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Abstract 

Challenges of improving discharge planning have been an area of concern for many years, 

including problems related to lack of time for professionals to participate. In a county in South 

East Sweden, video conferencing was implemented in discharge planning sessions to enable 

distance participation of the professionals. To examine the implementation process, interviews 

were conducted with the implementers, who were project leaders, discharge planning 

coordinators in the hospital, and in home-care. The interviews were analysed qualitatively, 

using directed content analysis with a deductive approach to a theoretical framework that was 

composed from theories about implementation processes to be suitable for the healthcare sector, 

consisting of the factors: implementation objects; implementation actions; actors; users; inner 

context and outer context. The results of this study are consistent with the framework but with 

the addition of a new dimension – time, i.e. time to prepare; time to understand; time to run 

through and time to reflect. It is suggested that implementation frameworks are useful when IT 

is introduced in healthcare. Framing the implementation process supports the exposure of 

factors and highlights relationships and states of dependence between those factors which may 

affect implementation. 
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Introduction 

In comprehensive discharge planning both healthcare professionals’ and managers’ experience 

that calls for participation at short notice, along with long driving distance by car to the hospital 

for the professionals working in home-care, are a problem. Therefor the use of video 

conferencing in comprehensive discharge planning sessions was introduced in the studied 

healthcare organisation in 2009. However, the video conferencing system in 2014 is not yet 

fully implemented and in use, in spite of affirmative decisions about implementation taken by 

managers and financial help with equipment.  In this context the term comprehensive discharge 

planning should be seen as a common arena for stakeholders to participate in the planning of 

how to attend to a patient’s future need of care following discharge from hospital [1]. It is a 

way to reach agreement between the professionals representing the care provided in hospital 

and the professionals representing further care after discharge, in order to make further care 

safe and suitable for the patient after discharge [2].  In addition to the patient, professionals 

from hospital and home-care, such as occupational therapist; nurse; physiotherapist; physician 

and social worker, and, if possible, also the next of kin, should participate in discharge planning 

[3, 4].  Although planning for patients’ further care after discharge from hospital is a regulated 

procedure in Sweden [3], lack of time frequently prevents participation by the professionals 

who ought to participate [1, 5]. This means that even if discharge planning ought to take place, 

many discharge planning sessions fail to materialise because of time constraints [1, 6]. An 

interview study made as a first part of this study about the implementation process using video 

conferencing in comprehensive discharge planning mentions a lack of respect, between the 

professionals and for each other’s competence, as a factor that has a negative impact on 

discharge planning [5]. Also difficulty addressing communication between professions 

involved in the planning session is described as a problem in a survey study from Sweden [7], 

as well as in a comparative study based on data from Sweden and the UK [6]. Qualitative studies 

from Hong Kong, the UK and Ireland also describe communication problems as a barrier to 

improving the discharge planning process [8-10], along with lack of co-ordination of the 
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discharge process, resources and time [9, 10]. The need to improve overall discharge planning 

is thus a cause for concern in many countries, and has been so for more than 20 years [6]. Earlier 

research on video conferencing as a new tool to enable professionals in Sweden to participate 

in discharge planning, highlights certain technical problems but does not detract from the 

beneficial experience of the time saving achieved through reduced travel and the opportunity 

for participation by more staff categories [11]. Another study from Sweden, which evaluates 

the use of videoconferencing in the planning session, states that the main reason for testing the 

use of video conferencing was the efficiency aspect – saving time [12]. The same study also 

describes the existence of technical problems as well as the negative effect on communication 

related to lack of eye contact between the participants [12]. Even a qualitative study on 

teleconferencing highlights technical difficulties related to awareness issues and coordination 

in video-mediated communication [13]. On the other hand, literature describes that a discharge 

planning tool in the electronic health record may improve interdisciplinary communication 

