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Abstract 
The health sector is today facing many challenges, requiring a need for capabilities in managing innovations. At 
Karolinska University Hospital in Sweden, the management of some of the innovations has been centralized to the 
Innovation Center. The Innovation Center can be involved in all phases of an innovation process, but have identified 
difficulties to deal with innovations that have already been successfully implemented. Further implementation of 
these innovations to other hospital units, creates benefits for more patients and care givers, and is therefore of high 
importance. Therefore, managing innovations also includes making sure that successfully implemented innovations 
are spread to other clinics in the hospital, a phenomenon hereby called dissemination of innovations. Studies show 
that many innovations, even though they are successfully implemented at one location, disseminate slowly, or not at 
all. In fact, two out of three implementation efforts in the health care sector fail due to various barriers. The purpose 
of this master thesis is therefore to explore how dissemination of innovations can be facilitated at university 
hospitals in public health care systems. By dissemination we refer to the intentional spreading of innovations to 
other hospital units, or repeated implementations following the initial implementation target. Therefore, 
dissemination is targeted by studying the dynamics of implementation processes through the following research 
question: How do organizational factors affect the implementation of innovations at public university hospitals? By 
organizational factors we mean general areas that can be influenced by central management functions, such as: 
funding, leadership and culture.  
 
The research question has been studied qualitatively through a literature study, a contextual study and three case 
studies. The cases consist of three innovation projects managed by the Innovation Center that have undergone some 
sort of dissemination. The empirical data has been collected through semi-structured interviews with both 
administrative and clinical staff. The data has been structured and analyzed using a theoretical framework developed 
from findings in previous research. 
 
In accordance to previous research, our results indicate that various organizational factors affect the dissemination of 
innovations. For instance, the complex and unstandardized way of getting funding to dissemination projects are 
impeding the process. Also, it needs to be clearly established who is to assume responsibility of an innovation, both 
during its initial implementation process as well as its dissemination. Resistance from clinicians may also function 
as a barrier and is caused by, for instance, a lack of information about the innovation or bad experiences from earlier 
failed projects. Additionally, if innovations do not meet identified and prioritized needs at the clinic, or if it is not 
properly adapted to local conditions and requirements, this may also impede the implementation. To properly 
involve clinicians is therefore of high significance in order to enable a successful implementation. Finally, rigid 
structures affect implementation negatively. These are built up by, for instance: extensive use of, and sometimes 
contradicting, policies and regulations; high administrative requirements as well as an organizational structure that 
separates medical disciplines. This inertia, together with sparse time allocated for innovation activities among the 
clinics, leads to difficulties when implementing and disseminating innovations in the hospital. 
 
Key-words: Public health care, innovation management, dissemination of innovation, organizational factors, 
university hospitals, implementation of innovations 
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Sammanfattning 
Sjukvården står inför många utmaningar, vilket skapar ett behov av att kunna leda och organisera innovationer. 
Karolinska Universitetssjukhuset har valt att centralisera ledningen av några innovationsprojekt till avdelningen 
Innovationsplatsen. Innovationsplatsen är involverad i alla faser av en innovationsprocess, och uppger att de stöter 
på svårigheter i hanteringen av redan färdigutvecklade innovationer som potentiellt kan skapa nytta på fler ställen i 
sjukhuset. Att implementera dessa innovationer i fler avdelningar, där det finns ett behov av dem, är av stor 
betydelse, och något som i vår studie omnämns som spridning eller, på engelska, dissemination. Spridning av 
innovationer i sjukhusverksamheten är önskvärt i de fall som innovationerna uppfyller ett behov i form av till 
exempel ökad nytta för patienter eller sjukhuspersonal. En viktig del av innovationsarbetet är därför att säkerställa 
att lyckade innovationer sprids till fler kliniker på sjukhuset. Tidigare studier vittnar om svårigheterna att sprida 
innovationer inom sjukvården, och menar att detta för närvarande sker långsamt eller inte alls. En lyckad 
implementering på en klinik kan vara svår att upprepa på andra kliniker. Faktum är att två av tre 
implementeringsförsök inom sjukvården misslyckas på grund av olika barriärer. Syftet med den här studien är att 
bidra med ökad kunskap om hur spridningen av innovationer kan underlättas på offentliga universitetssjukhus. 
Eftersom spridningen av en innovation kan betraktas som upprepade implementeringsprocesser kommer den här 
studien att angripa svårigheterna med att sprida innovationer genom att undersöka organisatoriska faktorer som 
påverkar implementering. Med organisatoriska faktorer menar vi de generella områden som centrala funktioner på 
sjukhuset kan påverka, exempelvis finansiering, ledarskap och kultur.  
  
Forskningsfrågan har studerats kvalitativt genom en litteraturstudie, en kontextuell studie och tre fallstudier. 
Fallstudierna baseras på tre innovationsprojekt med styrning av Innovationsplatsen, där samtliga innovationer har 
spridits till fler kliniker. Empirisk data har samlats in genom semistrukturerade intervjuer med både administrativ 
och klinisk personal på Karolinska Universitetssjukhuset. Insamlad data har strukturerats och analyserats utifrån ett 
teoretiskt ramverk som har utvecklats med hjälp av tidigare forskning och empiriska resultat. 
  
Våra resultat indikerar, i enlighet med tidigare studier, att flera organisatoriska faktorer påverkar spridningen av 
innovationer. Ett exempel på barriärer som fördröjer processen är det komplexa och icke-standardiserade 
tillvägagångsättet för att få finansiering till implementeringen, vilket leder till långa ledtider och otydlig 
ansvarsfördelning gällande ägarskapet. På Karolinska Universitetssjukhuset är det dessutom oklart vem som har 
huvudansvaret för en innovation under dess implementeringsprocess och spridning. Motstånd från 
sjukhuspersonalen kan också vara en ett hinder för en lyckad implementering och spridning vilket förefaller bero på 
exempelvis bristande information eller dåliga erfarenheter från tidigare misslyckade projekt. En annan faktor som 
verkar kunna förhindra implementeringen av innovationer är när innovationen inte möter prioriterade behov hos 
kliniken eller om innovationen av andra skäl inte är anpassad efter klinikens krav och förutsättningar. Att involvera 
sjukhuspersonalen är därför av största vikt för att möjliggöra implementeringsprocessen. Resultaten indikerar även 
att allmänt stelbenta strukturer kan påverka implementeringsprocessen och spridningen negativt. Dessa är 
uppbyggda av exempelvis: en stor mängd befintliga, och ibland motsägelsefulla, lagar och regler; höga 
administrativa krav samt en organisationsstruktur som separerar medicinska discipliner. Sammantaget leder detta till 
mycket administration vilket, i kombination med tidsbrist hos sjukhuspersonalen, bidrar till svårigheter att 
implementera och sprida innovationer på sjukhuset.   



   8 

 
 
 
  



   9 

ACKNOWLEDGEMENT 
This master thesis does not only put an end to our university studies but also to our many years 
in the classroom. We would therefore like to take this opportunity to thank all our devoted and 
engaged teachers who throughout the years have greatly contributed to curiosity and 
development. A special thanks to two of our junior high school teachers who have been great 
sources for inspiration, and one of the reasons as to why we choose the engineering program: 
Klas Lindbäck (Malin) and Carina Ljungberg (Isabelle).  
 
Also, we want to recognize those who always contributes to our motivation and knowledge; our 
dear families. Malin’s family: Agneta, Göran, Anna and Elon, and Isabelle’s family: Mia, 
Lennart, Jesper and Alexander. We can never thank you enough for the solid foundations you 
have built for us and the support you give. 
 
We would also like to thank our fantastic supervisor; Charlotta Linse, for her patience with us 
and her genuine dedication to our project. A special thanks also to our contact persons at the 
Innovation Center, who have continuously helped us with our work. We are also grateful to all 
interviewees, for sharing their experiences and honest opinions.  
 
Finally, we would, most of all, like to thank each other. Thanks for all the coffee, work-outs, 
long phone calls and occasional visits to Skansen. Thanks for the many long and fruitful 
discussions that have not only made us proud of our work, but also made us closer as friends.  
 
Good bye school!  

Isabelle Blomqvist & Malin Mattsson 

Stockholm, June 2016  
  



   10 



   11 

ABBREVIATIONS AND DEFINITIONS 
This page presents the abbreviations that have been used throughout the study, as well as the 
definitions of the most central terms. 

 
Abbreviations 
ICT Information and Communications Technology 
MR Magnetic Resonance Imaging 
VOC Video for Outpatient Care 
DU Daycare Unit 
HDU The day care unit for heart failure 
PDU The day care unit in the pediatric oncology department 
MDT Multidisciplinary team meetings 
R&D Research and Development 

SLL Stockholm County Council 
SLL IT The central IT organization of Stockholm County Council 
 

 
 
 

Definitions  

Dissemination The intentional spreading of innovations to other hospital units, or repeated 
implementations following the initial implementation target. 
 

Implementation The process through which an innovation is incorporated into a hospital unit, 
regardless of its size, both in terms of introducing the required physical 
assets and changing the processes used by the staff. 
 

Innovation A product, service, process or business model that is novel to the 
organization and has the purpose to, directly or indirectly, improve care. 
 

Innovation project The activities and individuals connected to the organized and time-limited 
implementation of an innovation. 
 

Organizational 
factors 

General areas that can be influenced by central management functions, such 
as: funding, leadership and culture. 
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1  INTRODUCTION 

 
This chapter includes the problem description and purpose of this thesis, followed by the 
research question that has been investigated. Also, the contribution to existing research is 
discussed as well as the delimitations acknowledged. At the end of the chapter, the outline of the 
thesis is described. 

1.1 Problem description 

The health care sector is facing many challenges today, including an aging population as well as 
a shift towards chronic, non-communicable diseases such as mental illness and cancer (World 
Health Organization, 2008). As the number of patients is increasing, together with higher patient 
expectations, managing innovations have become a critical capability among organizations 
within the health care sector (Aalto, et al., 2006). Additionally, the Swedish health care system 
has been experiencing negative financial development along with extensive staff reductions, 
further increasing the need for more efficient operating methods (Kollberg, et al., 2006). Also, 
the ways in which health care is designed and delivered today are, in many cases, still inefficient 
and consumer, namely patient, unfriendly (Herzlinger, 2006).  
 
In health care organizations, innovation has therefore become an essential capability  
(Länsisalmi, et al., 2006). Additionally, studies suggest that competitive success depends upon 
an organizations ability to manage innovation processes (Adams, et al., 2006). As a central 
function at a public university hospital, it may not be possible to affect the political decisions or 
societal structures, and neither impact certain individuals. However, it is assumed that 
organizational factors, as defined in this study, may be managed in different ways. Our study 
therefore aims to contribute to research at an organizational level, as opposed to, for instance, a 
social, political, group or individual level (Yin, 2009). Organizational factors are claimed to be 
of importance, in different ways, throughout literature. For example, Omachonu and Einspruch 
(2010) call these environmental dimensions (e.g. complexity of innovation, physician acceptance 
or organizational leadership), and separates these from operational dimensions (e.g. cost 
containment, improved productivity or patient safety). Both, however, are argued to be of 
importance when introducing new innovations in health care organizations.  
 
At Karolinska University Hospital in Sweden, the management of some of the innovations has 
been centralized to the Innovation Center. The Innovation Center is a department that creates 
connections with, and between, industry, academia and health care in order to drive innovation 
activities. Their aim is to help Karolinska University Hospital provide better care by facilitating 
the innovation process - from idea to implementation. The innovations could for example 
concern safer treatments, better equipment or more cost efficient methods. (Karolinska 
Universitetssjukhuset, u.d.)  
 
The Innovation Center can be involved in all phases in an innovation process but their aim is to 
find solutions to needs that exist in more than one place at the hospital. After an innovation has 
been implemented, the solution could often be useful in several other clinics. An important part 
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of managing innovations is therefore, to make sure that successfully implemented innovations 
are spread to other clinics in the hospital. For the purpose of this report, this process is called 
dissemination of innovations. Studies show that many innovations, even though they are 
successfully implemented at one location, disseminate slowly, or not at all (Omachonu & 
Einspruch, 2010). In fact, two out of three implementation efforts in the health care sector fail 
due to various barriers (Damschroder, et al., 2009).  
 
Until this point, only a few innovations, managed by the Innovation Center, has been 
disseminated, and they do not have an explicit strategy of how to cope with dissemination. 
Moreover, no existing research has been identified as entirely useful since they target the 
innovation process from angles other than the ones needed to manage dissemination of 
innovations at Karolinska University Hospital. Previous studies have mainly focused on either 
the dissemination of innovations within other industries, or on other aspects of health care 
innovation management than the implementation process. A few research papers discuss 
implementation of innovations in the health care sector. However, they delimit their research to 
either one specific type of innovation (Andreassen, et al., 2015), one barrier for implementation 
(Adang & Wensing, 2008) or to other parts of the health care system (Carlfjord, et al., 2010). 
Contrastingly, our study investigates several organizational factors affecting implementation, and 
thereby dissemination, of innovations, among public health care providers.  
 

1.2 Purpose and research question  
The purpose of this master thesis is to explore how dissemination of innovations can be 
facilitated at university hospitals in public health care systems. By dissemination we refer to the 
intentional spreading of innovations to other hospital units, or repeated implementations 
following the initial implementation target. Therefore, dissemination is targeted by studying the 
dynamics of the implementation process. An increased awareness of how organizational factors 
affect implementation would potentially help public health care organizations to better facilitate 
dissemination of innovations. By organizational factors we mean general areas that can be 
influenced by central management functions, such as: funding, leadership and culture. Therefore, 
the purpose is addressed through the following research question:  
 
 

How do organizational factors affect the implementation of innovations at public university 
hospitals?  
 

 
This question is answered through an empirical study at Karolinska University Hospital, and 
more specifically at the Innovation Center, that manages some of its innovations. They have 
identified dissemination to be challenging: hence, studying innovations that have been 
disseminated by them, will help us to answer the research question.  
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1.3 Contributions  
Despite the fact that there are several studies addressing the theories and models of innovation, 
there is not much research made on innovation in the health care sector (Omachonu & 
Einspruch, 2010). Regarding implementation of innovation, there are also many studies that 
cover generic markets and innovations (Klein & Knight, 2005; Somech & Drach-Zahavy, 2013; 
Frambach & Schillewaert, 2002). Compared to them, our study gives an account of factors that 
affect implementation of innovations, and that specifically relates to the conditions present at 
public university hospitals. Additionally, although previous research has studied innovations in 
health care from the perspective of an individual physician, existing research on what determines 
the success of innovation management in larger health care organizations is more sparse ( 
(Fleuren, et al., 2004). Hence, the results are intended to be more useful for decision makers and 
innovators in the health care sector, than more generic studies. 
 
Nevertheless, some studies targeting the health care sector have also been conducted. There are 
for example studies concentrating on the implementation of innovation in primary health care 
(Carlfjord, et al., 2010), economic barriers to implementation of innovations in health care 
(Adang & Wensing, 2008), and ICT implementation in health care (Andreassen, et al., 
2015). These papers are all restricted to a specific submarket, type of barrier or type of 
innovation. Instead, our study contributes with an increased understanding of the 
implementation, and thereby dissemination, of innovations in public university hospitals. The 
study will, for instance, be of use while prioritizing among innovation management, or when 
deciding on topics for future research within health care innovation management. 
 
Furthermore, the academic think tank Leading Health Care has published a number of reports 
regarding innovation in the health care sector. One of them, Organisering för innovation i 
sjukvården (Brattström, 2012), discusses how cross-functional transformations can be executed 
and how a more innovative culture can be created in the health care sector. That report is 
tangential to this study but examines a more specific type of organizational change and covers 
factors that affect idea generation and the design phase rather than the dissemination of 
innovations. Therefore, it does not answer the research question of this study. One identified 
study overlap with this focus, but that covers innovations within any organization delivering 
health care services (Greenhalgh, et al., 2005). Also, in addition to the different scope, that study 
does not cover the context of the Swedish public health care system, making our study a 
necessary and relevant complement.  
 
Finally, innovations leading to better care, or sustained care to a lowered cost, is a way to ensure 
social and economical sustainability in public health care systems. Increased understanding of 
how to manage innovations and disseminate them will therefore help managers to cope with the 
challenges of a growing and aging population. This research thus wishes to contribute to 
improved health and a sustainable future for the public health care sector. 
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1.4 Delimitations  
This innovation management thesis explores factors specifically relevant to university hospitals 
within public health care systems, considering one aspect of innovation management, namely the 
dissemination of innovations. Furthermore, empirical data collection was done within the 
Stockholm County Council (Stockholms Läns Landsting), and specifically with individuals that 
in some way have been in contact with the Innovation Center at Karolinska University Hospital. 
Additionally, one backgrounds study as well as three case studies were conducted, giving a total 
of 17 interviews. The case studies, introducing new ways-of-working and including two new 
technical solutions as well as one new organizational unit, function to represent implementation 
of innovations in general.  
 

1.5 Thesis outline  
The thesis outline, shown in Table 1, describes the content of each chapter in the report. 
 

Table 1 - The outline of the thesis 

Chapter Content 

1. Introduction 

This chapter includes the problem description and purpose of this thesis, followed by the 
research question that has been investigated. Also, the contribution to existing research is 
discussed as well as the delimitations acknowledged. At the end of the chapter, the outline 
of the thesis is described.  

2. Method 
In this chapter, the overall research design is described, as well as the methods used for 
data collection and analysis. Finally, reliability, validity and generalizability of the results 
are discussed.  

3. Literature  
    Review 

This chapter is divided into two parts; definitions and theoretical framework. In the first 
part, the various definitions of key terms are discussed, and the chosen definitions for this 
study is discloses. In the second part, the organizational factors identified as determinants 
for the implementation of innovations is described and summarized in section 3.3. This 
theoretical framework has been revised throughout the research process, allowing empirical 
findings to affect what additional theory that have been studied.  

4. Empirical  
    Results 

In this chapter, the empirical results from the contextual study and from the three case 
studies are presented and analyzed. The results from the contextual study has been analyzed 
using a SWOT-analysis, while the case study results have been analyzed using the 
theoretical framework developed in chapter 3. In the end of this chapter, a summary of all 
findings is presented, compiling the main findings from each data collection.  

5. Discussion &    
    Analysis 

In this chapter, the results are discussed by topic. First, factors affecting implementation, 
and thereby dissemination, of innovations will be discussed. This is done using findings 
from existing literature and the gathered empirical material in this study. The empirical 
material consists of the contextual study, as well as the three case studies: multi-
disciplinary team meetings (MDT); daycare units (DU) and video for outpatient care 
(VOC).  

6. Conclusion 
This chapter consists of three parts. Firstly, the research question is answered. Secondly, 
the managerial implications of the result of the research are discussed and finally, 
suggestions on future research are proposed.   
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2  METHOD 

 
In this chapter, the overall research design is described, as well as the methods used for data 
collection and analysis. Finally, reliability, validity and generalizability of the results are 
discussed. 

 

2.1 Research design 
Since the purpose of this was to explore how dissemination of innovations can be facilitated at 
university hospitals in public health care systems, an abductive research approach was chosen. 
An abductive approach allowed us us to pay attention and be responsive to observations from the 
empirical material, as well as let the observations affect the choice and interpretation of literature 
(Blomkvist & Hallin, 2015). An advantage of this approach is the ability to steer the theoretical 
and empirical research in a direction that corresponds better to its findings. However, the 
weakness is that it might be time consuming, due to the continuous iteration between new types 
of literature and new ways of collecting empirical data, for instance by updating the interview 
questions. The abductive approach is appropriate, especially for the explorative element of the 
purpose, since it both takes advantage of previous research, but also enables identification of 
new findings. 
 
Three parallel data collection methods were used in order to gather the data needed to answer our 
research question. Firstly, a contextual study, with the main purpose to gain a deeper 
understanding of the research question, get acquainted with the research field and to gain a 
deeper understanding of the context of Innovation Management at Karolinska University 
Hospital. Secondly, a literature review, developing a theoretical framework by reviewing 
existing research on organizational factors that affect the implementation of innovations. Finally, 
three case studies were conducted, gathering data and experiences from the implementation and 
dissemination of innovations at Karolinska University Hospital.  
 
These three data collection methods interfered with each other in different ways. The contextual 
study, for instance, mainly helped us to further refine the purpose and research question of the 
study, as well as to understand what theory in the literature review that should be covered to 
address these. The literature review helped us while putting together the interview material for 
the case study interviews, while the case studies uncovered additional organizational factors to 
look for in previous research. To analyze the collected empirical material, within-case study 
analysis was carried out, followed by a cross-case analysis, connecting these findings to findings 
from the contextual study and the literature review. All steps are further described later in this 
chapter, but summarized in Figure 1.  
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Figure 1 - Research design 

 

2.2 Literature review 
In order to gain deeper understanding of existing theory on the dissemination of health care 
innovations, a literature review was carried out, consolidated into two different parts: the first 
discussing common definitions of key terms in our study, and the second developing a 
theoretical framework that could be used in empirical data collection.  
 
The theoretical framework covers organizational factors, that in previous studies have been 
identified as meaningful in the implementation phase. Factors that appeared in several studies, or 
that were pointed out as meaningful already in the contextual study, were explored further to 
gain understanding on how each may influence the implementation of innovations. 
Subsequently, theoretical findings were summarized in a tabe, which was used to guide parts of 
the case study interviews, in order to gather empirical data relating to each organizational factor. 
When uncovering new organizational factors of importance from the interviews, these were 
searched for in previous research. If relevant findings were identified, these were added as a 
chapter in the theoretical framework. In accordance with the chosen research approach, empirical 
findings were then used to gradually develop the framework, for instance by studying new 
factors that came up during the interviews, and then adding these to the list.  
 
To identify relevant articles, the search engine provided by the library at the Royal Institute of 
Technology - KTHB Primo, together with Google Scholar have been used. They both constitute 
a widely accessible collection of published research papers from peer-reviewed journals with 
high credibility. The goal was to capture a combination of established and most recent 
innovation management research within the health care sector as well as research directly related 
to the dissemination and implementation process. Keywords used for collecting material through 
these search engines will for instance be “innovation management”, “innovation health care”, 
“dissemination of innovation”, “implementation innovation” and “implementation innovation 
health care”. Except from very few exceptions, the search has been limited to papers written 
during the past ten years.  
 

2.3 Empirical data collection  
The empirical material in this thesis was collected through semi-structured interviews within one 
contextual study and three case studies at Karolinska University Hospital. Gathering empirical 

January February March April May June
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Literature review
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Empirical data analysis
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data in this manner ensured that all topics were covered in the interview yet enabled us to find 
unexpected factors that might affect the dissemination of innovations (Denscombe, 2003). They 
also helped to provide us with an in-depth understanding of the opinions and beliefs present, 
relating to our research questions (Collis & Hussey, 2014). The choice to use interviewees as 
data gathering method also enabled us to investigate feelings and experiences rather than factual 
matters (Denscombe, 2003). All interviews were held in Swedish and have been documented 
with audio recording and notes in order to capture both the spoken and eventual nonverbal 
communication. To consider ethical aspects such as privacy and confidentiality, participation 
was voluntary for all interviewees and no one except the researchers have had access to the 
recordings (Collis & Hussey, 2014). The material has also been depersonalized so that their 
name or explicit role cannot be connected to the data. However, for contextual understanding, a 
general description of their role has been included in the work, which the interviewees were 
informed of.  
 
