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Abstract: Diagnostic work is often defined by the skill of clinicians whereas the 
contributions of non-clinicians, for example secretaries, tend to fade into the 
background. The secretaries are deeply involved in diagnostic work through the 
eligible administration of patients in the collaborative electronic information 
systems. This study explores the secretaries’ role in diagnostic work, focusing 
specifically on the context of diagnosing cancer. It identifies four key activities of 
secretaries that are essential for diagnosing patients: examining the patient’s 
condition, interpreting the clinical information, monitoring the follow-up, and 
further informing the patient’s trajectory. We argue that secretaries’ role is 
positioned at the intersection of clinical and administrative practices and not 
limited to support of articulation work of clinicians and administrative work. 
Secretaries also carry out activities that fall under the core definition of clinical 
work. This clinical dimension of the secretaries’ work, we argue, should be 
embedded in the design of collaborative systems to support the diagnosing 
process.  
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1 Introduction 

Diagnostic work is often understood as a particular type of collaborative work that 
is “clinical” or ”medical” at its core [1, 2, 6, 7]. So it is the work of clinicians, 
ranging from physicians assessing patients, to technicians running tests, and 
nurses tending to patients while taking note of their condition. Secretaries, from 
this perspective, are the “right hand” of clinicians, ensuring that physicians, test 
results, and patients are brought together at the right time and place [3-5, 8, 9]. 
Despite the fact that secretaries are central to the core of clinical work (defined by 
Bardram [3] as examining the patient’s illness and condition, requesting and inter-
preting clinical information, decision-making concerning the patient’s illness and 
condition, further medical treatment of the patient’s illness and condition, and 
monitoring the effect of it), and that diagnostic work is defined in relation to this 
core clinical work, surprisingly little attention has been paid to the role of secretar-
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ies in diagnosis. This study empirically investigates the role of secretaries in both 
a radiology department and a medical department. We find that secretaries are 
central to diagnostic work and identify four particular activities where this is 
evident when secretaries: a) examine the patient’s condition, b) interpret the clini-
cal information, c) monitor the follow-up, and d) further inform the patient’s tra-
jectory. These activities constitute an intersection of clinical and administrative 
work where secretaries become involved in the handling of patients through the 
collaborative electronic information systems. The formal distribution of power 
when secretaries become involved in diagnosis is not the focus; the analysis fo-
cuses strictly on how to further specify the secretaries’ role.  
    In the following we start by introducing the collaborative electronic information 
systems, RIS-PACS and OPUS-OCW, that were the subject of the secretaries’ 
work in the study reported here. Then, we explore four specific examples of how 
secretaries contribute to the diagnosis of patients in a radiology department and a 
medical department. Third, we discuss the combined clinical and administrative 
content of these examples and point to the way in which it specifies the secretar-
ies’ work. Finally, we conclude that a detailed understanding of secretaries’ work 
as intersecting is crucial to the support of collaborative systems. 

2 Background 

In Denmark, collaborative electronic information systems such as RIS-PACS (Ra-
diological Information System - Picture Archiving and Communication System) 
and OPUS-OCW (Open Clinical Workspace) were implemented in recent years as 
part of a national strategy for the digitalization of the health service [10]. In terms 
of diagnostic work, the national strategy is focusing in particular on support of ra-
diology to ensure better and faster diagnosis. Secretaries’ work, in this way, is an 
implicit part of the national strategy that has as its purpose the connection of the 
entire health service in Denmark. RIS-PACS and OPUS-OCW are both multi-
module access portals. RIS-PACS is primarily oriented toward radiology (admini-
stration and picture archiving). The medical department uses OPUS-OCW, which 
supports a broader spectrum of clinical practices (administration, medication, 
monitoring, etc.). These systems are intended to support continuous and smooth 
coordination of the clinical and administrative work. While systems such as RIS-
PACS and OPUS-OCW are increasingly prevalent in diagnostic work, there are 
several reasons why it is crucial to place secretaries at the center of analysis. First, 
the development of, and experimentation with, collaborative electronic informa-
tion systems has been occasion for reappraising rather than dismantling the role 
secretaries play. Second, the implementation of these systems has not simply sup-
ported existing practices but rather entailed reorganization of activities and re-
sponsibilities [9, 11]. This reorganization confirms the classic argument of Hughes 
and others: that new kinds of technology may interfere with existing roles and the 
organization of work [1, 12]. Given that roles are in flux, the very understanding 
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of what kinds of work practices comprise diagnostic work needs to be re-
examined. 