[14], and that the use of IT-based systems is a success factor in ensuring and improving 

communication between different stakeholders [15, 16]. Organizations that encourage 

knowledge sharing as well as reflections and observation are described to be more successful 

at innovations and implementation [17]. At the same time, a comparative study dealing with 

organizational change projects on a more general level reports that implementation and 

changing to new working routines fails in an estimated 60% of the organizations [18]. This 

could, according to a systematic review study focusing on the healthcare domain, indicate the 

need for understanding the healthcare professionals’ behaviour and the wide range of factors 

that can influence their clinical practice [19]. Also a Canadian study in telehealth describes 

barriers to successful implementation, not only as technical, but also related to issues of culture 

and trust in that the desired outcomes will be achieved [20]. According to a study of evidence-

based policy and practice, certain difficulties in the implementation of new working routines 

depend to some extent on the overall centralization of guidelines and strategies instead of 

allowing the guidelines to be developed by the organization itself [21]. This centralization of 
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the development of guidelines and their use should be seen as a shift towards a more top-down 

perspective of implementation [21]. Earlier research also points out the difficulty for 

professionals in the healthcare sector to actually accept and apply new working routines if the 

routines are prepared centrally [22]. Thus, it appears that this systematization of knowledge in 

connection with implementation of new working routines in the healthcare sector has become 

a major research field, where previous research in implementation science attempts to define 

certain overall factors for success [23]. There has subsequently been an openness for exploring 

the significance of these overall factors, especially concerning the various and shifting contexts 

in which implementation occurs [23, 24]. The meaning of the word context has become 

particularly significant in implementation science and this makes it difficult to sanction certain 

general advice on how implementation ought to take place [25]. In an attempt to elucidate and 

describe the various factors that affect the implementation process in the healthcare sector, a 

framework was developed by Nilsen et al. (Figure 1) [26]. The framework is inspired by 

classifications of explanatory factors presented by Rogers [27], Greenhalgh et al. [28], Grol & 

Wensing [29] and Nutley et al. [30]. The framework describes six components with underlying 

descriptions that should be ranked and estimated separately from each other.  
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Figure 1. Framework by Nilsen et al. Reprinted with permission (including approval of the English 
translation by authors of this paper). 
 

The framework is a compilation of several models and it should be seen as a way to sample 

different factors that influence the implementation process. It is an attempt to systematize 

possible affecting factors to the implementation process, and thus improve the possibility to 

analyse and understand the implementation process and the outcome of the implementation. 

There is no ranking between the described factors or any grading of which the factor ought to 

be the most significant. The framework also shows that specific success factors are difficult to 

identify due to the fact that some aspects seem to be possible to influence although they can be 

surrounded by structures that limit aspects that are responsive. The framework could be helpful 

as a platform, to reflect upon and reason about implementation processes in healthcare [26].  

In 2014, i.e. more than five years after the start-up, the video conferencing system has not yet 

been fully implemented. The project leaders and the discharge coordinators in hospital and in 

home-care consider their personal experience of this quite extended implementation process to 

be of considerable benefit in acquiring knowledge and understanding of the use of an IT system 

in discharge planning. In order to evaluate the implementation of video conferencing in the 

discharge planning session, the framework by Nilsen et al. [26] was used for acquiring 

knowledge of the process as well as knowledge and understanding of overall implementation 

processes in the healthcare sector. In the study we also investigated if, according to the 

framework by Nilsen et al. [26], there are any “unknown” factors in the implementation process 

that do not fit within the given theoretical framework but would be of interest to elucidate. 

 

Aim 

The aim of this study was to gain knowledge and understanding of how  the different factors in 

a framework developed by Nilsen et al. match involved staff’s experiences of the 

implementation process when video conferencing was introduced in the discharge planning 
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session. A further aim was to determine whether, in relation to the applied framework, there 

were any unknown additional factors that influenced the implementation process.  

 

Research design and methods  

The implementation of the video conferencing system was run jointly by the County Council 

and the Municipalities in the region, and was part of a larger IT-project in the region with focus 

on developing and testing new solutions to improve healthcare. The leaders of the project were 

individuals with skills in nursing, IT and project management. Before implementation started, 

the audio and visual quality of the system was tested. A checklist of how to run a video 

conference was developed, including a dialogue structure and deciding which participants ought 

to lead the discussion. When the project leaders felt that the above conditions were fulfilled and 

the system was ready for use, discharge planning sessions – using the video conferencing 

system – were run on a pilot ward. When the pilot ward was up and running, all the other wards 

had the opportunity to follow suit by contacting the project leaders or by the project leaders 

contacting the persons responsible on the wards. In total there were 2 project leaders, 16 

discharge planning coordinators working in hospital and 5 discharge planning coordinators 

working with home-care, involved in the implementation process. The project leaders were 

responsible for the overall implementation of the technical solution, and for supporting the work 

places during the implementation process. The discharge planning coordinators in hospital and 

in home-care were responsible for the implementation at their own work place, and for the 

ongoing contact and communication between them and the project leaders. 

