation of the EMR and e-prescrib-
ing systems, maintaining the channel of data integrity, and
communication coordination between these systems may
reconcile the clinical practice and improve patient safety.

Furthermore, a recent report on the population-wide
system deployment of electronic prescriptions found fail-
ings in healthcare centres.22 The report indicated that 84%
of the patients’ medication lists used by the general practi-
tioners were not updated in the follow-up of the patients in a
review of EMR at ten primary healthcare centres.22 Another
study reflected on similar findings and found poor inter-
operability to be a considerable challenge for the integration
of HIT systems into daily clinical practice.50 The partici-
pants in the study reported the discrepancy in electronic pre-
scription and the challenges of HIT system integration,
supplemented by the healthcare staff’s inability to send
data to the national patient overview.50 These findings are
in synchrony with the results in this study; however, the
numbers22 need to be treated with caution since they are
not synchronised with the interpretation of our findings;
instead, the nature of the challenges arising remains the
same.

Recommendations
We recommend the following implications for clinical prac-
tice based on the results obtained from this study and the con-
siderations emerging from various literature and public
reports. We believe these recommendations will help health-
care organisations, e-prescribing system developers, HIT
experts, government agencies, researchers, analysts, policy-
makers, relevant stakeholders, and funders to improve
healthcare quality and patient safety. These recommenda-
tions are categorised following the recent publication by
Sittig et al.,51 with various stages of HIT lifecycle where
they appear: (a) design and development, (b) implementation
and use, and (c) monitoring, evaluation, and optimisation.51

These recommendations should be put in place to miti-
gate the risks associated with the design and developmental
challenges.

• Design standard user-interface features and func-
tions- The evidence in this study suggests that poor user-
interface design led to errors between EMR systems and
the components/modules of the e-prescribing system.
For example, most medication lists in the pharmaceut-
ical module of the EMRmay have different views of pre-
senting patients’ prescriptions. Such a deficiency should
be handled by using better-standardised methods of data
entry to ensure that data entry is correct by the end-user
for a specific patient.52 The HIT industries should come
forward to design and develop well-established

standards for safety-critical software. These standards
should be developed based on desired and appropriate

working procedures, and they should be maintained by

national and international standardisation bodies and

endorsed by government authorities.

• Ensure software quality in an interfaced, networked
healthcare environment- Lack of communication and
appropriate configuration between systems have been
the most important problems identified in this study.
The issues of data integrity and the transfer of historical
records to a new system have also been technically chal-
lenging, which were left undetected for a long
period.35,36 Therefore, harmonising HIT systems is crit-
ically important, particularly when a component of the
system, a version of the system, or the entire system is
obtained from multiple vendors. For example, the con-
figuration of the EMR should be in synchrony with the
e-prescribing system for continuous management of
the clinical workload. These systems should be inter-
operable and communicable, ensuring access to clinical
studies or patient records to and from each other.35,44

Moreover, the complex nature of the healthcare system
always brings about new HIT functionalities along
with the modules/components of the system and the
standalone applications. These system modules and
applications must be interfaced appropriately with the
existing system, and the whole process of interfacing
must be error-free.52

• Develop and design the systems that fit the clinical
workflow- Introducing a new HIT system has always
been challenging from administrative and logistical
aspects, particularly in a complex sociotechnical health-
care organisation.35,53 Since introducing a new system
will be costly and disruptive, it is highly recommended
that the end-users, including healthcare professionals
(within and outside healthcare facilities), have some
degree of ownership and management. Such system
implementation should be user-friendly and be suited
to the clinical workflow by engaging multiple actors,
such as vendors, administrators, external consultants,
corporations, and even politicians (if needed).35,54

Issues pertaining to healthcare quality should also be
addressed in the process of building any software and
deploying a new system, ensuring the prospective
sound governance of the HIT systems.54

• Design and develop proactive models and tools for
evaluating risks- A thorough understanding of things
that go wrong and how they go wrong should be syn-
chronised with the features and functions of the
complex HIT system.35,55 For example, a patient receiv-
ing the wrong medication due to the wrong selection of a
correct item or the correct selection of the wrong item
should be identified to detect risks to patient safety.
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This can be achieved by retrospective incident analysis
and the use of expert opinion to determine the severity
and likelihood of potential risks with an event.34

Therefore, we need a proactive data-driven model to
assess the seriousness and frequency of incidents to
prevent or at least mitigate the chances of those events
from occurring. This will be useful to identify the chal-
lenges automatically within the digital systems, such as
EMR and its associated system component, including
the e-prescribing system.56

These recommendations will reduce the challenges regard-
ing implementation and use.