Throughout all interviews, depth and length were favored over quantity and compliance to the 
pre-decided interview structure. This means, for instance, that longer and fewer interviews were 
chosen above fewer and shorter ones, and that the interviewees were encouraged to give 
comprehensive answers regarding the parts they found especially important. All interviews were 
held in private somewhere at the interviewee’s workplace. Also, prior to each interview everyone 
was informed about the aims of the research and the fact that the material would be 
depersonalized. We also asked for consent to record the interview was audio recorded. These 
actions were taken since we wanted to create an honest and relaxed atmosphere where 
interviewees felt safe to give with their honest opinions, but also to respect the ethical aspects of 
the research (Denscombe, 2003).  
 
In general, the ambition was to include many open questions in order to further encourage 
developed answers with a lot of content (Collis & Hussey, 2014). Probing, interpreting and 
specifying questions have also been included in order to concretize the answers and ensure that 
the answer is understood correctly. In the end of each interview we asked the interviewees to add 
supplementary comments, in order to make sure that the interviewees would have the 
opportunity to share their opinions about anything else of importance, relating to the questions. 
 
Having an abductive approach, interview questions were revised throughout the process, 
allowing the empirical material to affect further studies. In practice this meant that, for instance, 
the interviews conducted in the end of the research process had a different setup than the ones in 
the beginning. However, since the case study interviews were not carried out one case at a time 
but parallel to each other, this did not mean that the setup varied significantly among them.  
 
The interviews were well prepared with pre-formulated questions, but also with room for 
unprepared follow-up questions if some details needed to be investigated further. This could 
mean for instance, that more time was spent discussing a certain organizational factor because 
we noticed that the interviewee had strong opinions and much experience of it. For example, 
interviewing the legal expert at the Innovation Center, more time was used to go through the 
details of laws and regulations, as well as their impact on the innovation processes. Another 
example is that we, in some cases, spent more time asking follow-up questions relating to the 
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more open questions about the organizational factors, rather spending time going through the 
theoretical framework, when we noticed that the interviewee had many thoughts on important 
factors for implementation and dissemination on their own.  
 
 
2.3.1 Contextual study 
 
In order to get acquainted with the research field and to gain a more profound understanding of 
the research problem, as well as a deeper insight into the innovation processes at Karolinska 
University Hospital and the work carried out by the Innovation Center, a contextual study was 
carried out. This contextual study included both initial readings of existing research, informal 
meetings with contact persons and semi-structured interviews with employees at the Innovation 
Center. During the informal meetings, the research question was discussed, in order to better 
target the perceived problem of dissemination. During the semi-structured interviews, 
interviewees were asked open-ended questions, structured around the following themes: (1) 
background information, (2) the role of the Innovation Center and (3) or research question, or 
more specifically, challenges in the dissemination of innovations at Karolinska University 
Hospital. Examples of interview questions are shown in   
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Table 2, and all interviews are listed in Table 3. The roles and backgrounds of the interviewees 
varied, including, for instance, legal and communication experts, project managers and the 
director of the Innovation Center. Some of these had, while others did not have, a clinical 
background prior to working at the Innovation Center.  
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Table 2 - Examples of typical interview questions used for interviews in the contextual study 

Question 
Theme 

 
Typical Questions 
 

Background 
information 

 
• “What is the name of your role at the Innovation Center?” 
• “Tell us a bit about your background” 
• “What are your responsibilities?” 
• “For how long have you worked at the hospital?” 
• “What other roles have you had within the hospital?” 

 

The Innovation 
Center 

 
• “What would you say that the Innovation Center’s main purpose is?” 
• “In what ways is the Innovation Center involved in innovation projects? In what 

phases?” 
• “What stakeholders does the Innovation Center have contact with?” 
• “What do you believe that the Innovation Center does really well today?” 
• “What do you believe that the Innovation Center could do better?”  

 

Research 
question 

 
• “What parts are easy, when an innovation should be disseminated from its 

original point of implementation? Under what circumstances?” 
• “What are the main challenges while disseminating innovations from their 

original points of implementation?” 
• “Has the implementation been easier in the second/third/fourth/etc. round of 

implementation, comparing to the first? In what way?” 
• “Are there any stakeholders, who you are not already in contact with, that you 

think are especially important for the dissemination?” 
• “Hypothetically, if you were given a large amount of money to spend at the 

Innovation Center, what would you do?” 
 

 
 

Table 3 - Interviews carried out within the contextual study 

Anonymized name Date Length of interview 

Interviewee 1 160212 60 min 

Interviewee 2 160215 90 min 

Interviewee 3 160215 110 min 

Interviewee 4 160215 70 min 

Interviewee 5 160217 50 min 

Interviewee 6 160222 70 min 

Interviewee 7 160406 110 min 
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2.3.2 Case Studies 
 
In order to understand how organizational factors affect the implementation of innovations at 
Karolinska University Hospital, three case studies were conducted. Case studies are appropriate 
when investigating a research question that is formulated as “how” or “why”, which is true in 
this study (Yin, 2009). However, there are few case study research designs to be found in 
literature, as for methods used in for instance biological and psychological sciences (Yin, 2009). 
In our study, the case study process was structured into three main steps, inspired by the case 
study process as suggested by Collis and Hussey (2014). These were: (1) the selection of case 
studies; (2) the collection of data and (3) the analysis of data. The first two steps will be 
explained throughout this section, while the third will be described in section 2.4.  
 
In this study, the primary unit of analysis will be innovation projects. Prior to selecting the case 
studies, we asked the Innovation Center about ongoing or completed innovation projects, within 
which we could carry out case study interviews. Seven cases studies were proposed; “video visits 
in outpatient care”, “surgeries on a distance using telemedicine”, “MR imaging with movement 
correction”, “a thematic organizational structure”, “daycare unit”, “multi-disciplinary meetings” 
and “care flow for the patients with advanced cancer in the pelvis”. The selection of the case 
studies was then made with the intention to cover different stages of the dissemination as well as 
different types of innovations. “MRI imaging with movement correction” and “a thematic 
organizational structure” were not yet implemented, and were therefore deselected. Also, since 
many of the proposed projects were related to telemedicine, we made sure not to choose only 
from these. This was done since the research question addresses all types of innovations as well 
as dissemination as a whole. Connecting the selection to the research questions in this way is 
important to increase quality of the results place (Blomkvist & Hallin, 2015). Finally, the extent 
to which we expected to be able to study the projects were also taken into account, excluding 
projects that for instance were too sensitive to track. Based on these selection criteria, “video 
visits in outpatient care” (VOC), “daycare unit” (DU) and “multi-disciplinary meetings” (MDT) 
were selected. 
 
The reason as to why a multiple-case study was chosen, and not a single-case study, was because 
we wanted to be able to identify similarities and differences in empirical results from different 
innovation projects. Also, the comparison of similarities and differences in between several case 
studies enables a better understanding of what findings that could be generalized to other 
contexts (Collis & Hussey, 2014). Identifying similarities means replicating findings to more 
than one setting produces a robust finding. In order to be able to do so, the selection of case 
studies must be done so that a replication of findings are expected, for instance similar cases 
resulting in successful outcomes. (Yin, 2009) This was made in our case in the sense that all case 
studies were innovation projects within Karolinska University Hospital that had resulted in the 
implementation of an innovation in at least one hospital unit. To produce replications in a 
multiple-case study, a theoretical framework, that can be revised throughout the case study 
process, is necessary (Yin, 2009). As explained in chapter 2.2, a theoretical framework based on 



   28 

previous research was used, as well as dynamically developed throughout, all case study 
interviews. 
 
Prior to the case study interviews, each innovation project was preliminarily investigated by 
reading information available on the Karolinska University Hospital webpage or in other internal 
documentation. This increased our understanding of the terminology used in connection to the 
innovation and to formulate initial questions in addition to the ones formulated through the 
theoretical framework.  
 
The interviews were conducted using a semi-structured approach. Each interviewee was asked 
questions around the following themes; (1) Background information about themselves, (2) about 
the innovation studied in the case study, (3) the implementation and dissemination, for instance 
what they thought had gone good and what could have been done better, and then finally (4) 
factors from the theoretical framework. Typical interview questions that were asked are 
summarized in Table 4. 
 

Table 4 - Examples of typical interview questions used for case study interviews 

Question 
Theme 

 
Typical Questions 
 

Background 
information 

 
• “What is the name of your role at the hospital?” 
• “What are your responsibilities?” 
• “For how long have you worked at the hospital?” 

 

About the 
innovation 

 
• “What is [the innovation]?” 
• “Could you briefly describe the process, from start until the point where you are 

today?” 
 

Implementation 
& dissemination 

 
• “What has worked well in the implementation of [the innovation]?” 
• “What could have gone better in the implementation of [the innovation]?” 
• “Has the implementation been easier in the second/third/fourth/etc. round of 

implementation, comparing to the first? In what way?” 
 

Theoretical 
framework 

 
• “How important was [each organizational factor from  
• Table 6] for the implementation and dissemination of [the innovation]? In what 

way?”  
 

 
The background questions were asked in order to be able to contextualize and understand the 
underlying causes to the responses. For example, the responses may be affected by educational 
background or whether or not the employee had clinical experience. The questions about the 
innovations were used to understand what had been done so far in the innovation process, and to 
what parts of Karolinska University Hospital the innovation had been disseminated already. The 



   29 

third theme was created in order to make them think freely about factors they thought had been 
important in the dissemination process. Through this some new organizational factors, 
previously not included in the framework, was uncovered, enabling us to study these further in 
literature. If new findings were uncovered in literature, the factor was added to our 
organizational framework. Finally, the theoretical framework was explained and gone through, 
revealing the interviewee’s perspective on each factor’s importance for the implementation of 
the innovation in question. It became clear that some interviewees came up with most answers 
while thinking freely, and some while providing them with a certain topic they could either agree 
or disagree with. For these reasons, we tried to stay flexible whether the open questions about the 
implementation and dissemination or the theoretical framework were given the most of the 
interview time. All interviewees from the case studies are listed in Table 5. 
 

Table 5 - Interviews carried out within the case studies 

Anonymized 
name 

 
 

Case Study 
 

1=MDT, 2=DU, 3=VOC 

Date Role Length of 
interview 

Interviewee 8 2 160309 
Employee at the 

Innovation Center 
60 min 

Interviewee 1 1 & 3 160330 
Employee at the 

Innovation Center 
110 min 

Interviewee 4 2 160405 
Employee at the 

Innovation Center 
80 min 

Interviewee 9 3 160406 
Consultant at the 
Innovation Center 

110 min 

Interviewee 10 & 11 2 160414 Clinicians at Karolinska 70 min 

Interviewee 12 1 160418 
Employee at the 

Innovation Center 
60 min 

Interviewee 13 2 160422 Clinician at Karolinska 50 min 

Interviewee 14 3 160426 
Employee at Stockholm 

County Council 
60 min 

Interviewee 15 3 160427 
Employee at the 

Innovation Center 
120 min 

Interviewee 16 1 160429 
Employee at the 

Regional Cancer Center 
60 min 

 
 

2.4 Empirical data analysis 
The analysis of the empirical material was done in two levels. In the first level analysis, the 
contextual study as well as each case study were analyzed individually. In the second level 
analysis, empirical findings were combined with findings in the literature review. 
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2.4.1 Contextual study 
After the interviewees in the contextual study, the interview notes were gone through using audio 
recordings, summarizing the answers to each question. Finally, findings about the Innovation 
Center, relating to their strengths, weaknesses, opportunities or threats, together with thoughts on 
the current issues with implementation and dissemination of innovations at Karolinska 
University Hospital, were extracted from each interview. This breakdown was done according to 
the so called “SWOT-analysis”. A SWOT-analysis is used in strategic planning, and enables an 
organization to use a business model that reflects its capabilities and resources as well as the 
requirements of the environments it operates within (Ifediora, et al., 2014). This seemed 
appropriate also when assessing the role of the Innovation Center at Karolinska University 
Hospital, in order to better understand the empirical data gathered in the case studies. It was also 
useful when writing managerial implications in the study’s conclusions.  
 
2.4.2 Case studies 
Data analysis was conducted partly by within-case analysis, in other words looking at interviews 
carried out within the same project, and partly by cross-case analysis, which means identifying 
similarities between the different projects (Collis & Hussey, 2014). As a first level analysis, 
findings uncovered within each case study were grouped together in common themes within each 
organizational factor, such as “sense of ownership” within the organizational factor “leadership”. 
When organizational factors were discovered, but not found in our literature study; these were 
added to “Other factors”. In the interview overview in Table 5, the role of each interviewee was 
stated, as well as in what case study context that person was interviewed. This contextualization 
of data enables more accurate interpretations and adds more depth to the findings (Collis & 
Hussey, 2014).  
 
Finally, a summary was written, covering findings from all case studies. This summary was 
furthermore used in the second level analysis, together with findings from the contextual study 
and the theoretical framework, while writing the discussion.  
 

2.5 Reliability, validity and generalizability  
Qualitative data are usually associated with lower degree of reliability, being less precise and 
more influenced by the context (Collis & Hussey, 2014). However, since this study has the 
ambition to understand how the context of a public university hospital influences 
implementation, and thereby dissemination, of innovations, a qualitative study was appropriate. 
Furthermore, gathering data from interviews entails some additional challenges regarding 
reliability and generalizability. The identity, preferences and prejudices of both the interviewer 
and the interviewee are for example likely to have an impact on the data and may therefore affect 
the result (Denscombe, 2003). In our case many of the interviewees worked at the Innovation 
Center, possibly displaying a bias in favor for this department and not giving an account of other 
perspectives at the hospital. However, since the employees had diversified backgrounds, for 
instance from working within hospital clinics, this was not regarded a major concern. Also, to 
decrease the influence of our own preferences and prejudices, we made an effort to be as polite, 
neutral and receptive as possible in all interviews. This approach was also assumed in order to 
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make all interviewees feel comfortable, and to avoid any defensive behavior or dishonest replies. 
Moreover, when the work is clearly connected to a company or a department, it is likely that the 
researchers’ personal feelings about that company and its coworkers affect the results 
(Denscombe, 2003). We have therefore tried to limit the time spent with the staff at Innovation 
Center, other than when gathering data, reducing the risks for our results to be biased.  
 
Also, taking generalizability into account, consideration has been taken to the selection of 
interviewees, in other words the sample, trying to gather a mix of roles and backgrounds. The 
selection was made deliberately, not randomly, with help from the staff at the Innovation Center. 
Although the main goal was to identify interviewees that could contribute to our research, the 
fact that the Innovation Center was involved in the decision may have resulted in a sample 
representing a more positive attitude towards their department than the average employee at the 
hospital. In order to increase the possibility to generalize findings, we actively asked to be 
connected to people with a more skeptical viewpoint, or that could provide us with a different 
view on the research phenomenon than the staff at the Innovation Center.       
 
One challenge, using the case study method, was also to create a large enough sample to 
represent each innovation project well (Collis & Hussey, 2014), in other words to interview a 
sufficient number of people, due to a restricted time frame for the study. We have tried to aim at 
being deep rather than broad while gathering empirical data, meaning that we have chosen to 
have a few long and deep interviews over many shorter ones. It has led to a result that is based 
on the observation of a smaller group of people (16 interviewees), which could have a negative 
effect of the reliability, and generalizability of the study.  
 
The fact that the study includes three different case studies with different characteristics and 
stakeholders, ensuring a large and diverse sample, contributes positively to the statistical 
generalizability of the research (Yin, 2009). While choosing multiple case studies, they therefore 
need to be selected so that they are comparable to one another. Collis and Hussey (2014) say that 
it is important to choose case studies that have characteristics similar enough to draw 
conclusions based on correlations. Since the cases are all managed by the Innovation center with 
innovations implemented in the same organization, such similarities exist.   
 
Although gathering data from interviews may affect the reliability negatively, it is also 
associated with a high degree of validity, if data is collected systematically and methodically 
(Collis & Hussey, 2014). By developing the theoretical framework, we were pushed to focus all 
interviews on answering the research question, enabling the empirical data to be organized and 
compared in a systematical manner. Collecting data from interviews also increases the validity, 
since it can be checked for accuracy and relevance, as they are collected (Denscombe, 2003). For 
instance, if some statement was not completely clear, or seemed to be a target for 
misinterpretation, we therefore took the opportunity and asked a clarifying question. A few 
times, an email was also sent to the interviewee afterwards to straighten out misunderstandings.    
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3  LITERATURE REVIEW 

 
This chapter is divided into two parts; definitions and theoretical framework. In the first part, the 
various definitions of key terms are discussed, and the chosen definitions for this study is 
discloses. In the second part, the organizational factors identified as determinants for the 
implementation of innovations is described and summarized in section 3.3. This theoretical 
framework has been revised throughout the research process, allowing empirical findings to 
affect what additional theory that have been studied. 
 

3.1 Definitions 
Innovation, innovation projects, implementation and dissemination are all terms of importance, 
widely used throughout our report. However, each, and especially the latter two, seem to lack 
common definition in literature covering innovation management in the health care sector. 
Therefore, giving an account of existing definitions as well as establishing formal definitions for 
the purpose of this study seems necessary. 
 
 
3.1.1 Definition of innovation 
 
Innovation 
A largely accepted definition of innovations includes three fundamental components, namely 
that an innovation should be a novelty, include an application component and have an intended 
benefit (Länsisalmi, et al., 2006). Omachonu and Einspruch (2010) define a health care 
innovation as “the introduction of a new concept, idea, service, process or product aimed at 
improving treatment, diagnosis, education, outreach, prevention and research, and with the long 
term goals of improving quality, safety, outcomes, efficiency and costs”. Greenhalgh et al. 
(2005) establish a broader definition, aiming at explaining the meaning of innovations for any 
service organization, defining it as a “novel set of behaviors, routines and ways of working, 
which are directed at improving health outcomes, administrative efficiency, cost-effectiveness, 
or user experience, and which are implemented by means of planned and coordinated action”. 
Adams et al. (2006), choose to use a more general definition in their paper about general 
innovation management measurement, namely “the successful implementation of new ideas”, 
since it incorporates all different types of innovations there may be. Since our study does not aim 
to explain how findings differ in between different types of innovations, we will choose to define 
an innovation as a product, service, process or business model that is novel to the organization 
and has the purpose to, directly or indirectly, improve care. 
 
Innovation project 
”Innovation projects”, or simply ”projects”, are terms widely used in litterature while discussing 
the implementation and dissemination of innovations, however, in the literature convered by our 
study, these lack explicit definitions. Andreassen et al. (2015) argues that innovation projects are 
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an innovation in itself that has become normalized at management level in the health care sector. 
An innovation project, or simply a project, is used in our study to refer to the activities and 
individuals connected to the organized and time-limited implementation of an innovation. 
 
Categorizing innovations 
In literature, several ways of categorizing health care innovations are discussed. This can be 
done either based on the type of innovation, or based on the function the innovation aims to 
have. Länsisalmi et al. (2006), for instance, summarize the common types of innovations in the 
health care sector as either new services, new ways of working, and new technologies. 
Herzlinger (2006) divides innovations more based on their function, namely either: consumer 
focused, impacting the way patients consumes health care; technology, using technology to 
improve care by, for instance, developing new products or treatment methods; business models, 
for instance new ways of vertically or horizontally integrating separate activities or health care 
organizations. Another way to categorize innovation based in their functions, is by dividing them 
into incremental and radical innovations. Omachonu and Einspruch (2010) summarize the 
research field regarding these, meaning that incremental innovations, that are also called non-
disruptive, linear, sustaining or evolutionary, improves on existing solutions. On the contrary, 
radical solutions, also called revolutionary, transformational, disruptive or nonlinear, creates new 
markets, new players while destroying old systems. Since our focus is put on the implementation 
and dissemination of innovation projects, without considering the possible different types of 
innovation, no formal definition of innovation types will be introduced. 
 
 
3.1.2 Definition of implementation and dissemination 
 
Dissemination of innovations 
In literature covering innovation management in the health care sector, different words are used 
to describe the concept of spreading an innovation, and above all, the same words are used with 
different meanings. Diffusion and dissemination are two common words used, at times 
interchangeably, when describing the concept of spreading an innovation. Omachonu & 
Einspruch (2010), for example, use both “diffusion” and “dissemination” while referring to the 
concept of spreading an innovation, with an unclear distinction, possibly meaning that 
dissemination is an action while diffusion is more of a state, although this is not explicitly 
expressed. Greenhalgh et al. (2005) also use both “dissemination” and “diffusion”, however 
clearly distinguishing these from each other by defining the former as a planned spread, and the 
latter as the informal, or spontaneous, spread. Damschroder, et al. (2009) use only 
“dissemination” and describe this as when a successful intervention is spread to other contexts. 
What is actually meant by a successful intervention is not explicitly stated. However, one 
definition for “innovation implementation success”, as established by Nembhard, et al. (2009), 
is: “when targeted organizational members use an innovation as frequently, consistently, and 
assiduously as needed to realize its intended benefits”.  Dissemination in this report is defined as 
the intentional spreading of innovations to other hospital units, or repeated implementations 
following the initial implementation target. In other words, when there has been a second, third 
or fourth, round of implementation, an innovation has disseminated from its original 
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implementation target. In accordance with these definitions, factors of implementation have been 
studied in chapter 1.3. 
 
Implementation of innovations 
Implementation is used in many studies, including slightly different scopes of the innovation 
process and referring to different scales of implementation. This also results in an unclear 
demarcation between implementation and dissemination. For instance, if discussing 
implementation in the context of one clinic, dissemination may refer to the implementation in 
other clinics, while if discussing implementation on a national level, dissemination may refer to 
the implementation in other countries. Implementation is sometimes referred to as the “adoption 
of innovations” (Länsisalmi, et al., 2006; Omachonu & Einspruch, 2010). However, some use 
“implementation”, which Damschroder et al. (2009), define as “the means by which an 
intervention is assimilated into an organization”. In a similar way, Greenhalgh et al. (2005) use 
the definition “active and planned efforts to mainstream an innovation”. In other words, both 
studies refer to implementation as the actions that result in the eventual usage of an innovation. 
Nembhard, et al. (2009) point out how implementation and execution are sometimes used 
synonymously but how, using support from literature, one may distinguish them by the fact that 
“implementation” is more dynamic while “execution” is more static. For the purpose of this 
study, implementation is defined as the process through which an innovation is incorporated into 
a hospital unit, regardless of its size, both in terms of introducing the required physical assets and 
changing the processes used by the staff. 
 