Data collection 

The approach of this study was qualitative and data was collected by means of interviews with 

11 participants about their experiences of the implementation process. In total there were 23 

implementers, and to achieve a manageable amount of data that also was sufficient enough, we 

decided to interview half of them. The number should also include at least two from each group 

of the project leaders, discharge coordinators working in hospital and discharge coordinators 
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working in home-care. The 11 participants were randomly sampled, and all of them chose to 

participate voluntary and gave their informed consent for the study. Two of the participants in 

the study were project leaders (Respondent 1 and 2), six were discharge coordinators working 

in hospital (Respondent 3-8), and three were discharge planning coordinators working with 

home-care (Respondent 9-11). Each interview lasted 25-70 minutes and took the form of a 

dialogue, using an interview guide combined with open questions, about their experience of the 

process of implementation when a video conferencing system was used in the planning session. 

The interview guide was used to ensure the questions highlighted the content of the framework 

developed by Nilsen et al [26], and thus focused on the six components described above and 

their underlying descriptions (Figure 1). The main question in the guideline was: Could you tell 

me about your experience of the implementation process of using video conferences in 

discharge planning sessions? The supporting questions were as an example: Can you tell me 

more about this? The supporting questions were used to help the informants gain a grasp of 

their narrations. 

Data analysis 

The interviews were recorded and transcribed verbatim. The text was then analysed using 

qualitative, directed content analysis with a deductive approach [31], with the purpose of 

evaluating and theory testing [32] the already existing framework developed by Nilsen et al. 

[26]. The analysis process proceeded by identifying key concepts and variables (Table 1) as 

initial coding categories [33], to enable understanding of the signification according to the 

applied framework. Every part of the text in the transcribed interviews was validated to be a 

part of the framework or to present findings that were new and unknown, as the deductive 

approach is based on an earlier theory or model and moves from the general to the specific [32]. 

The findings from directed content analysis offer supporting and non-supporting evidence of a 

theory [31], which means that data that could not be coded was identified and considered to be 

either a new key concept, a new variable of a key concept, or a new dimension. During the 
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analysis process a new dimension surfaced that we could not tie in with the other six key 

concepts and variables in the framework by Nilsen et al. [26].  

 

Table I. Key concepts and variables according to the framework developed by Nilsen et 

al.  

 

Ethical considerations 

To guarantee confidentiality, no names, either real or fictitious, are revealed in this article. The 

participants gave their informed consent before the study was conducted. Permission for the 

study was granted by the Ethics Committee in South East Sweden (Etikprövningskommittén i 

Sydost) and no further application was necessary. 
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Main outcomes and results 

On the whole, the findings from the analysis supported the framework by Nilsen et al. [26] and 

the new dimension time brought another dimension to the framework, which ought to be 

compared and analysed further for in-depth evaluation. This new dimension time was seen as 

an overall aspect that influenced all of the six key concepts in the framework, rather than 

representing an additional key concept or variable. To demonstrate the dimension time as an 

aspect that affects the outcome of the implementation process, this aspect has been added to the 

framework developed by Nilsen et al. [26],  as is illustrated in Figure 2.  

 

Figure 2. Model for framing the implementation of video conferencing as a tool to improve 
discharge planning in healthcare. Elaborated from the framework by Nilsen et al. 

 

The results from the analysis are presented in the text with quotations to consolidate the 

findings. 

Implementation object 

The attributes of the object discharge planning using videoconferencing, which is a new 

working routine using an IT system, affect interpersonal meetings in many directions. When 

the meeting takes place in a virtual way instead of in the hospital, the way of communication is 

an issue of concern that affects the adoption of videoconferencing, according to the respondents. 
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They state that the communication seems to be more structured and take less time for the 

discharge planning session, when using videoconferencing.  

“There is a great difference in the gain of time… and the meeting, the actual meeting does not 

take as long as usual, and becomes more structured… that’s the way it is!” (Respondent 7) 

With its relevance for use in everyday work, as a way to save time, videoconferencing has an 

attribute that is of significance for its adoption by the professionals.  

