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Abstract 
Trends are surfacing within global healthcare sectors, with a shift from activity- and productivity-

based management systems to a patient-centered approach, referred to as value-based management 

(VBM) with the aim to deliver improved outcomes at a lower cost. VBM initiatives in Denmark vary 

vastly in set-up and show inconsistent results. 

The present study aims to explore how a VBM pilot project implemented in Copenhagen’s 

Rigshospitalet hematology department, Finsencentret, creates value across three parameters: patient 

experienced quality, professional quality and use of resources and further explores how the 

implementation process affects outcomes in each of these domains. The domains outlined above 

exhibit a large degree of interplay and overlap, traversing a multitude of key actors who each perceive 

the innovation through their unique lenses. The VBM pilot project is considered a radical innovation 

and this organizational shift advocates that patients requiring autologous stem cell harvest are 

administered through an external ambulatory unit rather than following conventional hospitalization 

therapy. 

Based on a single explorative case study design, qualitative data in the form of observational studies 

and interviews were conducted on site among key personnel and patients involved in the project in 

order to investigate how each actor interprets the implementation process and values the outcome of 

the VBM pilot project. Moreover, economic hospital data and documents were used to calculate 

utilization of resources. 

The study found that a shift from hospitalization to ambulatory care adds value across the entire 

treatment cycle, with reference to patient-centered care, efficient clinical care delivery and resource 

optimization. Based on the findings, the rearrangement creates value across all three parameters, yet 

generates unforeseen flow-on affects that negatively impact adjacent units within Rigshospitalet. We 

also highlight that the introduction of a hybrid manager in the implementation process positively 

influences the diffusion of such innovation and helps remove implementation boundaries. In order to 

improve the quality of healthcare delivery within a clinical setting, we need to understand the 

contextual and behavioral underpinnings that manifest value among and between professional groups 

and patients and thus design diffusion strategies that acknowledge this complexity 
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Abbreviations  
 

ASCH: Autologous stem cell harvest* 

AU: The ambulatory unit 

BB: The blood bank 

BU: The bed unit 

CVK: Central vein catheter 

CP: Consultant physician at TEAM1 

DRG: Diagnosis Related Groups 

GIF: Generic Implementation Framework 

HCP: Health care professionals 

HCS: Health care system 

HDCT: High doses chemotherapy treatment 

IIM: Integrated Implementation Model 

IPU: Integrated Practice Units 

PRO: Patient reported outcome  

RQ1: Research question 1 

RQ2: Research question 2 

SP: Sundhedsplatformen 

VBH: Value-based healthcare 

VBM: Value-based management  

VIP: Guidelines, instructions and policies 

 

* Throughout the thesis we will use term autologous stem cell harvest abbreviated ASCH, though the 

exact medical expression can interchangeably be referred to as autologous stem cell transplantation. 

The authors use the word ASCH because this is the term used by the medical staffed interviewed.  
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1. Introduction 
An aging population exhibiting an increasing array of chronic diseases has become a driving force 

for innovation in medicine and modern healthcare. Within hematology, novel advances in 

therapeutics and clinical proficiency has improved diagnostic precision and has consequently 

prolonged survival rates for terminally ill cancer patients. In spite of the robustness of these 

advancements, hospitals are progressively becoming over saturated by this immense shift in patient 

demographic. Poorly equipped and uncoordinated hospital services will be left exposed to widespread 

clinical, organizational and economic vulnerabilities if a restructure fails to ensue.  

Common trends are surfacing within global healthcare sectors, with a shift from activity- and 

productivity-based management systems to a patient-centered approach. This shift in managerial 

approach has been coined the value-based management theory (VBM) by Michael E. Porter and 

colleagues (Porter & Lee, 2013; Porter & Kaplan, 2011; Porter & Teisberg, 2006). The objective of 

the theoretical development was to address the fundamental value paradigm of “how to deliver 

improved outcomes at a lower cost” (Porter & Kaplan, 2011, p. 49). The VBM strategy is based upon 

restructuring the delivery of healthcare in order to drive innovation. Porter contends that this shift 

aims to address the current failures of fragmented Health Care Systems (HCS) that exhibit flawed 

managerial structures that are uncomplimentary to supporting innovation and growth (Porter & Lee, 

2013; Porter & Teisberg, 2006). The strategy involves shifting focus from supply-driven HCSs, which 

largely center on volume and profitability of services provided to improve patient outcomes through 

the provision of patient-centered care (Porter & Lee, 2013).  