3 Theoretical Framework 

In order to understand the organizational positioning of the secretary, we will ar-
gue that this role cannot be understood simply within administrative or “suppor-
tive” terms or by the concept of “articulation work.” The secretary is deeply in-
volved in the core “clinical work,” but this aspect has remained under-theorized. 
In the following we will briefly review the way secretaries work has been concep-
tualized in the literature.  

3.1 Secretarial Work 

Secretarial work is by no means a new subject. Research within CSCW and re-
lated fields has expanded our understanding of the secretary’s role in various 
fields of collaboration. Secretarial work has been addressed broadly in relation to 
directing assistants [13, 14], secretaries [15-17], medical secretaries [3, 5, 18-21], 
clerical workers [1, 22], office workers [23, 24], and coders [25]. A shared depar-
ture for this research is the argument that secretarial work is something that cannot 
be performed by everyone. Pointing to the knowledge work, CSCW research has 
demonstrated that understanding the role of secretaries is important for the design 
of collaborative electronic information systems in various fields of collaboration.  
    Secretarial work, as has been demonstrated in CSCW, is rarely recognized as 
knowledge work. Instead, a secretary is often thought of as someone who simply 
connects clients with software or answers phones and types. In contrast to this 
simplified picture, it has been shown, for example, that the software relies on sec-
retaries’ work in different ways [14, 25]. Müller demonstrated how the work of a 
particular type of secretaries – telephone operators – is about collaborative re-
finement of clients’ requests and not just connecting the software (database of 
telephone numbers) and the clients. Hence, knowledge work is defined by the do-
main-specific memory and use of domain-specific patterns of meaning, and Müller 
demonstrates that this is also a characteristic for telephone operators [14].  
    Somewhat related, the key activities of the medical secretary have been charac-
terized as: printing clinical information [20], transcribing and filing physicians’ 
dictations [31], locating files [19], and being a receptionist [5] Often, however, the 
secretary’s role is described as “collaborating” with nurses and physicians or 
“providing clerical support” [3, 5, 19, 20, 31]. It remains somewhat unclear how 
the work of the medical secretary is “knowledge work” and how it relates to what 
is seen as the core clinical work, which diagnosis is a part of.  
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3.2 Clinical Work  

“Clinician” is a rather broad term that covers professions doing work in a clinic or 
work that is related to the observation and diagnosis of patients [27]. The perform-
ance of clinical work typically relies on different types of specialties and is thus 
essentially collaborative. This is particularly true in relation to complex diseases, 
such as cancer [5]. Bardram characterizes the performance of clinical work as a 
circular process roughly consisting of five activities [3]: a) examining the patient’s 
illness and condition, b) requesting and interpreting clinical information, c) deci-
sion-making concerning the patient’s illness and condition, d) further medical 
treatment of the patient’s illness and condition, and e) monitoring the effect of it. 
These activities define clinical work, Bardram argues; but they are determined by 
the actual condition of the patient [3]. Clinical work varies across patients (for ex-
ample, how fast symptoms develop and hence can be diagnosed). This variety 
very much affect the work environment of clinicians. Few settings are as rich in 
detail as clinical settings [3, 20, 27], which, in the words of Strauss et al., consist 
of places “where very different resources (space, skills, ratios of labor force, 
equipment, drugs, supplies, and the like) are required” to carry out the work [27 p. 
6]. At the same time, clinical work is dispersed across time and space; and, the co-
ordination or articulation of this work is pivotal.  

3.3  “Articulation Work” in Clinical Settings 

The support of articulation work – or the reduction of effort involved in articula-
tion work of others – is a classic job of secretaries besides administrative work. 
The organization of clinical work relies on articulation work to bridge the various 
types of specialties involved in clinical work [3, 8, 27]. Articulation work, from 
this perspective, defines a type of “supra work process” that supports the accom-
plishment of distributed activities [28]. Articulation work is an ongoing and 
shared concern of clinicians to make the collective work add up to more than dis-
crete bits of accomplished work [27]. Secretaries are reported as part of this proc-
ess, for example, when they structure and send information in collaborative elec-
tronic information systems that support the clinical work [3-5, 20, 21]. Here, the 
articulation work of clinicians, for example, structuring information, is the core 
work of secretaries.  

