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Introduction 

 

Learning and change in health care 

 

Traditional views on the spread and diffusion of knowledge and learning in health care 

have been criticized as being overly linear, simplified and rational, leading to an often 

plodding progress of clinical praxis (Ferlie, Fitzgerald, Wood & Hawkins, 2005, and 

Bhattacharyya, Reeves & Zwarenstein, 2009). Rationalistic perspectives on 

implementation interventions seem unable to adequately portray the complexity of 

changing the behaviour of a professionalized organization. There is a great deal of 

confusion regarding the essential components of practice change and also to what extent 

health care providers can borrow new practices developed in contexts different to their 

own. 
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The scope of implementation science is broad and related questions can therefore be 

formulated from various perspectives. Based on a systematic literature review 

Greenhalgh et al. (2004) summarize empirical research studies from across several 

traditions on different aspects of diffusion of innovations in service organizations. Their 

results include a conceptual model for considering the determinants of diffusion, 

dissemination and implementation of innovations in health care organizations. Among 

the findings are significant aspects of the innovation, the adopter, assimilation, diffusion 

and dissemination, system antecedents and readiness for innovation, inter organizational 

networks and collaboration, and the process of implementation. Greenhalgh et al. 

(2004) state that ―a striking finding of this extensive review was the tiny proportion of 

empirical studies that acknowledged, let alone explicitly set out to study, the 

complexities of spreading and sustaining innovation in service organizations‖. 

 

In a review of literature on organizational learning and knowledge with relevance to 

public service organizations, Rashman, Withers & Hartley (2009) found that public 

organizations which operate in a complex policy and political environment constitute an 

important, distinctive context for the study of learning and knowledge. The primary 

drivers for learning and innovation in public service organizations are not financially 

related but derive from demands and expectations by a wide range of stakeholders. 

Haynes (2005) states that in order for inter-organizational learning to occur in the public 

sector, a partnership approach is needed between managers, professionals and users. 

Increasing competition among public service providers might hamper this approach. 

Rashman et al. (2009) conclude that there continues to be an over-reliance on the 

private sector as the principal source of understanding and research, and that the 

concepts of organizational learning and knowledge are under-researched in relation to 

the public sector.  

 

Change strategies vary and change agents can design their approach taking the context 

more or less into account. In a very simplistic way change initiatives may be seen as a) 

top-down, i.e. emerging from a high hierarchical level or central position of the system 

or organization and from there spreading towards its bottom or periphery, or b) bottom-

up, i.e. emerging from some peripheral or lower hierarchy position of the system or 

organization and from there spreading horizontally and/or upwards in the hierarchy. 

Initiatives could also use combinations of a) and b), leading to a mixed strategy, which 

might as well vary over time. The chosen change strategy for a project is assumed to 

have a high impact on how successful the change initiative will be. 
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The present study will address some of the challenges discussed above, focusing on 

how to implement large changes in a dynamic and complex health care environment 

where several change attempts, initiators and strategies for change coincide. The aim of 

the study is to describe initial strategies and results when concurrently commencing a 

regionally initiated but system-wide organizational learning intervention program called 

the Dynamic and Viable Organization (DVO) in a Swedish county‘s specialised hospital 

care with a coinciding national initiative on stopping health care-associated infections 

(SHAI). The initiatives main focus and goals differed but they shared the aim of 

achieving organizational learning by increasing staff competence regarding systematic 

work procedures for improvement, see Figure 1. The questions addressed were if DVO 

used SHAI to achieve its goals and vice versa and how change agents of DVO and the 

SHAI improvement teams viewed the situation. 
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Figure 1  A basic model of the dominant initial strategy, aims, outputs and outcomes 

of the two studied interventions. 

 

The study is interdisciplinary and forms a part of a Vinnvård financed research program 

aimed at examining organizational learning and development processes in health care. 

The research program‘s intention is to broaden our understanding of when, how and 

why interventions get implemented, spread and sustained, including the relations 

between content, context, process and outcome of the change effort. 