 

Various initiatives with experimenting and adopting this new organizational paradigm globally have 

shown disparate outcomes following the implantation of a VBM model (Porter & Teisberg, 2006; 

EIU, 2016; Nilsson et al., 2017). This indicates that Porter’s framework is far from a master blueprint 

that will thwart an economic catastrophe within healthcare systems. VBM initiatives are also known 

to vary in translation and incentives according to the context in which they are introduced (Porter & 

Teisberg 2006; EIU, 2016). 

 

In Denmark, a knowledge gap prevails in terms of how to apply and implement VBM in the Danish 

HCS (Danske Regioner, 2017; Regionh, 2017). A report generated by Højgaard et al. (2016) analyzes 

six different VBM projects taking place in hospitals located in different regions of Denmark. In the 

report, it is stated that the VBM initiatives vary vastly in set-up and show inconsistent results. Thus, 



 

 6 

the chance of attaining reproducible results across different sectors is diminished. This indicates that 

the theoretical components of VBM, as defined by Porter, were poorly executed in practice.  

 

Irrefutably, there is an overwhelming lack of understanding of the underlying mechanisms in the 

implementation and adoption of VBM in a Danish healthcare setting, particularly in terms of how 

these mechanisms contribute to outcomes achieved.  

 

With interest in how to apply and implement VBM in a Danish healthcare setting, this thesis aims to 

explore the underlying mechanisms involved in implementation and employment of VBM, thereby 

also accommodating the knowledge gap of VBM studies in Denmark. 

 

Introduction to Research Design 

VBM is a new steering paradigm introduced partly in national and regional healthcare strategies in 

Denmark (Sundheds- & Ældreministeriet, 2017; Sundheds- & Ældreministeriet et al., 2018). A case 

study research is chosen to analyze one out of several VBM pilot projects taking place at 

Finsencentret with the objective to experiment with VBM. Set-up in the VBM pilot projects varies, 

hence why each case can be classified as unique. The authors of this thesis had the opportunity to be 

involved in the implementation process, as well as to conduct data collection for evaluative purposes 

for one of these pilot projects, which is why this pilot project was chosen as a case.  

The findings in this thesis provide greater understanding of the implementation of VBM in a Danish 

healthcare setting and contribute to the narrowing of the existing knowledge gap within the field.  

 

Introduction to the case 

The set-up of VBM in Finsencentret is inspired by Porters definition of VBM. The incentive of 

introducing VBM in Finsencentret is to create more value for patients (VBM Finsencentret, 2018). 

The pilot projects are restricted to only measuring outcome and costs within Finsencentret. The 

objective of VBM pilot projects at Finsencentret is to gain experience within the new management 

archetype, with management parameters fostering a patient-centered focus (ibid.). This is in contrast 

to the former activity-based management paradigm that focused on Diagnosis Related Groups (DRG) 
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taxes1. Therefore reimbursement will no longer be based on number of in- and out-patients, but on 

alternative measurement outcomes. New indicators for measuring performance are expected to create 

healthier incentives among managers and healthcare professionals to support value creation for 

patients (ibid.). Finsencentret supports local prioritization and management, hence why the 

development of VBM pilot projects and related indicators are developed locally. 

 

The core values on Finsencentret are presented in the three steering parameters; patient experienced 

quality, professional quality and resources. Steering and management instruments of VBM pilot 

projects are measured in indicators within each of the three parameters. Managers, HCP and patients 

will, on an ongoing basis, evaluate the indicators. This is to ensure that the indicators are appropriate 

for the objectives and adequately detects improvements (ibid.). The three steering parameters are 

defined as follows: 

 

1) Patient experienced quality 

Indicators for patient experienced quality are required to contain patient experiences and 

satisfaction ratings of all treatments received throughout the process. This includes indicators 

representing whether the patient felt safe and adequately informed, or whether they sense that 

the staff acts decisively. Indicators must be developed individually for each medical condition 

and inspiration can be found in existing patient reported outcome (PRO) data.  