• Plan carefully in HIT system transitions- Careful con-
sideration in deploying a new system or scheduling HIT
system changes must be prioritised. Such planning will
require close cooperation among the vendors of both
the existing and old systems to ensure the appropriate
integration of new HIT systems in the healthcare
centre.44 For example, the National Medication List
should be correctly integrated with the existing EMR
by understanding the needs of the healthcare services
and each system about how they function and how
their functional capacity is incorporated with the health-
care centre. Synchronisation of various HIT systems and
exposure indicators is essential, particularly when pro-
ducts or versions of the products emerge from multiple
vendors. This harmony can be achieved through con-
tinuous consultation among the HIT vendors, HIT spe-
cialists, the end-users, and the researchers involved in
maintaining and monitoring such systems.35 This will
eventually reduce the risks associated with the system
design issues and issues related to the software interface
and system integration problems.

• Set up a training process for the frontline operators-
Providing training and education to healthcare profes-
sionals,57,58 such as physicians, prescribers, and pharma-
cists, ideally in cooperation with HIT vendors, will
minimise the risks associated with user error. The
study by Saner and van der Velde50 also proposed that
additional courses and training are needed for the users
of HIT systems to align with the national project. A con-
tinuous training programme should be incorporated into
HIT vendor contracts, and the professional development
of the clinical staff should be introduced by ensuring
funding for adequate paid time.35

• Establish consumers’ health literacy programme-
Another way of mitigating errors in use is to ensure con-
sumers’ basic health literacy and involve patients in the
management of their own safety.59 For instance, a
defence mechanism in the broader healthcare system
can be enhanced by detecting the wrong prescription

(either for another patient or incorrect drugs) with the
help of providing basic health literacy to patients.60

• Ensure adequate funding for local fixes and training
processes- No matter what strategies are undertaken, the
risks associated with the system issues, including system
error, upgrades, and functionality issues, always exist in
complex healthcare. Many of the incidents in this study
were repetitive, yet no steps were taken to prevent them
as part of the proper maintenance of HIT systems at the
local level. An aspect of having great worth is to ensure
sufficient funding for incorporating software updates or
system upgrades for local fixes.35

These solutions are recommended at the system-wide level
to minimise the challenges related to monitoring, evalu-
ation, and optimisation.

• Develop a patient-staff HIT safety model- Since the
healthcare responsibility lies with both patients and
care providers, there should be a model or method that
would minimise the HIT risks to benefit both these
groups. For example, patients should be able to report
any mishap to their physicians in the event of medication
order errors experienced at the pharmacy.61 On the other
hand, physicians should be able to take responsibility for
mitigating such errors with the help of activity tracking
and personal/shared health records.62 This approach
may be challenging as it requires a balanced cultural
shift, but possible, with a new degree of transparency
entailing accessibility of additional clinical data and pro-
gress notes.63

• Ensure safety standards for the e-prescribing system
at a national level- The current e-prescribing systems in
healthcare are not liable to any established clinical safety
standard, which had the obvious potential to be under
operational oversight of the software/hardware used in
the care delivery. Reinforcing safety standards at the
population level for the sound maintenance of the e-pre-
scribing system is the only way to minimise the risks
associated with repeatedly occurring system design
and user interface issues in healthcare.54,64

• Respond to problems at a population level- The robust
mechanism should also include identifying clusters of
electronic prescription-related incidents that need prior-
itising to ensure that urgent preventive and corrective
interventions are applied at a population level.48 The pri-
oritisation of such incidents can be achieved by provid-
ing ‘cues’ in the reporting system, like those used in the
HIT-CS, for the completeness of the report. Working on
refining the current reporting systems and the system-
wide approach with the ‘cues’ are ideal for effective
reporting with fewer incidents that need due attention
for immediate feedback.65
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• Ensure human surveillance- The continuing refine-
ment of professional development, training, and safe-
guards in the safe use of HIT systems should be
accompanied by the existing endorsement of healthcare
organisations’ safety practices. For example, verification
of user proficiency in operating the systems should be
introduced at the organisational level. The certification
should establish regular renewal of the operators’ cre-
dentials, specifically in the event of any software
updates or changes in the workflow.32