 

Method 

 

The present case study of two complex and large interventions implemented in a 

heterogenic context used triangulation of mainly qualitative data from interviews, 

questionnaires and documents. Our ambition has been to enable theoretical rather than 

empirical generalization (Walshe, 2007). 

 

Empirical Setting 

 

The studied Swedish county council serves about 250 000 citizens and has about 10 000 

employees. The county council has since 1998 a development unit as a support 

organization, the process facilitating agency, with coordinators, trainers and mentors 

focusing on quality related knowledge management and process facilitation for 

departments and clinics within the county council. At the time of the study PFA had 10 
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employees and had developed into an improvement resource for the whole county 

council, focusing on several organisational levels. 

 

The Dynamic and Viable Organisation (DVO) 

 

In 2004 a developmental venture was initiated by top managers and the development 

unit of the county council. This initiative was named Dynamic and Viable Organization 

(DVO), a new meso structure intended to be rooted on a middle management level with 

development groups and with procedural assistance by assigned facilitators from the 

council‘s internal support organization and a strategic group of higher management and 

strategic actors. The new communication and work process structure was launched in 

2008, including groupings on different levels (strategic development group, unit 

development group and improvement teams) as well as communication arenas (Figure 

2). It was also decided to make use of a PDSA-based improvement approach with the 

aim to increase the organisation‘s ability to transfer knowledge into practice and 

transform limited subsystems views to a holistic system view by a change process based 

on learning. The goals included building a learning culture, increasing competence in 

systematic ways to work with improvement (PDSA), competence for several 

management levels in motivating, setting goals, coordinating, supporting, and 

following-up improvement work of teams. 

 

The design of the change process for implementing DVO had been inspired by models 

and theories developed at the Institute for Healthcare Improvement (IHI) and by 

Idealized Design of Clinical Practice (Moen, 2002) with the aim to enhance system 

wide change. 
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Figure 2  The structure and process of the Dynamic and Viable Organization 

 

Thus, the original approach of PFA, which focused on local initiatives based on 

willingness to participate in development, was enlarged to incorporate additional 

managerial levels and a strategic group which included actors responsible for medical 

care, economy and staff. Forums dedicated to dialogue and the spread of good 

experiences were planned at micro, meso and macro system levels. The intention was to 

facilitate a two way communication between the parts and the whole of the system and 

thereby increase understanding and learning.  

 

DVO and the IHI Breakthrough model 

 

The Breakthrough model implies that ideas and new approaches are tested on a small 

scale and then evaluated and either abandoned or made permanent and disseminated, 

depending on the results. By doing so, theory and knowledge are put into practice. The 

goals should be clear, challenging and possible to measure. Coaches and support should 

be available, but the work is supposed to add a great deal of responsibility on the 

participating teams and organizations to learn by doing things themselves. 

  

The model of improvement used by the teams and supported by the process facilitators 

consists of three central questions and the PDSA-circle for small-step testing of 

changes, see Figure 3. The innovation process is intended to provoke new ideas, 



Page 608  Book of papers 
 

stimulate participants of the improvement teams to test their ideas and then also share 

their experiences of the experimentation. 

 

 

 

 

Figure 3 Model of improvement, derived by PFA from Deming (1986) and Langley 

GL, Nolan KM, Nolan TW, Norman CL, Provost LP. The Improvement 

Guide: A Practical Approach to Enhancing Organizational Performance 

(1996). 

 

National initiatives to stop health care-associated infections (SHAI) 

 

Health care-associated infections (HAIs) are a major problem worldwide, leading to 

increased mortality and morbidity for patients and higher cost of care (Centers for 

Disease Control and Prevention, 2002; Burke, 2003). Improving hygiene among health 

care workers is an essential intervention in preventing HAIs. However, despite the very 

well-known positive effect of good hygiene, compliance among healthcare professionals 

remains low (Larson, Albrecht, & O‘Keefe, 2005; Whitby, McLaws, and Ross, 2006) 

and interventions to improve hygiene have only small or temporary effect on actual 

behaviour (Beggs et al., 2006; Sacar et al., 2006). 

