
IN THE FIELD OF TECHNOLOGYDEGREE PROJECT 
INFORMATION AND COMMUNICATION TECHNOLOGY
AND THE MAIN FIELD OF STUDY
INDUSTRIAL MANAGEMENT,
SECOND CYCLE, 30 CREDITS

,  STOCKHOLM SWEDEN 2017

The Organizational Challenges of 
Implementing eHealth Services

A Case Study on The Patient Self-Test 
Application in Centre for Rheumatology

DANIAL JAVANI

KTH ROYAL INSTITUTE OF TECHNOLOGY
SCHOOL OF INDUSTRIAL ENGINEERING AND MANAGEMENT



 
 

 

 

 

 

 

 

 

 

 

 

 

 

The Organisational Challenges of Implementing eHealth 

Services: A Case Study on The Patient Self-Test Application in Centre 

for Rheumatology 

 

 

 

Danial Javani 

 

 

 

 

 

 

Master of Science Thesis INDEK 2017:14 

KTH Industrial Engineering and Management 

Industrial Management 

SE-100 44 STOCKHOLM



 
 

 

 

 

 

 

 

 

 

 

 

 

 

Organisatoriska Utmaningar med att Implementera 

eHälsotjänster: En Fallstudie på Patientens Egen Provhantering i 

Centrum för Reumatologi 

 

 

 

Danial Javani 

 

 

 

 

 

 

Examensarbete INDEK 2017:14 

KTH Industriell Teknik och Management 

Industriell ekonomi och Organisation 

SE-100 44 STOCKHOLM



 
 

 

 

 Master of Science Thesis INDEK 2017:14 

 

The Organisational Challenges of Implementing eHealth 

Services: A Case Study on The Patient Self-Test Application 

in Centre for Rheumatology 

   

  Danial Javani 

 

Approved 

2017-06-XX 

Examiner 

Anna Jerbrant 

Supervisor 

Marin Jovanovic 

 Commissioner 

Karolinska Institutet 

Contact person 

Carolina Wannheden 

 

ABSTRACT 

It is widely believed that eHealth will play a vital role in the development and shaping of healthcare 

systems in the twenty first century. However, despite all documented reports and benefits of 

eHealth technologies, many attempts to extend successful pilot projects have not sufficiently met 

promised results and to a large extent failed. The purpose of this study is to investigate the Centre 

for Rheumatology’s current implementation process of eHealth services in order to identify success 

factors and improvement areas. To reach the purpose, the research was delimitated to solely focus 

on the eHealth service Patient Self-Test and the implementation of it at the care unit.  

The research was conducted as a case study with a qualitative approach based on the notion of 

induction. The research process consisted of three major areas: pre-study, literature review and 

qualitative interviews. The pre-study was based on interviews with different actors within the health 

care industry in Sweden to provide an academic, political and business perspective of the research 

area. The literature review focused on the areas eHealth and change management and empirical 

data was gathered through qualitative interviews. Moreover, to have a tool for analysis, a research 

framework named 4 Seasons Model was developed.  

The results of the thesis indicate on a gap between how the literature advocates the implementation 

of transitional changes, and how it is currently done at Centre for Rheumatology’s. Based on an 

analysis from a 4 Seasons Model perspective, three success factors and seven improvement areas 

have been identified in Centre for Rhematology’s current implementation process of the Patient 

Self-Test.  
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SAMMANFATTNING 

Idag förutspås det att eHälsa kommer spela en viktig roll i utvecklingen och utformningen av 

framtida hälsovårdssystem. Trots en mängd dokumenterade fördelar med eHälsotjänster från olika 

rapporter, har det visat sig att flertalet projekt fallerat vid övergången från pilotprojekt till 

verklighet. Syftet med denna studie är att studera Centrum för Reumatologins nuvarande 

implementeringsprocess av eHälsotjänster för att identifiera framgångsfaktorer och 

förbättringsområden. För att uppnå syftet har studien avgränsats till att enbart fokusera på den 

specifika eHälsotjänsten Patientens Egen Provhantering.   

Forskningen genomfördes genom en fallstudie med ett kvalitativt tillvägagångssätt. 

Forskningsprocessen bestod av totalt tre huvudområden: förstudie, litteraturöversikt och 

kvalitativa intervjuer. Förundersökningen grundades på intervjuer med olika aktörer inom 

hälsovårdsbranschen i Sverige för att ge ett akademiskt, politiskt och affärsperspektiv av 

forskningsområdet. Litteraturöversikten fokuserade på områdena eHälsa och förändringshantering 

och empiriska data samlades genom kvalitativa intervjuer. För att sedan ha ett verktyg för analys, 

utvecklades ett forskningsramverk kallat för 4 Seasons Model. 

Resultaten av studien indikerar att det finns ett gap mellan hur litteraturen förespråkar en 

förändringsimplementation och hur det görs för närvarande i Centrum för Reumatologi. Utifrån 

en mappning mellan forskningsramverket 4 Seasons Model och insamlade data, har totalt tre 

framgångsfaktorer och sju förbättringsområden i Centrum för Reumatologins nuvarande 

implementeringsprocess av Patientens Egen Provhantering identifierats.  

 

NYCKELORD: Sjukvård, Informations- och Kommunikationsteknik, eHälsa, Förändringshantering 
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1 INTRODUCTION 

The following section will provide a background to the research area and a description of the case study. Afterwards 

the problematization, purpose of the study, research questions and delimitations are presented. The section will also 

state the contribution and the outline of the thesis.  

1.1 Background 

Without any doubt, the Internet has been the most influential phenomenon in our society of the 

last 20 years. The importance of the Internet can be easily compared with the introduction of 

electric power at the end of the nineteenth century, or the discovery of the combustion engine in 

the eighteenth century. For its own nature, the Internet greatly favours the emergence of new 

innovations based on the vision of improving society. Health at the times of Internet, or eHealth, 

is a perfect example of an area where innovators find great interest and improvement potentials. 

Currently, eHealth is one of the most popular topics in both academia and among practitioners, 

perceived as a technological tool with an enormous potential in terms of improving quality, 

efficiency and cost of healthcare systems (Bertolucci, 2014). A recent EU report indicated that 

eHealth  has the power to represent the third pillar in the health market, along with drugs and 

medical devices (Comyn, 2009).   

 

It is widely believed that eHealth will play a vital role in the development and shaping of healthcare 

systems in the twenty first century (Gaddi and Capello, 2014). The combination of the rising burden 

of chronical diseases in our society and the potential of eHealth for reducing costs and improving 

quality and safety of health services, makes the technology a great opportunity for more efficient 

healthcare (Gaddi and Capello, 2014).  Through eHealth, patients’ can be transitioned from a 

passive recipient of care services to an active role in managing their own health (Demiris et al., 

2008). Researchers are enabled to exploit an incredible amount of information from medical 

practices, in order to transform new knowledge into early diagnosis and better treatments. 

Furthermore, care providers are able to count on advanced tools that will help them deliver the 

best possible care to their patients (Cunningham et al., 2014). 

 
Despite all the documented reports and benefits of eHealth technologies, many attempts to extend 

successful pilot projects have not sufficiently met the promised results and to a large extent failed 

(Gaddi and Capello, 2014). Therefore, a clear consideration must be given, to understand and 

discuss the underlying barriers that may affect successful implementations of eHealth technologies 

(Cunningham et al., 2014).  

1.2 Case Study: Patient Self-Test in Centre for Rheumatology 

The case study included Centre for Rheumatology (CfR), a newly opened outpatient unit for 

patients with rheumatic disease in Stockholm (CfR, 2017). The department was founded in 2016 

by the Stockholm Health Care Services in Stockholm County Council as an initiative to focus on 

integrating healthcare with research, development, education and innovation (SLSO, 2016). The 

unit has a specific mandate to develop and test new eHealth solutions in cooperation with patients 

that have inflammatory joint diseases such as rheumatoid arthritis, psoriatic arthritis and back 

rheumatic diseases. 
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At the moment, one of the most established eHealth services in CfR is the Patient Self-Test 

application (PST). PST is an eHealth service aimed to create a better interaction between the patient 

and the healthcare system. Upon the doctor’s approval, patients are able to do their own referrals 

for lab tests through the application. The test results will be reported simultaneously to both the 

patient and transmitted to the patient’s medical record for evaluation by the care provider. Through 

PST, the patient will be given a greater responsibility for their own health, contributing with 

increased knowledge and understanding, as well as reduced administration for care providers 

(Wellner and Williamson, 2017) 

1.3 Problematization 

Since CfR is a unit with a mandate to test and develop new eHealth solutions regularly, they are 

obliged to implement new services as efficient as possible. Currently, the unit is still not fully 

formed and is yet under development, resulting in a lack of clarity regarding their implementation 

process. The problem is based on lack of references regarding success factors and challenges from 

implementing eHealth services.  

1.4 Purpose 

The purpose of this study is to investigate the Centre for Rheumatology’s current implementation 

process of eHealth services in order to identify success factors and improvement areas.  

1.5 Research questions 

RQ1: How was the Patient Self-Test implemented and established? 

RQ2: What organisational challenges occurred due to implementation of the Patient Self-Test? 

1.6 Delimitations 

In Stockholm, there are about 40 000 people with some form of arthritic disease and approximately 

100 000 healthcare contacts are made each year within rheumatology (Vårdgivarguiden, 2016b). 

This makes rheumatology care a wide area, with many different clinics and hospitals providing 

healthcare to patients. In this report, the investigation focuses on Centre for Rheumatology in 

Stockholm and in particular the Sabbatsberg clinic, which in terms of delimitations automatically 

delimitates the study both on a geographical and industrial level (see Figure 1).   

 

 

Figure 1 - Organisational delimitations 
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Furthermore, to reach the purpose, the research is delimitated to solely focus on the eHealth service 

PST. The study will investigate implementation of PST at CfR from an organisational perspective 

focusing on the care providers’ experiences. Furthermore, the research is theoretically delimitated 

to the concept of eHealth and change management. In relation to different perspectives of 

industrial management, the scope of the research is held within the organisational and individual 

level.  

1.7 Contributions 

The contributions of this study are to provide CfR with knowledge based on what they have done 

well, and what challenges they have faced during the implementation of PST. This insight is attained 

through a mapping of the current state of the unit with a developed research framework based on 

a selected theory within change management. The developed framework is customized for 

organisations that are under constant change and can therefore be seen as a contribution to existing 

theory within the research field.   

1.8 Outline 

Introduction 

Background Case Problematization 
Purpose 
& RQs 

Delimitations Contributions Outline 

Literature 

eHealth as a concept Change Management 

Research Framework: 4 Seasons Model 

Inspiration Inclusion Implementation Integration 

Method 

Research Topic 
Research 
Approach 

Research design Quality Assessment Ethics 

Case Study 

Rheumatology Care in Sweden Patient Self-Test 

Empirical Data 

PST Current Strategies Difficulties & Improvements 

Analysis & Discussion 

Implications on Sustainability 

Conclusion 

Future Work 

Table 1 - Outline 
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2 LITERATURE REVIEW 

The following section will present and describe relevant literature, concepts and frameworks used in this thesis. The 

section will focus on eHealth as a Concept and Change Management in order to address the stated research questions.   

2.1 eHealth as a Concept 

eHealth also known as “electronic health”, is an initiative to increase and improve utilization of 

ICT in healthcare organisations (Cunningham et al., 2014).  The term has been used since 1999 by 

many academic institutions, professional and funding organisations as a buzzword characterizing 

almost everything related to ICT and healthcare (Sillence, Little and Briggs, 2008). eHealth as a 

phenomenon is still very new, and many academics have argued around a precise definition of the 

term. One that seems to be the most common one is: 

 

“eHealth is an emerging field of medical informatics, referring to the organization and delivery of health services 

and information using the Internet and related technologies. In a broader sense, the term characterizes not only a 

technical development, but also a new way of working, an attitude, and a commitment for networked, global 

thinking, to improve health care locally, regionally, and worldwide by using information and communication 

technology” (Boogerd et al., 2015).  
 