Strengths and limitations of the study

The incidents studied in this article were voluntary or self-
reports with inherent limitations, including bias with respect
to reporting incidents that may emerge as interesting or
unusual or that occur, repetitively.53,66 This acknowledges
the reporters’ lack of knowledge of the HIT systems or will-
ingness to provide detailed reports. However, the incidents
were reported over a 5-year period, providing adequate and
useful data for a profile of the issues encountered until the
interventions are introduced as preventive and corrective
strategies. Although no cause-and-effect relationships can
be drawn firmly from this time period, the emergence of
new problems is constantly on the agenda due to the
complex nature of healthcare.66

Data collection was designed based on the convenience
of the potential participants and the scope of the study due
to the ongoing coronavirus disease 2019 pandemic world-
wide. The participants could respond either by email
(written) or telephone (semi-structured interview). In add-
ition, participants were also asked to provide more retro-
spectively collected incidents from the local database (if
possible). A follow-up communication was conducted to
gain more up-to-date information about things that went
wrong to extract additional information about the context,
any regularly used recovery strategies, and how incidents
might have been prevented or mitigated

There is no doubt that the response rate is low and that
the sample size is small with regard to the e-prescription
incidents. However, the collection of e-prescription-related
incidents was rich in narrative texts and described signifi-
cant risks to patient safety that required special attention.
This is why the focus should have been made on minor inci-
dents related to electronic prescriptions despite the limited
sample size. Moreover, the small sample size also made it
possible to ensure the validity of the search term in identi-
fying the targeted incident reports. However, the results
must be considered with caution because not all of the inci-
dents were representative of the category for healthcare
quality or patient safety events. It was impossible to deter-
mine the contributing factors or degree to which they were
associated with the type of issues in a few cases.

Medication errors or issues related to the e-prescribing
system are common in countries such as the USA,67,68

Australia,69,70 the UK,71–73 and European countries, such
as Denmark,26 Norway25 and the Netherlands.28 Like
many other countries, Sweden is no exception to being
prone to these challenges; however, limited attempts have
been made to overcome these issues since most reported
events are repetitive, causing reduced trust in the healthcare
system. For example, a systematic review of the HIT
systems and their effects on the delivery of care by Kim
et al.74 found around half of the included studies experi-
enced problems related to medication errors or electronic
prescriptions. This suggests that the results and lessons
learned can be useful and applicable elsewhere for patient
safety and healthcare quality improvement studies.

Conclusions
Healthcare quality and safety of the HIT systems must be
substantially improved and ensured. The source of informa-
tion about things going wrong is one of the most reliable
ways of identifying the HIT system challenges in routine
clinical practice. Although scientific knowledge has con-
stantly been improving, we believe that much more needs
to be learned, and much remains to be explored to
address these problems and strengthen HIT safety.
Despite system improvement initiatives, such as the
national patient overview and the National Medication
List, many problems still remain. There is a clear need for
further national and regional initiatives to improve medica-
tion management and the e-prescribing system. In addition,
it is vital to monitor any issues and incidents arising from
these large-scale implementations in the critical medication
management process to identify new and remaining risks.
This study focused on the issues encountered by the e-pre-
scribing system, factors contributing to the problems, con-
sequences faced by the patient, staff, and organisation,
and actions taken to mitigate those risks through multiple
qualitative approaches. Therefore, healthcare organisations
using the e-prescribing system should adopt the recommen-
dations devised in this study to overcome the challenges of
improving healthcare quality and safety.

Acknowledgements: The authors would like to thank Evalill
Nilsson and Ding Pan for their guidance and assistance in this
research.

Contributorship: MSRJ researched literature, obtained ethical
advice, and performed data analysis. MSRJ and TH were
involved in protocol development and writing the drafts of the
manuscript. Both the authors reviewed and edited the manuscript
and approved the final version of the manuscript.

Declaration of conflicting interests: The Author(s) declared no
potential conflicts of interest with respect to the research,
authorship, and/or publication of this article.

14 DIGITAL HEALTH



Ethical approval: Ethical advice (Dnr 701-2021) was received
from the Ethical Advisory Board in South East Sweden on 4th
March 2021, prior to this study. No personal or sensitive
information was collected. The datasets of incident reports were
filtered to deidentify any personal or sensitive information by
the respective management before providing them to us.