 

In 2004 the first SHAI-program was initiated in Sweden, which lasted for about one 

year. In total 21 multi professional improvement teams from different parts of the 

country participated, representing many specialities. Before the start an expert group 

was invited to describe state of the art in terms of HAIs reduction and to suggest the 
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best strategy to get there. In 2005 the second round of SHAI was launched, with the 

National Board of Health and Welfare as one of the arrangers (Wallin, 2007). Also this 

time 21 team where involved. In order to participate the health care organizations where 

required to form a cross professional team including a physicists, and to have active 

support from their unit managers. Unlike the first round municipalities where now 

represented among the participants. 

 

SHAI and the IHI Breakthrough model 

 

All SHAI programs were performed using a similar structure, in both cases consisting 

of three learning seminars for the improvement teams with work periods in between 

where changes were tested and spread, finishing with a conference. The teams had 

access to their own web based work places where they could also report and locally read 

about each other‘s results. During these projects the Swedish Association of Local 

Authorities and Regions (SALAR) offered help and support, for instance regarding 

guidance on the use of different methods. 

 

The purpose of using the Breakthrough model in SHAIs, was pointed out by SALAR as 

twofold: First, the participating teams and organizations should reach their HAI-related 

project goals by applying the method. Second, they should learn and internalize the 

method so that they – and the organization – after the project / learning period, may 

apply it to new and other areas. 

 

SHAI – Local intervention and process of implementation 

 

In the spring of 2008 all clinics in the studied County council were supposed to 

participate in a national wide measure of HAI prevalence. Those who wanted could also 

participate in a SHAI intervention, using the Breakthrough model. In the studied 

organisation twelve clinics chose to participate in the intervention using the 

Breakthrough model. The projects lasted for a year and were conducted in collaboration 

with SALAR, the County council‘s units for infection control and patient safety and 

PFA, i.e. the support organization. As in previous national SHAI initiatives, the primary 

focus was on eliminating incidence of healthcare associated infections. A specific goal 

identified was to halve the number of HAI. Each team had to write monthly reports and 

also a final report at the end of the project. 
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Data collection and analyses 

 

Several different sources of data have been used as a basis for the analysis regarding 

progress and results, see Table 1. 

 

Table 1 Data sources used in the analysis 

  2007 2008 2009 

Survey Improvement teams  x  x 

Observations Learning seminars x x  

Process facilitator meetings x x x 

DVO forum x x x 

Archival data Agendas, documents, presentations, 

team reports 
x x x 

Interviews Process facilitators x x x 

Process diaries Process facilitators x x x 

 

Data analyses of team reports 

 

In the autumn of 2009 a review was made of all final reports and parts of the monthly 

reports from the studied SHAIs projects. Preliminary categories for classification of 

material were created and a tentative summary of final reports from participating clinics 

was presented and thoroughly discussed within the research team. On the basis of this 

discussion the following categories of analysis where used: 

 

Number of team members 

Number of represented professions  

Managers involved 

Compliance to hygiene routines  

Compliance to clothing routines  

Patient related measurements  

 

Factors hindering the change of work 

procedures  

Factors facilitating change of work 

procedures  

Previous experience of Breakthrough 

models 

Reflections  

Type of source 

Goal fulfilment  

Data was processed and analysed with the purpose of finding themes and patterns. 

Results were then compared and variation and deviation were noted. Finally, a report 

summary was made. 

 

Data analyses of process diaries and interviews  

 

To gain an overall conceptualization of process facilitators‘ main focus, strategic 

considerations, perceived challenges to manage etc. during the period (late 2007-mid 
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2009), interviews and process diaries from the process facilitators have been screened 

and main content areas has been identified.  

 

Descriptions of essential/crucial elements, conditions, activities, events (i.e. 

determinants) and to these, linked strategic plans or actions, when launching DVO and 

simultaneously taking on the mission to support top-down initiated SHAI has been 

sorted out, analysed and interpreted as a whole – i.e. render in an overall description of 

the main reasoning of process facilitators during the period. Through this content 

screening and analysis, we also aimed to reveal the existence, or nonexistence, of 

indications on strategies being used to incorporate aspects of the SHAI initiative into the 

DVO-intervention, or vice versa.  