”According to social workers, when a discharge planning session takes place at a distance, the 

session could be held earlier because their schedules often are full.” (Respondent 1, implying 

that discharge planning at a distance saves so much time for those involved that it is easier to 

find and agree on a time for a distance session in people´s busy schedules than it is for finding 

time for a traditional “live” discharge planning session at the hospital.) 

Another valuable attribute that affects the adoption of videoconferencing seems to be the ability 

to make it understandable and possible to manage. The respondents verified that the use of a 

video conferencing system seems to be a better approach for discharge planning, following 

suitable testing, and that it will probably be used even more in future.   

”We should manage as many as possible this way…because we can avoid delays when home-

care staff don’t manage to come [to “live” discharge planning sessions at hospital] and thus 

avoid making patients bed-blockers.” (Respondent 4)  

Implementation activities 

Implementation activities involving information and preparation with the aim of professionals 

acquiring a greater understanding of video conferencing were of value in the process. The 

project leaders organized information meetings at different times, for the professionals to ask 

questions about the videoconferencing system and the use of it. Developing strategies to 

enhance relationships, communication and the sharing of information, as well as promoting 

cooperation between professionals, were also stated to be of importance. The respondents 
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experienced the need for common information, and also the need for ongoing support from the 

responsible persons at those work places which were already up and running with the use of 

videoconferencing.  

”It’s not just about introducing [video conferencing]…there’s so much more… educating 

[those involved], creating a good feeling and promoting the whole project.” (Respondent 2) 

Providing the professionals with technical, organizational and emotional support was a further 

factor in the implementation process, stated to be needed, by the respondents. The project 

leaders highlighted the importance of influencing those who acted as role models, thus affecting 

the norms and values that prevailed at the workplace. 

 “The discharge planning coordinator, at the time, on the ward was the one who really wanted 

us to adopt it… a project leader was here to show her the system… perhaps we, the others, were 

a bit frightened in the beginning…” (Respondent 5) 

Implementation actors  

The term implementation actors refers to decision-makers and leaders on different levels who 

affect the implementation and adoption of video conferencing in the discharge planning session. 

All of the respondents in our study had the role of implementation actors, as they were 

designated to implement the new working tool at their work place. Even the identification of 

those who actually present their positive opinion about video conferencing, so-called role 

models, seems to have been of value according to the respondents. The respondents stated that 

the attitudes of the involved professionals were crucial if the videoconferencing system should 

succeed in being implemented successfully at a work place.  

”It was crucial what kind of person you met… the attitudes of the contacts are so important.” 

(Respondent 1) 

The so-called gatekeepers seem to be important in the identification process, as they could keep 

abreast of new developments and mediate selected information about the system to their 
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colleagues. Gatekeepers are of great importance for promoting innovations to patients, the 

healthcare system and society. 

 “It was one of the project leaders that showed me the system… and we were on track 

immediately. I think we were early [adopters]… it was so obvious for me to start it out!” 

(Respondent 4) 

Users  

Users in this study are the nurses, physiotherapists and occupational therapists in both home-

care and hospital as well as care managers from the municipalities in the region, who become 

users of the new video conferencing system in their daily work, not only as users in the sense 

of attitudes and knowledge about the video conferencing system but also as adopters of a new 

innovation, which is reflected in their change in behaviour. There are five types of users 

described in the framework by Nilsen et al. and they are all identified by the implementers in 

our study. First there are innovators, who are active and risk takers as well as enterprising. They 

are characterized by their willingness to try out new ideas, and their positive approach to trying 

the use of video conferencing.  

“Our manager was very positive about the system, and all of us were involved… we often try 

out new ideas here at our work place…” (Respondent 10) 

Early adopters are characterized as being respected opinion formers that show early interest in 

the videoconferencing system, and easily adopt the new working tool, while the early majority 

makes carefully considered decisions and interacts with others, before they adopt the 

videoconferencing system.  

”When they saw the benefit [of using the video conferencing system] they became 

representatives [for it], or whatever you might call it…they became my contacts. And that’s 

when it became possible to push it through.” (Respondent 2) 
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The late majority are sceptical towards innovations and adopt the videoconferencing system as 

it becomes the social norm, a common and obvious tool in the planning session. Finally, there 

are laggards, who are more socially isolated and are suspicious about innovations and only 

adopt when there is no other option than using the videoconferencing system in their daily work. 