In general, it is stated that the aim of eHealth systems at a high-level is to contribute with better 

and more efficient services and treatment, leading to improved quality of life (Cunningham et al., 

2014). Engaging with eHealth provides a tool to change the focus solely from illnesses and 

traditional diagnosis to a more holistic perspective where patients are viewed in their entirety 

(Groene et al., 2009). With other words, eHealth contributes with the possibility for patients to 

manage their own health by taking more responsibility and control over their health (National 

Board of Health and Welfare, 2009). However, eHealth does not solely benefit the patients, it also 

has the potential to contribute with an improved accessibility and work efficiency among care 

providers (Hardy, B.Christmas and Tyreman, 2016). 

 

The use of eHealth is not restricted to the clinical environment, which means that the patients and 

care providers can have unlimited access to information and have constant contact regardless of 

distance (Sørensen, 2012). eHealth in its simplest form could be health information disseminated 

using the Internet (e.g. a health information website). In Sweden, 1177 Vårdguiden is the main 

eHealth service provider to citizens.   Much of the technology used is already found around us in 

our daily lives, where most eHealth services are either accessed or driven using a laptop, 

smartphone or tablet.  (Cunningham et al., 2014). 

2.2 Change Management 

Change management is a systematic approach referring to a process where an organisation 

transforms from an existing state to a desired future state. The transformation includes different 

sorts of activities needed to perform strategical changes in organisational structures, systems, 

processes and behavioural patterns (Fritzenschaft, 2014). The concern of the concept is to create 

readiness and willingness for change within the organisation. Even though continuous change is of 

great importance for organisational competitiveness, it is often questioned and resisted (Cameron 

and Green, 2012). Change requires people to do something they have not done before and in fact 
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70 percent of change programs do not achieve their objectives due to human, organisational and 

cultural issues (Meaney and Pung, 2008). For the above reasons, change requires proper 

management and organisation. Currently there are several different methods and models which can 

be used to set the path and control the conduct of change in an efficient way (Barnard and Stoll, 

2010). Some of these models and methods will be introduced in the sections below. 

2.2.1 Three-Step Model of Change 

Several models describing a change project as a process and dividing it into different phases can be 

found in the change management literature. One of the most influential and well-known models is 

the three-step model of change established by Kurt Lewin in 1947 (Burnes, 2004). The model 

focuses on the differences between the driving and restraining forces within an organisation. Lewin 

states that, if the two forces are in equilibrium there will be no change. However, if it is possible to 

make the driving forces greater than the restraining forces the change is more likely to succeed 

(Fritzenschaft, 2014). Lewin’s model represents a very simple and practical way for understanding 

planned change processes, and is based on the analogy of melting a block of ice, and then re-

freezing it into a new shape (see Figure 2) 

 

 
Figure 2 - Three-Step Model of Change (Fritzenschaft, 2014) 

 

The first phase in the model is named unfreezing. Lewin states that the stability of human 

behaviour is based on a quasi-stationary equilibrium caused by equal driving and restraining forces 

(Burnes, 2004; Fritzenschaft, 2014). The driving forces are often based on logic and data (i.e. need 

for higher profits), while the restraining forces are more based on emotions (Fritzenschaft, 2014). 

Lewin argues that it is of great importance that the equilibrium is destabilized (unfrozen) in order 

to discard (unlearn) old behaviour and adopt new ones successfully (Burnes, 2004). Therefore, the 

first phase is about creating awareness and making people understand the need for change and why 

a transformation is essential. Creating readiness and willingness at all levels is the main target in the 

unfreezing phase. 

 

The second phase is change. In this phase, the intended changes are carried out, and the 

organisation moves towards the desired future state. New strategies, structures, as well as systems 

gets established and new ways of working emerge (Fritzenschaft, 2014). 
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The last phase in the model is refreezing, and it seeks to stabilize the organisation by creating a 

new quasi-stationary equilibrium. After the change being established, the new behaviours, habits 

and ways of thinking must to some degree become congruent with the every-day-business. Lewin 

states that a change initiative will not be successful unless norms and routines are also transformed 

(Burnes, 2004). Therefore, the importance of this last phase is to ensure that people do not 

backslide into old habits and working routines.  

2.2.2 Resistance to Change 

In general, change processes always attract some kind of resistance. Conflicts, disagreements and 

struggles are few examples on concerning factors that arise as a reaction or response to a change 

situation (Kim and Mauborgne, 2003). In addition, paradoxical situations where opposing poles 

are both complementary and substituting often spur conflicts and tensions. Resistance towards 

change encompasses behaviours acted out by change recipients as an attempt to maintain the status 

quo of the organisation (Lines, 2004). This implies that if the resistance is not recognised, discarded 

and dealt with, the change initiative is bound to fail. According to many academics within the field 

of change management, managers leading a change initiative have to deal with so-called ‘human-

elements’, in more particular behavioural, psychological and emotional blocks. In many cases, 

emotions are often ignored and disregarded, whereas Wilfred Krüger argues that emotions are one 

of the most important factors in a successful change project (Fritzenschaft, 2014). 

Emotional Phases of a Transition 

John Hayes, professor of change management at Leeds University Business School is one of many 

academics who has tackled the importance of emotions in a change process. In his publication, The 

Theory and Practice of Change Management, Hayes presents a model where resistance to change is 

divided into seven phases of emotional reactions (Hayes, 2014). The model shows that in a 

transition, people go through a variety of emotional and cognitive reactions. No matter if the 

transition is voluntary or imposed, desirable or undesirable, people experiencing the transition will 

go through all the seven phases in the model (see Figure 3). 

 
Figure 3 - Emotional Phases of a Transition (Hayes, 2014) 

 

The initial phase, Shock, refers to the fact that if people are not well-informed about an upcoming 

change initiative, they will experience a shock. The shock is expressed in form of anxiety and panic, 

where the person in focus is feeling overwhelmed, frozen and paralysed (Hayes, 2014). Being in 

this emotional state affects the individuals’ ability to take in new information, think constructively 
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and plan, which results in a state of immobilisation. According to Hayes, the intensity of the initial 

phase is influenced by the degree of preparedness from the change managers and that the 

 

“immobilisation will be greater when the transition is unexpected and unwanted” 

          (Hayes, 2014). 

Furthermore, Hayes has identified several actions change managers can consider in order to 

minimize the shock reaction in their change process (Hayes, 2014): 

1. Making sure to prepare a ground and creating a climate for a change. 

2. Consulting and involving employees in the decision-making. 

3. Letting the senior manager announce the change, to signal the importance of the change. 

4. Show empathy and understanding for how people feel. 

The second phase in the model is called Denial. Hayes means there is a great possibility that a 

change is denied or trivialised at early stages in a change process, where individual’s attention goes 

away from the desired future state (Hayes, 2014). In this denial-phase people use their energy on 

tasks and processes already known and less important. Anything that is perceived as a threat to the 

status quo is managed by behaving in habitual ways. According to Hayes, the resistance to change 

is at its highest during this phase which means the change managers should put effort on diagnosing 

what is being denied. Based on the diagnosis several actions such as, confronting what is being 

denied gently and repeating the message can be taken (Hayes, 2014). 

The third phase is referred to as Depression. A change initiative of any kind creates a new reality 

where individuals are forced to change (Hayes, 2014). This provokes a feeling of depression, where 

individuals feel powerless and express feelings such as anger, sadness, withdrawal and confusion. 

Though this phase is often experienced as very stressful, Hayes means that managers should 

therefore intervene with the employees to help individuals understand and accept the situation. 

This can be done by: providing support, listening  and be accepting and non-critical (Hayes, 2014). 

The fourth phase is Letting go. In this phase, many of the employees have accepted the new 

situation and have started to let go of the past. However, it is of great importance to make sure 

that everyone has accepted the change. Change managers should therefore help people to let go of 

the past by clearly explaining the need for change in terms of benefits, rather than problems with 

past practice (Hayes, 2014). 

The next phase is called Testing. This phase reflects a more creative and experimental time-period 

where trial-and-error behaviours are involved. Employees are more actively participating in the 

change process, and learning new ways of behaving. Learning and modification are the two main 

attributes of this fifth phase. According to Hayes, there are several ways in which the change 

manager can encourage testing, and some of them include: encouraging risk taking, avoiding 

punishment, acting as a mentor and providing feedback (Hayes, 2014). 

The sixth phase of the model is Consolidation.  In this phase, new behaviours are gradually 

adopted as new norms. However, the significant part of this phase is that employees start reflecting 

on new experiences and assessing whether they offer a basis for a constructive way forward (Hayes, 

2014). 
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The seventh and last emotional phase in Hayes model is Internalisation Reflection & Learning. 

At this stage, the transition is complete and the new behaviours have become the new natural order 

of things. Employees have integrated the changes into their daily work routines and have accepted 

the change. 

Addressing Resistance 

As already stated in previous sections, an essential task for managers in change processes is to deal 

with resistance to change. The phenomenon resistance can occur in many different and unpredicted 

ways which makes it very complex (Fritzenschaft, 2014). The complexity of the concept has led to 

many different methods being developed on how to address resistance in change processes 

(Barnard and Stoll, 2010). Some of these methods focus specifically on involving employees in the 

change process by empowering them to make changes themselves. These methods have been 

empirically supported for their efficancy, especially within the public sector (Poister and Streib, 

1999). Other strategies, like the one created by Kotter and Schlesinger proposes a more emergent 

view on tackling employee resistance. They argue that the circumstances and content of the change 

will vary largely between organisations and that these two factors should determine the appropriate 

response (Kotter and Schlesinger, 1979). They outlined a number of different approaches from 

education to coercion, describing how and when to use them to reduce resistance (see Table 2). 

 

Method How to Use When to Use Advantages Drawbacks 

Education 

Communicate the 
desired changes 
and reasons for 

them 

Employees lack 
information 
about the 
change’s 

implications 

Once persuaded 
people often help 

implement the 
change 

Time consuming 
if lots of people 

are involved 

Participation 

Involve potential 
resisters in 

designing and 
implementing the 

change 

Change initiators 
lack sufficient 
information to 

design the change 

People feel more 
committed to 
making the 

change happen 

Time consuming, 
and employees 

may design 
inappropriate 

change 

Facilitation 

Provide skills 
training and 
emotional 
support 

People are 
resisting because 

they fear they 
can’t make the 

needed 
adjustments 

It’s relatively easy 
way to defuse 

major resistance 

Can be time 
consuming and 
expensive; can 

still fail 

Negotiation 
Offer incentives 
for making the 

change 

People will lose 
out in the change 

and have 
considerable 

power to resist 

It’s a relatively 
easy way to 

defuse major 
resistance 

Can be expensive 
and open 

managers to the 
possibility of 

blackmail 

Coercion 

Threaten loss of 
jobs or 

promotion 
opportunities; fire 
or transfer those 

who can’t or 
won’t change 

Speed is essential 
and change 

initiators possess 
considerable 

power 

It works quickly 
and can 

overcome any 
kind of resistance 

Can spark intense 
resentment 

towards change 
initiators. 

Table 2 - Methods for Addressing Resistance (Kotter and Schlesinger, 1979) 
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However, Table 2 solely expresses approaches for how to address resistance but it does not 

encompass clear critical success factors for change management. Critical success factors in this 

context could be described as various variables, conditions as well as characteristics that have a 

direct or indirect impact on the outcome of the change initiative.  

2.2.4 Eight Steps to Successful Change 

John Kotter is one of the most cited authors when it comes to change management. He has studied 

numerous different successful and failed change initiatives and from his investigation outlined 

necessary phases organisations should go through (Kotter, 1995). He has developed an eight-step 

model where he argues that it is of great importance for leaders transforming a company to go 

through all the steps, and in the right order (see Figure 4).   