Funding: The Author(s) received the following financial support
for the research, authorship, and/or publication of this article:
This work has been a part of the Postdoctoral Fellowship at the
eHealth Institute, Linnaeus University, Sweden. A publishing
grant was received from the Linnaeus University as a part of
University Library’s research support

Guarantor: MSRJ

ORCID iD: Md Shafiqur Rahman Jabin https://orcid.org/0000-
0003-0197-8716

References
1. Gabriel MH, Atkins D, Chisholm L, et al. Adverse events

among patients with diabetes and ambulatory practice charac-
teristics: Evidence from a nationally representative survey.
SAGE Open 2018; 8. DOI: 10.1177/2158244018782732.

2. Daus M, Maydana T, Rizzato Lede D, et al. Enhancing chil-
dren’s safety by barcoding implementation at breast milk
feeding. Stud Health Technol Inform 2017; 245: 49–53.
2018/01/04. PMID: 29295050.

3. Jacobs JC, Blonigen DM, Kimerling R, et al. Increasing
mental health care access, continuity, and efficiency for veter-
ans through telehealth with video tablets. Psychiatr Serv
2019; 70: 976–982. 2019/08/06.

4. Taylor L and Portnoy JM. Telemedicine for general pediat-
rics. Pediatr Ann 2019; 48: e479–e484. 2019/12/13.

5. Moll J, Rexhepi H, Cajander Å, et al. Patients’ experiences of
accessing their electronic health records: National Patient Survey
in Sweden. J Med Internet Res 2018; 20: e278. 2018/11/06.

6. Yackel TR and Embi PJ. Unintended errors with EHR-based
result management: A case series. J Am Med Inform Assoc
2010; 17: 104–107. 2010/01/13.

7. Chapman AK, Lehmann CU, Donohue PK, et al.
Implementation of computerized provider order entry in a
neonatal intensive care unit: Impact on admission workflow.
Int J Med Inform 2012; 81: 291–295. 2012/01/10.

8. Papshev D and Peterson AM. Electronic prescribing in ambu-
latory practice: Promises, pitfalls, and potential solutions. Am
J Manag Care 2001; 7: 725–736. PMID: 11464430.

9. Åstrand B. ePrescribing - Studies in pharmacoinformatics
(Dissertation). University of Kalmar, Kalmar, 2007. ISBN:
978-91-89584-89-1.

10. Marceglia S, Mazzola L, Bonacina S, et al. A comprehensive
e-prescribing model to allow representing, comparing, and
analyzing available systems. Methods Inf Med 2013; 52:
199–219.

11. Odukoya OK and Chui MA. e-Prescribing: Characterisation
of patient safety hazards in community pharmacies using a

sociotechnical systems approach. BMJ Qual Saf 2013; 22:
816–825. 2013/05/28.

12. Redwood S, Rajakumar A, Hodson J, et al. Does the imple-
mentation of an electronic prescribing system create unin-
tended medication errors? A study of the sociotechnical
context through the analysis of reported medication incidents.
BMC Med Inform Decis Mak 2011; 11: 29.

13. Carling CL, Kirkehei I, Dalsbo TK, et al. Risks to patient
safety associated with implementation of electronic applica-
tions for medication management in ambulatory care--a sys-
tematic review. BMC Med Inform Decis Mak 2013; 13: 33.

14. Hammar T, Nyström S, Petersson G, et al. Swedish
Pharmacists value ePrescribing: A survey of a nation-wide
implementation. J Pharm Health Serv Res 2010; 1: 23–32.

15. E-hälsomyndigheten. Nationella läkemedelslistan, https://
www.ehalsomyndigheten.se/tjanster/yrkesverksam/nationella-
lakemedelslistan/ (2021, accessed 21 December 2021).

16. Åstrand B, Montelius E, Petersson G, et al. Assessment of
ePrescription quality: An observational study at three
mail-order pharmacies. BMC Med Inform Decis Mak 2009;
9. DOI: 10.1186/1472-6947-9-8.

17. Hellström L, Waern K, Montelius E, et al. Physicians’ attitudes
towards ePrescribing – evaluation of a Swedish full-scale
implementation. BMC Med Inform Decis Mak 2009; 9: 37.