 

2) Professional quality  

Professional quality refers to the terms: clinical outcomes, research and training of employees. 

Indicators that encompass the parameter of professional quality therefore include: quality, 

research and training, together with measurements of complications, side-effects, long-term 

results and process goals at a local and national level.  

 

3) Resources 

Utilization of resources is measured by indicators detailing that if the VBM pilot project 

relocates care services to the right in the sequence of resources (illustrated in Figure 1), then 

it is associated with lowering costs and resource utilization. Indicators should also measure 

                                                        
1 DRG taxes represent average hospitals operational expenses for each DRG group.  
(Sundhedsdatastyrelsen, 2018) 



 

 8 

the number of hospitalizations, ambulatory visits, phone calls and activity in 

Sundhedsplatformen (SP)2.  

 

 

 

 

 

 

 

Project scope  

The ambition of this study is to contribute with knowledge on how VBM works in a Danish healthcare 

setting. This thesis explores implementation processes and the results of a single VBM pilot project 

at TEAM1, at Finsencentret, Denmark. The VBM pilot project covers an implementation of a radical 

process innovation. The innovation is a rearrangement of a patient flow from hospitalized to 

ambulatory conditions for patients undergoing autologous stem cell harvest (ASCH). The steering 

parameters used for evaluating the VBM pilot project at Finsencentret is: patient experienced quality, 

professional quality and use of resources. 

 

The aim of the study is to establish whether the VBM pilot project adds value according to: patient 

experienced quality, professional quality and use of resources. Furthermore, the aim is to gain a 

greater understanding of the underlying mechanisms involved in the implementation and employment 

of VBM in a Danish healthcare setting, and how these mechanisms contribute to the value created. 

  

                                                        
2 SP is the IT-system used at hospitals within the Capital Region of Denmark and the Region of Zealand. Staff and 
patients have online access to the platform.  

hospitalization ambulatory primary sector Patient home

Figure 1 - “Resource sequence” 
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Research Questions  

The following are research questions and sub-questions relevant for the case: 

  

RQ1: Does the VBM-pilot project at TEAM1 create value within the three parameters: patient 

experienced quality, professional quality and use of resources? 

Sub-questions:  

• How do patients experience the innovation according to the parameter: patient 

experienced quality?  

• How do participating healthcare professionals experience the innovation according to 

the parameter: professional quality?  

• How does the innovation affect resource utilization according to the parameter: 

resources? 
 

RQ2: How does the implementation process affect the findings identified in RQ1? 

Sub-questions: 

• How does the implementation facilitator’s behavior affect the implementation 

process? 

• How does healthcare professionals’ behavior affect the implementation process? 

• How does patients’ behavior affect the implementation process? 
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2. Literature search 
In the chapter, a literature search is presented with the purpose to provide an overview of the existing 

literature on implementation and outcomes of applying VBM in healthcare settings. The literature 

search sought knowledge in Cinahl, PubMed and Google Scholar and furthermore included two 

Danish evidence-based reports. The identified literature will later be discussed against the findings 

of the master thesis. 

 

The chapter is structured according to the themes that were searched for and followed up by an 

explanation of the knowledge gap that this master thesis aims to address. 

 

Value Based initiatives in Healthcare settings 

A Swedish study by Nilsson et al. (2017) investigates value-based healthcare (VBH) in a Swedish 

University Hospital. The definition of VBH is inspired by Porter and Teisberg (2006). The 

principles of the study are introduced as creating value for patients by restructuring the organization 

of clinical practice based on medical conditions, care cycles, and the measurement 

of clinical outcomes and costs (ibid.). Value was defined as health outcome attained per ‘dollar’ 

spent, as Porter defines it. Over a two-year period, four different projects were implemented involving 

different patient groups. The aim was to discover how healthcare representatives working with the 

different patient groups experienced VBH. External consultants facilitated the project. Only HCPs 

perceptions of the implementation process were included in the project. Findings showed that the 