Emphasis has often been placed on the role of shared repositories and objects 
for this articulation work [31, 32]. The concept of “boundary objects” points to 
objects that are “weakly structured in common use and become strongly structured 
in individual-site use” [29 p. 393]. In a clinical setting boundary objects can serve 
different purposes for different communities of practice (such as clinicians and 
secretaries) and still maintain some common sense of purpose across them [29-
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32]. Equally important, the central concept within CSCW of “common informa-
tion space” [37], such as that provided by a collaborative electronic information 
system, also allows different communities of practice to pursue different purposes. 
Secretaries clearly play a role in the establishment and maintenance of such 
“boundary objects” or “common information spaces,” and hence in the support of 
articulation work [33]. It is in relation to the pursuing of a shared purpose of dif-
ferent communities of practice that the secretary’s role in diagnostic work is ex-
plored. 

3.4 The Clinical Work of Secretaries? 

While we find the above conceptualizations of secretaries’ work important, we 
also note that the secretary tends to be seen as an administrative function or as part 
of the articulation of clinical work [3-5, 8, 9]. There is no explicit account of the 
way secretaries might also be partaking directly in the clinical work, which diag-
nosis is a part of. While this is no surprise in light of both common sense and for-
mal distinctions between the job of physicians, nurses, and secretaries, we will 
show that secretaries also carry out tasks that fall under the core definition of 
clinical work.  

4 Research Method  

The study reported here was conducted in a mid-sized hospital that specializes in 
patients with general symptoms. These patients are particularly important when 
investigating the initial diagnosis because they often fail to meet the formal 
criteria for referring patients to hospital departments that specialize in cancer. The 
study focused on two departments: the radiology department and the medical 
department. The radiology department provides important examinations critical 
for the initial diagnosis of complex diseases such as cancer. The staff in the 
radiology department includes specialists of radiology, radiographers, and 
secretaries. The medical department has several sub-sections specializing in 
different areas of medicine (such as diabetes, gastroenterology, cardiology, etc.) as 
well as 4 outpatient clinics and an acute care section. The medical department 
diagnoses a number of patients with cancer every year in collaboration with other 
departments, although, this is not the specialty of the department. The staff of the 
medical department includes specialists of medicine, secretaries, and nurses.  
    The study was ethnographically informed [34, 35]. The initial diagnosis process 
- and the secretaries’ role - was explored through detailed analysis of ethnographic 
notes from observations of practices related to diagnostic work, as well as in situ 
interviews and semi-structured interviews, artifacts (schedules, classification 
schemes, etc.), and images. Observations were conducted by the first author over a 
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period of 13 months. In total, the first author spent 118 hours observing practices 
and conducting in situ and semi-structured interviews. Prior to commencing these 
observations, preliminary observations were conducted, in total, 14 hours. Data 
were analysed right from the beginning of the data-constructing process. In this 
way, data collection and data analysis together formed an iterative process of 
analyzing themes that emerged as being essential for the process of diagnosis, for 
example, variations of secretaries’ work. Data were continuously contested by 
presenting it to the secretaries and clinicians when observations were resumed. 
Secretaries’ as well as clinicians’ insight provided useful interpretations for further 
collection and analysis of data. In this way the contesting of data in one stage 
became the preconception for the collection of data in the next stage and a way of 
reasoning in the analysis [36]. 

5 Analysis: The Clinical Work of Secretaries 

In Denmark, secretaries are often the first hospital staff to handle requests of diag-
nostic examinations and incoming referrals, which positions secretaries as central 
to diagnostic work. In the following analysis, we explore the role of secretaries in 
four specific examples of activities involved in diagnostic work. First, we analyze 
how secretaries participate in the examination of a patient’s condition in order to 
ensure that severe patient cases are given first priority. Second, secretaries’ clini-
cal interpretations are analyzed. Third, we analyze how secretaries evaluate pa-
tients to make sure they received appropriate follow-up. Finally, we analyze how 
secretaries further inform the patient trajectory. Figure 1 illustrates the relationship 
between the radiology and the medical department and the distribution of respon-
sibilities during the initial diagnosing process. 