 
Figure 4 - Eight Steps to Successful Change (Kotter, 1995) 

 

The first step in Kotter’s model is to establish a Sense of Urgency. In this stage, the status quo of 

the organisation must be questioned and people have to be driven out of their comfort zones; 

people will not change if they see no need to do so. According to Kotter, this stage is often 

underestimated and over 50 percent of companies fail at this initial stage (Kotter, 1995). Often 

change leaders have the perception that a sense of urgency is automatically created just because the 

change initiative has been introduced. Another pitfall identified by Kotter is that  in the early stages 

the organisation is at risk of becoming paralysed by the risk of accompanying a change initiative 

(Kotter, 1995). Creating a sense of urgency is an essential starting-point in a transformation, which 

requires people to understand why the upcoming change is inevitable. Kotter is very clear that the 

change must be persuasively communicated and understood for the change leaders to have power 

and credibility to initiate the change program (Kotter, 1995). Other academics such as Ginsberg & 

Venkatraman, are in agreement with Kotters’ perception and argue that 

“the more change is a topic of conversation, the greater the implied urgency” 

(Ginsberg and Venkatraman, 1995) 

The second step in the model is to Form a Powerful Guiding Coalition. Kotter states that it is 

crucial to assemble a group of people with authority and shared commitment. The assembled group 

1
• Establishing a Sense of  Urgency 

2
• Forming a Poweerful Guiding Coalition

3
• Creating a Vision

4
• Communicating the Vision

5
• Empowering Others to Act on the Vision

6
• Planning for and Creating Short-Term Wins

7
• Consolidating Improvements and Producing Still more Change

8
• Institiunalizing New Approaches
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will be the driving force behind the change initiative (Kotter, 1995). The size of the guiding 

coalition depends on the size of the organisation, but it can initially start with few people (three to 

five members) and gradually expand over time if needed. The guiding coalition should include 

individuals with characteristics that match the following criteria (Kotter, 1996; Appelbaum et al., 

2012): 

- Position power: Key individuals that have authority and can make sure the change 

progresses and does not get blocked. 

- Expertise:  Individuals that understand the change initiative and the organisation, in order 

for relevant points and views to get represented. These individuals are important in the 

process of making intelligent decisions. 

- Credibility: Every guiding coalition must be heard and respected by other employees. 

Therefore, it is important to have individuals that are taken seriously by others. 

- Leadership: The group should have proven leaders that can drive the change forward. 

 

According to Kotter, if the change initiative does not have a powerful guiding coalition, it will 

ultimately fail, even though it can appear to be making progress in the beginning (Kotter, 1995). 

Kotter further emphasizes the importance of having a good leader. He states that a good manager 

controls the change process, while a good leader ensures the change has a purpose, direction and 

vision (Kotter, 1996). However, there are some academics who have questioned Kotter’s guiding 

coalition idea. For instance, Peter Sidorko states that a guiding coalition is needed throughout the 

whole change process, and that Kotter’s model does not consider this. Though Kotter’s model is 

a step-by-step sequential model, Sidorko argues that the model can be improved by creating 

multiple coalitions during the change process to deal with different aspects of the initiative 

(Sidorko, 2008). 

 

The third step is about Creating a Strategic Vision. In this stage, the initial task of the assembled 

guiding coalition is to formulate a clear and sensible vision (Kotter, 1996). The vision cannot be 

complicated or vague, its purpose is to clarify the important aspects concerning the desired future 

state of the organisation. Without a clear vision, the change process can be confusing for the 

employees and incompatible with the direction the organisation desires to move towards. 

According to Kotter, if the vision cannot be communicated within the timeframe of five minutes, 

and is perceived as unclear, the initiative is at a high risk of failing (Kotter, 1995). Therefore, the 

guiding coalition must explicitly incorporate the vision in the organisational culture so that any 

given worker can be able to understand it. 

The fourth step in the model is Communicating the Vision. At this stage, the guiding coalition’s 

task is to make sure everyone understands the change initiative and how the working routines will 

change (Kotter, 1995). Kotter argues that managers often waste too much time on communicating 

the vision to the employees through speeches. Instead they should focus on communicating the 

vision at any given opportunity during the daily routine (Kotter, 1995). This will lead to a more 

open and honest dialogue, and make it easier for employees to understand the vision. Furthermore, 

along with Kotter, Collins & Porras argue that the best way of communicating the vision to the 

employees is by translating the vision from words to pictures (Kotter, 1995; Collins and Porras, 

1996). With illustrations, it will be easier for employees to understand what it will be like in the 
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organisation when the change initiative is implemented and the goals are met. Additionally, Kotter 

suggests that the vision should be communicated through every possible communicational channel 

(Kotter, 1995). 

The fifth step of Kotter’s model is Empowering Others to Act on The Vision. The guiding 

coalition in this step should focus on involving as many people into the change initiative as possible. 

According to Kotter, the more people that are involved, the better the outcome of the change 

process (Kotter, 1995). However, involving and encouraging people into the change process does 

not come without challenges.  Kotter means that the organisation will not be able to handle all 

obstacles, due to lack of time, power or momentum, but should instead focus on removing and 

confronting the main ones (Kotter, 1995). If the obstacles towards the change include systems and 

structures undermining the new vision, they should be removed. On the other hand, if the obstacles 

involve individuals, resisting the change, it is of high significance to deal with the person fairly. 

The sixth step is Planning for and Creating Short-Term Wins. This step emphasizes the 

importance to realize that change initiatives take time and short-term goals are essential to sustain 

momentum (Kotter, 1995). According to Kotter, there should be plans for visible performance 

improvements and early evidence that all the sacrifices are worth the effort. Additionally, in 

combination with short-term goals, a reward system is essential. Momentum can be gained by 

recognizing the work being done by the employees towards achieving the short-term goals. The 

short-term goals and the reward system can facilitate to push the change initiative to move forward 

(Kotter, 1995). 

The seventh step in the model is Consolidating Improvements and Producing Still More 

Change. This step emphasizes the significance of not declaring victory too soon.  Kotter argues 

that it is essential that the leaders have a clear understanding that a change process can take up to 

ten years and that it is vital to not let the company’s traditions come back and affect the initiative 

(Kotter, 1995). Further, in this step the leadership skills of the change leader are put to test. Without 

a good leader, the initiative will never succeed (Kotter, 1995). The leaders need to have the ability 

to constantly: communicate, motivate, involve people and coach. 

The eighth and last step of Kotter’s model is Institutionalizing New Approaches. In this step, 

the change should be embedded into the company’s culture, where new behaviours as well as ways 

of working should become social norms and shared values. In order to make this happen, it is 

important that the results from the change initiative are not linked to a specific person, such as the 

leader. The results of the change should be linked to the change itself. According to Kotter, it is 

therefore important to discuss the results, to make sure everybody understands the link between 

the results and the change initiative (Kotter, 1995). This last step of the model has a high influence 

on the chances of the change initiative being sustained within the organisation. 
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3 RESEARCH FRAMEWORK: THE 4 SEASONS MODEL 

Using theory and secondary data presented in the Literature Review chapter, this section presents a developed research 

framework customized for the working environment at CfR. This section will further thoroughly explain the framework and 

how it is connected to the theory.   

We live in a complex yet very turbulent environment constantly cycling through patterns, phases 

and transitional changes. This implies that nothing ever stands still, that the world we live in never 

maintains in its current state, identity or shape for very long.  Based on this everchanging 

environment, Charles Darwin, the naturalist who first formulated the concept of evolution, once 

said  

 “In the struggle for survival, the fittest win out at the expense of their rivals because they succeed in adapting 

themselves best to their environment.”  

(Francis, 2009) 

Transformation is a natural part of life, and an important component of evolution. It is something 

that is unavoidable, inevitable and yet very manageable. As seen in the literature review chapter, 

organisations go through constant change very much the same way that nature does. However, the 

significant difference in this comparison is the fact that all natural cycles go through seasons of 

change and transformation effortlessly and naturally. The enigma of making organisations 

completely adaptable to change is yet to be solved.  

Centre for Rheumatology is a healthcare unit with a clear mission consisting of developing new 

ways of working and innovatively apply new medical technology and eHealth solutions in their 

organisation (SLSO, 2016). In terms of change management, this type of introduction of new 

medical technology and eHealth services can be categorised as transitional changes. Transitional 

changes imply doing things better, which means dismantling and emotionally letting go of old ways 

of operating, to implement and establish new states (Anderson and Anderson, 2010). Therefore, 

models such as Kotter’s Eight Step Model to Change, which focuses on transformational changes, 

are too complex and slow to pursue on these types of transitional changes. Based on the 

characterization of CfR, the unit requires a change process of a circular characterization. Just like 

the nature, CfR needs to be receptive to transitional changes and have a short, fast, and easy 

implementation process. This requirement is however not fulfilled from theories mentioned in the 

literature review.  

The literature review in this research consist of widely acknowledged change management models 

from Kurt Lewin, John Hayes and John Kotter. Despite their importance and impact within the 

field, the models can somewhat be criticised. For example, Lewin’s Three-step Model of Change, 

can be accused of being ‘quantity linear and static’ where the model does not reflect the fact that 

modern businesses are continuously changing (Burnes, 2004). John Hayes on the other hand 

facilitates the understanding of why people have a resistance to change (Hayes, 2014). His model 

can be argued to be very general, where the model is accurate for all kinds of transitional changes 

in life, and not only organisational changes. Furthermore, there are also some principal drawbacks 

with John Kotter’s famous Eight Step to Successful Change Model. First, very similar to Lewin, 

the model embeds the mindset that change is a one-time event, a process that must be meticulously 

managed and promises stability at its end. Second, the model is a top down model, where Kotter 
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has a lot of experience within large organisations and transformational changes. Therefore, the 

model can be perceived as complex and time consuming for more minor types of changes.  

Based on the characterizations of the mentioned models, there is a gap in the literature for change 

models that are suited for embedded organisational units such as CfR. The Three-step model of 

Change, Emotional Phases of a Transition and Eight Step to Successful Change, does not 

sufficiently fulfil the needs of CfR, but together they may create a solid ground for a very adaptive 

and flexible change process. In order to have a research framework for analysis regarding CfRs’ 

implementation process of PST, the 4 Seasons Model has been developed (see Figure 5). The 

research framework will be used as a tool to simplify the identification of success factors and 

improvement areas in CfR’s current implementation process of eHealth services.  

The 4 Seasons Model consists of four phases: Inspiration, Inclusion, Implementation and 

Integration, characterizing how the four calendar seasons naturally transition from each other.  

Each phase in the 4 Season Model is characterized by explicit critical success factors. The intention 

of these factors is to simplify for the organisation to position themselves where they are situated 

in the change process. Furthermore, the model highlights Charles Darwin’s mentioned quote, that 

it is not the strongest that survives, nor the most intelligent. It is the one that is most adaptable to 

change. The model includes the most important and relevant aspects that must be taken into 

consideration when implementing changes according to other academics and their theories 

mentioned in the literature review.  

 

Figure 5 - The 4 Seasons Model 

Inspiration

InclusionImplementation 

Integration
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Inspiration 

Based on Lewin’s three-step model of change, the Inspiration phase focuses on destabilizing the 

quasi-stationary equilibrium existing at the organisation (Fritzenschaft, 2014). ‘Inspiration’ is all 

about inspiring people to follow the vision. The intention of the phase is to make the employees 

understand the reason for the change and make them willing to move forward (Burnes, 2004).  

The ‘Inspiration’ stage is based on two critical success factors: Shared Vision and Leadership 

Commitment. For the first stage to be successful, the leaders must be committed and follow three 

crucial steps in establishing a shared vision for the change initiative, (1) Informing the organisation 

that a change is coming (Kotter, 1995), (2) Creating a clear vision and communicating it (Kotter, 

1995), and (3) Enlisting a guiding coalition (Kotter, 1995).  