Sustainable implementation 
Some authors choose to separate the initial stages of implementation from long-term 
implementation success. Aarons, et al. (2011), for instance, divide the implementation process 
into four steps, namely exploration, adoption/preparation, implementation and sustainment. 
Additionally, the scope of implementation is not explicitly limited to one organizational unit, but 
could be referred to in different extents, where an example they use, for instance, is national 
implementation of an innovation. Their study distinguishes itself from others by including 
several aspects while discussing implementation. These are for instance the initial decision 
phase, in other words when deciding whether or not an innovation should be implemented, as 
well as the sustainment of the innovation, referring to the continuing success of an 
implementation. The sustainability of an implementation is, however, separately discussed by 
many authors. Greenhalgh et al. (2005), for instance, talk about this sustained implementation as 
“routinisation”, defining “implementation” only as the earlier usage activities. Andreassen, et al. 
(2015) points out the importance of sustainable implementation, discussing how many projects 
stay pilots, and hence fail to survive through a larger scale of implementation. Accordingly, the 
same authors choose to divide the innovation process into two conceptual steps: projects and and 
full-scale implementation, although the physical definition of full-scale implementation is 
unclear. No formal definition of sustainable implementation will be used in our study, rather, this 
have been used to understand the differences in literature while discussing different degrees of 
implementation.  
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3.2 Theoretical framework 
There are many existing, evidence-based innovations that are not used in practice, creating a gap 
in between the actual and the potential degree of innovation in the health care sector (Länsisalmi, 
et al., 2006). According to Damschroder et al. (2009), studies show that about two thirds of all 
efforts to implement innovations fail, due to barriers that arise on different levels. These factors 
need to be taken into consideration, and if possible turned into the innovator’s advantage, in 
order for an innovation to be successfully implemented (Herzlinger, 2006). Also, sometimes 
innovations are implemented successfully in one location, but the dissemination of that 
innovation is often slower or at times even non-existing (Omachonu & Einspruch, 2010). 
However, since dissemination, in this study, is seen as the repeated implementations following 
the initial implementation target, dissemination is targeted by studying the dynamics of the 
implementation process. 
 
The different forces that determine the degree of success of an innovation are explored in several 
research papers. For instance, Herzlinger (2006) summarizes her findings as “Six Forces That 
Can Drive Innovation – Or Kill It”, where industry players, funding, public policy, technology, 
consumers and accountability are defined as the different forces. Another example is 
Damschroder et al. (2009), who have constructed a framework called “Consolidated Framework 
for Implementation Research”, summarizing findings from recent research and dividing these 
into five main categories: the intervention; inner and outer setting, the individuals involved as 
well as the process of implementation.  
 
The focus of our study is how organizational factors affect the implementation, and thereby the 
dissemination, of innovations. A description of factors that, in previous research, have been 
proven to be of importance for the implementation process can be found in this section. 
Additionally, findings are summarized in   
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Table 6. This summary was used as a base for some of the questions in the case study interviews. 
When additional organizational factors were identified in the empirical study, these have been 
searched for in previous literature and, if new findings were uncovered, added as another factor 
discussed in this chapter.  
 
3.2.1 Leadership 
In previous research, leadership and its importance for implementation are widely discussed 
topics, refering to leaders at any level within the organization. For instance, leaders are said to 
have a vital role when it comes to creating s change-friendly climate (Adams, et al., 2006; 
Aarons, et al., 2011) and taking ownership of the innovation (Aarons, et al., 2011). Additionally, 
they are needed in order to provide employees with support for implementation in terms of 
practicalities, such as resource allocation or personal feedback. Nembhard, et al. (2009) argues 
that this support is necessary since it legitimizes the innovation and therefore motivates 
employees to commit to the implementation process. According to Greenhalgh, et al. (2005), if 
there is a formal dissemination program, in other words a planned progress of how to spread the 
innovation, the one responsible for it will be more successful with the implementations if they 
make sure to (1) take the needs and perspectives of the users into account, in other words the 
clinicians, balancing costs and benefits, (2) tailor the implementation strategy based on local 
demographical, structural and cultural features, (3) locally adapt the communication and use 
suitable communication channels, and (4) monitor and follow-up on pre-decided goals. 
 
Leadership also includes having an overall strategy for an innovation, and communicating this 
(Adams, et al., 2006). Nembhard, et al. (2009) claims that there is often a perceived difference, 
and sometimes even conflict, between the goals of health professionals (clinicians) and health 
care organization leaders, for instance, leaders may highlight cost efficiency and clinicians 
improved patient care. Also Damschroder et al. (2009) bring up this issue, and points out how 
the implementation process will be more likely to progress efficiently if there is an alignment 
between the communicated purpose and the purpose as perceived by the employees. Nembhard, 
et al. (2009) suggest that health care organizations should hire leaders with a natural tendency to 
practice, alternatively train leaders to use, a transformational leadership style that handle this 
challenge by shifting focus from individual to organizational goals and, still, being considerate 
about individual development needs.                                                                                                                                                                                                                                                                                                                                                               
 
3.2.2 Funding 
Funding is important for implementation in several ways, for instance when it comes to resource 
allocation, and the mechanisms behind this, as well as the perceived cost-efficiency of an 
innovation. Looking closer at the former, Damschroder, et al. (2009) summarize the resources as 
money, training, education, physical space (facilities) and time. Also, having slack resources 
may also be relevant to foster innovation, since this creates opportunities for experimentation 
and a more allowing culture towards failures (Adams, et al., 2006). Regarding money, the 
reimbursement system present within the health care system is complex, for instance due to the 
fact that payments usually come from a third party, namely the government or an insurance 
company (Herzlinger, 2006). This also includes Sweden, were over 70 percent of the total costs 
are paid by county council taxes (Kollberg, et al., 2006). Having a third party payer raises some 
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challenges, for instances since the perceived value of a service may differ between the patient 
and the payer (Herzlinger, 2006). In the current Swedish reimbursement system, a clinic is 
reimbursed, more a less, based on the number of patient visits, regardless of treatment quality. 
However, new systems are under development, for instance through the concept of value-based 
care, were reimbursement is based on both patient value as well as quality and cost of care 
(Bergqvist, 2014). Regarding time, Damschroder, et al. (2009) points out how time allocated for 
reflection and development affects implementation positively. Also, resources allocated for 
ongoing consultation and training have been pointed out as relevant for implementation success, 
especially during the early stages of implementation (Aarons, et al., 2011). 
 
Furthermore, the perceived cost-efficiency may have an impact on the implementation of 
innovations. According to Herzlinger (2006), costs are usually observed in silos, which in 
practice means that a cost reduction in, for instance, labor at one location, may not be traced to 
the technology causing it.  
 
3.2.3 Culture and climate 
The culture and climate, both in the clinics, at the management level and in other hospital units 
involved in an innovation, can have a considerable impact on the implementation of innovaitons. 
Aarons, et al. (2011), for instance, summarize existing research regarding culture and its impact 
on the implementation of innovations. The authors separate culture from climate, by defining 
culture as implicit norms and existing assumptions that affects behaviors, and climate as the 
perceptions and feelings employees have about their work environment. In this way, climate may 
be perceived as more varying within the organization, while the culture is more uniform 
(Damschroder, et al., 2009). In this study, since the definitions differ in between research and 
individuals, these will be consolidated into one factor.  
 
A strong learning climate, where the employees feel highly valued and safe to contribute with 
their ideas, will favor the implementation process, according to Damschroder et al. (2009). 
Similarly, other research show how working climates that are not perceived at welcoming 
towards innovations, or cultures that are not encouraging the exploration of new methods to meet 
challenges, are less likely to use evidence-based practices (Aarons, et al., 2011). Do Carmo 
Caccia-Bava et al. (2006) specifically discusses absorptive capacity for IT projects, defining it as 
a hospital’s ability to understand the value of, and be able to adopt, new informational systems, 
and concludes that this correlates with implementation success. Furthermore, the authors claims 
that structures for knowledge sharing and communication are crucial in order to create a high 
absorptive capacity within an organization. Absorptive capacity may also be defined as the 
existing knowledge and skills within an organization as well as the ability to share and use new 
knowledge (Aarons, et al., 2011). In this way it may be perceived as one way to increase the 
susceptibility to innovation. 
 
Furthermore, there exist a tendency to protect the individual autonomy and reputation among the 
clinicians, that together with other factors inhibits organizational learning (Länsisalmi, et al., 
2006). Similarly, others argue that there exists a hierarchical culture within health care 
organizations that contributes to a resistance towards collaborative learning, hence affecting the 



   38 

possibility for implementation success (Nembhard, et al., 2009). The authors continue to explain 
how some perceive the act of challenging others’ views, together with acknowledging their own 
errors, as risky since it may lead to a decreased reputation among colleagues if one appears 
incompetent. They also claim that this culture is fostered already during the education and comes 
from how health professionals learn look at themselves and their colleagues are fostered already 
during their education. Additionally, several studies have established that it may be difficult to 
change the behavior of clinicians (Omachonu & Einspruch, 2010). 
 
3.2.4 Policy 
The health care sector is regulated by many different laws that affect health care innovations and 
make their implementation more difficult (Omachonu & Einspruch, 2010). These may concern, 
for example, privacy or security, and it is of great importance that an innovator takes them into 
consideration (Herzlinger, 2006). Similarly, Adams et al. (2006) claims that rigid regulations 
may prevent decision-makers in an organization from searching for new sources of information. 
One reason behind the extensive regulation may be that officials are aware of the consequences 
of a potential regulation gap, for instance if this resulted in the approval of a harmful drug, 
making them prefer over-regulating rather than under-regulating the health care system, although 
the downside may be innovation delays (Herzlinger, 2006). 
 
In Sweden, the National Board of Health and Welfare (Socialstyrelsen) follows-up and evaluates 
how delivered health care services comply with government goals as well as produces 
regulations to ensure quality of care. Regulations that needs to be taken into account are, for 
instance, the Patient Safety Act issued 2011, stating that health care workers are responsible for 
their own actions, or the Public Procurement Act from 2007, with the purpose to ensure that 
public funds are spent in the best way, using existing competition in between suppliers. (Anell, et 
al., 2012)  
 
3.2.5 Performance measurements 
Measuring performance within necessary areas is critical both for academics and practitioners in 
order to get an overview of the organization’s ability to manage innovation (Adams, et al., 2006). 
Making sure to properly evaluate whether the implementation at one location is successful or 
not, as well how it could be used in other context, are also important factors in order to promote 
sustainable implementation and foster further dissemination (Damschroder, et al., 2009). 
Additionally, due to increased empowerment of patients and cost-pressure on hospitals, 
innovations need to prove cost-effectiveness, efficacy, regulation compliance and long-term 
safety in order to be implemented (Herzlinger, 2006). Moreover, measurements are useful since 
they make implementation efforts visible, enabling appropriate rewards (either on individual or 
group level), which contribute to implementation success (Nembhard, et al., 2009).  
 
Traditionally, the health care sector has been using underdeveloped performance measurements 
systems, partly since hospital workers have believed that their hard work equals the best possible 
car, and partly because of a resistance towards performance exposure. Additionally, any 
performance measurement system that exist often rely on third-party suppliers in a way that is 
unusual among other service or manufacturing organizations. (Nembhard, et al., 2009) There are 
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several ways however, to measure innovation management performance, for instance by 
identifying measurable parameters for innovation inputs, knowledge management, innovation 
strategy, organizational culture and structure, project and portfolio management as well as the 
implementation of innovations. One way to adequately measure innovation inputs may be to 
look at different metrics reflecting both people, physical resources and funding, instead of simply 
measuring total money spent on R&D or the number of people involved in an innovation 
process. With a comprehensive framework an organization may avoid ad hoc and biased metrics, 
that otherwise may lead to poor managerial choices. (Adams, et al., 2006) Additionally, health 
care organizations must make sure to overcome any distrust or resentment amongst the 
employees towards performance measurement systems, if these are to be implemented 
successfully. Perceived fairness is the most important factor to increase trust. This may be 
achieved by involving targeted organizational members in the development of the performance 
measurements systems as well as by ensuring regular communication between managers and 
staff. (Nembhard, et al., 2009) 
 
3.2.6 Non-financial incentives 
Incentives such as performance reviews, promotions or simply getting recognition for what has 
has been done, increases the likelihood for successful implementation (Damschroder, et al., 
2009). Although both organizational and financial incentives are of importance while 
implementing innovations, it is essential to focus beyond financial incentives in order to create 
sustainable change, for instance by publishing outcomes from the innovation implementation 
(Kilbourne, et al., 2007). If the implementation of an innovation relies on teamwork, the 
incentives should be given out on a group level, since this motivates all members to perform 
individually as well as working together. However, if it relies on individual performance only, 
incentives should be given out at individual level. In this way, it is essential that the incentive 
system matches with the nature of the task. (Nembhard, et al., 2009)  
 
3.2.7 Competition 
Competition may function to create a competitive pressure that promotes the implementation of 
an innovation, for instance if a majority of peers, a key peer or a competing organization have 
already implemented an innovation (Damschroder, et al., 2009). Increasing competition within 
health care have proven to increase productivity and patient value, for instance in Swedish 
primary care, were approximately one-third of the providers are owned by three private 
organizations (venture capitalists and a cooperative of health practitioners), and competition 
have triggered increased office hours as well as the general productivity of primary care (Anell, 
et al., 2012). According to Dash and Meredith (2010) “the level of provider competition that is 
healthy varies depending on the clinical setting. Thus, health systems should use different 
strategies for different types of care”. The authors further exemplify this by describing how 
classic models of competition could result in overcapacity, if applied to highly specialized care, 
but in increased efficiency and improved health outcomes, if applied to some less specialized 
acute services. A rising phenomena is also competition on a global scale, due to an increased 
presence of so called “medical tourism”, in other words travelling to other countries for medical 
treatment. The industry of medical tourism was estimated by some to 60 billion dollars already 
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in 2006, with a projected future growth due to more and more individuals seeking high quality 
care at affordable prices (Herrick, 2007). 
 
Furthermore, looking more at the innovation itself, an innovation is not only affected by direct 
competing solutions, such as a similar drug, but to other sources of substitutions, such as a range 
of treatment methods that may be used as an alternative to drug prescription. Also, by moving 
forward to slowly, the opportunity for getting a competitive advantage may have past, but 
moving to quickly, the infrastructure required for innovation may not be in place. (Herzlinger, 
2006) 
 
3.2.8 Technology 
The health care sector shows low levels of IT spending and uniformity in IT standards 
(Herzlinger, 2006). Historically health care has been provided locally, and there has not been any 
IT solutions secure enough to handle a patient data system that could be accessed anywhere 
(Gupta, 2008). Today, in some clinics, patient information is still kept in paper storage systems 
locally, preventing other clinicians from accessing vital historical data and missing out on other 
advantages with electronic recordkeeping, such as an ability to use software in order to detect 
mistakes or possible issues (Omachonu & Einspruch, 2010). Moreover, existing information 
systems are seldom integrated but rather designed to function at one location (Gupta, 2008). 
Similarly, the information systems that exist within Sweden are usually incompatible in between 
different county councils. Some information, however, has been consolidated and made available 
on a national basis, including the patient register, the medical register of birth, the cancer register 
and the mortality cause register. Additionally, there are approximately 90 quality registers 
accessible, with the goal to contribute to continuous learning as well as to the improvement and 
management of all health care services. (Anell, et al., 2012)  
 
In future IT is predicted to have an even larger impact on in what way health care is delivered. 
Gupta (2008) argues that there are four different ways in which this will happen: through a more 
integrated health information system, enabling for instance patient data to be accessed by 
practitioners and patients anywhere; more offshoring and outsourcing of medical services, 
lowering costs; increased international monitoring of drug prescriptions as well as more high-
quality information available to both patients and doctors. The latter may for instance be 
composed as a Wikipedia page, consolidating information from trusted resources that are 
frequently updated by individuals from all around the world or based on recent research. This 
would enable updated, specific, reliable and easy accessible medical information anywhere. 
(Gupta, 2008) 
 
3.2.9 Communication and networking 
Positive relationships have been established between internal communication and innovation, 
where internal communication for instance contributes to the dissemination of existing ideas. 
Information gathering and networking, summarized as information flows, are important parts of 
knowledge management and hence of innovation management. (Adams, et al., 2006) 
Interpersonal influence, through social networks, are the channels through which most 
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innovations are spread. However, existing research on the different social roles in health care 
service delivery, is limited and of varying quality. (Greenhalgh, et al., 2005)  
 
3.2.10 Stakeholders’ support 
Typically, innovations need to appeal to the medical practitioners, since they are in a good 
position put recommendations further (Herzlinger, 2006). However, there are many stakeholders 
that need to be taken into consideration while developing innovation in the health care sector. 
These can for instance be divided into physicians (or clinicians), patients, organizations, 
innovator companies and regulatory agencies (Omachonu & Einspruch, 2010). Each one has 
their own agenda and interest as well as the power to influence public opinion in a way that may 
affect the innovation process (Herzlinger, 2006). Comparing needs, wants and expectations, 
physicians may for instance have a main priority to improve clinical outcomes and treatment 
methods, while regulatory agencies wish to reduce risk and improve patient safety (Omachonu & 
Einspruch, 2010).  
 
Looking at the clinicians, they have an influence over the implementation of innovation that is 
incomparable to other industries, resulting from the fact that many managers often are less 
educated and lack for example a doctoral degree, that their employees might have, giving the 
workers more authority over clinical practice. In practice, this means that the health care 
management has less authority and ability to influence decisions of implementing an innovation 
than in other industries. (Nembhard, et al., 2009)  
 
Furthermore, the role of patients are getting stronger as disease associations, representing the 
interest of patients, are developing, and also due to the widely accessible sources of information 
that today exist online (Herzlinger, 2006). Consequently, collaboration with both patients and 
suppliers contributes positively with the innovation process (Adams, et al., 2006).  
 
3.2.11 Competence 
People are not passive recipients of innovations, but rather interactive users; evaluating, 
questioning, experimenting and adapting the innovations to themselves (Greenhalgh, et al., 
2005). Adams et al. (2006) talks about “people” as one of four inputs to innovation, where the 
other three are equipment, facilities and funds. The same authors also claim that findings from 
research so far have been unclear about the impact different personality types and skills sets have 
on innovation, but add that propensity of an individual to innovate may be of importance. Others 
argue that aspects of the individual practitioners, such as motivation, capacity and competence, 
are important for sustainable implementation (Greenhalgh, et al., 2005).  
 
Health care organization usually do not have an access to any major R&D department, but need 
to rely on the creativity and talent among their employees (Omachonu & Einspruch, 2010). The 
health care profession has become extremely specialized, were, for instance, physicians today 
can choose in between 120, and nurses in between 50, different disciplines to specialize within, 
increasing the need for collaboration between the specialists (Nembhard, et al., 2009).  
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3.3 Summary of literature review 
The literature review has resulted in two parts, definitions and a theoretical framework. 
Innovation, innovation projects, implementation and dissemination are all terms of importance, 
widely used throughout our report and it is therefore of great significance to define them. In this 
report, innovation is defined as a product, service, process or business model that is novel to the 
organization and has the purpose to, directly or indirectly, improve care. An innovation project is 
subsequently the activities and individuals connected to the organized and time-limited 
implementation of an innovation. The definition of implementation is: the process through which 
an innovation is incorporated into a hospital unit, regardless of its size, both in terms of 
introducing the required physical assets and changing the processes used by the staff. Lastly, 
dissemination is defined as the intentional spreading of innovations to other hospital units, or 
repeated implementations following the initial implementation target. 
 
Furthermore, the literature review has been used to develop a theoretical framework consisting 
of organizational factors that have been identified as significant in the implementation phase. 
Down below, in Table 6 a summary of the identified organizational factors is presented, together 
with bullet points synthesizing findings related to each factor, explaining how each one is of 
importance for the implementation of innovations.    
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Table 6 – Summary of theoretical framework: organizational factors affecting implementation 

Organizational factors affecting implementation of health care innovations 

Leadership 

• Creating a change friendly climate 
• Having and communicating an innovation strategy 
• Legitimizing innovations, e.g. by allocating sufficient resources 
• Taking ownership of the innovation 

Funding 
• Allocating resources; money, time, facilities, training, education 
• Prioritizing in between different funding possibilities according to patient value 
• Tracing cost reductions to innovation  

Culture & 
Climate 

• Creating a learning climate, were new ideas are valued 
• Creating a culture that welcomes new practices to handle challenges 
• Increasing the hospital’s absorptive capacity, i.e. ability to use and share new 

knowledge 

Policy 
• Taking laws and regulations into consideration, e.g. the Patient Safety Act or the 

Public Procurement Act.  

Performance 
measurement 

• Understanding the organization’s ability to manage innovation  
• Evaluating innovation success and dissemination potential 
• Proving the innovation’s cost-effectiveness, efficacy, regulation compliance and 

long-term safety 
• Rewarding implementation efforts 

Non-financial 
incentives 

• Recognizing innovation achievements, e.g. through performance reviews, 
promotions or publications of innovation outcomes. 

• Rewarding either at group or individual level, depending on the nature of the 
tasks 

Competition 
• Using competitive pressure as an advantage to promote innovation 
• Timing an innovation, ensuring that required infrastructure is in place but still 

creating competitive advantage 

Technology 

• Using electronic recordkeeping over paper storage systems, increasing 
availability and the possibility to use appropriate software  

• Integrating information systems  
• Sharing high-quality information globally 

Communication 
& Networking 

• Ensuring high level of internal communication, information gathering and 
networking 

• Spreading innovations through interpersonal influence in social networks 

Stakeholders’ 
support 

• Taking all stakeholders’ needs, wants and expectations into consideration, e.g. 
clinicians, patients, organizations, innovator companies and regulatory agencies 

• Ensuring high perceived importance, especially among the clinicians 
• Collaborating with patients and suppliers 

Competence • Ensuring motivated and capable users of innovations 
• Encouraging collaboration between the many clinical specialists  
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4  EMPIRICAL RESULTS 

 
In this chapter, the empirical results from the contextual study and from the three case studies 
are presented and analyzed. The results from the contextual study has been analyzed using a 
SWOT-analysis, while the case study results have been analyzed using the theoretical framework 
developed in chapter 3. In the end of this chapter, a summary of all findings is presented, 
compiling the main findings from each data collection. 

4.1 Contextual study 
Below, the results from the contextual study are presented. First the results regarding the 
Innovation Center are presented using a SWOT-analysis. Secondly, findings regarding the 
challenges specifically related to implementation and dissemination of innovation are presented.  
  
4.1.1 The Innovation Center 
The Innovation Center at the Karolinska University hospital was founded 2012, and today it 
consists of 15-20 employees working either with external partnerships, certain types of projects 
or contribute with their expertise, for instance regarding regulations or financing, in all areas 
were it is needed. Partly due to a couple of changes in the management team, the strategy behind 
and the purpose of the work carried out by the Innovation Center has not been clearly defined. 
This was evident throughout the interviews, for instance by the different responses that were 
attained when the interviewees were asked what the purpose of the Innovation Center was, or 
when they spoke about their organizational structure. In conclusion, it may not be that these 
images are diametrically different, but rather that the current scope of the work is wide and the 
purpose not explicitly communicated.  
 
However, to summarize some of the different views upon the purpose of the Innovation Center it 
is to facilitate, and sometimes even be responsible for, innovation projects throughout the 
Karolinska University Hospital. This is furthermore done for instance by providing relevant 
tools, methods or expertise for innovation projects, by creating a natural platform for external 
companies to stay connected with the hospital as well as by carrying out work around the 
innovation project, such as administrative task, enabling medical personnel to fully focus on the 
innovation at hand.  
 