                            

   
Figure 1: Distribution of responsibilities during the initial diagnosing process 
 



7 

5.1 Examining the Patient’s Condition  

To even begin the process of diagnosing a patient will have to be referred to a 
clinical department. In the medical department the referrals are received by the 
general secretaries’ office (the medical secretariat) before patients are distributed 
to the “local” secretariats in the sub-sections. Most referrals are received elec-
tronically, but they may also be received as paper referrals. The referrals are 
printed (if received as paper referrals they are scanned so that they are also regis-
tered in the electronic information system) and then distributed to plastic trays that 
each sub-section has in the general secretariat. Although, it might seem to be a 
somewhat trivial task, while distributing the printed referrals to the sub-sections, 
this secretary, the following example shows, is simultaneously examining the pa-
tients’ conditions. Reading through the free-text of one of the referrals the secre-
tary quickly realizes that she has to take action. The free-text reads: 

“77 year old woman, known to have COLD [chronic obstructive lung disease] as well as 
afli [atrial fibriliation], recently started treatment with Maravan. Referred acute since the 
patient has macroscopic hematuria and development of various ecchymosis of OE. Had 
INR [international normalized ratio] taken in lab >7.5”. (Referral for the medical 
department, September 30th 2009) 

The secretary’s examination, in this example, is highly relevant for the diagnosing 
of the patient. The electronic referral template allows the referring physician to in-
dicate the condition as either “acute” or “planned”. The patient in this example is 
categorized in the referral template as “planned” indicating that this patient may 
wait. However, the free-text tells the secretary an entirely different story: Reading 
through the free-text, the secretary underlines the text “acute” with a yellow 
marker and then explains that an INR >7.5 (a measure of the blood coagulation) is 
problematic, before she comes to the conclusion that this patient will have to be 
handled “acute” and not as a patient that can wait. The patient, the secretary ex-
plains, is not supposed to have an INR this high.  
    When she looks up the patient in the collaborative electronic information sys-
tem her suspicion is confirmed. In the collaborative electronic information system 
it is registered that the patient (despite the fact that the referral was sent electroni-
cally to the general secretariat) has already been admitted physically through the 
hospital’s acute care section. Knowing this, the secretary may cancel the referral 
in the collaborative electronic information system. To make sure that it is also 
clear to the clinicians why the referral is canceled, she notes this information in 
the comment field. When done, the secretary throws out the printed copy of the re-
ferral and continues to read through the rest of the referrals received in the general 
secretaries’ office that morning.  
    The example illustrates exactly how the secretary gets involved in diagnostic 
work (examining the condition of the patient). While this work is not something 
that any of the clinical staff are aware of (unless they read the comment in the 
collaborative electronic information system), it influences the diagnostic work. If 
the patient had not been admitted, it would have been a potentially dangerous 
situation. Even if the patient had been admitted (physically) but the secretary had 
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not reacted adequately (electronically), this would have been disturbing to the 
diagnostic work. Eventually the clinical staff would have been the ones to make 
sure this patient was receiving proper diagnostic care. However, in terms of 
timing, this assurance would have occurred much later than when the secretary 
noticed the seriousness and took action.  