(1) In order to establish a sense of urgency early in the change process and reduce the sense of 

shock, the leaders at the organisation have to make sure to prepare a solid ground for the 

change (Kotter, 1995; Hayes, 2014). This is done by the managers announcing the 

upcoming change and signalling the scope of it to all employees early in the change process.  

 

(2) To create a movement towards a change initiative, a common understanding of the vision 

and the rationale for it is needed (Kotter, 1996). Therefore, this step focuses on the leaders 

formulating a clear strategic vision and communicating it (Kotter, 1995). To reduce the risk 

of the change initiative being perceived as a threat to the status quo, the leader has to create 

a compelling case when communicating the vision (Hayes, 2014). Providing a clear context 

showing why the change is needed and what the result will be if the organisation does not 

change will make it easier for the employees to break out of their comfort zone (Kotter 

and Schlesinger, 1979). 

 

(3) When the leadership is instigating a change, it is important that a group of people with 

authority and shared commitment are enlisted as support early in the change process 

(Kotter, 1995). The assembled guiding coalition need to consist of several different roles 

which together work toward different ‘targets’ such as change behaviours, processes, 

knowledge or perception. The guiding coalition should consist of (Kotter, 1996; 

Appelbaum et al., 2012): 

• Individuals who believe in and want the change to happen 

• Individuals that implement the change, they have the responsibility to plan and 

execute.  

• Individuals that possess sufficient organisational power to influence or initiate 

resource allocation.  

Inclusion 

Based on the fact that a change process is most vulnerable at the early stages, the ‘Inclusion’ phase 

continuous to concentrate on the unfreezing phase of the change process (Fritzenschaft, 2014). 

‘Inclusion’ is all about finding a way to genuinely include the employees in the process (Kotter, 

1995). The phase focuses on making the employees willing to change and look for ways to make it 

happen (Burnes, 2004).  For a change to truly be sustainable, it is important that there is some 

degree of emotional as well as rational connection to the case for change (Fritzenschaft, 2014). A 
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successful change process requires that the motivation to change is stronger than the motivation 

to stay the same (Fritzenschaft, 2014).  Therefore, the ‘Inclusion’ phase is based on two critical 

success factors: Clear “What’s in it for me? (WIIFM)” for all levels at the organisation and a Clear Action 

Plan. The critical success factors are achieved by the leader making sure to follow two crucial steps 

in the phase (1) Addressing clear WIIFM for all (Kotter, 1996), and (2) Establishing an action plan 

(Kotter, 1995).   

(1) A change initiative of any kind creates a new reality where individuals are forced to change 

(Hayes, 2014). People find it hard to shift if they cannot see a benefit for themselves. To 

reduce the feeling of ‘depression’ and increase the involvement of the personnel in the 

process, the leader must together with the guiding coalition address clear WIIFM for all 

levels at the organisation (Kotter, 1996).  

 

(2) To empower others to act on the vision, the leader together with the guiding coalition has 

to establish an action plan to achieve the vision (Kotter, 1995). Through an action plan, 

people can be assigned roles and goals. Not only does this get the implementation 

completed, it also reassures that employees have a part to play in the change process. It is 

important to remember that people own what they help create, therefore involving 

employees in the planning process will reduce the risk of potential resistance (Kotter and 

Schlesinger, 1979).  

Implementation 

The ‘Implementation’ stage reflects Lewin’s ‘change’ phase which concentrates on developing the 

employees’ capability to implement the change (Fritzenschaft, 2014). This phase is about the leader 

considering what knowledge, skills and tools are required to ensure momentum in the change 

process. ‘Implementation’ is therefore based on two critical success factors: Skills & Knowledge, and 

Reward & Recognition. In order for the success factors to be achieved, the leader and the guiding 

coalition must, (1) Do a skill and knowledge gap analysis (Kotter, 1995), and (2) Continually 

publicise progress and celebrate success (Kotter, 1995).  

(1) A major reason for why people resist change is because they fear they do  not  know how 

to make the needed adjustments (Kotter and Schlesinger, 1979). An organisation is not able 

to handle all obstacles in a change process, and the leadership together with the guiding 

coalition should therefore focus on removing and confronting the main ones (Kotter, 

1995). This is done by providing essential skills training and emotional support based on 

the result from the gap analysis (Kotter and Schlesinger, 1979). 

 

(2) In order to gain momentum at this stage, it is vital that the leadership recognizes how they 

can keep track of progress. Publicising progress is a way of encouraging risk taking, and 

providing feedback to the employees (Hayes, 2014). Therefore, reward and recognition 

systems are essential to push the change initiative to move forward (Kotter, 1995).  

Integration  

When the vision of the change process is headed to become business as usual, it is time for the 

‘Integration’ phase. In accordance with Lewin’s refreezing phase, ‘Integration’ seeks to stabilize the 

organisation by creating a new quasi-stationary equilibrium (Fritzenschaft, 2014). Based on the 
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importance of ensuring that people at this point in time do not backslide into old habits and 

working routines, the ‘Integration’ phase is based on the critical success factor: Integrated Processes 

(Burnes, 2004).  For this stage to be successful, the leader has to make sure that the employees 

unconsciously apply the change.  

Therefore, it is of great importance that the leader shares the spotlight of success.  The results from 

the change initiative should not be linked to a specific person, rather to the change itself (Kotter, 

1995). However, sometimes changes go according to plan and the vision is perfectly fulfilled: other 

times there are factors that alter the plan and the result (Fritzenschaft, 2014). Whatever the 

outcome, the mindset of optimising is crucial. It entails that you maximise what you have in front 

of you. Optimising ensures that employees reflect on their new experiences and becomes optimistic 

for a new change initiative (Hayes, 2014). 

  



17 
 

4 METHOD 

The following section will describe the research process and describe the research approaches used in this thesis. Further, 

the section will also provide a discussion from an ethical perspective and the quality of the sources.  

4.1 Arriving at the Research Topic 

The general topic of how technology is transforming industries caught my attention early. I had 

from earlier projects studied the influence of digital tools on the financial market and how the 

industry has drastically changed over the years.  Simple digital tools, such as a mobile application 

is a perfect example of how technology can simplify working processes within an organisation, by 

reducing administration and hence leading to better customer service. This area was particularly 

intriguing, leading me to explore literature with the question “How does digitalization affect 

organisational structures?” in mind. Through contacts within SCC, I was informed that there was 

an initiative called Program 4D currently on-going. It is a collaborative program between SCC and 

Karolinska Institutet that focuses on the patient’s way through the healthcare system and research. 

4D (“D” as in diagnoses) stands for four of the main diagnoses affecting public health in Sweden: 

diabetes type 2, arthritis, heart failure and breast cancer. The program’s ambition is to improve 

conditions within the healthcare system that enable the transformation of new knowledge from 

research and practice into more rapid diagnoses and better treatments (Vårdgivarguiden, 2016a). 

Because of this program, I chose to narrow my focus to the healthcare industry. 

In order to narrow my focus even further and understand the underlying problem, I began 

gathering information about the Program 4D through unstructured interviews with relevant players 

in the industry, summarised in Table 3 below (Saunders, Lewis and Thornhill, 2009).  

Name Position Company/Organisation 

Christina Holmström 
Program Leader – 

Program 4D 
Stockholms County Council 

Ebba Carbonnier 
Program Leader – 

Program 4D 
Karolinska Institutet 

Martin Williamsson 
Project Leader / 
Developer - PST 

OMNIQ AB 

Susanne Petterson Nurse / Researcher Rheumatology Solna 

Malin Regardt 
Occupational 

therapist / 
Researcher 

Department of Learning, 
Informatics, Management 

and Ethics (LIME) 

Table 3 – Pre-Study Interviews 

These pre-study interviews provided an academic, political and business perspective on the 

healthcare industry in Sweden. The exploratory pre-study further clarified that there is an ongoing 

initiative in implementing new eHealth services into care units. In particular, there is currently a 

great effort in establishing and distributing the specific eHealth service PST into healthcare. 

Through further discussions with various industry players, I was granted access to study the 

application PST and the CfR unit. From this assignment, I identified some compelling options for 

potential research. Based on the fact that CfR is a unit that has a mandate to implement and develop 

new eHealth services regularly, it was more than relevant to analyse their current implementation 
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strategy. From here, my research questions were adapted to “How was PST implemented and 

established in CfR?” and ”What organisational challenges occurred due to the implementation of 

PST in CfR?”. The complete pre-study process is summarized in Figure 6. 

 

 
Figure 6 - Pre-Study Process 

4.2 Research Approach 

Albert Einstein once said: 

“Not everything that can be counted counts, and not everything that counts can be counted”. 

(Toye, 2015) 

The phenomenon of interest in this study is CfR’s current implementation process of eHealth 

services in order to identify success factors and improvement areas. The purpose of this research 

cannot be assigned to a number and can only be fulfilled by understanding the care provider’s 

experiences. This resulted in a qualitative approach, based on the notion of induction being most 

appropriate for this research (Blomkvist and Hallin, 2014).  

A qualitative approach allowed me to generate novel insights into eHealth as a phenomenon. It 

enabled the possibility to ask questions of what, why and how in order to gain comprehensive 

knowledge about the processes and mechanisms at play at the CfR. The use of qualitative methods 

in form of semi-structured interviews did also simplify the understanding of the care providers’ 

perspective and experiences on PST and the implementation of it (Collis and Hussey, 2014). 

Because this research aims to generate meaning from a collection of data in order to identify 

patterns and relationships, an inductive approach was suitable (Blomkvist and Hallin, 2014). 

Further, an iterative-inductive approach was used in the process of developing new ideas. The 

research process cycled back and forth between empirical data and theory allowing me to adapt to 

new knowledge throughout the research (Orton, 1997).  

4.3 Research Design 

Choosing a research design concerns thinking about what type of empirical data will help the 

researcher understand a certain phenomenon (Blomkvist and Hallin, 2014). Based on the purpose 

of the study, a research design that generates rich empirical material in which the complexity of the 

reality is captured, is necessary. Therefore, a case study was deemed appropriate to use. It allows 

the me to focus on a bounded situation in a real-life context (Blomkvist and Hallin, 2014; Yin, 

2014). Further a case study approach enables the possibility to conduct an empirical investigation 

of a contemporary phenomenon using multiple sources of evidence (Robson, 2002; Yin, 2014). A 

summary of the whole research process is displayed in Figure 7. 
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Figure 7 - Research Process 

4.3.1 Data Collection 

Literature study 

In this research a literature review on eHealth and change management were conducted in order 

to identify what has been already published in respective fields (Blomkvist and Hallin, 2014). The 

overall idea was to gain a deeper understanding on what eHealth entails and how a successful 

change initiative can be achieved. The literature review consisted of several steps: (1) generate 

search terms, (2) search in databases, (3) critically analyse data and (4) redefine research questions 

based on findings from literature. 

In the process of gathering significant information, the search engines Google Scholar and KTHB 

Primo were used. From the search engines, multiple types of sources such as scientific journals, 

articles, books and other published material were retrieved. To facilitate the processing of the 

created knowledge base, a thematic analysis approach was used. This implies that compiled data 

was categorized into major areas: eHealth and Change Management (Blomkvist and Hallin, 2014). 

Further, in order to strategically search for literature keywords and phrases were used. The 

following search terms were used to conduct the literature review:  

“eHealth”, “eHealth services”, “Digitalization within healthcare”, “Change Management”, “Change 

management models”, “Individual change”, Behavioural change”, “Resistance to change”, “Successful change 

initiatives” 

These keywords were carefully selected as a foundation to identify where CfR’s current 

implementation process of eHealth services stands in relation to existing theory within change 

management. The literature review intends to indicate how I am going to build on existing 

knowledge in the fields of eHealth and change management in order to consequently provide my 

intended contribution (Blomkvist and Hallin, 2014). By mapping the empirical findings to the 4 

Seasons Model based on the conducted literature review, the possibility to answer the research 

questions will be enabled.  