18. Hammar T, Hovstadius B, Lidström B, et al. Potential drug
related problems detected by electronic expert support
system in patients with multi-dose drug dispensing. Int J
Clin Pharm 2014; 36: 943–952. 29 June 2014.

19. Hammar T. eMedication – improving medication manage-
ment using information technology (Doctoral thesis).
Linnaeus University, Kalmar, 2014. ISBN: 9789187925153.

20. Hammar T, Ekedahl A and Petersson G. Implementation of a
shared medication list: Physicians’ views on availability,
accuracy and confidentiality. Int J Clin Pharm 2014; 36:
933–942. 2014/09/07.

21. Ekedahl A, Brosius H, Jönsson J, et al. Discrepancies between
the electronic medical record, the prescriptions in the Swedish
national prescription repository and the current medication
reported by patients. Pharmacoepidemiol Drug Saf 23
August 2011; 20: 1177–1183.

22. Säfholm S, Bondesson Å and Modig S. Medication errors in
primary health care records; a cross-sectional study in south-
ern Sweden. BMC Fam Pract 2019; 20: 10.

23. Jabin MSR, Nilsson E, Nilsson A-L, et al. Digital Health
Testbeds in Sweden: An exploratory study. DIGITAL
HEALTH 2022; 8. DOI: 10.1177/20552076221075194.

24. Josendal AV, Bergmo TS and Granas AG. Potentially
inappropriate prescribing to older patients receiving multidose
drug dispensing. BMC Geriatr 2020; 20: 72.

25. Manskow US and Kristiansen TT. Challenges faced by
health professionals in obtaining correct medication infor-
mation in the absence of a shared digital medication list
Pharmacy (Basel) 2021; 9. 2021/03/07. DOI: 10.3390/
pharmacy9010046.

26. Bülow C, Noergaard J, Faerch KU, et al. Causes of discrepan-
cies between medications listed in the national electronic pre-
scribing system and patients’ actual use of medications. Basic
Clin Pharmacol Toxicol 18 June 2021; 129: 221–231.

27. Hermann M, Carstens N, Kvinge L, et al. Polypharmacy and
potential drug-drug interactions in home-dwelling older

Jabin and Hammar 15

https://orcid.org/0000-0003-0197-8716
https://orcid.org/0000-0003-0197-8716
https://orcid.org/0000-0003-0197-8716
https://doi.org/10.1177/2158244018782732
https://www.ehalsomyndigheten.se/tjanster/yrkesverksam/nationella-lakemedelslistan/
https://www.ehalsomyndigheten.se/tjanster/yrkesverksam/nationella-lakemedelslistan/
https://www.ehalsomyndigheten.se/tjanster/yrkesverksam/nationella-lakemedelslistan/
https://www.ehalsomyndigheten.se/tjanster/yrkesverksam/nationella-lakemedelslistan/
https://doi.org/10.1186/1472-6947-9-8
https://doi.org/10.1186/1472-6947-9-8
https://doi.org/10.1186/1472-6947-9-8
https://doi.org/10.1186/1472-6947-9-8
https://doi.org/10.1177/20552076221075194
https://doi.org/10.3390/pharmacy9010046
https://doi.org/10.3390/pharmacy9010046


people – A cross-sectional study. J Multidiscip Healthc 2021;
14: 589–597. 2021/03/18.

28. Oktora MP, Denig P, Bos JHJ, et al. Trends in polypharmacy
and dispensed drugs among adults in the Netherlands as com-
pared to the United States. Plos One 2019; 14: e0214240.
2019/03/23.

29. Fastbom J and Johnell K. National indicators for quality of
drug therapy in older persons: The Swedish experience from
the first 10 years. Drugs Aging 2015; 32: 189–199. 2015/
02/13.

30. Läkemedelsverket (Swedish Medical Product Agency).
Incidents - medical devices, https://www.lakemedelsverket.se/
en/reporting-adverse-reactions-events-and-incidents/incidents–
medical-devices (Accessed 28 January 2021).

31. Magrabi F, Liaw ST, Arachi D, et al. Identifying patient safety
problems associated with information technology in general
practice: An analysis of incident reports. BMJ Qual Saf
2016; 25: 870–880. DOI: 10.1136/bmjqs-2015-004323.