HCPs generally appreciated the concept of VBH. This was mainly because the HCPs appreciated 

an enhanced focus on patient value, as opposed to previously focusing on financial incentive 

measurements and activity-based costing. The HCPs stressed the relevance of including the patients 

for further comprehensive evaluation. Furthermore, the HCPs in the study were challenged by the 

new mindset of the definition of patient value and that the outcome indicators were far from their 

perception of ‘a patient’s life world’ (ibid.). Additionally, the HCPs experienced the use of external 

consultants for the implementation process as stressful, because they felt that the actual speed of 

implementation did not comply with the speed of implementation as expected by the consultants 

(ibid.).   
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Another study by McLaughlin et al. (2014) investigated VBM in neurosurgery and assessed how cost 

measurement and strategic containment could be used to optimize the value of healthcare delivery 

following the implementation and maturation of quality improvement initiatives. Findings revealed 

that the impact of a harmonized implementation process improved outcomes and delivery of care 

with higher efficiency and added greater value (ibid.)   

 

Further, a report generated by Højgaard et al. (2016) analyzes six different VBM projects taking place 

in hospitals located in different regions of Denmark. One of the main findings was the huge variation 

in content and characteristics among the projects, especially regarding incentives as well as on what 

level the initiatives take place within the organization (ibid.). According to the theoretical components 

of VBM, it was found that elements of VBM were poorly executed in practice. Generally, the 

initiatives failed to focus on and base their evaluation on outcomes and resources, which is a core 

requirement of VBM (ibid.). Moreover, patient reported outcome data (PRO-data) is an essential 

VBM measurement tool, which many of the initiatives additionally failed to introduce. Several 

initiatives used the current activity-based and generic steering- and measurement systems, which 

fundamentally conflicts with the VBM intention of using patient-related outcome measurements 

representing the whole cycle of care (ibid.). One example from the report illustrates that an incentive 

taking place at a hospital only used managing and reimbursement models at hospital level, rather than 

over the entirety of the care cycle – again conflicting with one of Porter’s core elements in VBM 

(ibid.).  

 

When analyzing literature on value-based initiatives in healthcare settings, it becomes obvious that 

previous VBM initiatives do not support all elements of Porter’s strategy. VBM initiatives in 

Denmark vary in set-up, steering tools, measurement of outcome and costs, and show inconsistent 

effects when applied. The objective of this thesis is to contribute with findings that can mitigate the 

existing knowledge gap on how this VBM set-up in a Danish healthcare setting can create value. 

 

 

 



 

 12 

Implementation of Value-based Initiatives & Process Innovations in Healthcare Settings 

According to Øvretveit et al. (2012), who conducted a longitudinal cross-case comparison 

implementing different management innovations in Swedish healthcare 

organizations, managerial ideas were formed progressively. Findings also showed that internal 

organizational context played a more significant role than external factors. The clinical leaders were 

found to be more important actors in the development of successful innovation than managers 

(ibid.). This alludes to an apparent social context domain, in which respected clinicians hold 

substantially higher degrees of influence within the network, in comparison to their managerial 

counterparts.  

 

The study by Malik et al. (2018) supports the findings by Øvretveit et al. (2012) stating that 

implementation of new initiatives, in this case VBH, is most effectively employed with physicians 

participating in the facilitation of the implementation (ibid.). However, Malik et al. (2018) also 

argued that this strategy was insufficient for the holistic care delivery (ibid.). Inconsistencies in the 

findings may be due to healthcare being a complex multi-dimensional setting encompassing several 

actors across different clinical domains. The study suggests that strategies for healthcare delivery 

under the sole leadership of clinical champions will lack perspectives that may otherwise have been 

contributed through inter-departmental collaboration. 

 

Moreover, Abdallah (2014) conducted a systematic review that revealed concurring results and 

contends that internal factors related to leadership and employees play a significant role in terms of 

the success or failure of quality initiatives (ibid.). This study also points out that design and relevance 

play an important part in enabling implementation (ibid.). 

 

Another study by Hellström and colleagues (2015) found that when implementing management 

innovation, it was necessary to be attentive to the roles the internal actors adopted. The study 

concluded that outcomes of implementation processes improved if the internal actor’s roles aligned 

with their competences. Managing the process of implementation based on an understanding of the 

complexities of healthcare was also identified as a crucial component (ibid.). Implementation in 

healthcare organizations will undoubtedly meet obstacles, and the study by Hellström et al. 