Inner context  

Inner context involves relationships and attributes within and between the work places that were 

affected by the use of videoconferencing. This inner context was divided into soft and hard 

aspects, where soft aspects include which organizational culture prevails in the work place and 

also what kind of attitudes the professionals have towards adopting new working routines. Also 

their attitude towards knowledge influences the implementation process. 

”It was much easier to implement the system…The managers’ attitudes definitely influenced 

the professionals’ attitudes! The way you act in response to changes and new ideas…I have 

that feeling for sure.” (Respondent 2) 

“We had an open attitude and discussed what we really thought about the video conferencing” 

(Respondent 8)  

Hard aspects include quantifiable things, such as organizational structure in the clinics and sizes 

of the work places. Implementers working in small work places describe possibilities to act in 

different ways than those working in larger ones, concerning information meetings, education 

and start-up phase. 

“There are so many colleagues in our work place… the start-up has been tough and we aren’t 

really managing it well yet.” (Respondent 9) 

The inner context can also be seen from different levels in an organization, such as the 

sociologically defined levels of practice referred to as micro, meso and macro, where the macro 

level is the political level, the meso level is the management level and the micro level in this 

case is the everyday work practice level of the implementers.  These levels affect and are 
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affected by the implementation process in various and sometimes contradictory ways, 

depending on the culture and the attitudes within and between these levels in the organization. 

Communication not only within but also between the different levels is important for the 

implementation process, according to one of the project leaders: 

”Every manager within the different levels is very important…because if it [the implementation 

process] causes trouble somewhere in between these levels, then how will the operational 

manager know what to do?” (Respondent 2) 

Outer context  

The term outer context is used here in the sense of the particular rules that control 

responsibilities and which are valid for healthcare and welfare in the regulations governing 

transmission of information in discharge planning situations. The implementers describe the 

need of consensus between the involved stakeholders concerning the implementation and use 

of videoconferencing in the comprehensive discharge planning session and clear mandate 

pursuant to the responsibility to accomplish the mission. 

”If this was a collaboration project where all the local authorities and the county council were 

participants, the conditions would have been different…with a different mandate to actually 

carry it through…so to speak” (Respondent 1) 

Nowadays, the whole of society uses IT systems. Using video conferencing for discharge 

planning sessions ought to be accepted and expected as a natural part of on-going organizational 

change and innovation. However, the fast technological development nowadays in relation to 

the standards that prevail in health and welfare, can cause video conferencing in discharge 

planning to be seen as either useful or threatening. The implementers describe the need for 

shared innovation processes between stakeholders to achieve a new working routine, which is 

accepted and possible to implement and use by the involved professionals. This ought to be 

built on common interest and mutual conditions where the liability ratio is investigated and 

determined.  
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“One of the Municipalities demanded that we use the video conference system in all the 

discharge planning sessions, because they wanted it this way!... But we must develop this 

together…” (Respondent 3) 

A new dimension – Time 

During the analysis, another dimension surfaced that we could not tie in with the other six 

components in the framework by Nilsen et al. This was the concept of time. The dimension time 

was further divided into four variables and time to prepare implementation properly, and the 

understanding that implementation takes time to prepare and carry through, was central for the 

implementers. The lack of understanding and acknowledgement from management concerning 

the necessary time required for the implementation process mostly emerged as a feeling from 

the implementers themselves. None of the implementers talked about this as comments from 

other colleagues or managers, but rather as an own feeling they had experienced. 

”It’s like this the whole time… my work took so long …You think that…God, have you worked 

on this for a year and a half without getting any further?...Hell no, when you have to set aside 

a whole week just to persuade people to allow you to pay a visit…to attend a meeting…no 

wonder it takes time.” (Respondent 1) 

When everything was done in a hurry, there was no time to understand either the process itself 

or the technology and the new routines. The implementers spoke about the various functions of 

their role as implementers and that every part of the process took time. Their role was  dual in 

the implementation process, involving both  directly enabling the technology to be tested and 

put to use in the work places,  and  supporting the users and making them feel secure with the 

new technology and routines in a more psychological way.  