5.2 Interpreting Clinical Information on the Patient’s Condition 

Another department equally important for the diagnostic work is the radiology 
department. Radiology often guides the next diagnostic step as clinicians are 
trying to understand the nature of patients’ symptoms. The secretary is the first 
person to receive referrals for radiology. The rule is, the secretary in the radiology 
department explains, that all referrals should be scheduled the day they are 
received, as a way to ensure that patients are not waiting because of the 
administration of the referrals. In this way, the radiology department tries to avoid 
patients waiting for reasons other than clinical ones. The incoming referrals are 
lined up in a list in the radiology information system, RIS-PACS.  
    Also the radiologist on call, located downstairs in the protected space of the CT-
scanner and MR-scanner, takes notice of the referrals as the electronic list of 
referrals fills up. The radiologists have a work space next to the CT-scanner and 
the MR-scanner so that they can pay attention to the scanners and access the 
collaborative electronic information system at the same time. RIS-PACS is used 
by the radiologist for describing the scans, and in between the description of scans 
the radiologist interprets the information in the referrals so that the secretary can 
continue to schedule them.  
   Back in the secretaries office the next electronic referral for a CT-scan is waiting 
to be scheduled. The referral is received like any other electronic referral 
(automatically listed one after the other in RIS-PACS). The radiologist has added 
a priority and specified the program and sequence of the particular scan. Reading 
through the electronic referral template, the secretary interprets the wording of the 
referring physician and the radiologist, which both says something about the way 
the scan is to be carried out, she explains. Scheduling a CT-scan is not the same as 
scheduling an MR-scan or any of the other scans, it is revealed when the secretary 
glances at a protocol hanging above the secretary’s desk entitled “CT – The short 
version”.  
    The presence of the protocol in the secretaries office is surprising at first due to 
the clinical nature of it. The exact same A3-sized (11.7 x 16.5 inches) protocol is 
hanging downstairs next to the radiographers as well as in the radiologists’ work 
space. The CT-protocol is a clinical tool used by the radiologists; the CT-scans 
each require specification of the appropriate sequence and program before the 
radiographer can perform the CT-scan. The CT-protocol, for example, specifies 
that “tumour detection” corresponds to sub-protocol number 6A in RIS-PACS and 
also specifies the situations where, for example, contrast is needed. The secretary 
confirms that the various clinical information corresponds. 
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    The example illustrates how the secretaries’ work (specifying the protocol and 
sequence while scheduling the CT-scan) involves an artefact (the CT-protocol) 
that is strictly clinical while checking the clinical history for other conditions that 
may influence the way the CT-scan is carried out (contrast or not). Although the 
clinical information on the choice of program and sequence is not filled in by the 
secretary, she does become involved in the diagnostic work when she once again 
interprets it. In the convey of information the secretary makes sure that the patient 
is supposed to have contrast when this is specified.  

5.3 Monitoring the Follow-up of the Patient’s Condition 

When the scan has been performed it appears in a list in RIS-PACS. The medical 
department can then retrieve the scan for their department and sub-sections. The 
responsibility for retrieving scan results in the medical department is placed with 
the “local” secretaries in the sub-sections. In the sub-section for medical acute 
care patients, the secretaries share the office space with the physicians and nurses. 
There are always two secretaries on duty; one takes care of the many ad hoc tasks 
and the other types the physicians’ dictations. The secretary who is responsible for 
ad hoc tasks retrieves the results of patients’ scans in RIS-PACS and makes sure 
that a physician takes responsibility for the particular scans so that they are fol-
lowed-up.  
    This routine was established, the secretary explains, to avoid adverse events. 
Before this, the sub-section sometimes experienced that it was unclear who was 
responsible for the follow-up, which presented a risk to the patients if the result 
was, for example, cancer related. The secretary explains this while sorting printed 
copies of scan results into three piles: 1) scan results that have to be signed by the 
physician responsible for the patient; 2) scan results that the physician on-duty 
may sign before it is sent to the patient’s GP; and 3) scan results that must be 
signed by another department because the patient has been transferred there. The 
secretary carefully reads the result of the scan and then reads the newest part of 
the continuation (clinical notes). In this way, she tries to make sense of the results 
and how they should be sorted (as 1, 2 or 3). When the secretary is uncertain, she 
consults the physician on-duty.  
    The physicians also monitor RIS-PACS, but only when they have requested the 
scan themselves. It is possible that a physician will call their colleague in the radi-
ology department prior to the release of a scan, the secretary explains, to have a 
first indication of whether the result points in one direction or the other (cancer or 
not). The secretary gets up to consult the physician on-duty working at a computer 
in the background. The scan results are not printed simply to be distributed; the 
secretary’s responsibility is quite literal, she says, when the secretary returns with 
the signature of the physician. The secretary’s name is printed at the bottom of the 
paper copy that is later saved in the patient record. If no physician has signed for 
the printed result it is her responsibility, the secretary explains and points to her 
name at the bottom of the paper.  
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    The example illustrates that while printing scan results might seem as extra 
work or doing the same work twice, in the sense that a physician already has the 
scan in mind, the secretary is not just printing scan results to remind the physician. 
The real task is the overall monitoring involved in this activity where physicians 
share the responsibility for the patient. The secretary does not monitor the single 
patient like the physicians do; instead the secretary monitors all the patients. Phy-
sicians schedule changes, and since the physician may be at the ward one day and 
in the clinic or at a conference the next, patients are sometimes left in a vulnerable 
situation. The secretary makes sure scan results are still followed-up and therefore 
gets involved in the diagnosing process in a crucial way.  