Despite its short period of existence, the Innovation Center has proven successful as a 
department by providing a holistic view of the ongoing innovation processes, both inside and 
outside of the hospital. Being able to gather juridical experience and expertise has also been 
helpful as contracts today are more consciously and thoroughly looked over as well as 
formulated in a way that benefits Karolinska University Hospital. Other areas that have proven to 
be especially useful in innovation processes are the methods developed and provided by the 
Innovation Center, the overall contribution as an extra resource in the otherwise hectic working 
schedules amongst clinical personnel that are involved as well as the way that the Innovation 
Center has measured and displayed results from completed projects. Additionally, the innovation 
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Center is appreciated by external companies as they now have a more natural way in to the 
hospital, and may collaborate in a more organized and planned manner. These are all strengths 
that were mentioned throughout several interviews, however, it should be taken into account that 
all of the pre-study interviews were carried out within the Innovation Center and that the 
opinions may differ in the medical units or among the partnering companies. 
 
Apart from the strengths discussed, all interviewees identified several improvement possibilities, 
keen to contribute to personal development and the future of the Innovation Center. Some of the 
improvement areas that were mentioned more than one time were: communication, delimitation 
of involvement in innovation processes as well as more need-driven innovation. By 
communication, both the internal communication within the innovation center was discussed as 
well as the external communication with either the rest of the hospital or partnering companies. 
For the internal communication, many saw untapped potential in how the employees may learn 
from each other’s experiences as well as avoid double work at the same time. For external 
communication, spreading awareness about the Innovation Center as well as increasing the 
communication with the supporting functions of the hospitals seemed to be the main issues, both 
with the purpose to establish the role of and align the work carried out by the Innovation Center 
with the rest of the hospital. The second improvement area, delimitation of involvement in the 
innovation process, was brought up by some of the interviewees. Many thought that the 
employees at the innovation center often was involved in parts that should not have been 
prioritized. In order to ensure that value is added where it is needed the most, some thought that 
a better routine for prioritization could be useful. However, the opinions differed when the 
interviewees where asked which of the innovation phases that the Innovation Center should be 
involved in. Prioritization is also connected to the third improvement area, where many 
interviewees talked about the importance of need-driven innovation. Need-driven innovation 
means to first decide what needs that are most urgent to the hospital, and then find out what 
could be done about it.  
 
The innovation climate in the health care sector are facing many challenges. Some of the ones 
mentioned by multiple interviewees where: the many laws and regulations that always need to be 
taken into account; the constant pressure to deliver better care to a lower cost; the current lack of 
sufficient digital experience amongst clinicians; the fact that patients are prioritized over long-
term innovation projects; the general resistance towards words such as “project” or “innovation”, 
probably due to bad past experiences, as well as the absence of a holistic IT-solution that bridges 
different hospital functions and units.  
 
However, many talked about a positive future outlook and opportunities in for instance: a new 
organizational structure soon in place at Karolinska University Hospital that is organized from 
without the needs of the patients instead of the different medical disciplines; discussions about 
possible royalty contracts, introducing financial incentives to co-innovate; better reimbursement 
systems on their way; promising internal organizational development at the Innovation Center as 
well as a strong will to develop better care amongst the clinicians. All these findings relating 
regarding the Innovation are summarized in Figure 2.  
 
 



   46 

 

Strengths Weaknesses (development areas) 

• Providing the hospital with a holistic view on 
ongoing innovation processes 

• Contributing with juridical expertise where it is 
needed 

• Developing and providing methods that can be 
used in innovation processes 

• Posing as an extra resource where it is needed 

• Measuring performance in completed projects 

• Functioning as a natural gateway for external 
companies 

There is a need for more… 

• …internal communication, enabling employees 
to learn more from each others experiences and 
avoid double work 

• …external communication, increasing the 
awareness of the Innovation Center and aligning 
their work with other supporting functions 

• ...prioritization, delimiting their involvement to 
areas that add most value to the innovation 
processes 

• …need-driven innovation, making sure to focus 
on innovations that are needed the most 

Opportunities Threats (challenges) 

• A new organizational structure, currently under 
development at Karolinska University Hospital 

• Possibilities to capitalize on developed 
innovations through royalty contracts 

• Improved reimbursement systems under 
development 

• Positive internal development trend within the 
Innovation Center 

• Strong will to improve care among clinicians 

• Many laws and regulations 

• Constant pressure to deliver high-quality care at 
the lowest possible cost 

• Lack of digital maturity in some clinics 

• Patients are usually prioritized over innovation 
projects 

• Some resistance among clinicians due to past, 
bad experiences of innovations 

• Deficient IT infrastructure 

Figure 2 - SWOT-analysis of the Innovation Center 

 
4.1.2 Implementation and dissemination of innovations 
According to one interviewee, there are in general rather unfavorable conditions for the 
implementation of innovations within the Karolinska University Hospital. Additionally, no one 
within the hospital has the formal responsibility to disseminate innovations that are already 
implemented in one location. Some of the interviewees even doubt that this should be a part of 
the Innovation Center’s agenda, while others believe that it is one of the most important 
functions of the department. According to some of the interviewees, an intermediary is needed, 
for instance in the form of a project management office, who could disseminate well-functioning 
innovations within the hospital.  
 
Some factors seem to be facilitated while further implementing an innovation. This means that, 
in a way, you then have a long check list of things that need to be done as well as some 
experience around each. However, an innovation still need to be, to different degrees, adapted to 
each setting, requiring the project leader to go through all steps in an implementation processes 
although it is, for instance, the second or third round of implementation.  
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While discussing factors that the employees at the Innovation Center believe are important for 
the implementation and dissemination of innovations, some of the mentioned ones were: clear 
incentives, including recognizing implementation efforts and showing gratitude; digital maturity; 
top management decisions that favors the innovation; time allocated for the innovation project in 
the clinics; financing; proper IT-infrastructure and the fact that the innovation meets a clear need 
and being able to prove apparent gains with the innovation.  
 

4.2 Case studies  
Below the results from the case studies are presented. First, there is a short description of the 
empirical setting of the case. Furthermore, results are analyzed using the theoretical framework 
developed in chapter 3.  
 
4.2.1 Case study 1: Multidisciplinary team meetings 
In complex diseases, several physicians are involved in the care process and all of their 
perspectives need to be taken into account in order to make decisions about the patient’s 
treatment. The former method of doing this was that one physician (often the surgeon) 
approached all the other physicians and solely made the overall judgments. At multidisciplinary 
team (MDT) meetings all physicians meet in a video conference to discuss the patient, so that all 
of them can be involved in the review of the case, establishing the diagnosis and planning of the 
care. The aim is to avoid the need of travelling to and from remitting units while discussing 
certain patient cases. The MDT project, for instance, introduced a new, secure video conference 
system, enabling all physicians to meet despite being at different hospitals, as well as new 
software, through which radiologists can show their images easily.  
 
The MDT project was initiated at management level in 2004 in connection to the strategic county 
council decision to gather all surgeries, of a certain rare type, within Karolinska University 
Hospital, in order to increase the competence and specialization. Already from the beginning, 
radiologists were involved and made it clear what needs that had to be met as well as what 
factors that needed to be taken into account while identifying a supplier of the video solution. 
The first implementation was initiated in 2005 and completed in 2006, installing the video 
solution within radiology departments at all hospitals in the Stockholm County Council. The 
video solution has since then increased the competency among the hospitals - for instance, the 
“round meetings”, are today synchronized between different hospital units and hospitals. Round 
meetings are roughly equivalent to MDT meetings, but with physicians from only one discipline 
discussing patient cases and coming up with a recommendation for continued treatment. When 
more disciplines are included, it becomes a MDT meeting. When these are synchronized, then, 
regardless if you need to attend the meetings in order to discuss one of your patients with other 
physicians or not, it has created a platform for collaboration and learning. Today, MDT meetings 
are held for different patient groups and at all levels; locally, regionally, nationally and 
sometimes even internationally. Only at the radiology department at Karolinska University 
Hospital, there are 60 MDT meetings held each week. Interviewee 16 believes that this will 
become an increasingly more important part of the care processes: “health care becomes 
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increasingly specialized, meaning that there need to be more people involved to solve each 
problem, since everyone contributes with a smaller portion of the solution. Therefore, the 
utilization of multi-disciplinary cooperation will increase enormously in future, because 
otherwise we will not be able to take care of patients.” 
 
A couple of current projects aim to further develop the MDT solution, both with regards to its 
technology as well as the process used to carry out the meetings. Interviewee 16 has, since 2012, 
been responsible for the MDT process improvement project. The interviewee describes how the 
MDT meetings often are unstructured, and how the work before and after them is time-
consuming for all physicians involved. To change this, they decided to create templates, which 
could be used to prepare and display patient information. They also introduced a new role called 
“MDT coordinator”, with the responsibility to facilitate the meetings as well as the work 
required before and after them. Interviewee 16 believes that technical improvements are also 
needed, but that it would contribute with a lot of value if the routines and processes around the 
MDT meetings could be improved.  
 
LEADERSHIP 
All interviewees describe the leadership of the initiator as an important enabler for the MDT 
implementation. This included a clearly formulated and communicated vision, the allocation of 
necessary resources as well as providing help during the application for external funding. 
However, it has been difficult to transfer the ownership of the innovation, from the Innovation 
Center to some other hospital unit. Additionally, interviewee 16 talks about the general 
challenges of leadership in the hospital environment, due to rigid structures and autonomous 
employees. 
 
Interviewee 1 discuss how the surgeon who initiated and pushed the project forward, was an 
important enabler: “He is a very strong individual and he had the management on his side”. 
Interviewee 12 claims that it was vital that the initiator had a clear vision and dedicated resources 
to the project, as well as assisted while searching for additional sources of funding. Also, the 
time frame of the project together with the expected result was clearly communicated. According 
to interviewee 12, it is necessary that a decision is made at management level in order to allocate 
the right resources for a project. Interviewee 16, however, claims that both these forces from 
higher up in the organization and forces from the clinics are needed to succeed with an 
implementation. At management level, this means formal decisions and clearly communicated 
goals, and within the clinics, acceptance and commitment. According to interviewee 16, the 
current goals, at hospital level, are rather unclear and difficult to measure.  
 
The responsibility for continued development and maintenance for the MDT-project is still 
allocated to the Innovation Center, although the local IT support is facilitated by someone local 
in each clinic. According to interviewee 12, this is because the project was initiated at 
management level, leaving none at clinical level as the natural owner of the innovation when it 
was fully developed. Interviewee 12 created a group with representatives from each hospital 
within the county council that had implemented the MDT-solution, however, since they could 
not identify any more needs the group was eventually dissolved. 
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As a complement to the local ownership it is essential to have someone who can be responsible 
for the continued development of an innovation, making sure that it is adapted to the different 
needs. Interviewee 12 believes that, in this case, this should be someone at county council level, 
since several hospitals are using the video solution. “We [the Innovation Center] should be 
responsible for the maintenance and development of an innovation as long as it is under 
development, but when it has resulted in a fully-developed product this responsibility should be 
handed over to another central function”. Interviewee 12 believes that this should, ideally, be 
done now.  
 
Interviewee 16 believes that leadership is very important, and that this is one of the biggest 
challenges. Through the think tank Leading Healthcare, which carries out research within 
organizational theory and leadership in the health care sector, the interviewee has learnt and 
discussed some of the big issues regarding leadership in health care. One of these are the many 
laws, regulations, demands and guidelines that exist and often contradicts each other. This, 
together with the autonomy among physicians, as well as the researchers, having their own 
parallel organization within the hospital, create an environment which is very hard to lead. 
 
 
FUNDING 
According to interviewee 12, funding is equally important as leadership when it comes to 
implementing innovations. The interviewee divides the funding into two parts: the first one being 
that a leader, who realizes the need and is able to argue for it, is needed, since this will help the 
project receive funding. The second part is that a little bit of money is needed in the beginning, 
in order to finance the development of a pilot, which subsequently can be used to prove the need 
for more money to finance further development and dissemination. The interviewees discuss 
funding in three aspects, namely: getting funding, the effects of clinical funding and the lack of 
time at the clinics. 
 
Interviewee 1 explains how, in the MDT project, the equipment and the development of the 
software was very expensive since it required a new codec, a part of a computer program, which 
made it possible to show several scans and the meeting room at the same time. The solution cost 
about SEK 600 000 per hospital which is a rather expensive innovation. According to 
interviewee 1, it was therefore very important that some of the funding came from Stockholm 
County Council and from the overall hospital budget, so it did not affect the budget of the clinics 
that much. Interviewee 12 agrees with this and claims that the funding from Stockholm County 
Council to implement to video solution at five hospitals was a prerequisite for the success of the 
project. When another region, Gotland, wanted to introduce the same solution, money was 
definitely an issue. Interviewee 12 argues that “Even when they realized that they would benefit 
financially from the investment, it was still difficult to find out where the money should come 
from”. According to interviewee 1, funding is very much connected to the perceived potential 
benefit, making it easier to receive funding when the realized value is more obvious. Therefore, 
the interviewee thinks that funding is important but less influential as a barrier in the second 
implementation.  
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Even though the funding came from a central budget in the MDT project, Interviewee 1 believes 
that it may be important that the clinic puts money into the project, in order for them to feel 
responsible for the result. Interviewee 12 also talks about this and means that ideally, in order for 
a clinic to assume ownership, the clinic should dedicate resources to innovation work, at least in 
terms of a couple of hours of an employees working schedule each week. However, interviewee 
12 does not think that the limited time should be regarded as a barrier for implementation, since 
the Innovation Center may function as an extra resource where it is needed. According to 
interviewee 16, there already seem to be a general tendency to allocate resources for business 
development at clinical level, at least from the Regional Cancer Center’s budget. Interviewee 16 
explains how this is needed, but how it also creates problems, since it makes it difficult to get 
funding for regional projects, affecting several clinics and hospitals. 
 
According to interviewee 16, it is important to understand that there is a lack of time, and that 
full-day workshops to work on an innovation is not an option, but rather a couple of minutes in 
the clinic where a clinician work. The fact that clinicians do not have time to participate in 
business development projects is a big issue in the health care sector. In the Regional Cancer 
Center they have hired some clinicians, working 20 percent of their time with development 
projects, and 80 percent of their time at the clinic. This is also good due to the fact that other 
clinicians think of these part-time working business developers as good representatives of their 
opinions. The Regional Cancer Center is financed through the government, through a 
government initiative to improve the cancer care in Sweden.  
 
 
CULTURE AND CLIMATE  
While asking the interviewees about culture and climate, and its effect on implementation in the 
MDT project, many discuss the different approaches to change as an important factor. Three 
other aspects, that seem to have affected the way employees felt about the innovation along the 
way, are: proof of concept, political disputes and previous project failures.  
 
Interviewee 1 thinks that people, in general, are change averse because change implies a lot of 
work. The interviewee also believes that preconceptions about Karolinska University Hospital, 
among the other 6 hospitals in Stockholm, may affect the implementations of innovations, in 
cases were the innovation is dependent on cooperation with others. Regarding the MDT solution 
in particular, interviewee 12 means that some clinicians were skeptical. The interviewee explains 
that some are prone to share their knowledge and receive feedback from others, in order to find 
the best possible treatment for the patient, while others are less willing to do so since they feel as 
if they know what’s best for the patient. However, interviewee 16, who worked in one of the 
clinics where the MDT solution was first implemented, means that physicians, in general, have 
had a positive attitude towards the video meetings. According to the interviewee, it has become 
widely recognized, and confirmed in research, that having a multi-disciplinary approach to the 
care process increases the quality of the care delivered. Interviewee 16 also believes that 
physicians, in general, are humble enough to accept help from others, but that one reason for the 
lack of cooperation is the insufficient technical solutions for communication. Until now, there 
has been very few video solutions safe enough to share patient data with another physician, 
leaving them with inflexible, manual solutions. In practice this could mean that, in order to get 
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feedback, the need to, for instance, send over a large bundle of images and then refer to certain 
parts as “image number 2315 in the right corner”, instead of immediately sharing the same 
screen.  
 
While implementing the MDT solution in other clinics or hospitals, the ones that were skeptical 
towards the innovation could visit the clinics that had already implemented the video solution, 
and talk to the clinicians there to hear about their experiences. This functioned as a “proof of 
concept” and facilitated continued dissemination, according to interviewee 12. Interviewee 1 
agrees with this and says that all resistance turned into approval after showing that the innovation 
worked well and led to improvements for the patient.  
 
Interviewee 1 claims that one hospital had the video solution installed for a couple of years 
before they started to use it, due to a political dispute. A central decision to increase 
specialization at Karolinska University Hospital had been made, which meant that these 
treatments were removed from other hospitals, which made concerned physicians feel as if their 
responsibility and power were reduced. According to interviewee 1 “there was some prestige in 
being able to treat the patients themselves”. Interviewee 16 also confirms this political dispute, 
and explains how the hospital had procedures for these cases that they thought were good, and 
that this, together with some sense of prestige, were the reasons as to way they continued to treat 
these patients, without even getting reimbursed for the treatments. 
 
According to interviewee 16, many clinicians have experience from several failing business 
development or IT related projects. In the MDT process improvement project the clinicians 
therefore did not want to communicate what was going on in a too early stage, in order to 
minimize the risk for another disappointment if the project did not succeed. This is problematic, 
since communication is needed in order to align expectations in a project. 
 
 
POLICY 
In general, interviewee 1 thinks that laws and regulations probably affects the initial 
implementation more than following implementations, since the policies that could be impeding 
the innovation should already have been overcome during the initial implementation process, 
either by adapting the innovation or by changing the policies. However, interviewee 12 has not 
felt that laws and regulations have constituted any barrier for the MDT project. 
 
 
PERFORMANCE MEASUREMENT 
According to interviewee 1, the key enabler for this project has been, perhaps not performance 
measurement in itself, but the fact that that the innovation clearly leads to an improvement for 
the patient. This innovation clearly reduces the risk for complications during the treatment and 
complications are expensive.  
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COMPETITION 
According to interviewee 12, a tax-financed health care system, with its lack of competition, 
enables us to focus on delivering the best care possible, instead of how to earn as much money as 
possible. International visitors, for instance, have questioned why Swedish hospitals want to 
share knowledge through MDT meetings with other hospitals, since this is not beneficial for 
them financially. However, there exist competition also in a public health care system. 
Interviewee 1 says that the competition between hospitals impeded the implementation of the 
MDT project, since its introduction meant that other hospitals would loose patients of a certain 
disease, making them unwilling to participate.  
 
 
TECHNOLOGY 
In the MDT project, technology was a determinant, affecting its implementation in different 
ways. According to interviewee 1, the complexity of the equipment and the IT solution made the 
implementation more difficult and slow. Additionally, interviewee 12 believes that it was 
difficult to cooperate with the IT department, since they (at the time) did not offer any video 
solutions as a part of their current product selection, and the project did not have the money yet 
required to put an order in for a new system. However, interviewee 12 does not think that digital 
maturity was an issue, since the perceived need of the innovation was large enough for 
employees to overcome any barriers in the processes of learning how to use the innovation. 
 
According to interviewee 16, IT functioned as a stopper in the MDT process improvement 
project. The software used to create the MDT templates turned out to be too inflexible to make 
the implementation feasible. Even simple adjustments such as changing the spelling of one word 
would require the personnel to use developers at the supplier, and each change would take a lot 
of time. They realized this when the different parts of the solution were already developed and 
ready to be launched. Flexibility had been communicated to the supplier, from start, as an 
important factor, but along with the further development of the templates, this had led to major 
changes also in the programming code, making it inflexible. 
 
 
COMMUNICATION AND NETWORKING 
Communication and networking are, according to the different interviewees, relevant in two 
ways: using a social network to increase acceptance of an innovation and making sure to 
understand the needs of the clinicians. Finally, one interviewee argues that the organizational 
structure affects the possibility to properly communicate, in innovation projects where different 
disciplines are involved. 
 
According to interviewee 12, the cooperation with other hospitals was rather difficult, since the 
decision had been made to increase the specialization of care at Karolinska University Hospital, 
making other hospitals loose patients. This was the decision causing the initial request for MDT 
conferences, making physicians able to collaborate around patients across different clinics and 
hospitals, however, resulting in a fear amongst some that they would need to lay off staff. 
According to interviewee 12, the manager (initiating the project) made sure to build a social 
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network with these colleagues, which eventually contributed to reduce their fear, which in the 
end made it possible to implement the innovation successfully.  
 
According to interviewee 12, in cases like this, when there is a top-down initiative, 
communication is especially important in order to understand the individual needs and 
preferences. Both in terms of understanding the care process in order to build an appropriate 
solution and in order to experience the need that the clinicians feel. Interviewee 12 describes 
how the interviewee attended clinical meetings in order to get a full understanding of the needs. 
Interviewee 16 believes that a clinical background has been helpful throughout the project, for 
instance since it has made it possible for the interviewee to better understand what is required 
from the solution. Interviewee 12 believes that having a clinical background may have helped in 
some ways, but that the most important thing is to have time to attend meetings and have a direct 
contact with the people involved at clinical level.  
 
 
STAKEHOLDERS’ SUPPORT 
In the MDT project, clinicians were involved already from the start. However, in some ways it 
was difficult to involve stakeholders in both the MDT project and the MDT process 
improvement project, due to the large number of stakeholders, as well as the organizational 
structure, separating the various disciplines involved. 
 
Already from the beginning, radiologists were involved in the project in order to share their view 
upon the most important features needed in the video solution. Interviewee 12 believes that this 
was one of the important factors leading to the success of the MDT project: “it was a transparent 
solution based on the needs of the clinicians”. 
 
In the MDT project, interviewee 1 explains that many stakeholders have been involved (for 
example physicians from several hospitals and clinics) which makes it more challenging to get 
approval from all of them. Many stakeholders increase the complexity considerably, since 
communication with them takes time, and time is an issue in all projects. 
 
Interviewee 16 believes that one barrier that has hindered the project to be fully communicated to 
all stakeholders, was the organizational structure at Karolinska University Hospital. The 
pathologist, radiologist, surgeon and oncologist all worked in different divisions, making it 
impossible to fully align the development process within all. With the new thematic structure, 
this will probably change. Interviewee 16 believes that, if a project is not fully communicated 
and aligned, there will always be a risk that the clinics will feel that it is not their top priority.  
 
 
4.2.2 Case Study 2: The daycare unit  
The day care unit for heart failure (HDU) is a concept at Karolinska University Hospital that 
identifies and reaches out to patients with heart failure. It is an outpatient care unit that 
complements the heart clinic, where heart failure patients can go when needed, without being 
admitted. It could for example be while waiting for being admitted to the heart clinic or to 
follow-up treatment after having been discharged from the heart clinic. Before, when patients 
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with heart failure were worried about their condition, they visited the emergency room instead, 
where they often were referred to the heart clinic with waiting times from 2-3 weeks, or to 
primary care, with waiting times from 1-2 weeks and less specialized care. Also, the team behind 
HDU noticed that these patients often returned to the emergency room after only 2-5 days, 
because they had nowhere else to turn to while waiting for their chance to be examined in an 
appointment elsewhere. Today, HDU tries to guide these patients through the care process by 
staying in contact with both them and their concerned other caregivers. Interviewee 4 explained 
this further: “That is one of the most important pieces in the puzzles, to be available, both for 
care givers and patients. Then both care givers and patients will feel more secure. The care giver 
will then, instead of sending the patient directly to the emergency room, call HDU and ask what 
should I do with this patient?”  
 