”There has to be a person who works with the process… full time… because it’s not only the 

introduction…there is so much that follows [after that] …training, cultivating and sustaining 

good moods and so on…it takes so much time.” (Respondent 2) 
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The implementers also talked about lack of time for testing the new video conferencing system. 

They had a feeling that individual circumstances were hard to take into account and cater to, 

even if the work places in fact were starting from very different levels and contexts, and in some 

cases would have needed more time to actually understand the system and the supposed benefits 

of it. The possibility to plan and direct the process together was described as valuable, even if 

it took time. 

“First, we were quite negative about the video conferencing system… but after we had tested it 

in our own way together with the project leader, we changed our minds… It took a while…” 

(Respondent 11) 

Neither was there time for reflection concerning what the use of new technology in the 

discharge planning sessions might implicate in the way of need for support and additional 

knowledge about using the equipment, nor was there enough time for evaluation and 

reformulation of existing work routines and communication processes or to manage a 

completely new way of working.  

 “In the beginning I was so nervous that the equipment wouldn’t work … but now one has 

become more… confident… I felt more confident after a while, because it took time to get used 

to it” (Respondent 6) 

 

Discussion 

This study showed that the framework developed by Nilsen et al. [26] covering factors that 

influence the implementation process may be of assistance in analyzing and gaining a better 

understanding of the rather lengthy process of implementing video conferencing as a tool to 

facilitate discharge planning in Swedish healthcare. The framework highlights important factors 

that influence the implementation process, from the start to the outcome of the implementation, 

which could contribute to a richer understanding about what is needed in order for a new tool 

to actually be adopted in everyday work practice and to function in an everyday work context. 
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The results of the study indicate that it is of importance that these factors are taken into account 

when Swedish healthcare introduces a new way of performing well-known tasks in everyday 

work. The framework by Nilsen et al. [26] is just one model  which could be used when 

examining and gaining a better understanding of the implementation process. There are other 

theories and models that could have been interesting to use in this kind of study, as well. One 

example is the normalization process model, which is a model developed by May et al. [34], 

that focuses on the ways that the implementation of complex interventions is shaped by 

problems of workability and integration.  

This study indicated that there were different kinds of users when video conferencing was 

implemented, and that they could be categorized depending on the users’ ability to adopt 

innovations. When users saw the advantages of the new tool, such as saving time when the 

meetings were more effective than those held in a traditional way, and that the communication 

seemed to be more structured, it was easier for them to adopt the use of the video conferencing 

system. At the same time, entire local authorities totally rejected the new video conferencing 

tool, and refused to even consider to adopt the working tool, or to participate at all. Nilsen et al. 

[26] point out that there are different kinds of users in the implementation process, including  

for example early majority and laggards. According to Rogers [27], the early majority has close 

contact with earlier adopter categories while laggards are isolated from other adopter categories 

and emphasize tradition in the way things are made and done. Pinch [35] and Nilsson et al. [36] 

indicate that tradition in a social context is important to understand and respect when technology 

is implemented within that context.  If a whole local authority is included in an adopter category, 

discharge planning could be a task in everyday work that is associated with traditions and habits, 

as well as culture [20], regarding how the task ought to be performed. Even if video 

conferencing, in respect to the technology itself, is a very good tool and easy to use, the tradition 

of how the professionals are used to managing the discharge planning sessions affects the 

implementation process and the adoption of the innovation. Hence, in order to make video 

conferencing a tool that is used by everyone, implementation processes need to take the social 
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context of tradition and culture into account, as is recommended and exemplified in the 

implementation framework developed by Nilsen et al.[26]. 

Inner context also influenced the outcome of the implementation of video conferencing. In this 

study, the soft side of inner context [28] is explicit with regard to how attitudes to each other 

and to other work places affect the implementation process. Greenhalgh [28] and Bang [37] 

describe the organization as a platform for how knowledge is maintained, shared and 

incorporated into tasks in everyday work. The way an organization deals with knowledge will 

thus influence the implementation process [15]. In this study, this plays out in the way that the 

attitudes of managers and co-workers to video conferencing are an important source of guidance 

regarding the outcome of the implementation process. The way managers discuss the use and 

implementation of the video conferencing system with their staff might affect the adoption 

process at their work place. Also the way managers are having a dialogue with other managers 

about the use and implementation of the video conferencing system can affect the overall 

implementation process. Even the fact that some kind of rivalry arises between the work places, 

when there is a massive ongoing process, implementing video conferencing in the discharge 

planning session, could have a negative effect on implementation and need to be taken into 

account. When there is rivalry, the sharing and use of relevant knowledge could be ignored, 

delayed or perhaps even evaded altogether.  