5.4 Further Informing the Patient Trajectory 

The “local” secretary in the medical sub-sections is the person responsible for 
registering that the diagnosing process has come to an end in the collaborative 
electronic information system, OPUS-OCW. The act of registering this clinical 
milestone a) indicates the change of responsibility for the patient (if responsibility 
is to be turned over to another clinical department or the GP) and b) signals to the 
medical department itself that no further action is taken. In this way, diagnosing is 
accomplished by the secretary who registers the final diagnosis – at least in a 
formal sense.  
    The secretary, sitting with the paper record in front of her, looks up the patient 
in the system (OPUS-OCW). The physicians in the medical department decided 
that they could not come any closer to a final diagnosis for the patient. The 
secretary now has to find out how to close the patient’s case, she explains. This 
happens every now and then, that no diagnosis is set, but the patient’s case still 
has to be closed. Flipping through the paper record, the secretary notices that there 
are several pages in the continuation (the clinical notes) that are obsolete. The 
secretary prints a new, complete edition of the electronic continuation and replaces 
the previous one.  
    The electronic registering is part of a larger setup where the patient's status is 
reported to The National Patient Register (LPR). Although the purpose of the 
registering is somewhat clear to the secretary, who is also aware of and tries to 
register the patient according to the registering guide (spending time reading 
through it several times), it does not help her. To get her work done, the secretary 
instead interprets the patient’s “unknown” diagnosis in a way that to some extend 
informs the further diagnosis process. The secretary’s interpretation is that she can 
“close” the patient’s trajectory to one of two patient categories in the electronic 
information system:  
 

“HA” [The patient is already diagnosed] 
  “HF” [The patient is being diagnosed]  
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After some time of going back and forth between the registration guide the 
secretary finally decides to register the patient as “HF,” although, she notes, this 
does not fit the registration guidelines if taken literally. The code “HF,” the 
secretary explains, is used to register that the patient is still being diagnosed. 
Therefore, to register the patient as “HF” (being diagnosed) is somewhat 
contradictory to the fact that “HF” in this case is “closing” the diagnosis of the 
patient. But, a decision has to be made, and that is what she chose to do. In this 
way the secretary becomes involved in diagnostic work by deciding how to close 
the diagnosis of the patient that further informs the diagnosis process in other 
departments – or, the process if the patient returns.  