32. Magrabi F, Baker M, Sinha I, et al. Clinical safety of
England’s national programme for IT: A retrospective ana-
lysis of all reported safety events 2005 to 2011. Int J Med
Inform 2015; 84: 198–206. 2015/01/27.

33. Runciman WB. Lessons from the Australian patient safety
foundation: Setting up a national patient safety surveillance
system--is this the right model? Qual Saf Health Care 2002;
11: 246–251. 2002/12/19.

34. Magrabi F, Ong MS, Runciman W, et al. Patient safety pro-
blems associated with heathcare information technology: An
analysis of adverse events reported to the US Food and
Drug Administration. AMIA Annual symposium proceed-
ings/AMIA symposium AMIA symposium 2011; 2011: 853
−857. Research Support, Non-U.S. Gov’t 2011/12/24.

35. Jabin MSR, Magrabi F, Hibbert P, et al. Identifying and char-
acterizing system issues of health information technology in
medical imaging as a basis for recommendations. In: 2019
IEEE international conference on imaging systems and tech-
niques (IST) 2019, 1−6. Abu Dhabi: IEEE Xplore. DOI:
10.1109/IST48021.2019.9010426.

36. Jabin MSR, Magrabi F, Hibbert P, et al. Identifying and clas-
sifying incidents related to health information technology in
medical imaging as a basis for improvements in practice. In:
2019 IEEE International Conference on Imaging Systems
and Techniques (IST) 2019, 1−6. Abu Dhabi: IEEE Xplore.
DOI: 10.1109/IST48021.2019.9010109.

37. Ekedahl A. Problem prescriptions in Sweden necessitating
contact with the prescriber before dispensing. Res Social
Adm Pharm 2010; 6: 174–184. 2010/09/04.

38. Kiljan A, Romaszewski A, Kopański Z, et al. The experience
of Sweden and Spain related to the use of e-prescription.
J Public Health (Bangkok) 2018; 5: 20–24.

39. Hammar T, Ohlson M, Hanson E, et al. Implementation of
information systems at pharmacies - a case study from the
re-regulated pharmacy market in Sweden. Res Social Adm
Pharm 2015; 11: e85–e99. 2014/09/11.

40. Hammar T, Nyström S, Petersson G, et al. Swedish
Pharmacists value ePrescribing: A survey of a nation-wide
implementation. J Pharm Health Serv Res 2010; 1: 23–32.

41. Hammar T, Nyström S, Petersson G, et al. Patients satisfied
with e-prescribing in Sweden: A survey of a nationwide
implementation. J Pharm Health Serv Res 2011; 2: 97–105.

42. Magrabi F, Ong MS, Runciman W, et al. An analysis of
computer-related patient safety incidents to inform the devel-
opment of a classification. J Am Med Inform Assoc 2010; 17:
663–670. Research Support, Non-U.S. Gov’t 2010/10/22.

43. Reason J. Human error: Models and management. Br Med J
2000; 320: 768−770.

44. Schultz TJ, Hannaford N and Mandel C. Patient safety pro-
blems from healthcare information technology in medical
imaging. BJR Case Rep 2015; 2: 20150107–20150107.

45. Harris B. Software: The fix for overburdened hardware, https://
www.healthcareitnews.com/news/software-fix-overburdened-
hardware (2019, Accessed 22 July 2021).

46. Meeks DW, Smith MW, Taylor L, et al. An analysis of elec-
tronic health record-related patient safety concerns. J Am Med
Inform Assoc 2014; 21: 1053–1059. 2014/06/22.

47. Coiera E, Aarts J and Kulikowski C. The dangerous decade.
J Am Med Inform Assoc 2011; 19: 2−5.

48. Jabin MSR. Identifying and characterising problems arising from
interactions between medical imaging and health information
technology as a basis for improvements in practice (Doctoral
thesis). University of South Australia, Adelaide, 2019.

49. Socialdepartementet. National eHealth – the strategy for access-
ible and secure information in health and social care, https://
www.government.se/49b757/contentassets/65d092eda66
b437e9cb5e54bb4e41319/national-ehealth—the-strategy-for-
accessible-and-secure-information-in-health-and-social-care-
s2011.023 (2016).

50. Saner H and van der Velde E. Ehealth in cardiovascular medi-
cine: A clinical update. Eur J Prev Cardiol 2016; 23: 5–12.