The HDU has thus lead to shorter hospital stays, more efficient use of inpatient beds, and better 
care for heart failure patients. HDU has already saved the hospital 12 million SEK in a year, with 
an estimated potential to save more than 150 million additional SEK if all heart failure patients 
had been reached. After the implementation of the HDU, another project leader from the 
Innovation Center have managed the implementation of a similar day care unit in the pediatric 
oncology department (PDU), which opened in May 2016.  
 
The innovation in the HDU and PDU projects is hence a day care unit (DU) that make it possible 
for patients with severe symptoms to get specialized outpatient care sooner, besides the inpatient 
care provided at the hospital. In this study, the HDU is defined as the initial implementation of 
the innovation, and the PDU is the second implementation and thus the start of a dissemination 
of the innovation. Several interviewees have stated that a day care unit would be beneficial for 
many chronic diseases, both for the patients, their caregivers but also for other patients since it 
can reduce the queues at the emergency room. Therefore, further dissemination of the innovation 
is possible in the future.   
 
 
LEADERSHIP 
All of the interviewees see leadership as an important factor when implementing an innovation. 
Interviewee 4 even claim it to be “almost one of the most important things” and claims that the 
HDU would not have been implemented in the same pace if the hired personnel and the project 
leader would not have been so determined to make things work. However, in the PDU project, 
interviewee 13 does not think that they will need any additional help from the Innovation Center 
within a year. Several aspects of leadership has been discussed throughout the case study 
interviews relating to the DU innovation, namely: different perspectives and its effect on 
decision-making; the Innovation Center as a leader; the affects of visiting the clinic; the 
importance of understanding needs; the influence of clinical background among innovation 
leaders; the division of roles as well as the perceived ownership of the innovation. 
 
During the implementation of HDU, Interviewee 4, being involved in the innovation project, 
sometimes found it hard to push through the decision-making. One of the reasons for this, the 
interviewee believes, was the difference in views on funding that existed between the clinics and 
the central functions of the hospital, creating a discrepancy in how they judge decisions to be of 
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different importance. For instance, looking at cost savings, the clinics may deal with questions 
such as changing from cotton to paper compresses, while central functions consider whether or 
not they should hire a consultant to do the work, at a cost of about 500 000 SEK. 
 
Interviewee 8 believes that the Innovation Center in general needs to push a project forward 
primarily in the start of a project, in order for the project to be initiated. The interviewee also 
says that the need for involvement in the beginning is the main difference between an ordinary 
project leader and an innovation project leader. However, interviewee 8 also says that in order to 
lead, you need to get trust, and says that it is “a challenge to get the clinicians to trust you”.  
 
Interviewees 10 and 11 explain how they value when people that are managing innovation 
projects, in which they as clinicians are involved, visit their clinic occasionally, showing interest 
in the daily operations. Furthermore, they think that it is important with information about the 
time plan and the direction of the project. Interviewee 8 also believes that visiting the clinic is of 
high importance when implementing an innovation. The project leader of the PDU project spent 
a lot of time and effort being visible by attending meetings and forums at the clinic. “It’s a lot 
about being at the clinic and showing that you care”, interviewee 8 says. According to 
interviewee 13, another enabler of the PDU project was that the project leader was a very 
engaged person, passionate about the pediatric health care and its patients.  
 
Interviewee 8 says that, when approaching a new clinic about an innovation, it is important to 
start to discuss and establish their specific needs, and thereafter suggest possible solutions. “If I 
had not started with assessing their needs they would probably not have “bought into it” and 
been as committed to the project”. Similarly, interviewee 13 says that, although the project 
leader for the PDU thought that a day care center would suit the pediatric oncology clinic already 
from the beginning, their cooperation was still initiated with the project leader listening to the 
clinic’s needs, without pushing the solution on the clinic.  
 
According to interviewee 13, it did not matter that the project leader had clinical background, 
however, it was important that the project leader knew how things work at the clinic. “Otherwise 
I would probably have been frustrated”, interviewee 13 says. The interviewee believes it also 
helped that the project leader had worked in the hospital and was familiar with the culture, the 
facilities, the people and the ways of working. 
 
Relating to leadership is a clear division of roles and who is in charge, which interviewee 4 
believes is very important. Interviewees 10 and 11 however, think that it was and still is a bit 
difficult to understand who is responsible for what parts of the HDU, and what roles everyone 
has. The interviewees also suggest that it maybe would have been better if they were employed 
by the Innovation Center until the project leaves the “innovation-phase” and becomes a part of 
the daily operations, since this would have clarified the roles a bit. Furthermore, interviewees 10 
and 11 say that the most important task for the leader is to set a direction and goals, which they 
think the project leader of the HDU have done.  
 
Interviewee 4 believes that it is important to involve and gain approval from managers at the 
clinic, in order to make sure that they assume ownership of the innovation. The interviewee also 
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believes that this is something that they could have worked even more with in the HDU 
development. However, unclear location of ownership may be caused by other factors as well. 
Interviewee 4 says that “I believe that the head nurse [at the heart clinic] never felt that the 
project was a part of her operations, since the project leader was external and money was 
provided from external sources. Also the employed nurses at HDU felt this gap [between the 
heart clinic and HDU]”. Interviewees 10 and 11 agree, and explain how they did not really feel 
as a part of the heart clinic in the beginning.  
 
 
FUNDING 
To finance the DU projects, external funding was received, enabling their implementations. 
Applying for external funding is time consuming, leaving the Innovation Center crucial as an 
extra resource. This is because of the limited time of the clinicians, which also makes it 
necessary to, as administrative personnel, stay flexible around meeting times and locations. 
However, one issue is that the cost and benefit, as the hospital works today, sometimes appear in 
separate places of the hospital.  
 
For the HDU and the PDU project, external money (outside of the hospital) was needed, since no 
money was to be used from the Karolinska University Hospital budget. Interviewee 4 and 8 
agree upon that, even if you can get external money for innovation projects, clinicians do not 
have the time to apply for that money themselves. Interviewee 4 explains that the clinical 
personnel rarely have time to go through these processes, and how they often have ideas for 
possible improvements but nowhere to turn to: “There are sources for external funding, but you 
have to reach them and you need to have time to reach them. I look at this as one of my most 
important tasks, to talk to the right people and gain the right contacts”. Interviewee 13 also 
thinks that the Innovation Center was absolutely essential in the funding process. “My time [as a 
clinician] is swallowed by other things so without the help from [the project leader], we had 
never been able to pursue this”. However, even though it may be possible to receive external 
funding with help from the Innovation Center, the amounts are usually limited. For instance, at 
the HDU clinic, Interviewees 10 and 11 know that there is a demand for more nurses, but the 
only factor that is missing is money, something they claim that they can’t obtain at the moment.   
 
According to interviewee 8, the Innovation Center has one person who is responsible for external 
funding who knows well what to emphasize in the application. Still, in most cases, the 
application for external funding must be made by someone who has insight in the project and 
knows what to write. However, the interviewee believes that it is good that someone who is not 
involved in the project also reads the application, in order to make necessary clarifications, 
before it is submitted, since the people reviewing the application are not involved in the project.  
 
The salaries of the nurses at the HDU-clinic are now financed by “Arbetsmiljölyftet”, which is a 
grant from Stockholm County Council. According to interviewee 8, the project leader of the 
PDU clinic got help from the project leader of the HDU project while applying for funding, 
making the application processes more efficient. Interviewee 8 also claims that the proven 
benefits at the HDU clinic was not enough to get funding for the PDU project itself. “With two 
different clinics, the benefit cannot be expected to be the same. The dream scenario would be 
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that the Pediatric Oncology Clinic had saved the money needed and that we were allowed to use 
them for this but it does not work like that.” Interviewee 13 also argues that it would be good if 
the clinic could have a development budget that was easier to apply for. Eventually, however, the 
PDU project also received funding from Arbetsmiljölyftet of 3,5 MSEK, which was enough to 
cover one project leader, one doctor and two nurses. One problem according to interviewee 13, 
however, was that the money needed to be spent within a certain period of time. Also, 
Arbetsmiljölyftet is only awarded one time each year at the fall so if you want to start a project in 
February you have to wait quite long before you can apply for the grant. Interviewee 13 also 
thought it would have been good if it was easier to apply for money for development projects. 
 
According to interviewee 8, the clinicians’ time is very important which means money to fund 
their time is necessary. It also means that the administrative staff has to be adaptable and 
flexible. “I have to meet them at evenings or invite them to lunch because the clinicians do not 
have enough time to be flexible in their schedules. I have to be prepared to meet them during 
their slots in between it all”, interviewee 8 says.  
 
According to Interviewee 4, sometimes increasing the utility at one location in the hospital will 
not have any financially beneficial outcomes for that same location. Instead, this may be used to 
increase capacity elsewhere. However, making sure that there is no disadvantageous effect 
resulting from separated utility and cost is a strategic question for Karolinska University 
Hospital, which they are working on at the moment. “We still think my function and their 
function, but hopefully in ten years we will think of Karolinska as one unit”, interviewee 4 says. 
 
 
CULTURE AND CLIMATE 
Culture and climate have affected the implementation of the DU innovation in different ways. 
Firstly, many interviewees believe that the attitude towards change amongst clinicians is an 
important factor. Some suggest that differences in the approach to change, are mainly due to a 
differences in personalities. Finally, one interviewee thinks that the education contributes to the 
approach towards innovations in general.  
 
The interviewees’ opinions on whether the clinicians at Karolinska University Hospital are 
change averse or not are rather similar, but differ to some extent. Interviewee 4 thinks that it 
would be wrong claiming that the clinics are non-change friendly environments. Changes occur 
on an every-day-basis within the hospital environment, for instance by constantly introducing 
new ways of working or new drugs used in treatments. However, sometimes there may be 
situations where clinicians identify possible improvements, but do not know where to turn to, or 
maybe assume that the ideas will not be supported, and this may prevent change. Interviewees 10 
and 11 also think that many are positive to change, but that, because they lack time, many 
clinicians feel as if they barely have time to make the daily operations going as it is. “When 
something is new, I believe that some think: “Are we going to do that too?”, they say. Similarly, 
interviewee 13 says that although most people have been positive to the PDU solution, some 
questions were raised among the staff in the beginning at the pediatric oncology department, 
such as “how will you accomplish this?” and “how will you find staff?”.  
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Interviewees 10 and 11 claim that there has been some resistance from clinicians at the heart 
clinic in the HDU project. They think that some of the resistance is due to the fact that some 
people are simply more change averse than others, but that most of the resistance is due to lack 
of knowledge about what the innovation is. In the HDU project, the resistance is gone after a lot 
of effort was put on sharing information about the new clinic and letting people come and visit. 
Also, Interviewees 10 and 11 think that many clinicians may think that “if it works as it is now, 
why should we change?” 
 
Interviewee 8 thinks that previous failed innovation projects and broken promises may harm 
clinicians’ approach to new innovations. “I started with developing a simple app that showed 
them that I kept my word.” Interviewee 13 means that if people are skeptical it is probably either 
due to personality or that they have experienced a change that did not turn out well. Interviewee 
8 also experiences a problem with using consultants, since these get a lot of competence, partly 
from the clinicians who spend time on sharing their experiences, and then disappear, eventually, 
requiring clinicians to share their experiences once again with new people when it is needed. In 
this way, the interviewee thinks that this may also be a contributing reason to the resistance 
among clinicians when innovations or change projects are proposed.  
 
According to interviewee 13, some people think that change is very exciting, enjoying the 
development of care processes, while others seem more change averse: “I think that you cannot 
say anything generic about peoples’ attitude towards change. It differs a lot between people”.   
 
In order to make change happen, interviewee 4 think it is important to identify the right people, 
motivated by the right things. According to the interviewee, there are many driven employees in 
the health care sector who, if you give them an opportunity, will give 110%. For instance, while 
recruiting nurses to HDU, they received 20 different applications. While reviewing these, they 
both looked into. not only the formal merits of the applicants, but also their personalities and the 
dynamics in between the final candidates. Interviewees 10 and 11 also feel that an important 
success factor for the HDU was how the two employed nurses fit together and cooperate well.  
 
Interviewee 8 claims that innovation is not seen as a natural part of the hospital culture and that 
this might be due to the fact that they do not talk about development and innovation at medical 
school. Instead, the interviewee says that the education seems to accept the way things are now 
and expect it to be the same in the future. 
 
 
POLICY 
According to the interviewees, there are many laws and regulations that need to be taken into 
account in innovation processes, including the HDU project. Additionally, internal hospital 
policies also create barriers, which was the case in the PDU project. 
 
According to interviewee 4, there are many laws that the Innovation Center have to take into 
account, in order not to spend too much time on a project that is not legally feasible, which is 
something that the interviewee finds challenging at times. On the other hand, the Innovation 
Center has noticed that, using legal competence, they have been able to do more than they 
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thought was possible. Furthermore, interviewee 4 claims that a lot of time was spent on dealing 
with laws and regulations in the HDU project.  
 
In the PDU project, interviewee 8 says that it was partly the policies of Karolinska University 
Hospital that delayed the project. Both interviewee 8 and 13 explain that there was a hiring 
freeze at the hospital, which made it very difficult and time consuming to hire new staff. This 
made the hiring process require a lot of time and effort in the implementation phase. “Some of 
the bureaucracy at the hospital is not necessary. It is inefficient routines and should not require 
take that much time. I think more than half of the administration time could be reduced with 
more efficient systems for it”, says interviewee 8.  
 
 
PERFORMANCE MEASUREMENT 
Both interviewee 4 and interviewees 10 and 11 think that performance measurement is an 
important factor when implementing an innovation. “Leadership, funding and performance 
measurement, I would say, are the three most important factors for implementation” says 
Interviewee 4. In the HDU project, various aspects of the performance were measured, both to 
demonstrate the benefits of the innovation, but also to provide the clinicians with encouraging 
feedback on their good work. In the second implementation of the daycare unit, in other words in 
the PDU project, knowledge about performance measurement in the HDU was used.  
 
Interviewees 10 and 11 say that they have appreciated that the innovation Center has helped with 
performance measurements and statistics. The interviewees feel that they, as clinicians, do not 
have time or competence to do those measurements and compile the data. In the HDU project 
they have measured perceived patient quality, perceived work environment improvement as well 
as cost development (or rather capacity gains). These measurements have been used to 
demonstrate the benefits of HDU, explains interviewee 4. Interviewees 10 and 11 say that there 
have been mainly two reasons for measuring the performance in the HDU project. Firstly, they, 
as clinicians, think it is interesting to see concrete statistics, even though they already feel that 
they are making a difference and helping the patient. Secondly, the results of the innovation 
project needed to be shown for the heads at the hospital in order for them to decide if the clinic 
was to become a part of the daily operations at Karolinska University Hospital and continue from 
a project phase. Interviewee 8 started to measure many different indicators early in the project so 
that it would be possible to compare the measurements after the implementation with something. 
 
In the PDU project, the project leader used the knowledge about what types of data they gathered 
in the HDU project and adapted it to the new clinic. It was therefore easier to decide what types 
of measurements to do. The results from the performance measurements in the initial 
implementation could however not be used as an argument for implementing the same 
innovation at the pediatric oncology clinic. “Different clinics will have different benefits and you 
cannot say that it will work in the same way here”, says interviewee 8.   
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NON-FINANCIAL INCENTIVES 
Both interviewee 4, 10 and 11 believe that non-financial incentives can be an enabler when 
implementing innovations. Awarding the personnel may have benefits in terms of 
encouragement, but also in terms of inspiring others to implement an innovation. 
 
Interviewee 4 says that “I believe it is important, as head nurse or line manager, to make the 
employees feel proud of what they do, and not only discuss problems, which is easily done in 
turbulent times”. In the HDU project, the personnel have strived to find ways to encourage their 
teams, for instance by buying a cake on the one-year anniversary of the HDU. Interviewee 4 also 
claims that, for instance, awards may also be important in order to draw attention to an 
innovation, and to make other departments feel motivated to implement the same solution. The 
Innovation Center nominated the clinicians to the price “Gyllene Äpplet” (The golden apple) 
given out by Stockholm Country Council to those “who have taken initiatives that have led to the 
development of both individuals and businesses”. The clinic got the award, which meant that 
they could participate in a course where they enhanced their competence within the field. 
Interviewees 10 and 11 say that they saw this as an important fringe benefit that has contributed 
to a feeling that the hospital is investing in you. “You feel important”, they say. They experience 
this type of awards and further education to be rare in the hospital environment, but very 
important.  
 
 
TECHNOLOGY 
Both Interviewee 4, 10 and 11 believe that IT solutions are an important part of the continued 
growth of an innovation and today many such solutions are lacking. In order to find new patients 
to the HDU clinic, the nurses go through the list of patients that arrives to the emergency 
department manually, creates a list of potential patients manually and then personally contact 
those patients who could seen to need to know about the HDU clinic. In addition to the 199 
unique patients that where reached by HDU last year, more than 2000 patients were not - a group 
that would have enabled about 113 million SEK in potential capacity savings, interviewee 4 
says. Interviewees 10 and 11 adds that the solutions for contacting other clinicians in the hospital 
are complicated, since you may only call people who are added to your “phone book”.  
 
 
COMMUNICATION AND NETWORKING 
Communication and networking are discussed in several aspects, including: the importance of 
communicating to all stakeholders, the communication routines at the Innovation Center, the 
clinicians approach to sharing information about innovations as well as the effects social 
networks have on the implementation of innovations. 
 
According to interviewee 4, communication is very important and should not only be handled by 
writing a communication plan but through, for instance, making sure to write monthly 
informational letters or to have good routines for meetings. In the HDU project, this has meant 
making sure to schedule these well in advance, to remind participants prior to the meeting and to 
follow up after the meeting. “I estimated somewhere in the beginning of the project that I was 
managing about 200 stakeholders at the same time, for instance by sending them monthly 
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informational letters”, says interviewee 4. Interviewees 10 and 11, appreciates to be included in 
meetings, since they think it is valuable to involve the ones who know the daily operations, in 
other words the clinicians, in the decision-making. However, they also point out the importance 
of having a clear purpose with a meeting, inviting clinicians only when it is relevant for them to 
be there, as well as making sure to announce these well in advance, due to their busy working 
schedules.  
 
Interviewee 4 states that Innovation center has begun to create more structured and well-
functioning routines for internal communication. For instance, the Innovation Program Managers 
get together every second week to discuss actions, benefits, concerns and the way forward, as 
well as any urgent matters are then immediately forwarded to the management team by the group 
leader. 
 
Interviewees 10 and 11 state that they think it is fun and rewarding to share what they do to other 
clinics that are interested in the innovation. They happily shared their experiences to those 
interested for the PDU project, for example. Also interviewee 13, at the pediatric oncology 
department, thinks it is fun to share experiences from the project and to contribute to a more 
positive picture of health care. Interviewee 13 feels that it is often only a negative picture of 
health care that is circulated in the media. Interviewee 13 also adds that, when there is positive 
news about the clinic, it affects the staff positively and negative news affects the staff negatively.  
 
Interviewees 10 and 11 explain that they primarily get informed about innovations through the 
hospital intranet “Inuti”. One of them had never heard about the Innovation Center before the 
interviewee started working at the HDU. According to interviewee 13, head nurses get a lot more 
information about innovations than others. As a nurse it is mainly through the intranet or through 
the word of month. Interviewee 13 adds that it is difficult with information spreading in the 
hospital since you work in shifts around the clock. “You can never gather everyone at the clinic 
at the same time”, says the interviewee. 
 
According to interviewee 13, they started to inform the clinicians about the innovation project as 
they started to apply for funding, but not too much. “We said that this is something we want to 
do, and then when we got funding we started to talk about it more concretely: “Now we are 
going to do it””. There are many small projects going on all the time and they did not want this 
to leak to parents and children before things were settled because then that would lead to 
disappointment. 
 
One of the reason as to why the Innovation Center contacted the pediatric oncology clinic was 
that the project leader already knew the head nurse there. Interviewee 13 says that the project 
leader contacted the nurse through Facebook after reading about the many challenges the clinic 
faced. Interviewee 13 feels that it would be good to keep in touch with the project leader for the 
PDU after the implementation, to help them out with potential future innovation projects. The 
interviewee believes it would be good to have one specific person the Innovation Center that you 
can contact when you want to develop something. 
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STAKEHOLDERS’ SUPPORT 
Several interviewees discuss the importance of meeting a perceived need while received the 
clinics support for the implementation of an innovation. Additionally, a corresponding need, in 
the daycare unit innovation, can be identified for many patient groups.  
 
Interviewee 4 and 8 agree that the clinicians must experience a need for the innovation in order 
to implement it. “You cannot implement anything that there is no need for”, says Interviewee 4. 
In the PDU project, Interviewee 8 had a hypothesis that this innovation would suit the pediatric 
oncology clinic but begun by asking the clinic to identify and prioritize their three most urgent 
needs. One of these needs was to reduce the visits to the emergency room and the daycare unit 
was a solution to this need. “It is important that the staff at the clinics think that the innovation is 
good”, interviewee 8 says.  The interviewee also believes the clinics sometimes need help to 
prioritize their needs. “Even if there is a need, we need to highlight it”, the interviewee says. 
Interviewee 13 claims that the need for this innovation was very clear, for instance from the 
patients’ parents and the patient association Barncancerfonden. In these types of diseases, there 
is usually high level of commitment from patients’ parents, which makes it easier to be aware of 
the patient perspective than in other locations. Also, interviewee 13 believes that all the 
clinicians at the pediatric oncology clinic have thought this project is exciting, since they could 
see the value that the innovation would bring the patients. Interviewee 13 explains that, at the 
pediatric oncology department, you get very close to the patients and their families, clearly 
observing the suffering they are going through. This makes everything that can ease that 
suffering very welcomed.  
 
Regarding possibility for future dissemination, Interviewees 10 and 11 say that it is not difficult 
to find other clinics with the need for this innovation. The interviewees can mention many 
different clinics and diseases that would be suitable for this type of innovation, such as other 
chronic heart diseases, diabetes or chronic lung disease. Interviewee 13 also sees how the 
daycare unit innovation would fit the need at many other types of chronic diseases and pediatric 
clinics. This potential has however not been discussed during the PDU project since interviewee 
13 feels that they have had enough to focus on their own clinic. 
 
 
COMPETENCE  
One challenge in managing innovation processes, discussed by one of the interviewees, is the 
high staff turnover within the hospital, as well as the “leakage” of competency that follows, 
according to the interviewee, when using external consultancy firms. 
 