6 The Intersection of Clinical and Administrative Work 

Articulation work, according to Strauss et al., is the ongoing and shared concern of 
clinicians to make the collective work add up to more than discrete and conflicting 
parts [27]. Strauss et al. do not explicitly mention secretaries’ work (the underly-
ing point being that articulation work is carried out not only by administrators but 
also by clinicians), which is perhaps why the opposite point is not made: that 
clinical work is carried out not only by clinicians but also by “administrators” 
such as the secretaries explored in this study. While “articulation work” and 
“work” are analytical concepts difficult to separate in practice, this is not only an 
omission of Strauss and colleagues. Secretaries’ work is well described within 
CSCW and related fields. However, it tends to be conceptualized using the limited 
terminology of secretaries as administrators, or support of clinicians’ articulation 
work to manage the intersection of administrative and clinical work [3-5, 8, 9]. In 
general, a considerable part of secretaries’ common work is to support the articu-
lation work and administrative work necessary for the diagnosis of patients, but 
not all of it can be understood as such. 
    In addition to these supportive and administrative functions, we have shown 
that secretaries also play an important role in the diagnosis of patients: examining 
the condition; interpreting the clinical information; monitoring the follow-up; and 
further informing the trajectory. At the intersection of administrative and clinical 
work, the secretary carries out activities that fall under the core definition of clini-
cal work, for example, when the secretary distributes referrals. To distribute the 
referral is formally the secretary’s task; however, while doing this task she simul-
taneously becomes aware that the patient is at risk of not receiving the sufficient 
treatment and therefore takes action. Bardram describes how a core clinical activ-
ity of a physician is the change of a request if the physician, for example, finds it 
insufficient to address the stated problem of the patient [3]. The example illus-
trates how the secretary also carries out clinical work in the same way as the phy-
sician. However, the direct partaking of the secretary in clinical work should not 
be understood as coincidental practice. Rather, we argue, this partaking follows 
from the positioning of the secretary at the “intersection” of, formally separate but 
practically enmeshed practices, namely administrative and clinical work.  
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    We emphasize the concept of “intersection” in order to draw attention to the 
fact that formal and common sense definitions of tasks and job responsibilities do 
not always, and in fact seldom, mirror exactly the reality of work. This is by no 
means a new observation [21, 27]. But, as we have illustrated, the understanding 
of the work of medical secretaries in previous research has stayed relatively true to 
such common sense and formal distinctions, even though organizational reality 
can be empirically shown to be different. The concept of “intersection” entails that 
clinical work does not come in clearly demarcated chunks and that practitioners 
often seesaw between tasks in a fashion that makes it hard to distinguish where 
one type of work ends and another begins. This is particularly relevant to CSCW 
because the design and use of collaborative electronic information systems often 
suffers from poor understandings of the actual collaborative work and of the spe-
cific ways in which this work is divided and coordinated. The concepts of “com-
mon information spaces” and “boundary objects” seek to address the same type of 
intersecting or “crossing” activities that we argue also characterize diagnostic 
work. However, the use and discussion of these concepts tends to be concerned 
with how to support articulation work for practitioners to be able to collaborate 
across their different practices [29-32, 37].  
    While Bannon and Bødker point to a need for more attention to the issues of 
managing boundaries [37], their focus is predominantly on the handling of articu-
lation work and not so much the crossing or intersecting activities. We address the 
intersecting work of secretaries and clinicians. Based on the empirical examples of 
secretaries’ work, we argue that, in relation to the work itself, it is necessary to be 
open about the division of work when designing collaborative electronic informa-
tion systems. This is, for example, evident when the secretary takes care of the fol-
low-up of the scan results: to formalize her responsibility the secretary has to print 
a copy of the scan result and sign it. The system reveals the name of the physician 
who requested the scan and therefore formally is responsible for the follow-up. 
Hence, this example shows that it is not enough to assume the reality of formal 
boundaries or job descriptions. The secretary also plays a central role in the fol-
low-up. Therefore, these collaborative electronic information systems should be 
designed to support the practices at the intersections of conventional boundaries as 
well. 

7 Conclusion 

Secretaries’ work is of central interest to CSCW. Despite this interest, the secre-
tary’s role has been given surprisingly little attention in relation to diagnostic 
work. We have emphasized the need to explore the secretary’s role as part of di-
agnostic work just as is done in other fields of collaboration. Diagnostic work is 
often defined by the skills of clinicians while secretaries’ work tends to slide into 
the background. Some of the most significant CSCW research emphasizes how ar-
ticulation work is carried out by physicians, which is perhaps why the opposite 
point is not often made: that clinical work is also carried out by secretaries.  
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    Secretaries handle patients in collaborative electronic information systems. As 
collaborative electronic information systems that integrate administrative and 
clinical tasks are becoming increasingly prevalent in diagnostic work, there is 
good reason to place secretaries at the center of attention. We aim to further spec-
ify the “intersection” of clinical work and administrative work in relation to the 
process of diagnosing patients. The research question we explored is: what role do 
secretaries play in diagnostic work, and how is it related to the use of collaborative 
electronic information systems?  
    We explored this question in our analysis of various activities of secretaries in a 
radiology department and a medical department. The two departments are often 
involved in the initial diagnosing of potential cancer. Diagnosing potential cancer 
is a complex, collaborative activity that involves various specialties, particularly in 
the initial part of the process where symptoms can point to a range of conditions. 
The secretaries reduce the effort involved in clinicians’ articulation work during 
this process. However, as the analysis illustrated, the secretaries’ contribution is 
also achieved through work that fall under the core definition of clinical activities 
- this may be an advantage from a timely perspective.  
    Subsequently, the contribution of this study lies in empirically showing how 
secretaries, in addition to their administrative tasks and their support of clinicians 
articulation work, also carry out clinical tasks. Thus, we specify how exactly the 
secretaries work is located in between, or at the “intersection” of, formally sepa-
rate but practically enmeshed practices, namely administrative and clinical work. 
This suggests, we argue, that the clinical dimension of secretaries’ work should be 
embedded in the design of collaborative systems supporting diagnostic work. 
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