51. Sittig DF, Wright A, Coiera E, et al. Current challenges in
health information technology–related patient safety. Health
Inform J 2018; 26: 181–189.

52. Kushniruk AW, Bates DW, Bainbridge M, et al. National
efforts to improve health information system safety in
Canada, the United States of America and England. Int J
Med Inform 2013; 82: e149–e160. 2013/01/15.

53. Jabin MSR, Mandel C, , et al. Identifying and characterizing
the 18 steps of medical imaging process workflow as a basis
for targeting improvements in clinical practice. In: 2019
IEEE international conference on imaging systems and tech-
niques (IST) 2019, 1−6. Abu Dhabi: IEEE Xplore. DOI:
10.1109/IST48021.2019.9010117.

54. Coiera E. Why e-health is so hard. Med J Aust 2013; 198:
178–179.

55. JabinMSR,Magrabi F, Hibbert P, et al. Identifying clusters and
themes from incidents related to health information technology
in medical imaging as a basis for improvements in practice. In:
2019 IEEE International Conference on Imaging Systems and
Techniques (IST) 2019, 1−6. Abu Dhabi: IEEE Xplore. DOI:
10.1109/IST48021.2019.9010280.

56. Murphy DR, Meyer AND, Vaghani V, et al. Electronic trig-
gers to identify delays in follow-up of mammography:
Harnessing the power of big data in health care. J Am Coll
Radiol 2018; 15: 287–295. 2017/11/06.

57. Jabin MSR, Schultz T, Mandel C, et al. A mixed-methods sys-
tematic review of the effectiveness and experiences of quality
improvement interventions in radiology. J Patient Saf 2022;
18: e97–e107. DOI: 10.1097/PTS.0000000000000709.

58. Jabin MSR, Schultz T, Hibbert P, et al. Effectiveness of
quality improvement interventions for patient safety in

16 DIGITAL HEALTH

https://www.lakemedelsverket.se/en/reporting-adverse-reactions-events-and-incidents/incidents--medical-devices
https://www.lakemedelsverket.se/en/reporting-adverse-reactions-events-and-incidents/incidents--medical-devices
https://www.lakemedelsverket.se/en/reporting-adverse-reactions-events-and-incidents/incidents--medical-devices
https://www.lakemedelsverket.se/en/reporting-adverse-reactions-events-and-incidents/incidents--medical-devices
https://doi.org/10.1136/bmjqs-2015-004323
https://doi.org/10.1136/bmjqs-2015-004323
https://doi.org/10.1136/bmjqs-2015-004323
https://doi.org/10.1109/IST48021.2019.9010426
https://doi.org/10.1109/IST48021.2019.9010109
https://www.healthcareitnews.com/news/software-fix-overburdened-hardware
https://www.healthcareitnews.com/news/software-fix-overburdened-hardware
https://www.healthcareitnews.com/news/software-fix-overburdened-hardware
https://www.healthcareitnews.com/news/software-fix-overburdened-hardware
https://www.government.se/49b757/contentassets/65d092eda66b437e9cb5e54bb4e41319/national-ehealth---the-strategy-for-accessible-and-secure-information-in-health-and-social-care-s2011.023
https://www.government.se/49b757/contentassets/65d092eda66b437e9cb5e54bb4e41319/national-ehealth---the-strategy-for-accessible-and-secure-information-in-health-and-social-care-s2011.023
https://www.government.se/49b757/contentassets/65d092eda66b437e9cb5e54bb4e41319/national-ehealth---the-strategy-for-accessible-and-secure-information-in-health-and-social-care-s2011.023
https://www.government.se/49b757/contentassets/65d092eda66b437e9cb5e54bb4e41319/national-ehealth---the-strategy-for-accessible-and-secure-information-in-health-and-social-care-s2011.023
https://www.government.se/49b757/contentassets/65d092eda66b437e9cb5e54bb4e41319/national-ehealth---the-strategy-for-accessible-and-secure-information-in-health-and-social-care-s2011.023
https://www.government.se/49b757/contentassets/65d092eda66b437e9cb5e54bb4e41319/national-ehealth---the-strategy-for-accessible-and-secure-information-in-health-and-social-care-s2011.023
https://doi.org/10.1109/IST48021.2019.9010117
https://doi.org/10.1109/IST48021.2019.9010280
https://doi.org/10.1097/PTS.0000000000000709


radiology: A systematic review protocol. JBI Database
System Rev Implement Rep 2016; 14: 65–78. 2016/10/19.