(2010), disclosed that the structure of the organization alone represents enormous challenges for a 

successful implementation process. 
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Birken et al. (2012) studied the middle manager’s role in the implementation processes. The study 

suggested that middle managers influence implementation of healthcare innovation by focusing on 

information transfer, mediating between strategy and day-to-day activities, and promoting innovative 

solution-based implementations. Middle managers were found to have a high level of implementation 

influence over innovations (Birken, Lee & Weiner, 2012).   

 

In order to accommodate failures and determine the predictors of innovation implementation in 

healthcare, Jacob et al. (2015) examined the Innovation Implementation Framework (IIF) in a 

healthcare context.  In total, 481 physicians from the American National Cancer Institute participated. 

The IIF was developed by Klein and Sorra (1996) and suggested that implementation effectiveness 

is a combination of the strength of the organization’s climate for the implementation of the 

specific innovation, and the fit of the innovation to the target user’s values (ibid.). Jacob et al. (2015) 

refers to this framework as organizational implementation policies and practices (IPP) and individual 

climate perceptions. Findings showed that the model is useful in an innovation implementation 

context of healthcare regarding cancer patients. Jacob et al. (2015) strongly suggest that the managers 

who aim to enhance the implementation results should host a strong implementation climate 

supported by a well-defined IPP (ibid.).    

 

Moullin et al. (2015) conducted a comprehensive systematic review regarding implementation 

frameworks of innovations in healthcare. The review results in the development of the Generic 

Implementation Framework (GIF), a model that presents the identified core concepts of health 

innovation implementations. The GIF is illustrated in Figure 2. Within this model the healthcare 

innovation is placed at the center, while surroundings represent contextual domains and their level of 

influence. The GIF suggests a starting point and checklists to ensure that the essential implementation 

concepts are covered (ibid.).  
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The various studies on implementation of value-based initiatives and innovations show that 

interactions within the managerial levels and among HCP in the organization strongly influence the 

outcome of the implementation. It is still unknown how interactions in the lower organizational level 

influence implementation of VBM, and this master thesis aims to contribute with findings to 

minimize this knowledge gap.  

Definition of value among cancer patients 

Comprehensive research by Danish Cancer Society (2006) examines the ‘Cancer Patient's World'. 

The research was based on questionnaires, focus groups and interviews with the purpose of 

identifying themes of significance to cancer patients (ibid.). The most important themes identified 

among patients with cancer are presented in Table 1 below.  

 

 

 

Figure 2 - Generic Implementation Framework (Moulin et al., 2015) 
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Table 1 - Themes related to ‘the Cancer Patient’s World’ (Danish Cancer Society, 2006) 

Information Communication The holistic 

human 
Psychological 

care and support 
Continuity 

Coordination and 

scheduling of 

responsibility  

 

Reactions to the 

disease  

Waiting time and 

wasted time 

 

Patients own effort 

and alternative 

treatments  

Rehabilitation  

 

Relatives, 

network and 

contact to other 

patients 

Economy, labor 

market, practical 

support/aids  

 

Experienced 

quality of the 

healthcare sector 

Relief on side 

effects and 

complications  

 

Solution 

 

The report provides an idea of what is important for Danish patients with cancer.  

 

In order to identify the overall value creation caused by the innovation, Borras et al. (2001) conducted 

a comprehensive randomized controlled study investigating the compliance, satisfaction 

and the quality of life of patients with colorectal cancer receiving home chemotherapy or outpatient 

treatment. The outpatient group comprised of 42 patients and the home-based group contained 45 

patients. The patients were all adults with varying sex and ages. The focal results showed that there 

was no significant difference in quality of life in the two groups both during and after their 

treatments. However, the level of patient satisfaction was higher in the home treatment group mainly 

in regards to information transfer and nursing care. The study concludes that home-based 

chemotherapy is a safe and suitable substitute to hospitalized treatment, which may even improve 

patient compliance levels (ibid.).    