 

Based on content, frequency of statements and comments on crucial elements, activities, 

events, conditions and strategic changes when launching DVO and/or managing SHAI 

where sorted as: 

 Strong indication: frequently repeated, given by more than 75% of the respondents 

and originating from more than one data source 

 Medium indication: often occurring statements/units mentioned by at least 50% of 

the respondents 

 Week indication: occasional, sporadic or implicit statements. 

 

Data analyses of improvement team questionnaires  

 

Based on a literature review of organizational change, learning and quality improvement 

together with a study of six successful organizational case studies Nyström (2009) has 

developed a model called CAOLD (Characteristics Associated with Organizational 

Learning and Development). This model formed the base for the closed questions 

posted in the questionnaires as well as the base for analyses.  

 

The original CAOLD model covered 20 characteristics divided into three main areas: A) 

Organisational system, B) Key actors and C) Change management processes. In this 

study focus were on five of these characteristics, see Table 2. The total questionnaire 

consisted of 35 statements related to these areas and characteristics, to be judged on a 

scale from 0 (do not at all apply to the current situation) to 5 (fits the current situation 

very well). The five characteristics of primary interest in this study, where captured in 

11 of the closed questions in the questionnaires. 
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Table 2 Studied characteristics of the CAOLD model 

 

Staff motivation and commitment 

Staff cooperation and team work 

Encourage experimentation and quick pilot tests of ideas 

Systematically use a Plan-Do-Check-Act (PDCA) 

cycle
12,33

 or equivalent 

Enhance sustainability by incorporating successful 

changes into organizational structures and processes 

 

The two identical surveys were intended to explore changes over time in staff response 

to the selected aspects/characteristics of the CAOLD model.  

 

Results 

 

Structure, strategy and content 

 

The regionally developed DVO had initially a clearly stated bottom-up and emergent 

design regarding what issues the different development groups and improvement teams 

were about to work with (Figure 1). On the other hand, the organizational structure and 

strategy of DVO was defined before the program was launched and thereafter described 

and disseminated during several so called strategic forums. 

 

The nationally initiated SHAI had a clearly stated agenda regarding what issues the 

teams were intended to work with (Figure 1). These issues were introduced during 

learning seminars, where also the IHI Breakthrough approach was initiated and used, 

i.e. the strategy was very well defined from the start. The SHAI concept included 

guidelines and templates for minutes, data presentation and reports but was not as 

specific with regard to the organizational structure supposed to carry out the 

intervention. 

 

Prior to the study the process facilitators had been primarily focusing on a micro system 

perspective when working with change teams at specific units and clinics. 

 

The focus of process facilitators during the initial implementation of DVO  

 

There were strong indications that the group of process facilitators focused on the core 

thoughts and strategies within DVO (the left side of figure 1). The most urgent 

achievement and central area of concern seemed to be: 
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 Helping clinics define their own areas of improvement, i.e. define clinic specific 

needs 

 Participants view themselves as owners of their improvement processes 

 A structure for communication, policy deployment and reporting is established, 

centred around a design group, multi professional development groups and 

improvement teams at each clinic  

 Participation in learning seminaries and strategic forums for dissemination, 

spreading ideas, sharing information and providing motivation and inspiration 

 Structuring the micro level improvement work according to the PDCA-cycle 

(with small scale testing etc.). 

 

There were medium indications that the mission of process facilitators was perceived as 

un-clear. Expectations on what ought to be supported and done were not explicitly 

defined (neither from a management level nor within the group of process facilitators).  

 

When top down SHAI arise, the process facilitators (to varying degrees) supported their 

clinics in creating the improvement team (for SHAI), getting the picture of present 

status at the clinic (regarding HAI), defining adequate goals and related measurements 

and in other ways help the clinics in gaining structure and systematic improvement 

work. They also supported the clinics in the process to systematically report on progress 

and results on the established website, that all clinics had access to and were supposed 

to retrieve information and inspiration from. Participation in learning seminaries (SHAI) 

is spoken of as high as all teams were represented in all learning seminars.  