Interviewee 8 believes that it is a general issue at the hospital that many clinics are leaking 
competence. At many clinics there are 22 percent staff turnover, which means that, in theory, the 
whole hospital staff could be replaced in five years. “And I know that if we can find a way to 
attract doctors and nurses through identifying more combination employments, we can keep 
some of those competent people at Karolinska”, says interviewee 8. That could either be done 
through increasing the staff at the Innovation Center or by letting clinicians work with 
innovation project management at for example 50% or 30%.  
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Interviewee 8 also believe that Karolinska University Hospital is leaking competence due to the 
massive use of consulting firms, since these eventually disappear, taking the competence they 
have gained from employees at the hospital with them. If the same knowledge is needed again, 
the clinicians therefore may need to share their experiences repeatedly.  
 
 
OTHER FACTORS 
While implementing HDU the second time, as a day care unit in the pediatric oncology 
department, the project leader had the opportunity to learn a lot from the corresponding 
implementation of HDU. According to Interviewee 13, the project leader has prepared many 
documents and have known all the time what they had to do to accomplish the implementation of 
the PDU. The interviewee believe that it would have taken more time if they had to find out all 
of those processes themselves, since there are many small administrational tasks that one do not 
think about, but that need to be accomplished. Interviewee 13 believes it is very good to get 
outside help for innovation projects when you are a head nurse since their time gets filled by 
many other, operational, tasks. The interviewee adds that when you are a clinician you do not 
necessarily understand that all administration takes so much time.  
 
According to interviewee 8, the time from start to finish was shorter in the HDU project than in 
the PDU project. After talking to the project leader of the HDU project, the project leader of the 
PDU project knew better what needed to be done and therefore most tasks could be 
accomplished in a faster pace. “All the administrative stuff must be done over again but some 
things can be directly copy pasted and it therefore goes faster the second time than the first time” 
says interviewee 8. The interviewee adds that it is possible to copy the process, but not the 
content. In addition to administrative tasks, this also included know-hows on what laws and 
regulations that needed to be taken into account, and how these should be managed as well as 
general pieces of advice on what to do, and what not to do.  
 
4.2.3 Case study 3: Video for outpatient care 
At the outpatient clinics, physicians visit and treat the patient without admitting them for 
overnight care. Instead of meeting these patients physically, the Video for Outpatient Care 
(VOC) project aimed at letting the patient meet the doctor while staying at home by conducting 
the visit online. The project was top-down initiated, introduced with the purpose to save money 
and time in outpatient clinics at Karolinska University Hospital. 
 
The plan from the start was to carry out six pilot projects through which the video solution was 
developed, and then continue with 30 more patient flows throughout the hospital to test the 
solution. The project had a pre-decided time frame, where the pilot projects were supposed to be 
completed and evaluated by the end of 2015, and the additional patient flows by the end of 
March 2016. Subsequently, the solution was supposed to be handed over to some administrative 
unit responsible for the continued support, where other outpatient clinics, inspired by the 36 
cases of implementation, could continue to request the solution. Today, 15 of these 36 clinics 
have had at least one patient visit online. Thus, implementation has progressed with varying 
results in the different clinics, where one of the more successful ones has been the obesity center. 
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The innovation in the VOC project is hence software, with its associated processes, allowing 
physicians to meet their patients on distance. In this study, the six pilots are seen as the six first 
implementation processes. However, the innovation cannot be seen as completely implemented 
in all of these clinics, since it is not yet used in the daily operations of them all. The 
dissemination of the innovation to the 30 additional clinics was hence commenced before the 
pilot was implemented everywhere.  
 
 
LEADERSHIP 
In general, when implementing innovations, all interviewees believe that leadership is of great 
importance. The importance of leadership is discussed from two different perspectives: firstly, as 
the leadership required at all levels to create an innovation-oriented organization and secondly, 
as the leadership needed locally within the clinics. Also, the coordination between innovation 
projects, the importance of clear goals, the function of an implementation coach as well as the 
ownership and responsibility of dissemination are brought-up. 
 
Interviewee 14 believes that, since you need to work with innovations at several levels of the 
hospital, it is important to highlight innovations and push them from higher levels. Leadership 
capabilities is therefore needed not only within the Innovation Center, but higher up in the 
organizations as well as in other organizational units that need to work innovation-oriented, such 
as the IT or the business development department. Interviewee 14 also discusses how there may 
be a balance in between appropriately governing innovation processes and leaving them free 
from governance, in order to develop freely. 
 
According to interviewee 14, the management at all levels of the hospital must create space for 
innovation and development. The management should also clearly communicate the fact that 
they support of the innovation project, and that they are going to prioritize it. Otherwise, the 
interviewee believes that a lot of time will be needed to discuss whether the innovation is 
advantageous or not, instead of using that time for learning and training. Similarly, interviewee 
15 thinks it is of great importance that it is permitted to work with innovations even if it means 
that some things take more time in the beginning. In the VOC project, the interviewee thinks 
lack of this insight among line managers has been an issue at some clinics. “When asking the 
clinicians why they have not done any video visits, they often say it is because they did not have 
time, but this innovation is supposed to free time”, says interviewee 15. Interviewee 1 agrees that 
the leadership from managers at the clinic was not always strong which made the Innovation 
Center more of a catalyst and driver in the project. The interviewee adds that the lack of 
leadership may have impeded the implementation of the VOC innovation. Furthermore, 
interviewee 1 explains that, since the VOC project requires change in the clinics and not at the 
Innovation Center, it is of great importance that there are leaders there who can push the 
implementation forward at the clinics. 
 
At the moment, according to interviewee 9, there is a lack of coordination between the ongoing 
projects at Karolinska University hospital, which sometimes creates a barrier for implementation. 
The interviewee explains, as an example, how in the VOC project the present IT infrastructure 
were not sufficient to support the video solutions developed. However, this was under 
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development but planned to be in place for the second quarter of 2016, while parts of the video 
solutions were in place already in the end of 2015. If these two projects had been synchronized, 
it would probably have been easier to implement the solution in more locations. 
 
According to interviewee 15, it is important that the clinics state their own goals with the 
implementation. One clinic had for example a goal that, at one specific date, everyone should 
have their first video visit with a patient. The interviewee thinks goals are necessary to make 
people act fast. Furthermore, the goals need to be established at the clinic and adapted to what 
they think is realistic and motivating. A leader should also make sure that some follow-up is 
being made or the clinicians to share experiences with each other.  
 
In the VOC project, the innovation was implemented with the help of an employee from the 
Innovation Center, an implementation coach, who helps the clinics to adopt the new way of 
working. The coach trains and simulates real visits so that the clinicians can practice before their 
first visit with a patient. Interviewee 15 has noticed that it is a threshold to get over before that 
first visit and says that “even if there is a standard procedure how you click in the program, it is 
not a standard procedure how each person will use the program”.  An implementation coach is 
not used in all projects at the Innovation Center but both interviewee 9 and 15 believe that it was 
needed in this project. “In order to succeed with the implementation, you have to reach the 
people that will be affected by the innovation, and provide them with active coaching”, says 
interviewee 9. When the instructions were developed they also had the strategy: “train the 
trainer” which means that the implementation coach from the Innovation Center was to train 
some clinicians to become coaches themselves. However, interviewee 15 did not think this 
worked very well, since few clinicians seemed to aspire to be a trainer, when they already lack 
time. “Even though they sent 20 people to become implementation coaches, we only have 2 
coaches at the moment.” All the other involved clinics had to be directly coached by the 
implementation coach from the Innovation Center.  
 
Interviewee 15 think it worked well when someone from the Innovation Center guided through 
the whole process and even helped with the first visits with patients. That led to clinicians 
actually having their first video visits and thus enabled the implementation. For many of the later 
implementations of the innovation, that kind of support was however considered to be too 
expensive and was therefore not prioritized. Interviewee 15 claims that a support will be needed, 
also in the future, for all problems the clinicians face.  
 
According to interviewee 15, it is very important that the clinicians “own the project 
themselves”. Otherwise they would not continue with the innovation as soon as we are not there 
anymore. Interviewee 9 agrees with this and think that clear ownership should be assumed by the 
clinicians, while the Innovation Center should act as a facilitating intermediator that for instance 
connects clinicians with partnering companies, aids with legal expertise when any contracts are 
put together and helps out with administrative work. 
 
Interviewee 1 states that it has been difficult to transfer ownership of dissemination in this 
project. The interviewee explains that the solution in the VOC project involves three different 
IT-solutions, and that there are people at the IT maintenance department that can assume 
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ownership of each of the solutions. However, there is no one who seems to be able to assume 
ownership of the full innovation, as well as its continued dissemination. Interviewee 15 does not 
think that the Innovation Center should be responsible for disseminating an innovation. Instead, 
according to the interviewee, the business developer at Karolinska University Hospital should be 
responsible for leading and supporting disseminating the innovations since they can make sure 
that innovations are integrated in the current operations of the hospital. Today, the interviewee 
thinks that many of the business developers work too strategically and need to work closer to the 
operations.  
 
The hospital unit that currently is in place to assume ownership in the three separate IT 
components, is the IT maintenance organization. According to interviewee 14, no explicit plan 
exists for how they should cooperate with the Innovation Center. The interviewee describes how 
there are cases were they should benefit from having this. In an ideal world, when anyone 
initiated an innovation project, this should be communicated to the IT maintenance organization 
to se if it fits together with the rest of the IT portfolio. For instance, if anyone wants to develop 
an app, there is already a software in place to develop them, why using another software would 
be less efficient. Interviewee 14 continues however to explain that having an innovation center 
separated from the IT maintenance organization is probably good in order to be able to think 
creatively and develop innovations freely. Additionally, this can be done in a much faster pace, 
since they don’t have to, as IT maintenance organization do, plan their operations over a year 
ahead while budgeting. However, both organizations would benefit from better communication 
routines. In practice, this could be organized by having someone at the Innovation Center who is 
responsible for knowing what is happening in IT maintenance organization, knowing when 
projects overlap with current operations and hence should be communicated more clearly.  
 
Interviewee 14 claims that the cooperation with the Innovation Center, specifically in connection 
to the VOC project, has been good. This is because someone who is both employed within the IT 
maintenance organization and within the Innovation Center has been involved with the project 
already from the start. Otherwise there would have been a risk that one had developed a solution 
that was not aligned with the rest of the IT portfolio. Interviewee 14 explains that the opinions 
between the Innovation Center and the IT maintenance organization currently differ since the 
Innovation Center want to hand over the responsibility of a holistic solution that is not yet fully 
implemented, while the IT maintenance organization believes that some parts of this, including 
the push for further dissemination, should be done by someone inside the hospital and not by 
them. 
 
 
FUNDING 
In the VOC project, funding has been received from the central budget, however, only covering a 
limited time period of the innovation project. In the interviews, the following topics have been 
discussed: the financing of the dissemination of the innovation; the fact that, when there is an 
initiative to implement a solution, all resources required should be allocated to the clinicians and 
the limited time allocated for innovation or business development projects in the clinics.  
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The VOC project is officially terminated at the Innovation Center, meaning that the project have 
no funding any more, but there are many clinics that want to start implementing the innovation. 
Interviewee 15 does not think that they should say no to them and therefore try to help them 
when possible. According to interviewee 15, it is hard to disseminate innovations, since it does 
not seem like anyone wants to finance dissemination of innovations. Interviewee 14, however, 
does not believe that funding is a very influential factor in order to disseminate innovations, and 
has not perceived this as an issue within the VOC project. However, in general, interviewee 14 
wishes that Karolinska University Hospital would employ more project leaders, since this would 
enable them to use more in-house capacity to drive projects, instead of external companies, 
which the interviewee believes they are doing a bit too much at the moment. 
 
Interviewee 15 says that, if a clinic is going to implement an innovation, all equipment needed 
for the innovation that should be included. For example, the clinicians should not have to ask 
their managers if they are allowed to buy a camera when you need a camera for making the 
video calls.  
 
According to interviewee 1, time has been the most important factor when implementing this 
innovation. A reason for why the implementation is happening slowly is that the clinics have not 
put enough time on learning and training. Organizing a meeting with a clinic can take about three 
weeks, and after that they need to practice for three weeks more, which makes the process rather 
slow. Interviewee 9 says that right now there is a lack of time as well as formal responsibility for 
innovation and business development in the clinics. Therefore, the interviewee means that this 
could be introduced, allocating more resources to these type of activities. Interviewee 15 agrees 
and explains that when they initiated an implementation at a clinic, they were very clear that it 
requires six hour of the clinicians’ time. However, they are not always putting that many hours in 
practice. “I understand that sometimes you don’t have time, but this is also a matter of 
prioritization”, says interviewee 15.  
 
According to interviewee 9, all hospital units struggle with insufficient resources or a constant 
pressure to cut costs, which in its turn affects innovation activities. The interviewee expresses 
that “There is no air in the system, and in some way air is required in order to enable time for 
reflection and for discussions about ways of working or current issues… this room for reflection 
and discussion is really what drives development, all kinds of development I would say, both 
personal and innovative”.  
 
 
CULTURE AND CLIMATE 
Interviewee 14 believes that cultural factors are important, and that leaders need to make sure 
that there exists an innovative culture at the hospital, where employees think innovatively in both 
planning and procurement. Interviewee 9 believes that the culture sometimes may constitute a 
barrier for implementation of innovations in general, and that the underlying cause is a gradual 
shift in the role of health care providers, that have resulted from digitalization. Traditionally, the 
interviewee argues, doctors were valued based on their fact-based knowledge, while today it is 
more about how to apply existing knowledge, since the information in itself is widely accessible 
by anyone. In other words, the patient is well prepared and knowledgeable today while arriving 
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to the hospital, changing the role of the medical personnel. Interviewee 9 further explains how 
this shift in roles sometimes may result in an unwillingness to introduce new solutions, since 
some perceive these as threatening to their current function in the system. Also, according to 
interviewee 15, some find it a bit intimidating to use the VOC innovation in particular, since it 
requires new ways of approaching the patient, and some feel that there is a risk that they would 
seem incompetent if something went wrong during the video call. Interviewee 1 also discusses 
this, saying that it has required some trials before clinicians, in general, have been willing to start 
using the VOC solution. Interviewee 15 thinks that the culture in the health care sector is, in 
general, allows employees to be more skeptical to new things than in other sectors. “It is always 
some work in the beginning to get the clinicians to trust you”, the interviewee adds.   
 
 
POLICY 
Interviewee 9 believes that laws and regulations function as a potential stopper in an innovation 
project. When asking whether laws and regulations influence the initial implementation more 
than in the dissemination, the interviewees have differing opinions. Interviewee 9 believes that, 
ideally, this is something that should have been solved already in the initial development of an 
innovation, but that, since laws and regulations are under constant change, they may function as 
a stopper also in the dissemination. Interviewee 9 and 15 share two examples where it was 
possible to work around the policies. 
 
Interviewee 9 explains that during the process they realized that, due to safety regulations, SLL 
IT (the county council’s central IT organization) had decided that no laptops handed out within 
the county council (including the hospital) would have integrated webcams. In order to 
overcome this barrier, they had to meet with security managers and discuss, until they concluded 
that external webcams could be allowed. Hence, in this case, the policy did not function as a 
stopper, yet it impeded the implementation process.  
 
Interviewee 15 thinks that the Public Procurement Act is a hinder for technical development in 
the hospital. After winning a bid, a company sometimes offers lower quality of the products to 
match the low price, often resulting in outdated digital equipment at the hospital. “I would say 
that the single biggest hinder for innovation in the health care sector is the Public Procurement 
Act”, says interviewee 15. Interviewee 14 also agrees with this and says that laws and 
regulations usually may be more impeding than enabling, using the Public Procurement Act as 
an example. Some issues with this law is that you basically need to choose the supplier offering 
the lowest price, without taking costs into account that are associated with changing from one 
supplier to another.  
 
According to interviewee 1, a hinder for the implementation of this innovation was also that the 
financial reimbursement per patient was less for an online visit than for a physical visit. At 1st of 
January 2016 this changed so that it did not matter how the visit was made. However, 
interviewee 1 says that the information about this change was not communicated enough to the 
physicians, so an important part during the implementation has been to inform about what the 
change means for the clinics and the physicians. Interviewee 15 also says it has been, and still is, 
a bit unclear how the new system for reimbursement works, which is something that has 
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hindered the implementation. “We still do not completely understand the system”, says 
interviewee 15.  
 
 
PERFORMANCE MEASUREMENT 
The interviewees discuss two aspects of performance measurement systems, in which they have 
varying opinions, namely the affect of measurements, as well as who should perform them. 
Furthermore, one interviewee talks about the difficulty to properly measure performance, for 
instance since the value of an innovation may not appear until some time after the innovation has 
been implemented.  
 
Interviewee 14 is not quite sure about performance measurements and its role in enabling 
dissemination of innovations, but believes that it may have a negative effect if it is used to point 
out where implementation is not successful. This raises questions about the cause behind the 
failure, and it may be hard to know whether it was, for instance, bad project management, lack of 
time at the clinic or simply a bad performance measurement method that was responsible for the 
poor results. According to interviewee 9, performance measurement is important, since this 
makes the utility of introducing an innovation visible, and may help people to realize the 
advantage of a solution. 
 
Interviewee 9 believes that the clinics themselves have the responsibility to do these 
measurements. This is partly because every clinic is different, which requires each unit to 
customize the measurements according to their needs, even though a generic performance 
measurement model is developed. Also, anybody does not have access to patient journals where 
this information may be extracted. For the purpose of disseminating an innovation, extensive 
performance measurement in itself, according to interviewee 9, may not be essential. The 
interviewee says that it would probably be equally motivating if one clinician could share 
personal experiences such as “last week I treated 15 patients, but this week I was able to treat 
25!” 
 
Furthermore, interviewee 9 explains how performance measurements may be hard to extract 
sometimes, due to two reasons. Firstly, some utilities are only visible over a longer period of 
time, while one may be interested in measuring performance in smaller intervals. Secondly, 
some utilities are hard to predict before implementing a solution. For instance, some time after 
the video solution for “outpatient care on distance” had been introduced at the obesity center, the 
clinicians came up with the idea to ask the patients to show their refrigerators, using their iPads. 
This facilitated the treatment, since this was a question that otherwise was asked in person, 
where the patient often either was not fully aware of the content of their refrigerators or even 
ended up not telling the truth.  
 
 
NON-FINANCIAL INCENTIVES 
Interviewee 14 argues that non-financial incentives are important for anyone, regardless if you 
work with innovations or not, and, above a certain level, even more important than salaries. 
Similarly, interviewee 9 also thinks that non-financial incentives, in general, are more important 
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than financial incentives. Interviewee 9 also says that clinicians appreciate recognition for their 
innovative efforts and believes that this is especially important in a culture that is otherwise tired 
of, and sometimes hostile towards, change. Also, the interviewee claims that non-financial 
incentives could lead to acceptance of an innovation as well as increase motivation to push 
something forward. Together with financial incentives (in this case the reimbursement system), 
interviewee 9 argues that an improved care for patient is the most important incentive to enable 
successful implementation of a project. This conclusion was drawn from an evaluation carried 
out in the initial pilot projects.  
 
 
COMPETITION 
The interviewees give different perspectives on competition, where they explain how it may 
function as both as an enabler and a barrier. They also discuss the lack of competition in public 
health care systems and the consequences of internal or external competition.  
 
Interviewee 9 believes that the lack of competition is one thing that distinguishes hospitals from 
other industries. A competitor would put another type of pressure on its organization to perform 
better, act faster and minimize costs. Interviewee 9 explains how clients from other industries 
that are more exposed to competitive pressure sometimes are more prone to follow-up on what is 
delivered from a project, demanding high returns on their investments. The lack of competition 
within the health care sector in general, interviewee 9 thinks, explains the lack of innovation, 
compared to other industries. The interviewee explains how “That is one reason why innovation 
is hard [in hospitals], because you need to be exposed to competition in order to develop”.  
 
According to interviewee 14, competition may be either good or bad, depending on in which 
context you look at it. For instance, having the possibility to choose between several external 
competing suppliers is probably advantageous, whereas if internal innovation projects are 
competing against each other, it might be disadvantageous. Interviewee 9 believes that there 
exist some competition between different hospital units, and sometimes also within a hospital 
unit. In these cases, competition may work as an enabler, for instance if a competing unit 
introduces a video solution to communicate with their patients, the other unit will feel more 
inclined to do the same.  
 
 
TECHNOLOGY 
The interviewees discuss different aspects of technology, including the adaptation of technical 
solution, the presence of sufficient IT infrastructure prior to introducing an innovation, as well as 
the digital maturity among the clinics. 
 
According to interviewee 15, the software included in solution does not function very well for 
the needs of the outpatient care. “The software is not bad but it is not adapted to us [the 
outpatient care]”, says interviewee 15. The interviewee thinks that the software would work in a 
pilot where the aim is to test and find new ways of working, but that it was problematic when the 
software was disseminated without being further developed and adapted. Interviewee 15 believes 
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that this lack of customization has been one reason as to why it has been difficult to implement 
the innovation in some clinics.  
 
Interviewee 9 believes that some basic conditions need to be in place in order for innovations to 
be implemented – for instance IT infrastructure, internet connection, hardware, telephones and 
digital maturity. Therefore, it could be a good idea to focus on more simple innovations first, 
before launching more complex ones. For instance, looking at where the hospital is today, 
making sure that everyone has a smartphone with an address book covering all hospital 
employees, would be an innovation in itself. Interviewee 15 also says that the network and the 
computers at the hospital are not sufficient for some of the new technical solutions that are 
introduced. Interviewee 14 agrees with this and says that the process of adding additional 
functions, when the infrastructure is already in place, is very efficient. However, if there is no 
current infrastructure in place, the process may be slow. As an example, interviewee 14 describes 
how there have been ongoing discussions about introducing tablets inside of the hospital for five 
years, without having been able to launch any tablet with sufficient security standards yet. 
Interviewee 15 also says that the information about the software, in general, is not easy to access. 
“There are information about system A, B and C but not information about the interaction 
between those systems.”  
 
Interviewee 15 claims that the degree of computer skills among the clinicians also affects the 
implementation. For employees with lower degrees of computer skills, the interviewee means 
that it is important to give additional support. In cases where patients’ computer skills are 
insufficient, the interviewee suggests that clinicians should consider not to conduct video visits 
with these.  
 
 
COMMUNICATION AND NETWORKING 
All interviewees agree upon the importance of sufficient communication and networking, 
focusing on different dimensions of communication. These are: involving clinicians in the 
adaptation of innovations, the distinguishing conditions affecting communication at Karolinska 
University Hospital, the importance of maintaining good relations as well as the impact of 
information and instructions available online. 
 