 

Evidence of cost savings from home care is limited (Borras et al., 2001), though many studies claim 

the assumption of cost as an indicator of outsourcing treatments. The cost effectiveness of home-

based treatments depends on the setting investigated, the analytical methods applied and the treatment 

category (ibid.). Borras et al. (2001) claim that home-based chemotherapy does not increase use of 

healthcare services, which confirms resource saving outcomes (ibid.).  

 

Another study by Peters (2006) examines quality of life among terminal cancer patients receiving 

home-based palliative care compared with inpatients. She found that home-based patients had higher 
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quality of life, less distress and less severe symptoms, scored lower in depression scores and were 

generally in better physical health. The home-based treated patients were also found to have more 

control over their disease, side effects and general treatment (ibid.).  

 

This master thesis aims to close the knowledge gap of whether VBM creates value among the specific 

cancer patients going through the ASCH treatment process. As shown above, previous research 

indicates that moving treatment away from inpatient treatment may improve patients’ perceived 

quality of life and thus add value. 

 

Subset  

Due to the limited literature that was identified about implementation of VBM and contradicting 

results in the studies found, there is a need for further investigation within the area as to how the set-

up of VBM projects influences the outcome. In relation to this, literature indicates that patients gain 

value when moving away from inpatient treatment, however there is a lack of patients’ perspective 

when it comes to the value created in VBM projects. Furthermore, the found literature suggest that 

different internal actors in an organization have impact on the implementation process and thereby 

outcomes achieved. The behavior of internal actors should be investigated further in order to 

comprehend the complexity of the implementation process and thus the outcome of VBM projects.  
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3. Theoretical Framework & Operational Approach  
The following chapter explores the theoretical frameworks and operational strategies used to answer 

the two research questions.  

Each research question calls for an individual approach, which is why the following chapters are 

divided into two individual presentations of theoretical framework and operational approach. 

Individual presentations of frameworks are required as two different theoretical frameworks and 

operational strategies are applied. Theoretical framework refers to a presentation of the theory 

applied, and the operational approach refers to how the research question will be analyzed based on 

the respective theory.  

In the second theoretical framework, the reader will gain an understanding of how the two theories 

are interrelated. 

 

Theoretical framework for research question 1 

Porter’s theoretical framework is not a master plan, which is why implementers often translate and 

employ only single or few elements of the strategy at a time (Porter & Teisberg, 2006). The theory 

has been translated to fit the context in other VBM projects in Denmark (Højgaard et al., 2016) and 

additionally in the policy description for the VBM pilot project used as case for this study 

(Finsencentret 1). For the authors to apply a theoretical approach fitting the specific VBM pilot 

project, a combination of Porter’s and the Finsencentret definition of VBM will be employed to 

answer research question 1. An understanding of each VBM perspective is fundamental for the 

development of a combination of the two. The following parts present Porter’s definition of VBM 

and Finsencentret’s translation of VBM, followed by the operational approach for the analysis in this 

master thesis.  

 

Value-based management: The theoretical approach by Michael E. Porter 

Value-based management is described by Porter and Lee as a strategy for developing and organizing 

healthcare systems (Porter & Lee, 2013). The core of the strategy is to redefine the competitive and 

managerial parameters from activity and input driven, to value-based management focused on what 

creates value for patients (ibid.). Value is defined as the outcomes achieved per dollar spent, where 

outcomes are presented in the numerator and costs are the denominator in the value equation (Porter, 

2010). Outcomes represent the medical conditions for an individual patient or a specific patient group 
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and are defined by the patients’ perspective (Porter & Teisberg 2006). Outcomes in medical 

conditions are multidimensional and consequently, no single outcome can capture the overall result 

of care. For example, solely analyzing the number of treatments received or survival rate numbers 

rather than considering aspects of recovery time, quality of life and emotional well-being during the 

whole process of care throughout its entirety (Porter & Teisberg, 2006). Instead, Porter created the 

outcome measures hierarchy, and then place the patient in center by looking at three outcome tiers 

identified as important for the patient. The three tiers consist of: 

                       

• Tier 1: Health status achieved or retained. Tier 1 refers to the immediate results and involves 

survival and degree of health recovery. 

• Tier 2: Process of recovery. This involves the healthcare organization’s ability to support 

patients for quick recovery.  

• Tier 3: Sustainability of health: Tier 3 focuses on the sustainability on health outcome 

achieved and long-term consequences of the treatment process.   