 

Potential strategies on how to handle and combine DVO and SHAI did receive far less 

attention. Even though the issue with staff perceiving DVO as a project ―owned‖ by 

others but themselves how to design the mission accordingly to each clinics´ specific 

needs were discussed, a strategic plan for these aspects were not discussed, and thus 

seemed to be missing. The issue of how to use the DVO-approach when working with 

―top-down‖ initiatives in general did arise and was briefly discussed. 

 

However, there were medium to strong indications that the group of process facilitators 

used the SHAI initiative to help clinics structure their improvement work according to 

the thoughts in DVO (structuring the micro level improvement work according to the 

PDCA-cycle). The gap between the initial idea with DVO, that areas for improvement 

and development should be identified by the involved staff themselves, and the top-

down initiated SHAI initiative was not discussed strategically or explicitly managed. 
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Nor were there any indications that a strategic discussion on how to make use of the 

SHAI initiative to achieve goal effectiveness in DVO (or vice versa) took place.  

 

There were some indications that the group of process facilitators noted a potential set-

back for the DVO-progress when taking on the SHAIs initiative. There were week 

indications that members of the group even saw the SHAI initiative as a reason to ―put 

DVO on hold‖.  

 

Effects on improvements teams‘ competence in working with systematic improvement 

procedures based on questionnaires 

 

The effects on the improvement teams‘ competence in working with systematic 

improvement procedures were captured by use of eleven of the closed questions of the 

repeated CAOLD model questionnaire regarding the five model factors outlined above. 

 

Results from the questionnaire indicated that the clinics‘ capacity to work 

systematically with improvements had increased during the period regarding small scale 

testing and working according to the PDSA-cycle. The questionnaires also indicated 

positive changes in how well the clinics managed to enhance sustainability by 

incorporating successful changes into organizational structures and processes and that 

staff motivation and learning style had changed. There seemed to be no changes when it 

came to the clinics capacities to work in teams. 

 

Effects related to knowledge and learning based on team reports 

 

Many respondents stated explicitly that the measurements conducted as a result of their 

involvement in SHAI projects had been contributing significantly to a reduction of so 

called hidden statistics. Previous tacit knowledge had become explicit, aided by graphs 

and tables providing clear descriptions of the situation within the clinic. Respondents 

claimed that the systematic measurements performed centred attention to problematic 

areas and areas with high improvement potential, lead to increased awareness, 

development of new knowledge and a greater focus on problem solving at staff level. 

 

When it came to the studied teams‘ reflections regarding the Breakthrough-approach as 

a method, there were also recurring themes. The Breakthrough approach was described 

as contributing to an increased degree of reflection and discussion. It was also thought 

to encourage networking, both when it came to collaboration across professional 



Page 615 
 

boundaries and in the sense that it included knowledge sharing and the exchange of 

experiences with colleagues in other clinics.  

 

The learning seminaries that had been arranged were found to provide new energy and 

also incentives to keep on working within the project. Many teams reported that they 

were surprised by the results of the measurements performed, for instance by 

discovering that HAI occurred more frequently than they had thought previously. 

 

Effects related to behaviour and HAI based on team reports 

 

In many teams, compliance to routines regarding clothing and hygiene had increased 

slightly over time. However, in some of the teams initial gains had started to deteriorate 

at the end of the measuring period. Physicians were clearly overrepresented in the group 

of professionals that are described as having difficulties following health regulations. 

 

In many cases the patient related results presented in the teams‘ final reports did not 

show clear trends of improvement. The improvements that may be discerned in some of 

the graphs in the reports were in many cases over-stated by the teams. 

 

Problems and hinders identified based on team reports and questionnaires 

 

A large majority of the respondents stated that too little time was provided for the 

completion of the SHAI projects. The projects had been more time consuming than the 

respondents had imagined and expected from the start. Working with preventing HAI 

was reported as having a low priority and in some cases the respondents stated that it 

had been difficult to get their managers support for the implementation of the SHAI 

initiative. 