Interviewee 9 argues that it is important to reach out to the employees that are actually affected 
by the solution, and that one weakness in the VOC project may have been that it was initiated at 
top management level. If an idea is pushed top-down it would then be essential to, as a first step, 
investigate whether there exists an actual need for the innovation or not. Interviewee 9 adds that 
”The Innovation Center is supposed to connect the hospital to the rest of the world and tie these 
two together. This means that they have to meet as many as possible inside of the hospital to be 
aware of the existing needs, so that they can have these in mind while meeting with external 
partners” 
 
According to interviewee 1, the fact that the innovation was relatively simple to understand made 
it easier to inform about the innovation and helped the implementation. Interviewee 15 however, 
believes that the communication has not been enough, and says that “We [the Innovation Center] 
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have tried to inform as much as we can about this innovation but we could have done more.” The 
interviewee also adds that communication is extremely important but often lacks sufficient 
funding. In this project, interviewee 15 believes it would have been even more efficient with 
other ways of communicating with clinicians, for example by using short videos, standing in the 
entrance of the hospital and inform people about the innovation or putting up a poster in the staff 
room. Also, interviewee 15 claims that people, in any organization, tend to spend less time on 
communication than they planned for in the beginning of a project. Interviewee 14 believes that 
communication and networking is especially important at a hospital, like Karolinska University 
Hospital, since no one usually, in practice, can order a clinician to introduce a certain innovation 
in his or her clinic. The interviewee explains that specialists today are very autonomous, often 
having responsibility over both hospital units and resources. “Quite often one thinks that this is 
simple, let us turn this around and do as other organizations do, and tell people what to do. But 
this is not how things are done here. Here we have other structures and other ways of thinking. 
Then networking becomes especially important in order to disseminate [innovations], to create 
positive images that can be shown to others” 
 
Interviewee 9 believes it is very important to maintain good relations, both with clinicians and 
partnering companies. For instance, in the VOC project, the hospital units were required to 
perform a certain number of video visits within a given time. According to interviewee 9, the 
Innovation Center was careful here not to push too hard. If the clinics begin to perceive 
collaborations as too demanding, they may not rely on the Innovation Center for future projects. 
It is essential to communicate the Innovation Center’s role as a facilitator, rather than the one 
implementing projects.  
 
According to interviewee 9, it was planned from the start that the innovation should be spread to 
other hospital units. Therefore, they made sure to develop generic instructions of how to 
implement the video solution, during the pilot phase, that could be used for further 
implementation. The idea was that the Innovation Center should refer to the information at the 
intranet, “but it does not work like that in our business”, says interviewee 15. “We have uploaded 
a coaching package with all steps needed to be taken, pieces of advise, but no one uses it”, 
interviewee 15 continues and says that “Some think that if you have good instructions, everyone 
will act according to those, but it has been shown not to work”. The interviewee believes that this 
is due to the fact that no one is assigned the formal responsibility to disseminate the innovation. 
Interviewee 15 feels that, since the core business revolves around the patient, innovations usually 
come second, even if the innovation is supposed to help the clinicians to treat the patients.   
 
 
STAKEHOLDERS’ SUPPORT 
Regarding stakeholders’ support, the importance of need fulfillment is discussed together with 
the reasons behind the varying support of the innovation at different clinics. 
 
Interviewee 9 believes that perceived need fulfillment is essential in order to succeed with an 
implementation: “One should never enforce an innovation too hard. Rather, talk to the clinicians 
and try to make them see that there is a need, that they may or may not notice”. The interviewee 
also believes that it can be useful to create forums where clinicians can discuss innovations 
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between themselves, since it may be more trustworthy to hear a recommendation from a 
colleague than someone from the Innovation Center. Similarly, Interviewee 15 thinks that the 
most important thing regarding dissemination of innovation is to create an interest and demand 
from the practitioners. “To spend a lot of time communicating with managers is not efficient or 
time efficient”.  
 
Both interviewee 1, 14 and 15 believes that there is a high demand for the VOC innovation at the 
clinics. Almost every week, interviewee 15 meets someone who wants to start with this 
innovation, so the interest seems rather high. One clinic tried to use video visits already six years 
ago, but noticed that the technology, at the time, was not good enough and did not work. “This, 
[the VOC innovation] is 10 000 times better than the previous one.” The interviewee adds that 
for this clinic, the advantages for the patients are large enough to make the clinicians less 
concerned about the software. Interviewee 1 also says that the success of the implementation is 
related to the perceived need fulfillment. The reason as to why this innovation was successfully 
implemented at the obesity center is probably that many of their patients are suitable for this kind 
of visit since a larger part of the visit is based on dialogue. For other patient groups, with more 
visually complex parts of their visits, or where the patient need to try out different things 
physically, it may be more difficult to conduct video visits, and the benefit for the patient is 
evidently lower. 
 
 
OTHER FACTORS 
In the pilot of the VOC project, a process plan of the implementation was created before they 
initiated the further implementation. The plan included all necessary steps that needed to be 
accomplished by all clinics in order to implement the innovation, such as organizing trainings, 
order equipment, setting up trials and getting usernames and passwords. It also included the 
status of all clinics so that all people involved can easily see the progress and how to proceed. 
According to interviewee 1 “This has been very important for the implementation of the project 
and it is a part of the complete solution”. The solution is hence not only the innovation itself but 
also the plan for how to implement the solution.  
 
 

4.3 Summary of empirical results 
The Innovation Center is an organizational unit within Karolinska University Hospital founded 
in 2012 and currently consisting of 15-20 employees. They are currently, for example, leading 
and assisting in some of the hospital’s innovation projects, as well as managing the contact with 
external companies that collaborates with the hospital in innovation processes. However, there 
exist no explicitly communicated purpose of this department yet. Still, despite its short period of 
existence, the Innovation Center has proven itself valuable in a number of aspects. For instance, 
by functioning as an extra resource in cases where there is not enough time to complete the 
necessary innovation tasks at the clinics, and by contributing with juridical expertise and 
suggesting methods that are useful in innovation processes. There are, however, development 
possibilities, for instance when it comes to internal communication, delimiting the scope of their 
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work and increasing the frequency of need-driven innovation projects. Also, there is a constant 
need to deal with challenges such as the many laws and regulations, the continuous pressure to 
deliver better care at a lower cost and the, at times, lack of digital maturity that exist among the 
clinics. However, a new organizational structure at Karolinska University Hospital and the 
improvement of existing reimbursement systems are both parts of a positive development trend 
that innovators may be able to take advantage of in the near future.  
 
Currently, there is no one at the Karolinska University Hospital with formal responsibility for the 
dissemination of innovation. Also, it is unclear whether it should be a part of the Innovation 
Center’s agenda, or belong to another central function. In the initial implementation, some 
challenges have already been overcome, such as finding out what administrative tasks that need 
to be accomplished with the implementation. In this way, some argue that implementation often 
is easier during the dissemination, than at the initial implementation target. Some organizational 
factors that are believed to affect the implementation and dissemination of innovations are: clear 
incentives, digital maturity and a sufficient access to resources. 
 
In the case study interviews, the organizational factors from the literature review were discussed, 
revealing areas of importance within each of them. Additionally, open questions revealed 
opinions regarding additional organizational factors that are of importance in the implementation 
and dissemination of innovations. Some of these findings, appearing in several interviews or that 
we observed as especially significant, have been summarized in Table 7. 
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Table 7 - Summary of the case study results 

Summary of the case study results  

Leadership 

• Important to involve leaders and clinicians at all levels  
• Motivating to set up realistic and customized goals  
• Often unclear who should assume responsibility of the implementation process 
• Difficult to transfer ownership of an innovation, including the responsibility for 

continued maintenance, technical support, further dissemination, etc.  
• Important with engagement and interest in the daily operations of the clinic  
• Lack of coordination between ongoing projects sometimes hindering  
• None at Karolinska University Hospital has the formal responsibility to 

disseminate innovations 
• Both leadership and active support are regarded as very important factors 

Funding 

• Getting funding for innovation projects is time consuming and done case by case   
• Important, but often difficult, to free up time in clinicians’ schedule for 

innovation activities 
• Sometimes cost and benefits appear in different locations of the hospital, leading 

to an unwillingness to pay  
• Important that sufficient resources for the implementation process are allocated, 

without further discussions, when the decision has been made to introduce an 
innovation  

• Difficult to get funding for disseminating existing innovations, although they 
have been proven to be successful  

Culture & 
Climate 

• When innovations challenge the current role of clinicians, it may create some 
resistance towards the innovation  

• Resistance towards an innovation is otherwise often due to a lack of information, 
bad experiences from previously failed innovation projects or poorly adapted 
innovations 

• Resistance may be turned to approval when the innovation has proven to work 

Policy 

• The Public Procurement Act is, by many, regarded a hinder for new technology 
• Some national and hospital policies, e.g. regarding data security and patient 

safety, makes the implementation take more time 
• Policies and regulations may be more hindering in the initial implementation than 

during the dissemination  
• Even if there are regulations that favors the implementation of an innovation, 

personnel may not be aware of this, why spreading information about policies is 
important 

Performance 
measurement 

• Unconfirmed if performance measurement has a positive effect on the 
implementation process, but many believe it is important 

• Difficult to find the right indicators to measure  
• Divided opinions on whether performance measurement should be done by 

clinicians or administrative staff, as well as how much measurements that should 
be done 
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Non-financial 
incentives 

• Non-financial incentives, such as awards or other forms of recognition, can 
inspire others to work with the innovation and thus enable dissemination 

• Improved care for the patient has been pointed out by many as the most 
important incentive 

• Examples of non-financial incentives are: awards, an article in the hospital 
magazine, courses and trainings or celebrating accomplishments  

Competition 

• Lack of competition, being publically owned, may give the hospital fewer 
incentives to be striving for improvements and engage in innovation activities 

• There seem to exist, however, a general will to stay “competitive” and to 
continuously develop the hospital operations  

Technology 

• Implementation is sometimes hindered by inferior existing equipment or 
infrastructure 

• Evaluating the technology of an innovation and making it customized to the users 
are vital 

• Low degree of digital maturity may hinder implementation of technology 
dependent innovations  

Communication 
& Networking 

• Less time seem to be spent on communication than what is wished for by the 
leaders of the innovation projects 

• Clinicians that have been involved in an innovation project are keen to inform 
and inspire others about the innovation  

• Communication is difficult in a large organization that operates around the clock, 
as Karolinska University Hospital 

• Instructions and information provided online do not seem to be enough in order 
to implement an innovation (for instance, active support may be needed) 

• As clinicians’ time available for innovation activities is limited, it is vital to 
ensure that their presence is value-creating in all meetings they are requested to 
attend, for instance by clearly stating the purpose of each meeting  

Stakeholders’ 
support 

• Stakeholders’ support is largely dependent on the perceived need fulfillment of 
the innovation. The more need fulfillment, the more stakeholders support the 
innovation project  

• Perceived need fulfillment is often closely related to how the innovation is 
expected to benefit the patient or improve the treatment.  

• Many find it trustworthy to hear about innovations from colleagues, why time 
needs to be allocated for clinicians to inspire each other  

Competence  

• Competence from innovation projects may get lost due to a large use of 
consultants, if knowledge is not transferred properly 

• Clinical competence may be retained at Karolinska University Hospital by 
offering combination positions where employees, beside their clinical work, 
work on innovation projects some hours each week 

Other factors 

• Clinicians do not usually have time for the administration needed to implement 
an innovation 

• A lot of the administrational tasks are easier to accomplish during the 
dissemination of an innovation than during its initial implementation 
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5  DISCUSSION AND ANALYSIS 

In this chapter, the results are discussed by topic. First, factors affecting implementation, and 
thereby dissemination, of innovations will be discussed. This is done using findings from existing 
literature and the gathered empirical material in this study. The empirical material consists of 
the contextual study, as well as the three case studies: multi-disciplinary team meetings (MDT); 
daycare units (DU) and video for outpatient care (VOC). In the DU projects, the two rounds of 
implementations completed so far are distinguished from each other, namely the initial 
implementation, which is the day care unit for heart failure patients (HDU), and the second 
implementation, which is the daycare unit in the pediatric oncology department (PDU). 

5.1 Top-down or bottom-up initiated innovation projects 
It seems as if one of the factors affecting the implementation of innovations is whether the 
innovation is top-down or bottom-up initiated. Many of the interviewees argued that it is, in 
general, preferable that innovation projects are initiated from the clinicians working with the 
innovation, since it assures that the innovation is perceived as needed in the organization. 
However, top-down initiated innovation projects also have their advantages.  
 
When an innovation initiated at clinical level, what we choose to call bottom-up initiated, this 
directly signals that the innovation is perceived as needed, which is an important enabler in the 
implementation. However, in that case, it may be difficult to involve and engage managers. The 
involvement of managers is, according to one interviewee, important in order for sufficient 
resources to be allocated to the innovation projects. This is also concluded in previous research. 
Another possibility, in the cases of bottom-up initiated projects, is that the innovation is 
developed to meet a need specific for that clinic and would not be useful anywhere else at the 
hospital. In that case, it might be advantageous for the clinic to own and manage the innovation 
themselves. However, the innovation may in some cases have unanticipated potential to be used 
elsewhere, making it essential to develop it in a way that allows for further dissemination. In this 
sense, some involvement from central functions or managers still seem necessary, since they 
often have a better overview of the overall needs at the hospital. 
 
All our case studies were, in one way or another, top-down initiated. However, the result from 
these differed, depending on in what way the innovations were introduced to the clinics. For 
instance, in the VOC project, there was a clear intention from top management that this would be 
implemented in several clinics, already from the start. Different from the other case studies, this 
lead to more resistance from clinicians during the implementation process; for instance, due to a 
lack of alignment regarding the purpose of the innovation, as well as a lack of technical support. 
In cases where extra support was given, or where the perceived need turned out to be bigger, the 
implementation was more successful. Consequently, during top-down initiated projects, it seems 
essential to put efforts on spreading information and collaborating with the clinicians. Similarly, 
one interviewee explained that communicating and socializing is of high importance especially 
when the implementation is a top-down initiative. Also, the pre-decided goal to disseminate the 
innovation to several clinics seem to have shifted the focus from fully adapting the innovation to 
the clinics and evaluating it in order to make sure that it had all necessary features to work 
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properly. One may perceive this as a way of prioritizing quantity rather than quality, which in 
this case affected implementation, in general, badly. Instead, managers must make sure to 
promote sufficient adaptation of all innovations, if they are to be implemented successfully.  
 
For all of these reasons, one can conclude that it is not certain whether top-down or bottom-up 
initiated projects result in more successful implementations. However, empirical findings in our 
case studies indicate that, if a project is top-down initiated, it is of great importance to put efforts 
into spreading information and collaborating with clinicians to co-develop innovations that 
function in practice. In this way, it seems as if both forces from higher up in the organization and 
from the clinics are needed to succeed with an implementation. In other words, one should 
perhaps not exclusively promote bottom-up or top-down initiated projects, but rather, ensure 
involvement from both managers and clinicians in all projects. 
 

5.2 Assuming and transferring ownership 
When discussing leadership, many of the interviewees mentioned the difficulty to assume and/or 
transfer ownership, both during and after the implementation of an innovation. Previous studies 
have also confirmed the importance of having leaders that assumes ownership of an innovation. 
Questions that arise are, for instance, what parts of an innovation that should be transferred to 
who, as well as when this should be done. Some interviewees argued that this should be done to 
the clinics, already during the implementation of an innovation, or when the innovation has been 
developed, in the dissemination of the innovation.  
 
Some interviewees suggested that it needs to be the clinicians that assume ownership of the 
implementation process, and that a central department, such as the Innovation Center, should 
only facilitate their work. However, it is unclear how that will be done when clinicians’ time 
usually to be completely filled with operational tasks. In the contextual study it became clear that 
the employees at the innovation center have a bit different views on whether the innovation 
center should lead (and thereby assume ownership for) or only facilitate an innovation project. In 
all of the innovation projects studied in our research, the Innovation Center mostly has been 
seen, by themselves and the clinicians involved, as the owner or leader of the innovation project. 
It may be that different projects require different solutions for ownership, for instance depending 
on how many clinics the innovation will affect. Being flexible with who should assume 
ownership of an innovation hence creates opportunities to customize the process in the way that 
seems to fit each innovation best. On the other hand, this may lead to some confusion and the 
risk that no one assumes ownership of the implementation. In the HDU project, for instance, 
some of the involved employees stated that it was rather unclear, during the implementation 
process, who was the owner of the project. Interviewees furthermore suggested that the 
Innovation Center should have been the clear owner during this phase. This underlines the 
importance of establishing and communicating the roles in each project. 
 
Another challenge at the Innovation Center is how they, as the implementation of an innovation 
is finished, should transfer the ownership to someone else who can be responsible for the 
continued support, management and dissemination of the innovation. In all three case studies, the 
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Innovation Center had different roles in the dissemination of the innovations but either way, they 
where involved without being able to completely transfer the responsibility for dissemination to 
someone else. It has been especially difficult to close the “project phase” in the MDT project and 
the VOC project, transferring the ownership of the innovation to another unit responsible for 
continued management and operations. In the HDU and PDU projects, the clinics themselves 
have assumed the ownership of the continued management, but not the dissemination. In the 
VOC project, the innovation includes several different IT-solutions, and there are people in 
central functions of the hospital that will govern each of them, but no one to assume ownership 
of the full innovation, as well as its continued dissemination. This is something that may be 
regarded problematic, since it leaves the Innovation Center responsible for projects, with 
innovations that have already been developed, and hence limiting their ability to continue with 
new innovation projects. I a way, this means assuming an operational role, rather than working 
with innovation management, something that again underlines the importance of deciding on a 
clear, common purpose of the department. Because, on one hand, a wide mission allows the 
Innovation Center to engage in innovation activities where they feel that it is most needed. On 
the other hand, it makes it difficult to communicate their function to the rest of the hospital, 
possibly creating a barrier for clinicians to request their services. Since each implementation 
requires local adaptation, assuming responsibility for the dissemination of innovations that have 
already been successfully implemented, means more than simply copying existing concepts.  
Furthermore, it is not clear who are responsible for funding the dissemination of innovations, 
which adds to the difficulty to find someone who assumes ownership of it.  
 
It is, however, not only who should assume ownership of what parts that is unclear, but also 
when during the innovation project this should be done. Both in the contextual study and the case 
studies, it turned out that the employees at the innovation center had divided opinions about 
whether they should assume ownership of the dissemination or not. A responsibility to 
disseminate innovations will have a negative impact on the resources left for other innovation 
activities, such as the idea generation and prototyping of an innovation, or its initial 
implementation. However, dissemination is crucial, since it spreads innovations that, in turn, can 
lead to improved patient health, which the Innovation Center aim at doing. Therefore, one may 
conclude that regardless of whether the Innovation Center assumes ownership of the innovation 
or not, someone at the hospital should have the formal responsibility to disseminate innovations. 
However, sometimes it seems to be unclear where the initial implementation is completed and 
the dissemination starts. For example, in the VOC project, the first pilots, involving several 
clinics, could be seen as both the six first implementations of the innovations, or as merely a test 
phase before the initial implementation.  
 
One way to define an innovation project is that is lasts until there is a demand, or a pull effect, 
from the users of the innovation (usually the clinics). If the Innovation Center then were to 
engage in the full length of an innovation project, it would imply that they need to commit to one 
innovation for a longer period of time, possibly during several rounds of implementation. Since, 
according to our clinical findings, resources for development projects available at the clinics are 
sparse, it probably would take some time until the clinics themselves begun to request and 
implement existing innovations. Additionally, some innovations may require extensive 
adaptation each time it is implemented, and thereby never diffuse without the involvement of a 
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central function. Thus, if the Innovation Center should not be involved too long in an innovation 
project, and if additional resources cannot be allocated to the clinics, a better solution would 
perhaps be to have a separate administrative function that focuses on the dissemination of 
already developed innovations. This is also suggested by some of the interviewees from the 
Innovation Center throughout the empirical study. Currently, no such department exist. The 
functions that do exist do not have the ability to assume responsibility for the full innovation, but 
rather for certain components. Also, these functions do not seem to have the possibility to 
assume responsibility for the dissemination of innovations. Since there is no function at 
Karolinska University Hospital where the continued management and dissemination of all 
innovations can be transferred, the Innovation Center currently put a lot of time and effort into, 
in a non-standardized way, finding an owner for each innovation (or parts of it).  
 
Furthermore, the fact that the Innovation Center is a central function at Karolinska University 
Hospital, physically separated from the clinics, also seem to have some implications regarding 
the ownership of innovations. Some of the advantages, having a separate hospital function, are, 
for instance, the possibility to develop high expertise within health care innovation management, 
as well as to create a platform attracts people interested, competent and engaged in innovation 
project work. However, when a separate department leads innovation projects, instead of the 
clinics themselves, there is a risk that innovations are developed with less understanding of the 
user perspective of the innovation. This, according to previous research, is especially 
problematic in the health care sector where the clinicians in general have more authority than in 
other sectors, and hence more power to influence the implementation of innovations. On the 
other hand, some of the people working at the Innovation Center have clinical backgrounds, 
which in this sense could be used to build bridges between them and the clinics. However, some 
empirical findings suggest that clinical experience in itself may be less important than actually 
being present and showing interest in the clinics. In other words, having a hospital unit which is 
physically separated from the clinics, creates benefits that, in the end, facilitates implementation, 
but also challenges that need to be addressed. One way to do this is to part-time employ 
personnel at the Innovation Center, who also work at clinics, to create a natural platform for 
collaboration. 
 

5.3 Resistance towards innovations 
A negative approach to change, or resistance, from clinicians, either directly or indirectly related 
to the innovation project, can be a hinder in the implementation process. In the case studies, four 
main causes for the resistance could be identified, namely either a lack of information, a 
potential shift in roles and bad experiences from previous innovation projects. Finally, it should 
also be acknowledged that individual personalities among the clinicians, naturally, also affect 
how the level of resistance may be different in different clinics. 
 
Firstly, lack of information about the innovation contributes to suspicion or rumors about the 
innovation, which may have a negative impact on the implementation. This seemed to be the 
case, for instance, in the HDU project. Employees that were not directly involved in the project, 
but a part of the clinic where it was implemented, did at first not perceive the purpose of the new 



   81 

daycare unit. Instead, some felt as if the new daycare unit where competing with the existing 
clinic, when it in reality was aiming to function as a complement, to unburden current 
operations. This underlines the importance of better communication, targeting those who could 
be, or think they could be, affected by the implementation of the innovation.  
 
Secondly, if the innovation itself leads to a shift in roles, or if the existence of the clinicians’ 
employment is challenged in some way, resistance may occur. This was, for instance, the case in 
the initial implementation of the MDT project. The MDT meeting were introduced as a result of 
the central decision to further specialize care within Karolinska University Hospital for one 
specific patient group, and hence force other hospitals to refer these patients to them. Since this 
policy change in itself meant that physicians, treating these patients elsewhere, would not be 
needed to the same extent, they refused to use the innovation during the first couple of years. 
Thus, in innovation projects that may lead to shifts in roles, it is especially important to 
cooperate and gain approval from concerned physicians. 
 
Also, previous innovation projects that have failed in some way may affect pre-conceptions and 
result in a low faith in new innovations or in the administrative staff working with them. In a 
process innovation project, further developing the MDT innovation, this seemed to be the case. 
Then, the clinicians working in the innovation project did not want to inform other clinicians 
about the innovation until it had been, more or less, fully developed. Although that approach 
might help to avoid new disappointments, this tendency may be problematic, since it limits 
communication and hence the possibility for alignment among future users of the innovation. 
Rather, a plan for how to build trust among the clinics, both for the innovation itself and the 
administrative staff working with it, should be put together by people managing innovations in 
the hospital.   
 