The aim of this study was also to explore if there are any unknown aspects, i.e. factors not 

included in the framework by Nilsen et al. [26] but which we have succeeded in identifying in 

our interview material, that have influenced (or have been perceived to influence) the 

implementation process. The dimension time was discovered to be an important aspect that 

affected the outcome of the implementation process, according to our respondents. When a new 

tool, such as video conferencing in discharge planning, is to be implemented, individuals need 

time to prepare themselves in order to understand the advantages of the tool. They also need 

time to test the tool in everyday work and reflect on how it might interplay with existing routines 

and tasks. In the light of a stressed implementation process and given the vision that information 
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technology (IT) will immediately render healthcare more effective [38], realistic timetables that 

include time for reflection and rethinking of work practice are considered a success factor  in 

the implementation process, although this is not always taken into account [39]. To demonstrate 

the importance of the dimension time that will inevitably affect the outcome of the 

implementation process, this aspect has been added to the framework developed by Nilsen et 

al. [26] (Figure 2). Time influences all the other factors in certain ways and ought to be seen as 

an aspect that needs to be consistently present in discussions on the outcomes of the 

implementation process. The model describes the major factors that influence the 

implementation process. It takes in to account that each factor affects the others in different 

ways, but the different factors are not graded or prioritized vis-à-vis each other. This 

interrelationship between the implementation factors is represented by the arrows linking the 

factors, while the broad arrow indicating the dimension time is to be seen as an overall aspect 

that permeates all of the other factors. This study indicates that individuals need time to prepare 

and understand the implementation object and the implementation activities. Implementation 

actors also need time to go through the implementation of new tools on every level of the 

organization in order to maintain the organization as a knowledge platform. Users need time to 

reflect on and incorporate the new tool into the inner context along with the regulations of the 

outer context, such as differences in social norms and the lack of balance between the pace of 

IT implementation in Swedish healthcare and the laws that regulate implementation. Forsner et 

al. [17] state that organizations that encourage the staff to reflect on their everyday work are 

more successful when it comes to implementation of new innovations. Reflection as a concept 

is known to be one of the most valuable elements when it comes to both individual [40] and 

organizational learning processes [41]. Schön [42] argues that ‘reflective practice’ can be an 

important tool in professional learning, where individuals learn from their own professional 

experiences, which can be seen as the most important source of personal professional 

development and improvement. 
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Concerning the aspect of time, it also seems to be important for other levels in the organization 

to be prepared and informed about the process (which takes time), when a new working routine 

is to be implemented. In a report from a Canadian study, Balka [43] describes the importance 

of linking micro, meso and macro aspects together, by discussing micro-level problems in 

relation to macro contexts, such as provincial policy developments. If there is knowledge and 

understanding on the political (macro) level of the organization about which factors may 

influence the implementation of for instance a video conferencing system in the organization, 

and if this level also understands and acts upon the importance of communicating with the 

management (meso) level, as well as with the implementers (the micro level), the 

implementation process could have a better chance to succeed. This understanding and 

communication should be cultivated in both directions between levels. To achieve this, the 

everyday leadership on each and every level ought to be of considerable importance. Holmberg 

& Tyrstrup describe the characteristics of everyday leadership on each level to be based on 

different parts of the managerial work, as well as the perceived lack of understanding of how 

managerial work relates to the organizations’ overall working processes. Thus, everyday 

leadership mostly consists of sets of activities; interpretations, constant adjustments and 

formulations of temporary solutions, instead of dealing with the overall processes [44]. This 

means that the more integrated job of managing, which is to understand and lead organizations 

in challenging processes of change,[45, 46] seems to be of subordinate significance. But without 

leaders with the knowledge, ambitions and willingness to see this “bigger picture” of the 

process, implementations of innovations, whether technical or not, will probably have 

difficulties to succeed in Swedish healthcare. 