The 4 Seasons Model 

In order to have a tool for analysis regarding CfR’s implementation process of PST, a research 

framework 4 Seasons Model has been developed. The 4 Seasons Model is a customized framework 

consisting of four phases: Inspiration, Inclusion, Implementation and Integration.  Each phase in 

the 4 Seasons Model is characterized by explicit critical success factors. The framework includes a 
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compilation of previously published criteria of organisational implementation that I identified as 

most important and relevant to the studied case, the CfR. The intention with the model is to map 

it against gathered empirical data from interviews to identify gaps in in CfR’s implementation 

process of PST.   

 

Interview 

In this study, the collection of empirical material was mainly gathered through qualitative 

interviews. The reason for this is because interviews enables the possibility to understand the story 

behind the care provider’s experiences and discover unexpected aspects (McNamara, 1999; 

Blomkvist and Hallin, 2014). Initially, based on the information received from the interviews during 

the pre-study an interview guide was created (See Appendix A). In developing the questions,  I 

made sure to take four areas into consideration: (1) the purpose of the investigation, (2) what I 

want to learn from each interviewee, (3) my time limitation and (4) what kind of information the 

respondents possess (Edwards and Holland, 2013). The guide was intended to ensure that the same 

general areas of information were collected from each interviewee. The questions were also 

formulated in a semi-structured manner, which means they were organized around series of topics 

allowing the interviewee to answer on their own terms and have a sense of freedom in their answers 

(Edwards and Holland, 2013; Blomkvist and Hallin, 2014).  

At the beginning of each interview, a short presentation of the project was held. The presentation 

included a description of the entire study and how the study is of value for the interviewee. Further 

confidentiality in the analysis of data and presentation of results was ensured and basic questions 

around their profession and working experiences were asked to build comfort. Thereafter, more 

elaborate questions around their working processes and implementation strategies were asked, 

addressing RQ1 and RQ2. Finally, concluding questions were asked in order to round up the 

interview. In total, five individuals were interviewed, whereof three were nurses, one doctor and 

one assistant nurse (see Table 4). These five individuals where chosen to ensure that the empirical 

data reflects the opinions and experiences of all occupational roles at CfR.  

Table 4 - Interviews 

The interview sessions lasted approximately 45 minutes and were recorded on two different devices 

(Samsung Galaxy S6 & Dictaphone) and thereafter transcribed. Using two different recording 

Position/Occupation Responsibilities at the unit 
Interview 

form 

Assistant Nurse Coordination, managing patient 
scheduling & assisting with patient visits 

Face-to-Face 

Nurse 1 Patient visits at the clinic, managing IT 
questions & administrating the 

introduction, education and set-up of 
eHealth services 

Face-to-Face 

Nurse 2 Patient visits at the clinic, telephone 
counselling & information distribution 

to patients 

Face-to-Face 

Nurse 3 Telephone counselling & to some 
extent patient visits at the clinic. 

Face-to-Face 

Doctor Patient visits at the clinic, mentoring 
students & working in different projects 

Face-to-Face 
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devices prevented data loss and minimized the risk of technical problems.  Not having to take notes 

during the interviews allowed me to focus on the responses from the interviewee and guarantee a 

social interaction during the whole session. This format allowed me to follow-up interesting side-

tracks, which enriched the obtaining of empirical insights with a great level of detail (Bryman and 

Bell, 2011) 

4.4 Quality Assessment 

Traditionally, the process of analysing the quality of sources is based on three main areas: validity, 

reliability and generalizability (Collis and Hussey, 2014). However, many researchers believe that 

these measurement tools are not fully applicable for qualitative research (Guba and Lincoln, 1994).  

In the case of validity, it concerns studying the right thing and explaining a phenomenon in an 

accurate way (Blomkvist and Hallin, 2014). Validity is often measured using quantitative tools such 

as assessing the correlation between various variables. In qualitative research, this can be quite 

problematic since qualitative data are not numerical and can therefore not be assessed by using 

quantitative tools. Reliability is the notion that repetition of a measurement will generate the same 

results every time. In the words of Collis and Hussey, reliability entails that following the same 

steps/method will generate the same results (Collis and Hussey, 2014). In qualitative research, this 

can also be very challenging, simply because a typical interview will not generate the exact same 

answer if they are asked another time. Furthermore, the answers may vary depending on who asks 

them, which indicates that the researcher necessarily influences the data that are collected and the 

results that are generated, which is different from quantitative research. Lastly, in terms of 

generalizability, it is very difficult to generalize from a qualitative research to a general population. 

This is because the sample have been chosen in a particular way that might be biased.  The purpose 

of qualitative research is not generalization: rather, qualitative research may be used to explore a 

phenomenon that is not yet well understood and generate hypotheses that can inform theory-

building and quantitative evaluation studies. Based on these facts, I have chosen to consider the 

three sub-criteria of Guba and Lincoln’s trustworthiness that are more customized for qualitative 

studies in this research. 

4.4.1 Credibility 

This sub-area concerns how congruent the research findings are with reality. Guba and Lincoln 

argue that ensuring credibility is one of the most crucial factors in establishing trustworthiness in 

qualitative research (Guba and Lincoln, 1994). There are several different ways of enhancing 

credibility, where one of them is conducting a pre-study that was taken into consideration in this 

particular study was to have a pre-study (Shenton, 2004). The pre-study was a tool to gain 

knowledge about the context to be able to understand and make appropriate claims and 

contributions to CfR. By interviewing different actors outside the organisation but within the field, 

facilitated the understanding of CfR as an organisation and establish a relationship of trust between 

me and the care providers. Though, the pre-study solely consisted of five interviews, it meant that 

I knew quite a bit about the context, which consequently resulted in me being able to see things 

differently from the people involved during the research.   

Furthermore, another method that was used in this research to enhance credibility was to use tactics 

to help ensure honesty in formants when contributing data (Shenton, 2004). One of the approaches 

I used during my interviews was that I gave each respondent the opportunity to not participate in 

the project, where their information would not be used as empirical data. I handed out an 
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information sheet consisting of general information about the research the day before the interview 

(see Appendix B). On the interview day, I asked for a signature for confirming that the respondent 

agreed to participate in the study and reminded them of their right to withdraw from the research 

at any point. Shenton means that this research approach results in the respondent being more 

involved where they know more about the study, and are thereby comfortable to give honest 

answers (Shenton, 2004).   

Additionally, to enhance the credibility even further, all interviews were held in Swedish. This 

choice was simply because I did not want the interviewees to “think before they answer”. It is more 

natural to communicate in the mother tongue, especially when expressing feelings and thoughts. 

However, consequently all gathered data needed to be translated into English. Naturally, this affects 

the credibility negatively, but in order to cope with this, every interviewee was sent a copy of the 

report where they were able to verify the empirical data, that their responses and comments came 

across as they meant, and that I understood them correctly. This approach is also referred as 

member-checking.  

4.4.2 Dependability 

As stated before, interpretive research is time and context bound. Therefore, the context of 

dependability refers to the stability of findings over time (Shenton, 2004). The idea of dependability 

emphasizes the need of having a consistent research process and that all findings, interpretations 

and recommendations made in the study are evaluated. In order to enhance the dependability of 

my research, I have chosen to use an audit trail strategy (Shenton, 2004). This entails that I have 

provided full transparency in my data collection and analysis, to minimize potential errors and 

biases (Guba and Lincoln, 1994). The transparency was achieved by storing all raw data, 

observational notes, documents and report prototypes in a Dropbox folder shared with my 

supervisor. The Dropbox folder provided the opportunity for my supervisor to examine the inquiry 

process and validate research decisions, activities and empirical data and spontaneous auditing.  

Another aspect that enhanced the dependability of my findings, is the peer examination/debriefing 

process of the master thesis course. During several occasions in the research process, I discussed 

my findings with a neutral colleague at KTH, who is doing their master thesis within the same field, 

Industrial Management. According to Bitsch, this helps the researcher to be honest to their study 

and also peers contribute to deeper reflexive analysis (Bitsch, 2005). 

4.4.3 Transferability  

Transferability refers to the degree to which the results of a qualitative research can be transferred 

to other contexts or settings (Bitsch, 2005). It is very difficult to achieve a high transferability in a 

qualitative research and I do acknowledge that this particular study has rather low transferability. 

For example, the fact that CfR is a clinic (outpatient care unit) means that the results from this 

study cannot be applied in an inpatient care environment which affect the transferability of my 

findings. However, the formation of specialist clinics outside of the hospital setting is part of a 

great transformation of healthcare organisations in Stockholm County Council (Stockholms Läns 

Lansting, 2017). Therefore, it can be assumed that the findings will be applicable to the 

establishment of future similar organisations, which is already an ongoing process. Soon, the CfR 

will merge with a centre for diabetes, centre for neurology and a centre for breast cancer – all under 
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the same umbrella organisation. Furthermore, the eHealth service that was studied is also in the 

process of being customized for wider implementation, as well as other clinical conditions.  

In order to increase transferability, different techniques have been used. This research involved 

studying a particular group of people, the employees at CfR, by thoroughly exploring the context 

and the phenomena in focus resulting in an explanation of the current state. This explanation is 

according to Geertz, called a thick description, which is considered a criterion to satisfy 

transferability in a qualitative research (Geertz, 1973). A thick description is a rich and extensive 

set of details concerning methodology and context. It allows other to judge how and when the 

findings are transferable (Shenton, 2004). To facilitate this process for the reader, I have explained 

all research processes from data collection, context of the study to production of the final report, 

in the methodology chapter.  

Another technique I used to increase the level of transferability was interviewing different care 

providers. I made sure to cover the three main professions at CfR: assistant nurses, nurses and 

doctors. By doing so, the diversification of the empirical data increases the applicability of my 

findings in different contexts within the field of healthcare. 

4.5 Ethics 

When it comes to academic research, researchers have to consider ethical aspects on two different 

levels: internal and national. The internal level is about investigating if there are any specific ethical 

codes in the working place that can affect the research. While ethics on the national level includes 

ethical principles covered by the Swedish Research Council’s principles of ethical research for the humanities 

and social science. These ethics are further summarized into four requirements involving information, 

consent, confidentiality and good use. (Blomkvist and Hallin, 2014).  

The internal ethics in this research have been connected to the ethical principles of KTH. I have 

made sure that no plagiarism or modification of references have occurred during the research 

process that can lead to research misconduct. Furthermore, the information requirement on the 

national level concerns making sure that respondents participating in the research are clearly 

informed about the purpose of the investigation (Blomkvist and Hallin, 2014). This requirement 

was fulfilled by sending out information letters about the research to the respondents the day 

before the interview and having a short presentation about myself and the purpose of my research 

in the beginning of each session. The consent requirement entails that those that are being studied 

have agreed to participate (Blomkvist and Hallin, 2014). This was fulfilled by asking the 

interviewees for a signature as a confirmation that the they have agreed to participate in the study. 

To meet the third requirement, confidentiality, each respondent was treated confidentially to 

guarantee that they cannot be identified by others outside the research process. Further, an oral 

agreement was established between me and CfR, where I agreed to handle internal documents and 

information with caution.  Lastly, all the empirical data gathered in this research has solely been 

used to fulfil the purpose of the investigation. This results in the last ethical aspect, the good use 

of requirement, being satisfied. 
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5 CASE STUDY 

In this section, a brief introduction about rheumatology care in Sweden, followed by a description of CfR will be 

presented. The latter part of the section will outline current initiatives within rheumatology and provide a detailed 

explanation of the eHealth service PST.  