Furthermore, it should also be added, as stated by some interviewees in the case studies, that the 
personalities of the clinicians also affect the approach to change. This individual resistance 
therefore varies a lot among individuals and clinics, and may also affect how individuals respond 
to other factors that have been found to affect resistance. Our study has not been able to establish 
any difference between the compositions of personalities in the hospital environment, as opposed 
to any other industry.  
 

5.4 Working closely to the clinicians  
Both empirical and theoretical findings in our study indicate that the involvement of clinicians is 
crucial while implementing innovations. This includes ensuring that the innovation meets a 
perceived and prioritized need, as well as that it is adapted to fit the specific conditions and 
requirements within the clinic. Additionally, working closely to the clinicians also entails 
maintaining a good communication with the clinics, as opposed to pushing an innovation at them 
and expecting that they automatically will start to use it.  
 
In the PDU project, the initiators made sure to, in the clinics, map out all needs that the clinicians 
believed that they had, and decide which ones that should be prioritized. Based on this, they then 
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tried to map the listed needs against existing innovations, where a daycare for instance seemed to 
solve some of the issues. Although time consuming, this process proved to work well, since it 
made it clear that this was not just another innovation pushed onto the clinics, but an innovation 
that actually met a perceived need. However, it is unclear what should be done in cases where 
there, for example, seems to be a need, but were it is not noticed at clinical level. In that case, it 
would probably be even more crucial to communicate the purpose and advantages of the 
innovation. Making sure to receive approval of the innovation is particularly important within 
the health care sector. Traditionally, physicians were very influential in the care process, being 
the only ones that possessed medical knowledge. Additionally, there did not exist as many 
disciplines as it does today, which made the need for cooperation in between physicians less 
urgent. Theoretical and empirical findings indicate that, although the availability of knowledge 
and the number of disciplines have increased changing the roles of physicians, this history still 
influences hospital structures of today, making physicians more autonomous than employees 
within organizations in other industries. Additionally, as one interviewee stated in our case 
studies, the fact that physicians are personally responsible for the treatment of their patients also 
affects their approach to management directives. This makes it particularly crucial to receive 
their acceptance in order for an innovation to become implemented.  
 
Although all innovations in our case studies were top-down initiated, the VOC and MDT project 
were more top-down “pushed”, in contrast to the DU project. However, in the MDT project, the 
project leader made sure to involve more clinicians in an early stage, listening to their specific 
opinions about important functionalities that needed to be included in the innovation. Thus, 
already from start, the innovation was adapted to specific usage criteria. This included for 
instance the flexibility, as radiologists, to be able to use any imaging software in the MDT 
meetings, which is something that the project leader had not been thinking about before talking 
to the clinicians, and that would have been difficult to change later on in the development 
process. In the VOC project, one interviewee pointed out that it would have been good, for this 
purpose, to evaluate the innovation more, before it was further disseminated.  
 
Finally, in addition to making sure that the innovation meets a perceived and prioritized need, 
and is adapted to fit specific conditions and requirements in the clinics, it is also important to 
maintain good communication with clinicians throughout the innovation project. Through our 
case studies, it became clear that this includes several aspects. For instance, receiving the formal 
acceptance for an innovation from leaders in the organization that in some way are concerned by 
the implementation, seems to facilitate the allocation of necessary resources and signals to the 
rest of the hospital unit that they should start to use the innovation. Other interviewees pointed 
out the importance of being visible, and showing that you care about the daily operations in the 
clinics, while implementing an innovation. However, it is unclear if not visiting the clinics have, 
in itself, led to any unsuccessful implementations. It should however be acknowledged that this 
is something that clinicians value and that may affect the implementation process.  
 
Also, in previous research, social networks have proven to be important for the dissemination of 
innovation, spreading information about an innovation by sharing personal user experiences. 
This seems to be true also at Karolinska University Hospital, judging from the empirical findings 
in our study. For instance, in the PDU case, the employee at the Innovation Center who initiated 
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the innovation project, was a former colleague to the head nurse at the pediatric oncology 
department. This, together with other factors, seemed to be contributing reasons as to why 
discussions about opening a daycare unit were initiated with this department.  
 

5.5 Complex and non-standardized financing of innovation 
projects 
Throughout the interviews carried out in our study, it became clear that the financing of 
innovation projects is a complex and non-standardized procedure at Karolinska University 
Hospital. It currently takes place in two main ways: either through external funding, or through 
money allocated to a certain initiative in the central budget. The Innovation Center works as an 
important enabler in this sense, since clinics rarely have time or knowledge about the application 
routines for external funding. Limited time allocated for innovation and development activities in 
the clinics is also problematic in other ways, affecting the implementation of innovations.  
 
External funding was crucial in the DU projects, and seems to be necessary in cases where the 
innovation is not the result of a central initiative or where there is not yet any proof of concept, 
which there usually is not in the beginning of an innovation project. This explains why financing 
was not an issue in the case of the VOC project – in this case it was a top management initiative 
to introduce video communication with patients at the hospital. The MDT and DU projects were 
top-down initiated, but not at top management level but at other levels of the hospitals. In the DU 
projects, external funding was used in the first two rounds of implementation. Going forward, 
some of the interviewees believed that resources from the hospital will be used instead, since the 
innovation has a clear proof of concept. In order to be able to prove the success of an innovation, 
it seems as if measuring innovation performance may be useful. This has been done in all studied 
innovation projects, which according to many interviewees has been useful, and also, in the 
initial interviewee study, pointed out as one of the core skills of the Innovation Center. Indeed, in 
previous research, measuring and evaluating performance has proved to be correlated with 
successful implementation and dissemination. However, it should be added that, according to 
one interviewee, being included in the hospital budget, creates a certain time delay since the 
budget is decided on at least a year in advance, before it is applied to hospital operations.  
 
Some interviewees claimed that financing did not function as a barrier, since they felt like there 
is always a way to find funding, if you know where to look and if you have the time to go 
through the necessary procedures. However, many interviewees pointed out that time allocated 
for these types of activities in the clinics is sparse. Therefore, applying for external funding 
seems to be possible only in cases where the Innovation Center is involved, either by leading an 
innovation project or by contributing as an extra resource. Hence, if the internal systems remain 
unchanged, the Innovation Center has a critical role in innovation projects when it comes to 
financing, in cases where the projects are not financed through the central budget. This includes 
both knowing where to apply as well as having the time to carry out the actual application 
process. However, since the Innovation Center only consists of 15-20 employees, they cannot be 
involved in all innovation projects. Thus, this system may still prevent other innovations from 
being implemented. Furthermore, even if external funding is applied for, this means that you 
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leave it up to external organizations to judge whether an innovation would be useful or not, 
which may also be problematic. Also, according to one interviewee, external funds rarely finance 
the implementation or the dissemination of innovations, but rather contributes to the idea 
generation and development phase. This makes it difficult to rely on this source of financing in 
cases where the Karolinska University Hospital is not yet willing to contribute with internal 
funding.  
 
It has been discussed in all case studies that there is a lack of time allocated to innovation 
projects and development projects in general within the clinics. The lack of time is problematic 
in more ways than simply preventing clinicians from applying for external funding, in projects 
where the Innovation Center is not involved. According to previous research, time is needed both 
for reflection upon current operations, and correlates positively with the implementation of 
innovations. In our case studies, some interviewees claimed that it is not only a matter of time, 
but also a matter of prioritization. It seems as if treating patients is usually prioritized over 
working with development or innovation projects, although these, in the long run, hopefully also 
contributes to the well-being of patients. One way to solve this issue of prioritization is to do as 
the Regional Cancer Center, that part-time hires clinicians, offering them to work 20% of their 
time at the Regional Cancer Center, only focusing on development projects, and 80% of their 
time in their clinics.  
 

5.6 Inspiration and motivation 
In our case studies, when asking the interviewees what aspects they thought were most important 
for the implementation of innovations, many brought up factors with the purpose to spread 
inspiration or increase motivation. These included, for instance, incentive structures, informal 
sharing of experiences and competition. 
 
Several interviewees emphasized the importance of incentive structures, meaning that incentives, 
and non-financial incentives in particular, are of great value to create the motivation needed 
among personnel to implement and disseminate innovations in the hospital. Similar conclusions 
have also been drawn from previous studies. Examples of non-financial incentives that 
recognizes implementation efforts, discussed in literature or identified in case studies, are 
awards, publications, performance reviews, promotions, training or simply a cake to celebrate a 
milestone. According to some interviewees, these type of encouragements are rare inside of the 
hospital, but very appreciated when they are given out.  
 
Upon asking interviewees about performance measurement and its importance for while 
implementing innovations, some argued that it is not the measurements in itself that inspire 
others to implement the same solution in their clinics, but rather the personal stories informally 
shared in between the clinicians. Some believes that improved quality of care is the most 
important motivator. However, many claim that measuring performance properly is difficult, and 
that the way to do so needs to be customized to fit each innovation and clinical setting. Also, it 
may be hard to know what value to measure before the innovation is fully implemented, and 
sometimes the value may not be measurable over a shorter period of time. For example, in the 
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VOC project, a while after implementing the innovation at the obesity clinic, it turned out that 
additional value was created in the meetings with the patient, since the patients for instance 
could show the clinicians their refrigerator, instead of simply telling them about what kind of 
food they probably had at home. Due to the possible delays in measurements, measuring 
innovation performance may be considered especially important to increase motivation and 
inspire others, after the initial implementation.  
 
Finally, competition may also function to motivate employees to introduce and implement 
innovations. One interviewee even argued that the lack of competition within the public health 
care sector may be one reason behind the, in general, low innovation degree. Indeed, previous 
studies have identified cases where this seem to be true, for instance while introducing new 
policies resulting in an increased privatization of Swedish primary care, which increased 
competition and in the end also efficiency and quality of care. Other studies conclude that if 
colleagues or a competing organization implements an innovation, this will inspire others to do 
the same. However, this may not only be due to competitive pressure, but also due to a proof of 
concept, increasing the acceptance of an innovation. On the other hand, opinions regarding 
competition and its effect on implementation of innovations are divided. One interviewee, for 
instance, meant that internal competition may be negative, since it in some cases implies that the 
same solution is invented in different locations. Another interview claims that the lack of 
competition in between hospitals enables each hospital to focus more on the patient and less on 
profitability, which, for instance, increases incentives for clinicians to share experience and 
competence across different hospitals.  
 

5.7 Rigid environment that is hard to change 
Throughout our study, empirical and theoretical findings points to the fact that the hospital 
environment is rigid, creating complications while realizing change. This rigidity is caused by, 
for instance, laws and regulations, bureaucracy and the organizational structure present within 
Karolinska University Hospital. These factors are manageable to different extents, but should in 
any case be acknowledged.  
 
Firstly, the health care sector in general suffers from overregulation. Previous research has 
discussed one possible reason for this as the fact that decision-makers are aware of the severe 
consequences insufficient regulation could bring in terms of mistreating patients, making them 
inclined to regulate extensively. Additionally, in our study, one interviewee suggested that the 
policies and regulations often are contradicting, creating an environment in which it is very 
difficult to induce change. Some interviewees claimed that these laws and regulations function as 
stoppers, while other examples prove that they may be manageable. For instance, in the VOC 
project, they realized during the process that existing policies did not allow integrated web cams 
in the personal computers within the hospital. However, after meetings with security managers, 
they managed to convince the IT department at the Stockholm County Council to allow external 
webcams, thus working around the impeding effect from the original policy. Another example is 
how the Innovation Center works with the Public Procurement Act. In our contextual study, we 
were told that this could be used in something called innovation procurements 
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(innovationsupphandlingar). Earlier, while cooperating with an external organization around a 
problem, they had to issue a public procurement as soon as it was decided what solution that 
should be applied to the problem. This is not the case while using innovation procurements, since 
one procures the service to solve a problem, and not a specific solution. While using innovation 
procurements, the incentives therefore increases for external organizations to collaborate around 
the development of new solutions together with the hospital.  
 
Bureaucracy may not only be related to laws and regulations but to other processes within the 
hospital, leading to a lot of administrative tasks that need to be accomplished in innovation 
projects. According to some interviewees, these are tasks where they have appreciated the help 
they have gotten from the Innovation Center – both since the administration is time requiring and 
since they would not have known what needed to be done. Furthermore, talking to employees at 
the Innovation Center, many feel as if the administrative requirements are exaggerated. One 
interviewee even claimed that the time required for administrational tasks probably could be cut 
in half if internal processes were organized more efficiently. 
 
The organizational structure present at Karolinska University Hospital, as well as within other 
traditionally organized hospitals, is built upon the principle to group clinicians according to 
disciplines, in different organizational units. One interviewee explained how this made it 
difficult to align the process innovation project that further developed the MDT innovation, since 
its implementation would affect clinicians from many different disciplines. Namely, the 
traditional organizational structure creates silos, hindering multi-disciplinary cooperation. 
However, this organizational structure is currently under development at the Karolinska 
University Hospital, and will in future be structured according to patient groups instead. 
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6  CONCLUSION 

 
This chapter consists of three parts. Firstly, the research question is answered. Secondly, the 
managerial implications of the result of the research are discussed and finally, suggestions on 
future research are proposed.   

6.1 Answering the research question 
This study, with the purpose to explore how dissemination of innovations can be facilitated at 
university hospitals in public health care systems, was conducted through a literature study, a 
contextual study and three case studies at Karolinska University Hospital. Dissemination of 
innovation in hospitals is of high importance in order for the innovation to create benefit for as 
many patients and case givers as possible. It is hence also of importance in order to ensure a 
sustainable future for the health care sector, challenged by a growing and aging population. 
Dissemination refers to the intentional spreading of innovations to other hospital units, or 
repeated implementations following the initial implementation target. Therefore, dissemination 
was targeted by studying the dynamics of the implementation process through the following 
research question: How do organizational factors affect the implementation of innovations at 
public university hospitals? The empirical data was gathered through semi-structured interviews 
and analyzed with a theoretical framework that has been developed during the research process.  
 
At Karolinska University Hospital, no one has the formal responsibility of disseminating 
innovations. Possibly, three different actors may assume the ownership of the dissemination; the 
Innovation Center, the clinics (demand driven) or another administrative function focused on 
dissemination. If the Innovation Center is responsible for an innovation during its initial stages, 
the ownership needs to be transferred at some point to someone else, but at what point differs 
between projects. This research cannot provide a solution to where or when the ownership of the 
innovation should be transferred to someone else, but it is an important topic to discuss, agree 
upon and make a plan for at management level, for example within the Innovation Center.  
 
Resistance from clinicians who are directly, or indirectly, affected by an innovation project is a 
common barrier to implementation; this is due to mainly four factors: (1) lack of information 
about the innovation, (2) that the innovation itself challenges their profession, (3) personality or 
change aversion and (4) earlier failed projects. One way to reduce resistance is therefore, to 
improve the communication of the innovation, for instance by targeting the employees concerned 
by the innovation or by, in general, increasing the amount of communication that takes place. 
Another way to to do this is to create a structured plan for how to communicate and how to build 
trust among the stakeholders.  
 
Involving clinicians is also important for the implementation of innovations. This needs to be 
done in two ways: both in terms of making sure that the innovation meets a prioritized need, for 
instance by mapping all needs and prioritizing among these, as well as by ensuring that the 
innovation is designed to meet the specific demands of the clinic. Additionally, being visible and 
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showing interest in the daily operations, are factors that make clinicians more inclined to actively 
participate in the implementation.  
 
Financing of innovation projects is a complex and non-standardized procedure at Karolinska 
University Hospital, which occurs in two main ways: either through external funding or through 
allocating resources in the hospital budget. The former is usually feasible, although time 
requiring, and dependent on external organizations, leaving it up to them to judge whether an 
innovation is worth implementing or not. For internal funding, through the budget, proof of 
concept is usually required. Additionally, there is a time lag, since budgets are formulated at 
least a year before they are applied. Furthermore, in the clinics, there is a lack of time allocated 
for innovation and business development projects. This study shows, similar to previous 
research, that time for reflection and development seems to be essential in order for innovations 
to be easily implemented. In this particular setting, this can to some extent, be replaced by 
resources from the Innovation Center.  
 
Incentives that motivate and inspire clinics to implement innovations, such as giving out rewards 
or measuring innovation performance may contribute to the implementation of innovations, 
although, in practice, it is unclear how. Many agree that performance measurement is difficult, 
and that it may take some time before the effects of an innovation becomes visible. From this, 
one may draw the conclusion that performance measurements may function as a motivator 
especially while disseminating an innovation to other hospital units than the original 
implementation target. Similarly, looking at competition, for instance between peers or 
organizations, findings indicate that this may function as a motivator, which has also been 
proven in previous research.  
 
Rigid structures inside and outside of the hospital, creates obstacles for innovation processes. 
Both in terms of difficulty to change and in terms of collaborating between hospital units. The 
rigid structures are built up by, for example: extensive use of, and sometimes contradicting, 
policies and regulations; high administrative requirements as well as an organizational structure 
which separates medical disciplines. Laws, policies and regulations function as potential 
stoppers, impeding implementation, but may under some circumstances be managed. Therefore, 
one should not instantly regard them as definite obstacles, but instead review possible ways to 
work around them. Also, there are currently high administrative requirements in connection to 
innovation projects, which are time consuming and not necessarily instrumental. Here, time and 
awareness of these processes are key, which either calls for a separate organizational unit to step 
in, or for more time to be allocated to these tasks in the clinic. Regarding the organizational 
structure, this is currently under development at Karolinska University Hospital, and it will 
therefore be necessary to re-evaluate its impact when the transformation process is completed. 
The new structure will be organized according to patient groups instead of medical disciplines, 
possibly facilitating communication around innovations that target, for instance, certain diseases.  
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6.2 Managerial implications 
The managerial implications refer to the practical use of the findings that have been presented 
throughout this study. This concerns the Innovation Center in particular, managing innovations 
at the Karolinska University Hospital which is where the empirical study was carried out. 
However, conclusions on managerial implications may also be useful to other organizational 
units, managing innovations within public university hospitals. Managerial implication will be 
presented from without four main themes, namely; ownership structures, prioritization of 
innovation activities, core skills as well as collaboration with leaders and clinicians.  
 
Ownership 
Firstly, today, it is unclear who inside the Karolinska University Hospital that is responsible for 
what part of the innovation process. Although it may not be necessary to establish any 
standardized solution that applies to all innovation projects, there should exist viable alternatives. 
For instance, no existing hospital unit has the possibility or responsibility to assume ownership 
of an innovation as soon as its developed. Only parts of it, such as certain IT components, may 
be transferred to other departments, while other cases require the Innovation Center to find other 
solutions, or remain responsible although the initial implementation is completed. This may be a 
functioning solution, however, it takes focus from other innovation activities, limiting the 
Innovation Center’s capacity for managing new innovations.  
 
Prioritization 
For the same purpose, the Innovation Center, being 15-20 employees aiming to manage 
innovations at the full hospital, should probably benefit from a more prioritized mission. 
Currently, they aim to engage in innovation activities all over the hospital, both identifying, 
facilitating and leading innovation projects. Additionally, they create and manage innovation 
partnerships with external organizations, and try to stay up-to-date about the latest innovations 
on the market. The Innovation Center may either manage all these aspects of an innovation 
project, accepting that their involvement is limited to a few hospital units, projects or 
partnerships; or, they could prioritize among these activities and choose to engage in a few, or 
perhaps only one, more deeply. However, it should be noted that the Innovation Center was 
founded in 2012. Consequently, they have had only a few years to develop their operations.  
 
Core skills and standardized methods 
In some parts of the innovation process, the Innovation Center has been found to be particularly 
valuable. These are, for instance, the ability to apply for external funding, the awareness and 
knowledge about administrative requirements as well as juridical expertise. These are therefore 
areas that we suggest that they continue to build skills within. Additionally, many aspects are 
still dealt with in a rather non-standardized manner, for instance while applying for funding, 
deciding on the time frame or putting together the innovation project teams. This customized 
way of working makes the Innovation Center’s involvement responsive to any specific 
conditions that they may have to take into account, while planning and carrying out an 
innovation project. However, it is also time consuming, and very much dependent on the 
competency and experiences of the existing personnel. Any shift in staffing would therefore, 
most likely, have a larger impact on the innovations projects, than it would if the ways of 
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working were more institutionalized. By developing more standardized methods for processes 
that are needed in many projects, and building upon related skills, we believe that the Innovation 
Center could add even more value at the hospital.  
 
Collaborating with clinicians and leaders 
Finally, several findings points to the importance of working closely to the employees, clinicians 
in general and leaders in particular, affected by the innovation. Working closely to the clinicians 
could in practice mean, for instance involving them in the development of the innovation, or 
being physically present and showing interest in their operations, throughout the innovation 
project. This increases the motivation among clinicians to both engage in the implementation, as 
well as to acceptance the innovation. Working closely to leaders, on the other hand, is important 
to gain their formal approval and to ensure that resources are properly allocated to the project. 
The Innovation Center could for instance choose to make routine visits to the clinics affected by 
the innovation, or to include a communication plan in the beginning of each project where they 
decide how to communicate with important stakeholders. 
 

6.3 Future research 
This research paper has explored and explained how the dissemination of innovations is affected 
by organizational factors in university hospitals in public health care systems. Many 
organizational factors have been investigated, consequently delimiting the study depth of each 
factor. It would therefore be of great interest to complement this research with more focused 
studies, covering the impact of one single, or a few, organizational factors.  
 
During the data collection and analysis process, we noticed that a challenge frequently brought 
up by the interviewees is the affects of complex and large organizations, like Karolinska 
University Hospital as well as Stockholm County Council as a whole, on innovation 
management. It is still not clear to us, and some of the interviewees, how the organization for 
management of innovation is structured. Innovation projects are managed at many different 
levels at Karolinska Univeristy Hospital, in the county and in Sweden, potentially leading to 
misunderstandings regarding responsibility, and overlaps in parallel innovation projects. For 
future research it would consequently be relevant to investigate how the management of 
innovations are, and should be, handled at different levels in complex, large organizations.  
 
Furthermore, this research has been limited to three innovation projects, all with solutions 
developed together with the innovation center and the clinics. An innovation in the health care 
could potentially also be developed outside of the hospital, with no or little involvement from the 
hospital, requiring only dissemination of the innovation at the hospital. With these types of 
innovations, there is a possibility that the organizational factors affecting the dissemination will 
differ from the result of our research. Another research focus of interest would therefore be to 
study the management of dissemination of pre-designed innovations.  
 
In our study, many interviewees have also talked about change aversion among clinicians as an 
issue. This study has not been able to determine whether this is more common in the health care 
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industry than in other industries, or whether it is more common at public university hospitals 
than other in health care providers. This would therefore also be interesting for future research: 
both to explore in what way the approach to change and innovations varies among industries, but 
also to identify the psychological mechanisms behind change aversion. By understanding the 
characteristics of the health care industry better, managers would be able to make more informed 
decisions, beneficial for both patients and care givers.  
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