 

There were several similar and parallel activities going on at the same time as SHAI 

within the county and the respondents reported that it had been difficult to find energy 

and engagement in relation to all the on-going activities. A common reflection among 

the respondents was that it had been misfortunate and ill-timed to launch the SHAI 

projects just before vacations had started, when the level of inspiration and motivation 

might be lower than usual. 

 

Several respondents expressed a feeling of having been forced to engage in the SHAI 

projects, and with short notice. It was argued that too few did participate from each 

clinic, making it more difficult to disseminate the results and make an impact among all 
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employees. Some had experienced problems due to the fact that some measurements 

and goals had not been developed or agreed upon within the clinic. 

 

Lack of computer experience was stated as a big problem in many clinics. The approach 

involved extensive documentation, which was also perceived as problematic. Lack of 

writing skills was mentioned by several teams as a problem. Negative or ignorant 

attitudes among physicians were pointed out as a concern in some cases. 

 

In terms of the common organizational learning processes described by Rashman et al. 

(2009) the SHAI projects were characterized by shared understandings and perspectives 

at a group level through communication and interaction. Diffusion via organizational 

routines was also present but the individual perspective and embedding of learning was 

much less apparent. 

 

Discussion 

 

During the first year of the DVO implementation, there were no clear indications that 

the two initiatives of DVO and SHAI were strategically combined in order to let any of 

them benefit from each other. The core idea of DVO – the bottom-up approach 

regarding the selection of areas for improvement – was being put on hold, or was being 

breached, when the top-down SHAIs initiative arise. The process facilitator group was 

obligated, and tried to support the work of the clinics within the SHAI initiative, but 

DVO and SHAI continued to be viewed upon as two separate and somewhat 

incompatible efforts. Working strategically with the progress of DVO, in terms of 

changing the culture and individual and unit based learning styles was temporarily put 

on hold, since its essential elements were based on a bottom-up approach. Some 

progress was reached during the period when it came to the goal shared by both 

initiatives; improving staff competence in working systematically according to the 

Breakthrough model including the PDSA cycle. 

 

Thus, our in-depth analysis of the data indicates that in the early stage comprehensive 

management strategies to utilize the national SHAI initiative and its resources were 

partially lacking. Instead the initiative was regarded by many of the respondents as a 

strictly top-down project with little room for contextual adaptation regarding its content 

or strategy. The newly developed structure of DVO was used when implementing 

SHAI. 
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In terms of organizational learning the SHAI projects were characterized by shared 

understandings at a group level and dissemination of innovations via organizational 

routines. In hindsight it was argued that the national initiative could have benefited from 

a stronger incorporation with DVO, especially for reducing content focus and 

overriding of process knowledge building, thereby increasing adopter motivation and 

managerial support for solutions and insights. Process facilitators played a key role in 

enabling this organizational learning, and at the following stages the building of 

improvement competence on different organizational levels, the sense-making activities 

provided and the national support structures available for measurement and feedback 

were used to pursue DVO related goals of reducing fragmentation and enhancing 

capability to handle complexity. 

 

It is important to realize that the data collection was performed during the early stages 

of the DVO implementation (the main part gathered during 2008 and 2009) and SHAI 

was the first national initiative for the DVO approach to handle. Since then the DVO 

initiative in the county has been enlarged and also incorporated and used several 

national Break through initiatives in order to enhance the DVO approach. The 

organization has also scored high or medium high on many of the factors related to a 

learning organization in the CAOLD model.  

 

Taking initiatives to change the way organisations work are well known to be difficult 

endeavours. A general conclusion of our study is the need to recognize intermediate 

phases when moving from knowledge to practice and when designing studies evaluating 

effects of change initiatives in health care. Our contention is that if treating these 

processes as ―black boxes‖ then potentially important information might be lost. Instead 

it is important to acknowledge the relations between evidence based knowledge, 

innovative/creative processes of producing and selecting interventions, interventions 

design, the choice of implementation process and its effects on sustainability, the 

learning-in-context by professionals and its connection to sustainability, the cognitive 

processes involved in learning and behavioural change and effects on health.  
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