5.1 Rheumatology Care in Sweden 

Chronic inflammatory joint diseases affect more than 1% of the general population. For 

Rheumatoid Arthritis, the most common of these diseases, the life-time risk is around 1 in 30 

individuals (Karolinska Institutet, 2016). In Sweden, rheumatology care is provided by 

approximately 60 departments, 50 public and 10 privately owned. The total number of 

rheumatologists in Sweden is calculated to be approximately 200 with an additional 70-80 trainees 

(Arvidsson, Jacobsson and Petersson, 2003). According to Arvidsson, rheumatology departments 

endorse a team-based approach to care and rehabilitation where the clinical teams consist of 

doctors, nurses, physiotherapists, occupational therapists and, when needed, a social worker 

(Arvidsson, Jacobsson and Petersson, 2003). Based on the type of rheumatic disorder, 

inflammatory or non-inflammatory, the level of which the teams are involved in the care 

management of patients differs. In terms of inflammatory diseases, the teams approach is used 

predominantly, while non-inflammatory conditions on the other hand, are cared for in primary 

healthcare settings (Arvidsson, Jacobsson and Petersson, 2003).  

Centre for Rheumatology 
Stockholm County Council: Health care services (SLSO) is Sweden’s largest healthcare organisation 

with approximately 700 care units.  The organisation strives to make the residents of Stockholm 

feel secure and ensure them accessibility to care. The vision of the organisation is to provide the 

right care when and where the patient’s needs it (SLSO, 2017).  One of many operations within 

SLSO is the newly opened outpatient unit, Centre for Rheumatology. The department was founded 

in June 2016 and at the time of writing this thesis the CfR employed 15 full-time workers, and had 

about 5000 patients registered at the unit. CfR was started as an initiative to focus on integrating 

healthcare with research, development, education and innovation (SLSO, 2016).  Through close 

collaboration with the Rheumatology Clinic at Karolinska University Hospital, the operation strives 

to increase awareness of arthritis dieses in SLL (CfR, 2017). The idea is that an increased 

cooperation and clearer dialogue will result in a closer contact with patients, enabling earlier 

diagnosis and better treatment. Further, CfR has a specific mandate from SLSO to develop and 

test new eHealth solutions in cooperation with patients that have inflammatory joint diseases such 

as rheumatoid arthritis, psoriatic arthritis and back rheumatic diseases. 

 
Current Initiatives in Rheumatology  
4D Arthritis is a research and development project within Program 4D. The project aims to apply 

new knowledge built on working methods and models created within the program. The focus of 

the project relies on improving patients encounter with care through knowledge-support and 

eHealth services (Vårdgivarguiden, 2016b). A profound example of an eHealth service that has 

been developed within 4D Arthritis is PST. Moreover, the overall objectives with the project are 

set to be: (1) to strengthen the patient’s insight and participation in healthcare, (2) efficiently 

translate research findings into early diagnosis and treatment, and (3) contribute to new research 

(Vårdgivarguiden, 2016b).   
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5.2 Patient Self-Test 

Patients treated with immunosuppressive drugs for rheumatic disease, find themselves in a position 

where they must provide their care providers with blood and urine samples regularly to monitor 

treatment effects, including possible adverse events (Schipper et al., 2010). Today’s healthcare 

system is designed in a way that makes care providers responsible for providing sampling referrals 

and filing orders in advance for the patient. The patient is later informed through an information 

letter sent to their home address about when they are supposed to take their blood tests. In this 

information exchange procedure between the patient and the care provider, the patient is not 

involved in the process to any extent, everything is done by the care provider.  

Based on this reality, the patient self-test service was developed as an initiative by 4D Arthritis 

aimed to create a better interaction between the patient and the healthcare system. Upon the 

doctor’s approval, patients are able to file their own lab test-orders through the application. The 

test results are later reported simultaneously to both the patient and transmitted to the patient’s 

medical record for evaluation by the care provider (Wellner and Williamson, 2017). The eHealth 

service is an attempt to make patients more involved and autonomous in the healthcare system to 

increase their knowledge and relieve the clinic from administrative work. A graphic representation 

of how the service is designed from the patient’s perspective can be seen in Figure 8. 

 

Figure 8 - The Process of PST 

Technical Background  

PST was developed by a team of approximately 100 people hired by Program 4D. The team 

consisted of a diverse setting of professional roles, from programmers to individuals from lab 

organisations and care providers (doctors & nurses). By having SCRUM as a working method, the 

team iteratively produced a requirement specification for PST.  The application was later developed 

in Visual Studio, where programming languages such as C-Sharp, HTML and SQL were used.  

 

In terms of the design of the service, the developers have chosen to make the service responsive, 

which implies that it can be used on any mobile application without any graphical difficulties. The 

scalability of the application is however delimitated to seven servers. This means that the 

application is distributed across all seven servers and can be scaled up when required. Furthermore, 
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to acquire a high security level, PST has been integrated within the ‘1177 Vårdguidens e-tjänster’ 

cloud and relies on the security levels the cloud offers. ‘1177 Vårdguidens e-tjänster’ is a national 

platform created by SCC, as an initiative to enhance the contact between care providers and 

patients. Because the platform is national, national security aspects have been taken into 

consideration when being developed, hence resulting in a high security level (Westelius, 2007). For 

a patient to get access to the cloud and PST, a BankID is required for the authorization process. 

While for the care providers, the system requires a SITHS-card (1177 Vårdguiden, 2016a).  

Technical Architecture 

From an architectural perspective, PST consist of three different layers of actors: 1177 Vårdguiden, 

PST Services and Stockholm’s County Council (see Figure 9). The process of PST from start to 

finish can be divided into three phases: (1) Care provider offers sampling packages, (2) Patient 

makes a sampling-test order, (3) Lab analysis and test-results distributed.  

 

 

Figure 9 - System Architecture (1177 Vårdguiden, 2016b) 

(1) The process of PST initiates when an authorized healthcare professional assigns the patient 

sampling offers from a database. The database can be seen as a catalogue consisting of a range 

of different pre-decided sampling packages. Only when the care provider has offered a 

customized range of sampling-offers, the patient has the possibility to order a certain sampling-

test.  

 

(2) When the patient creates an order, it gets stored in a national database. To the specific order 

there are two different ID-tags attached to it. The first is one is a PST-ID, that identifies the 

specific patient. While the second one is an HSA-ID, which is a unique key identifying to which 

unit or department the test results should be delivered to. The order will remain untouched in 

the database, until a lab organisation at the SCC layer requests to access it. Thus, the order is 

stored in a national database which is not integrated with the lab organisations databases, the 

patient must inform the nurses that they are using PST otherwise they will not see the order in 

their regular system.  
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(3) When the patients’ test samples have been analysed by the lab organisation, two electronical 

files containing the results will be generated, one for the patient and one for the care provider. 

Later, an integration engine will retrieve these files, and check where they should be delivered 

based on the HSA-ID and PST-ID. When the locations have been identified, the system will 

send the test results both to the patient and to the medical record system simultaneously.  
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6 EMPIRICAL DATA 

In this section, RQ1 and RQ2 will be addressed by presenting the empirical findings from the interviews. The results 

will be outlined through a categorization of the empirical data in three themes: PST, Current Strategies and 

Difficulties & Improvements 

 

The gathered empirical data from the interviews with employees at CfR have been categorised into 

three different themes: PST, Current Strategies and Difficulties & Improvements (see Table 5). 

Within each theme, the findings from the interviews are presented thoroughly to achieve a clear 

understanding of the current state of the care unit with respect to RQ1 and RQ2. 

Theme Description 

PST 

This section will reflect on how the respondents perceive PST as a 
service, followed by what kind of benefits they have identified with 

it. Further, a thorough explanation on how different professions 
work with PST will also be provided.  

Current Strategies 

This section will present different methods by the unit during the 

implementation of PST. The section will focus on: the introduction 

of the eHealth service, roles & responsibilities, meetings, 

guidelines, evaluation & feedback, and reward system. 

Difficulties & 
Improvements 

This section will highlight the major difficulties the respondents 
have faced during the implementation of PST, and what 

improvement areas they can identify.  
Table 5 - Empirical Data Themes 

PST 
When it comes to having an understanding of what PST entails and provides as an eHealth service, 

all respondents were homogeneous in their explanations of its significance. The Assistant Nurse 

simply described the eHealth service as: 

“A service that invites patients to be involved in their own care and the whole healthcare 

process”. 

(Assistant nurse) 

 
The respondents further consent on the fact that PST is a service that provides the patients more 

authority in their own care.  By putting the test-sampling responsibility on the patients, it will result 

in them feeling more involved in the healthcare process. Nurse 2 explained it as  

“The patient will no longer leave test samples for my sake, but for themselves”. 

(Nurse 2)  

 
The patients increased control, and the care providers’ reduced responsibilities have led to saved 

administrative time. By not having to order test-samplings for patients, the respondents feel that 

they are more available for the patients when they need them. Besides saved time, according to 

Nurse 2, PST has also led to reduced paper usage at the unit, resulting in a more sustainable working 

routine. 
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Furthermore, from the interviews it was very clear that PST was mainly utilized by the assistant 

nurses and the nurses at CfR. The interviewed doctor expressed that he did not have any practical 

experience with the eHealth service, and that it would be very unpractical to involve the doctors in 

the implementation process.  According to the doctor,  

“It would never work if the doctors were given responsibility to distribute information to 

patients. The responsibility to inform and market the service must be put on others”.  

(Doctor) 

The utilization of PST by the nurses and assistant nurse have in turn had an impact on their daily 

working routines. Currently, there are two ways which a patient can be informed and come in 

contact with PST, either through ‘1177 Vårdguidens e-tjänster’ or through a physical encounter 

with a care provider. In ‘1177 Vårdguidens e-tjänster’, the patient has the opportunity to express 

an interest in PST by clicking the “I’m interested in PST” option. When an interest from the patient 

has been received either by an assistant nurse or a nurse at the unit, a reply will be sent to the 

patient informing them that that they will be provided with more information about the service 

shortly. Later, the person that has received the PST-interest, emails a hired consultant requesting 

her to contact the patient as soon as possible.  The consultants’ responsibility in this process is to 

provide the patient with general information about PST and what it entails. If the patient is still 

interested in the service, the consultant will notify the assistant nurse or a nurse so they can activate 

PST for the patient. According to Nurse 1, 

“The consultants’ role is of great significance for the unit. Thanks to her, our patients are 
informed of the PST in a structured way and we save a lot of time.” 

(Nurse 1) 
 

Moreover, another way for the patient to activate PST is by showing interest at the clinic. In general, 

during a doctor’s appointment at CfR, the patient goes through three phases: (1) they wait for the 

doctor at the waiting room, (2) they visit the doctor and (3) they visit an assistant nurse or a nurse. 

The assistant nurses’ responsibility during the encounter is to advertise PST to the patient by 

informing and capturing their interest. If the patient shows interest during the encounter, the 

assistant nurse can activate the service immediately. However, the nurse’s role in relation to PST is 

very similar to the assistant nurse’s. Besides informing, and activating PST, the nurses does also 

offer the patients different sample-packages. Further, Nurse 1 also clarified that  

"The consultant is only used if it is an online interest. If the patient shows interest here at the 
clinic, we handle everything ourselves " 

(Nurse 1) 

Current Strategies 

In terms of having a clear implementation strategy, all respondents were in agreement that CfR 

does not have well-established routines yet. When being asked about the units’ implementation 

strategy, the Doctor clearly outlined that he did not know so much about it,   

“I do not know how they do, but I am sure that the department has a well prepared and concrete 

implementation plan” 

(Doctor) 
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Even though the doctor expressed uncertainties about their strategy, the rest of the respondents 

believed that an introduction of a new application to the unit would not generate significant 

problems.  This argument was based on the fact that, all the nurses and the assistant nurse thought 

that the unit already had well-structured working methods. Nurse 1 explained that every Monday 

all the employees at CfR gather around an ‘Improvement board’ where they together clarify what 

is of high and low priority for the unit. Thereafter different tasks and responsibilities are distributed.  