Methodological considerations  

Content analysis is a widely used qualitative research technique. It has three approaches that 

should be seen as separate distinct approaches, rather than being a single method [31]. In this 

study, directed content analysis was used with a deductive approach. The use of this method 

was chosen to validate, and, if possible, conceptually extend an existing theoretical framework 

[31]. Directed content analysis is a more structured process than the one used in the 



 

21 

 

conventional approach [47]. The method guides the findings towards already existing codes 

and categories [31]. In qualitative research trustworthiness, described by Lincoln & Guba [48], 

is highlighted as an important factor. By using directed content analysis, trustworthiness can be 

achieved, as the interviews are compared with a theoretical framework, which in turn has gone 

through several reviews and publication processes. This together with the systematic way of 

working with the analysis, strengthens the trustworthiness [48]. Besides this, we as authors and 

colleagues analyse and discuss the different parts of the study, which both Mishler [49] and 

Burnard [50] state is important in order to achieve trustworthiness. Participation in the study 

was voluntary and all of the participants recruited for the study were involved in the 

implementation process where a video conference system was intended to be used in the 

planning sessions. The use of quotes and the consistency between the answers from various 

respondents in our study can be seen as a way of demonstrating the reliability of the study 

results [48].  

 

Conclusion and implications for practice 

This study has important implications for the implementation process, when video conferencing 

is implemented in discharge planning. Implementation frameworks, such as the one developed 

by Nilsen et al., need to be regarded as useful guidelines when IT is introduced in healthcare 

contexts. Not only do they expose important factors which may affect the outcome of 

implementation, they also highlight that there are relationships and states of dependence 

between those factors which need to be considered. In this study, the influence of time (as in 

“lack of time”) in the implementation process kept surfacing in ways which were closely linked 

with all the factors in the applied framework. Finally, the issue of time became so ubiquitous in 

the empirical material that we decided to visualize it as a backbone in an adapted version of the 

framework model (Figure 2). In order to achieve efficient workflows and well-functioning work 

practices with IT and effective implementation strategies, the time aspect always needs to be 

considered. It takes time to save time, especially in healthcare contexts where new tools in 
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everyday work need to be meticulously tested, corrected and approved, not least for ethical 

reasons.  

 

Future research 

The study we have presented was carried out as a way to document and analyse experiences 

from implementers and thus gain a better understanding of an extended implementation process 

of a video conferencing system in discharge planning in a Swedish healthcare context, an 

implementation process that after five years is still on-going.  In future research it could be of 

interest to study a similar implementation process in relation to the framework by Nilsen et al. 

[26] and  compare this framework to other existing models, such as the normalization process 

model by May et al. [34], to evaluate and elaborate the understanding of implementation 

processes in healthcare. 

In our study, we found that time - an “unknown factor” in the applied framework by Nilsen et 

al. [26] – was an issue that kept surfacing in its very absence (“lack of time” in the interviews, 

and invisibility of time as an important factor in the implementation evaluation framework). It 

could be of interest to explore further what the implementers’ perception of time, or lack of 

time, really stands for. According to the implementers, the time aspect played a crucial role 

when video conferencing was being implemented. However, lack of time could be seen as an 

excuse for not accepting the change and the adoption of a new working tool. It could be a handy 

excuse, because it is hard to measure and evaluate, and is based on the implementer’s personal 

opinion. Further research could also focus on leadership and how time is managed on different 

levels in the organization, during the implementation process of IT in healthcare, because the 

leaders and their perception of how to manage time, influence the meaning of time as it 

materializes in work practice for the actors in the implementation process and between the 

managers and leaders on different levels of the organisation as well.  
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Deeper reflection on the meaning and goals of discharge planning and ways in which video 

conferencing may improve this activity ought to be incorporated into future research, as well. 

Patients’ and next of kin’s reflections on video conferencing as a tool in discharge planning 

also need to be included in future research. At present, there is reason to presume that healthcare 

staff takes for granted that patients would prefer a traditional meeting and not to participate in 

discharge planning sessions using video conference. This assumption needs to be challenged 

and examined further to create broader understandings among all participants in a discharge 

planning session and to be able to make use of  technology in ways that are supportive and 

enabling for all who are involved in this context. 
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