 

The outcomes and costs are measured around the patient’s full cycle of care from diagnosis to 

rehabilitation – the cycle of care must be extended past a single treatment and related clinical effects. 

Focusing on value as a result of the full cycle of care as the goal emphasizes the objective of 

evaluating healthcare treatments as one unified process. By identifying value as a common goal for 

all healthcare providers within the patient’s full cycle of care, the strategy fosters and motivates actors 

to indulge in interdisciplinary collaboration and innovation to achieve optimal value creation. 

Managerial incentives throughout the cycle of care additionally support the common goal of value 

creation (Porter & Lee, 2013; Porter & Teisberg, 2006). 

 

In order to estimate costs, Porter and Kaplan (2011) introduce a cost measurement system divided 

into seven steps. First step is to define the patient population for examination. The second step is to 

define the care delivery value chain for the full cycle of care of the selected patient population. 

Thirdly, process maps of each activity and resources utilized in the patient care delivery process are 

defined. Services and supplies required for the patient at each process are identified. Step four 

includes time estimation for each process step is obtained, followed by step five, the cost of supplying 

each patient care resource is estimated. An essential component in step six is estimating the practical 

capacity of each resource provider, and this step allows the capacity cost rate to be calculated. Finally 
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step seven involve the total costs over each patient’s cycle of care are computed (ibid.). For the 

calculations, Porter and Kaplan present the time-driven activity-based costing (TDABC) system to 

assign costs accurately to each process step in the patient’s full cycle of care (ibid.). The costing 

system involves two parameters used for the estimation of each step; first, the costs of each of the 

resources used in the process and second, the quantity of time the patient spends with each resource 

(ibid.). However, Porter and Kaplan admit that the measurement system is complex to use in current 

healthcare systems due to the diverse interplay and multifaceted nature of healthcare activities.  

 

The strategy for applying VBM in an organization or healthcare system in its core, Porter and Lee 

emphasizes six central components (Porter & Lee, 2013):  

 

1. Organize into integrated practice units (IPUs), which comprehend structure and organize 

organizations or clinics around the individual patient groups needs related to their medical 

conditions.  

2. Measure outcomes and costs for every patient. 

3. Move to bundled payments for care cycles instead of reimbursement for each activity 

4. Integrated Care Delivery Systems including actors within each patient group are gathered and 

coordinate treatments.  

5. Expand geographic reach to support scalability so providers serve more patients with the same 

medical conditions. This will increase value for patients and reduce costs. 

6. Build enabling IT-platforms for healthcare providers to save, download and share data, with 

the objectives to evaluate and improve results and thereby support the clinical achievement 

and additionally support IPU collaboration.  

 

The six components in the VBM strategic agenda are interdependent but mutually reinforcing (ibid.) 

According to Porter and Teisberg (2006), there is no single ultimate action plan for how to reform a 

nation’s HCS, since every nation faces different circumstances and economic pressures.  

Introduction of VBM in state-run countries, where only one or few VBM components are 

implemented, seems to have been the most successful introductory approach (ibid.). VBM initiatives 

in Sweden, France and Singapore have been successfully introduced through following a gradual 

integration approach whereby components of VBM have been slowly drip-fed into the system (Porter 

& Teisberg, 2006).  
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Operational approach 

Consistent with analysis of VBM projects in Denmark by Højgaard et al. (2016), the authors 

identified that not all six components of VBM by Porter are applied in the VBM set-up. As a result, 

the operational approach for analyzing whether the VBM pilot project creates value, is therefore 

based on a mix of Porter’s theory and Finsencentret VBM approach. The operation approach will be 

presented in the following.  

 

Porter emphasizes measuring health care outcomes and cost of the patient’s full cycle of care (Porter 

& Teisberg, 2006). The VBM pilot project is restricted to the domain of Finsencentret. The authors 

chose to measure the value creation based on all outcomes and cost related to the patients’ cycle of 

care within the VBM pilot project. Identified outcomes and costs outside Finsencentret will be 

included in the analysis with the objectives to evaluate healthcare treatments as one unified process. 