In terms of the introduction of PST at CfR, Nurse 3 stated that  

“The majority of the employees at the unit already knew about PST before starting working at 

CfR, which meant that there was no need for a traditional introduction of the application”.  

(Nurse 3) 

Furthermore, when it comes to specific roles and responsibilities, it was clear from all the 

respondents that Nurse 1 was the one with most responsibility. Nurse 2 stated that  

“She works a lot with PST right now, and the introduction of new services. If we have any 

questions or problems, we go to her. She understands all the IT aspects with the application”. 

(Nurse 2) 

The Assistant Nurse, also added that the unit is currently trying to form a group of people that has 

responsibility for introducing PST to new employees. Other methods used for communicating and 

distributing information about PST includes staff meetings and one on one interactions. Every 

staff meeting is organised by Nurse 1, where all occupational groups at CfR are involved. According 

to Nurse 3, these types of meetings contribute with a faster and easier information distribution 

across the whole unit.  

Moreover, another working routine outlined from the respondents, is that every employee has a 

reference guide consisting of a step by step guideline of how to use PST. The reference guide also 

contains general information regarding the application and the purpose of it. However, Nurse 1 

clarifies that the purpose was general and directly taken from the developers of the application.  

Furthermore, when asking the respondents if they have any methods for measuring and following 

up improvements caused by the change initiative, Nurse 2 very simply said  

“No, we do not have any methods for evaluating PST. It would be good if we had.”  

(Nurse 2) 

Nurse 1 on the other hand expressed that every staff meeting can be seen as an evaluation session, 

where everyone can give and receive feedback regarding the eHealth service. It was furthermore 

also added that CfR does not have any type of reward system established at the unit.  

 

Challenges & Improvements  

When discussing challenges with eHealth services, all the respondents believed that it is not easy 

to implement a new application Nurse 2, stated that  
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“When you do not know about the application, you instantly think it will lead to more work. 

Because, you cannot see the benefit with it in the beginning”.  

(Nurse 2) 

The Assistant Nurse continued and explained that a good understanding of the application is vital. 

It takes time to gain a complete understanding of the service and that every person learns in 

different ways.  

“Personally, I prefer learning about the application by testing it and see how it works. This might 

not be the case for others who maybe prefer reading about the application instead”. 

 (Assistant Nurse) 

Regardless, the Assistant Nurse felt that every employee must be allocated time to learn about the 

application. Nurse 1 on the other hand, also mentioned that she during the staff meetings noticed 

that some employees hold back, and do not ask ‘obvious’ questions because they think the majority 

of the group already knows the answer. As a solution for this uncertainty, she conducts simple 

appraisals with those employees in order to provide them personal training,   

“Of course, it takes time. But once you've done it, it's worth it”. 

 (Nurse 1) 

Furthermore, another challenge that has been highlighted by the respondents, specificaly by Nurse 

3 is the difficulty of changing behaviour. PST is a patient-oriented application, where a fraction of 

the care providers’ responsibility is given to the patients. According to Nurse 3, some employees 

are afraid to release this responsibility, which in turn affects the implementation process. Another 

difficulty that was highlighted is the current workload at the unit. When a change arrives at the unit, 

and the workload is already heavy,  

“you feel there is already so much going on, and it is hard to keep track of everything as it 

is. Therefore, it is just easier to say no, and block out the change”. 

 (Nurse 3) 

Moreover, during the interviews Nurse 1 and the Assistant Nurse highlighted IT-problems connected 

with the eHealth service. The main problem they faced is that PST is not integrated with another 

major service used by the unit.  

“This is a significant shortcoming for our unit, resulting in scepticism among the employees and 

the patients”. 

 (Nurse 1) 

In terms of improvement areas, all the respondents agreed that reward and recognition systems 

would be nice. Nurse 3 argued that,   

“Statistics on the wall would be a motivation factor”. 

 (Nurse 3) 

Nurse 2 continued to say:         

  “A reward system would be fun, everyone wants to get praised for their hard work”. 

            (Nurse 2)  
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7 ANALYSIS AND DISCUSSION 

 In the following section a deep analysis and discussion based on the gathered empirical data and the 4 Seasons Model 

will be provided in order to reach the purpose of this research. The chapter does also provide a discussion regarding 

sustainability 

Based on how naturally nature can transition from one calendar season to another, CfR must 

similarly be able to handle different change initiatives. From the interviews, the respondents 

expressed that when a change arrives at the unit, the workload is already heavy. This highlights how 

significant it is to discuss and analyse what CfR has managed well and what factors they can 

improve from their implementation of PST. The discussion and analysis will be based on a mapping 

from the gathered empirical data and the 4 Seasons Model.  

Inspiration 

From the 4 Seasons Model, creating a sense of urgency early in the change process is an important 

factor. This urgency is according to the model created by the managers announcing the upcoming 

change and signalling the scope of it early to all employees. In the case of PST at CfR, the situation 

is a bit different. From the empirical data, it is clear that all the respondents knew that working for 

CfR indirectly meant that they will work with PST. This resulted in the unit not having a formal 

introduction of the eHealth service. However, in terms of creating a sense of urgency, I would say 

that the unit and managers have succeeded. Based on the fact, that all the respondents had a 

perception of what PST entailed before working with it, meant that the new working method did 

not come as a shock. Therefore, it can be argued that CfR successfully fulfilled this initial step in 

the implementation of PST.  

Furthermore, the next step in the ‘Inspiration’ phase is creating a clear vision and communicating 

it. From the interviews, you get a clear understanding that the purpose of PST is well communicated 

both through staff meetings and the reference guide. However, it is vital to differentiate the 

difference between a vision statement and a purpose. A purpose is a statement oriented around 

why the change initiative exists, and the reason for it. Meanwhile, a vision is a statement of what 

you want to become, connected to the future state of the initiative. Based on this differentiation, it 

can be argued that CfR does not have any clear vision for PST. However, it is a positive indication 

that all the respondents have a clear understanding of the purpose, and this purpose can in turn be 

used in the development of a strategical vision.  

To reduce the risk of the change initiative being perceived as a threat to the status quo, the 4 

Seasons Model says that leaders have to create a compelling case when communicating the vision. 

This case has to provide a clear context showing why the change is needed and what the result will 

be if the organisation changes, and also what the result will be if the organisation does not change. 

When asking the respondents about the general benefits of PST, everyone instantly began 

explaining the benefits from a patients’ perspective. They mentioned everything from patients 

being given responsibility, authority, respect etc. But in order to understand the organisational 

benefits I had to ask specifically “How does the organisation benefit from PST?”. In terms of having an 

understanding of the big picture, the managers have succeeded in making all the respondents 

knowing how the patient benefit from using PST. But the question is rather if the created case is 

compelling enough? Based on the fact that no one primarily mentioned the organisational benefits, 
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I believe the case is too oriented around the patient. Even though, Nurse 2 stated that CfR saves 

time, and reduces paper usage through PST, I do not find it convincing enough. Of course, it is a 

sign of understanding of the rationale for PST, but according to the 4 Seasons Model, the case 

must enhance the organisational benefits and clarify what the result will be if the organisation does 

not use the service. Just as everyone agreed on PST’s patient contribution, they should be united 

about how the organisation benefits from the eHealth service.  

Moreover, the last step of the ‘Inspiration’ phase is to enlist a guiding coalition. When the leadership 

is instigating a change, it is important that a group of people with authority and shared commitment 

are enlisted as support early in the change process. The assembled guiding coalition needs to consist 

of several different roles which together work toward different ‘targets’ such as change behaviours, 

processes, knowledge or perception. From the gathered empirical data, it can easily be concluded 

that CfR does not have any official guiding coalition. However, even though the respondents do 

not state that they are working in a guiding coalition, their answers indicate that they actually do. 

There are three individuals that correspond exactly to the different characteristics that are needed 

in a guiding coalition according to the 4 Seasons Model: 

- Nurse 1: The one that implements the change. Has the responsibility to plan and execute 

- Assistant Nurse: The individual who believes in and wants the change to happen 

- Operations Manager: From all the respondents, it was clear that the operations manager is 

very visible and well-grounded in the implementation process. Therefore, she can be 

connected to the individual who possess sufficient organisational power to influence or 

initiate resource allocation. 

Although, the unit does not realise that they are working in a guiding coalition, it is fair to say they 

are already thinking within the frames of a guiding coalition. 

Inclusion 

The ‘Inclusion’ phase in the 4 Seasons Model is all about finding a way to genuinely include 

employees in the change process. The phase focuses on making the employees willing to change 

and look for ways to make it happen. Therefore, one of the critical success factors is Clear WIIFM 

for all levels at the organisation. For a change to truly be sustainable, it is important that there is some 

degree of emotional as well as rational connection to the change. From the gathered empirical data, 

Nurse 2 very interestingly stated  

“When you do not know about the application, you instantly think it will lead to more work. 

Because, you cannot see the benefit with it in the beginning”.  

(Nurse 2) 

This statement highlights the fact that people find it hard to change if they cannot see a benefit for 

themselves. The utilization of PST has a clear impact on the nurses and the assistant nurses daily 

work routines, which implies that the need for clear WIIFM for these occupational groups is 

obvious. Analysing the stated benefits from the respondents, only one mentioned benefit with PST 

was connected to their personal work. That benefit was saved time. Based on the fact, that the 

saved time statement is only an assumption and cannot be statistically proved, makes the WIIFM 

very vague.  
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Moreover, the 4 Seasons Model clearly states the need for clear WIIFM for all levels at the 

organisation. Even though, saved time in some sense can be seen as a WIIFM for the nurses and 

the assistant nurses, the interviewed doctor was not able to highlight any personal benefit with 

PST. This scenario can be explained by the doctor not having any practical experience with the 

eHealth service, and believes that it would be very unpractical to involve the doctors in the 

implementation process. 

To empower others to act on the vision, the 4 Seasons Model shows that the leader together with 

the guiding coalition has to establish an action plan to achieve the vision. Earlier, it has been 

discussed CfR does not have any explicit guiding coalition, however it is still interesting to analyse 

if they have any clear action plan for the implementation of PST. An action plan is simply a 

sequence of steps that must be taken or activates that must be performed. Through an action plan 

people can be assigned roles and goals that must be achieved over a time horizon. Analysing the 

responses from the interviewees, I would argue that CfR does not have a clear action plan of a 

traditional sort. But, they do have an ‘Improvement board’ where all the staff together clarify what 

are of high and low priority for the unit and thereafter distributes tasks and responsibilities. The 

‘Improvement board’ together with their staff meetings are two solid methods to ensure that the 

employees at CfR have a part to play in the implementation of PST.  

In terms of different roles in the implementation process, there are only two individuals that have 

a very clear role according to the respondents. Those individuals are Nurse 1 and the hired 

Consultant. Even though the Assistant Nurse and the other Nurses are very involved in the change 

process, they are not assigned official roles. When it comes to the roles of the doctors, the general 

perception by the respondents was that it would never work if the doctors were given responsibility 

in the change process. This perception, goes against what the 4 Seasons Models says. The model 

clearly states that for a change initiative to be sustainable, everyone must be involved. Furthermore, 

the doctor did also express that he did not know how the unit is implementing PST, which is 

another sign of lack of involvement of all occupational groups in the implementation process.  

Implementation 

The ‘Implementation’ phase in the 4 Seasons Model reflects the importance of the leader 

considering what knowledge, skill and tools are required to ensure momentum in the change 

process. A major reason for why people resist change is because they fear they do not know how 

to make the needed adjustments. In order to successfully remove and confront the main obstacles, 

the leader must ensure to provide essential skills training and emotional support. From the 

empirical data, the Assistant Nurse highlighted the importance of fully understanding the 

implemented eHealth service. She explained that she personally made sure to test PST as a patient 

and as a care provider to gain complete understanding of how the service works. This is a sign of 

flexibility from the unit, where the employees are given room and freedom to grasp the change 

initiative in their own way.  