59. Qvarfordt M, Throfast V, Petersson G, et al. Web-based edu-
cation of the elderly improves drug utilization literacy: A ran-
domized controlled trial.Health Informatics J 2021; 27. 2021/
01/16.

60. Vincent C and Davis R. Patients and families as safety
experts. CMAJ: Canadian Medical Association Journal=
Journal de L’Association Medicale Canadienne 2012; 184:
15–16. 2011/11/21.

61. Berner ES, RayMN, Panjamapirom A, et al. Exploration of an
automated approach for receiving patient feedback after out-
patient acute care visits. J Gen Intern Med 2014; 29: 1105–
1112. 2014/03/08.

62. Bell SK, Gerard M, Fossa A, et al. A patient feedback report-
ing tool for OpenNotes: Implications for patient-clinician
safety and quality partnerships. BMJ Qual Saf 2017; 26:
312–322. 2016/12/15.

63. Giardina TD, Baldwin J, Nystrom DT, et al. Patient percep-
tions of receiving test results via online portals: A mixed-
methods study. J Am Med Inform Assoc 2018; 25: 440–446.
2017/12/15.

64. Pearce C, Shachak A, Kushniruk A, et al. Usability: A critical
dimension for assessing the quality of clinical systems. Inform
Prim Care 2009; 17: 195–198.

65. Hibbert PD, Hannaford NA, Hooper TD, et al. Assessing the
appropriateness of prevention and management of venous
thromboembolism in Australia: A cross-sectional study.
BMJ Open 2016; 6: . 2016/03/11.

66. Jabin MSR, Pan D and Nilsson E. Characterizing healthcare
incidents in Sweden related to health information technology

affecting care management of multiple patients. Health
Inform J 2022; 28. DOI: 10.1177/14604582221105440.

67. da Silva BA and Krishnamurthy M. The alarming reality of
medication error: A patient case and review of pennsylvania
and national data. J Community Hosp Intern Med Perspect
2016; 6: 31758. 2016/09/10.

68. Campbell PJ, Patel M, Martin JR, et al. Systematic review and
meta-analysis of community pharmacy error rates in the USA:
1993–2015. BMJ Open Quality 2018; 7: e000193.

69. Isaacs AN, Ch’Ng K, Delhiwale N, et al. Hospital medication
errors: A cross-sectional study. Int J Qual Health Care 2021;
33: mzaa136.

70. Manias E, Cranswick N, Newall F, et al. Medication error
trends and effects of person-related, environment-related and
communication-related factors on medication errors in a paedi-
atric hospital. J Paediatr Child Health 2019; 55: 320–326.

71. Slight SP, Tolley CL, Bates DW, et al. Medication errors and
adverse drug events in a UK hospital during the optimisation
of electronic prescriptions: A prospective observational study.
The Lancet Digital Health 2019; 1: e403–e412.

72. Elliott RA, Camacho E, Jankovic D, et al. Economic analysis
of the prevalence and clinical and economic burden of medi-
cation error in England. BMJ Quality; Safety 2021; 30: 96.

73. Alshahrani F, Marriott JF and Cox AR. A qualitative study of
prescribing errors among multi-professional prescribers
within an e-prescribing system. Int J Clin Pharm 2021; 43:
884–892. 2020/11/10.

74. Kim MO, Coiera E and Magrabi F. Problems with health
information technology and their effects on care delivery
and patient outcomes: A systematic review. J Am Med
Inform Assoc 2017; 24: 246–250.

Jabin and Hammar 17

https://doi.org/10.1177/14604582221105440

	 Background
	 An overview of the e-prescribing system �in Sweden
	 Importance of incident reporting �and a classification system
	 Study aim

	 Methods
	 Data collection
	 Data analysis

	 Results
	 System configuration
	 Interface with other software systems or components
	 Software functionality
	 Data storage and backup
	 Record migration
	 Software not accessible
	 Network/server down or slow
	 Contributing (human versus technical) factors
	 Consequences and actions that are taken �to mitigate the risks

	 Discussion
	 Discrepancies with the medication list

	 Recommendations
	 Strengths and limitations of the study

	 Conclusions
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