Furthermore, it was clear from the interviews that the main method used at CfR for ensuring 

momentum in their implementation process was through staff meetings. In a change process, it is 

of great importance to make sure that no one is lagging behind, and everyone is on board. Based 

on the fact that Nurse 1 provides personal training for those who express uncertainty in the usage 

of PST, is a very positive sign. Even though the approach may be time consuming, it ensures 
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everyone at the unit has the required knowledge and skill to sustain the change initiative. However, 

even though the staff meetings are experienced as a solid way for distributing information across 

all occupational groups, the doctor expressed uncertainty in the unit’s implementations strategy. 

This uncertainty and lack of understanding can be based on leaders communicating knowledge and 

information to their employees during the staff meetings in an optimal manner.  

The reference guide was the main tool used for providing the staff knowledge about how to use 

the application. I believe the reference guide is a great way to provide knowledge and ensure that 

everyone at the unit has a step by step guideline. The reference guide also describes of the purpose 

of PST which further enhances the importance of the tool in the process of reducing resistance.  

In order to gain momentum at the ‘Implementation’ phase, the 4 Seasons Model pinpoints how 

vital it is that the leadership recognizes how they can keep track of progress. When asking the 

respondents if they can identify any reward and recognition system that pushes the change initiative 

forward the answer was no. The 4 Seasons Model clearly underlines the importance of continually 

publicising progress and celebrating success. Based on the answers from the respondents, it was 

clear that they desired some sort of reward and recognition system. For example, Nurse 2 stated  

“A reward system would be fun, everyone wants to get praised for their hard work”. 

 (Nurse 2) 

This statement shows that an improvement area for CfR in their implementation strategy of 

eHealth services is to ensure to have reward and recognition systems in the future.  

Integration 

The ‘Integration’ phase in the 4 Seasons Model underlines the importance of ensuring that people 

at this point in time do not backslide into old habits and working routines. From the empirical data, 

it can be argued that CfR are positioned at this phase in their implementation process of PST. This 

is simply because, from the interviews the majority of the respondents showed a deep 

understanding of the eHealth service and were regularly working with it. In other words, PST is a 

part of their daily working routines. However, the ‘Integration’ phase does not solely focus on 

integrating the change initiative in the organisational culture, it also focuses on ensuring that 

employees are optimistic for future change initiatives. 

Based on earlier discussions regarding CfR not having any reward and recognition system, they 

therefore do not fulfil all the criteria outlined in this phase. The 4 Seasons Model clearly states the 

importance of the leader sharing the spotlight of success and ensuring the employees are optimistic 

of the future. For example, Nurse 1 stated during the interview that the unit is suffering from 

technical problems with PST, which results in scepticism among the employees and the patients 

regarding the usage of the service. These kinds of difficulties are very hard to avoid, where they 

unconsciously create a negative spirit around eHealth services among the employees.  Therefore, 

it is of great significance that the leader balances this negativity by presenting the positive outcomes 

of the current implementation and create optimism for the future.   
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7.1 Implications on Sustainability 

Nowadays sustainability is seen as a global concept where it can be explained with a triple bottom 

line concept including three pillars: environmental, economic and social considerations (Elkington, 

1999). In terms of eHealth in general the technology is often identified as a means to enable cost 

efficiencies and drive improved outcomes for patients and families. However, it is very interesting 

to discuss and analyse what the specific eHealth service PST contributes to the three pillars of 

sustainability. 

Environmental 

From the empirical data Nurse 2 stated that she has experienced that PST contributes with less 

paper usage. This indicates that an application such as PST leads to a more sustainable usage of 

raw materials, such as paper, which in turn reduces the carbon footprint of the unit.  

Economic 

As already mentioned eHealth is often associated with cost efficiencies. In terms of PST at CfR, 

there is a need for more comprehensive and rigorous empirical evidence to state any economic 

benefits. However, there are some factors that indicate that the eHealth service is effective in this 

specific area. Primarily with PST, the care provider does not have to authorize patients to order 

their own tests more than once. Furthermore, during the interviews with the respondents it was 

explained that PST reduces the number of telephone calls to the unit. This is because each patient 

is able to see their own test results, and therefore does not have to call the care provider for 

information. Based on these types of efficiency gains, there is an indication that PST reduces both 

time and money for the unit.   

Social  

In a world with a growing and ageing population, information and communication technologies 

will play a vital role in the provision and delivery of health care. Focusing on PST, it can be easily 

argued that the eHealth service empowers patients in managing their health and lifestyle. Where 

the patient is simply transitioned from a passive recipient of care services to an active role in 

managing their own health. Furthermore, all data from PST is stored digitally, which means the 

data collection can be used for future research in order to improve current treatments within 

rheumatology.  
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8 CONCLUSION 

The following section provide a summary of the research findings, by highlighting identified success factors and 

improvement areas for CfR. The latter part of this section will propose future research areas.  

The research objective of this study was to investigate Centre for Rheumatology’s current 

implementation process of PST and identify success factors and improvement areas for future 

change processes. The objective is addressed by combining of the research framework derived 

from the literature, the 4 Seasons Model, with the empirical data collected through interviews with 

actors involved in the implementation of PST. Based on the fact that the study builds on 

perspectives of five different care providers at CfR, it is difficult to draw general conclusions. 

However, the conclusions drawn in this research are therefore indications on what success factors 

and improvement areas may exist at CfR in their implementation process of eHealth services.  

The study indicates that there is a gap between how the literature advocates the implementation of 

transitional changes, and how it is currently done at CfR. Based on the data analysis, it is shown 

that the focal unit has successfully been able to fully achieve three requirements according to the 4 

Seasons Model: creating a sense of urgency, working in a guiding coalition and provide skill and 

emotional support (see Table 6). These factors indicate that the unit is working towards the right 

direction, and is already thinking within the frames of change management. However, the gathered 

empirical data does also indicate that seven requirements are not fully achieved according to the 4 

Seasons Model (see Table 6). Based on the nature of CfR and how important it is for them to be 

receptive to new changes, the seven identified improvement areas must be emphasized and worked 

on.  

 
Table 6 - Identified Success Factors & Improvement Areas 
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8.1 Future Work 

People adopt to change at different rates. Some automatically resist change and feel threatened by 

it, while others embrace change or even initiate it.  This particular thesis focused on providing 

Centre for Rheumatology implications on success factors and improvement areas in their 

implementation process of eHealth services. However, due to time constraints it has not been 

possible to provide insight on how CfR can manage the identified improvement areas for future 

implementations. Therefore, a very important and profound area for future research is to 

investigate how CfR can address the unfulfilled requirements according to the 4 Seasons Model.  
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APPENDIX A 

Interview Guide 

Presentation 

Tack så mycket för att du tar din tid och ställer upp på denna intervju. Jag är Daniel Javani, en KTH student, 

som studerar mastersprogrammet Industriell Ekonomi. Jag håller för närvarande på att skriva mitt 

examensarbete i samarbete med Karolinska Institutet, där min studie inriktar sig på att identifiera 

organisatoriska utmaningar som finns med att implementera och använda e-hälsotjänster, med fokus på 

PEP.  

Denna studie är del av ett forskningsprojekt1 på Medical Management Centrum på Karolinska Institutet och 

går ut på att undersöka Reumatologins nuvarande situation gällande deras implementeringsprocess och 

användning av PEP. Den insamlade empiriska datan från intervjuerna kommer bearbetas och analyseras, 

för att sedan relateras till befintlig forskning och teori inom området e-hälsotjänster och change 

management. Min studie kommer att bidra med identifierade utmaningar möjligheter som existerar för 

närvarande inom Reumatologin. Den nya kunskapen kommer förhoppningsvis att gynna organisationen vid 

hantering av framtida implementering av tjänsteinnovationer i form av e-hälsotjänster. Om du vill ha mer 

information om projektet eller har några frågor, kontakta gärna mig (djavani@kth.se) eller min handledare 

Carolina Wannheden (carolina.wannheden@ki.se) vid Medical Management Centrum, Karolinska Institutet. 

Intervjun tar cirka 45 minuter. Deltagandet är frivilligt och du kan välja att stoppa intervjun när du vill. All 

intervjudata kommer att avidentifieras och behandlas konfidentiellt. Det innebär att ditt namn inte kommer 

att nämnas i några dokument. Jag kommer i senare skede att skicka ett utkast på rapporten till dig, där du 

har möjlighet att läsa och "godkänna" innehållet.  För att underlätta forskningsprocessen, kommer denna 

intervju att spelas in och transkriberas. Inspelningen kommer att i efterhand raderas. 

Är det OK för dig? 

Då tar jag och börjar spela in [Spela in] 

Intervju 

Introduktionsfrågor (max 5 min) 

1. Kan du kortfattat beskriva din yrkesroll? 

2. Hur länge har du arbetat på avdelningen? 

3. Vilka är dina huvudsakliga arbetsuppgifter och ansvarsområden på avdelningen? 

 

PEP 

1. Hur skulle du beskriva PEP? 

 

2. Hur introducerades PEP till avdelningen?  

a. Hur mycket visste du om PEP innan den introducerades och började användas?  

 

3. Hur arbetar ni med PEP?  

a. Vilka yrkesroller använder PEP? 

b. Finns det några speciella roller eller arbetsuppgifter kopplade till administrationen av 

PEP? 

                                                             
1 Beskrivs i informationsbladet som hör till samtyckesblanketten. 
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c. Har PEP lett till ändrade arbetssätt eller rutiner för vårdpersonalen? 

 

4. Vad upplever du som främsta nyttan med PEP? 

a. Vad betyder dessa för dig? 

b. Hur tror du ledningen resonerar kring de fördelarna dessa? 

 

5. Har du upplevt några svårigheter med införandet eller användningen av PEP? 

a. (Evt. Kan du beskriva hur dessa svårigheter har yttrat sig?) 

b. Hur har svårigheterna påverkat dina arbetsrutiner?  

c. Gjordes något åt för att hantera svårigheterna efter att de blev kända? 

 

6. Finns det några generella strategier kring införande och uppföljning av e-hälsotjänster på 

avdelningen? 

a. Hur involveras personalen i detta? [möten] 

b. Hur tas personalens åsikter och erfarenheter tillvara? 

 

7. Tycker du att det finns utrymme för kontinuerligt lärande och förbättring vad gäller införandet 

och användningen av PEP och andra E-hälsotjänster? [Roller, ansvar, utbildningsprogram, etc.] 

 

8. Upplever du att PEP har påverkat ditt möte eller din dialog med patienten på något sätt? 

a. Har mötet med patienten ett annat diskussionsinnehåll än tidigare? 

b. Ställer patienter fler/färre/andra frågor om sjukdomen/behandlingen än tidigare? 

 

9. Upplever du att PEP bidrar till bättre vårdkvalité? 

a. Varför? /Varför inte? 

b. Om ja, på vilket sätt? 

c. Har ni några metoder för att mäta eller följa upp förbättringar? 

d. Har du egna idéer kring hur förbättringar skulle kunna mätas eller följas upp? 

 

10. Använder ni andra metoder utöver PEP för att involvera patienter i vården? 

a. Hur involveras personalen i detta? [möten] 

b. Hur tas personalens åsikter och erfarenheter tillvara? 

 

Avslutning 

Avslutandefrågor 

1. Finns något mer du skulle vilja tillägga?  

2. Finns det någon annan person som du tycker kan vara lämplig för mig att prata med? Eller har du 

några dokument som skulle kunna vara användbara?  

3. Är du möjligtvis tillgänglig om det kommer upp några följdfrågor senare i vår?  

 

[Avsluta inspelning] 

Tack för att du tog din tid att svara på mina frågor! 
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