 

For measuring outcomes, Porter argues that outcomes represent the medical conditions for a specific 

group of patients, and that these outcomes are defined by the patient groups’ perspective (Porter & 

Teisberg, 2006). Outcome measurement in Finsencentret is defined in the first two parameters: 

patient experienced quality and professional quality, and the local project group identifies indicators.  

The authors chose to divide outcomes into the two parameters required by Finsencentret in order to 

fit the specific VBM set-up. However, the authors found that locally developed indicators do not 

support the indicators for outcomes measurements that are defined by the patients – as presented by 

Porter. An explorative approach is therefore applied in this study in order to investigate what is 

regarded as quality for patients going through the ASCH treatment process. The assumption is, that 

it is essential to ask patients: “what is quality for you?”, to be able to measure quality with accurate 

indicators. 

The authors did not know which outcomes the patient group identified as being relevant to medical 

outcome measurement, and additionally had limited access to clinical outcomes identified in Porter’s 

outcome measure hierarchy (Porter, 2010). In Finsencentret, outcomes and indicators are identified 

and developed by the local project group. Having the local set-up in mind, and no identified indicators 

by patients, the authors chose to research the professional quality parameter with an explorative 

approach of how healthcare professionals (HCP) participating in the VBM pilot project experience 

the project. This, with emphasis on professional quality as defined by Finsencentret. The study 
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approach is assumed to identify potential indicators for the parameter and identify where in the 

process the VBM pilot project creates value in comparison to the former procedure. 

 

For measuring costs, Porter and Kaplan (2011) present the comprehensive and complex cost 

measurement system for the patients’ full cycle of care. The authors have limited access to make 

observations and to attain economic data for computing cost according to the seven steps in the cost 

measurement system. Opposite to Porter, Finsencentret uses simple indicators for measuring the 

parameter resources. The authors find FC’s measurement too simple, and Porter’s as too broad, 

bearing in mind the authors’ limited access to data. However, with accessible data and within the 

ASCH patients’ cycle of care for the ASCH treatment, a cost measurement calculation will be applied 

to the extent that data and access is available. Supplementary to the overall aim of this thesis, a 

secondary objective is to identify how the VBM pilot project utilize resources when compared to 

former procedures.  

 

Finally, the value creation by Porter is defined as the outcomes achieved per dollar spent, where 

outcomes are presented in the numerator and costs are the denominator in the value equation (Porter, 

2010). Finsencentret’s assessment of the VBM pilot project is based on the result of each parameter 

and then compared. The authors identified that the first two parameters in Finsencentret contributed 

to Porter’s outcomes, and the last parameter contributes to Porter’s cost. Hence, since the experienced 

quality and professional quality are based on qualitative findings, the value creation equation used 

for this study is only for an illustrative purpose, when arguing that value is created if; the sum of the 

numerator increase, and resources are maintained, or; the sum of the numerator maintain, and use of 

resources decreases. The value creation equation for this study to assess whether the VBM pilot 

project creates value is presented as:  

 
("#$%&'$(	&*+&,%&'-&.	/0#1%$2 + 	+,45&((%4'#1		/0#1%$2)	

,&(40,-&(	  
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Theoretical framework for research question 2 

To enlighten, analyze and discuss the mechanisms that evolve from an implementation process, 

Winter’s implementation theory was applied.  

The implementation of this VBM pilot project focus on patients (the target group), HCP (street level 

bureaucrats) and inter-organizational relations representing practical implications for those who are 

responsible for trying to manage for policy success (Winter, 2013); with the policy being the VBM 

project. The analysis is occupied with evaluating how the innovation was implemented, with primary 

data sources to support the analyses of the inter-organizational relations in the IIM. The 

implementation’s effect on output and additionally outcome is elaborated in the discussion. 

 

Winter’s Integrated Implementation Model  

Winter’s implementation theory is applied to address the identified limitations in Porter’s theory. 

Where Porter’s theory isolates the process and outcome of VBM, Winter broadens the scope of actors 

involved by considering the complete organizational picture when implementing a public policy. 

According to Winter (2013), the success of any public policy relies on comprehensive consideration 

of all stakeholders involved, which is visualized in the integrated implementation model (IIM).  

Winter (2013) states that although implementation outputs and outcome are two different analytical 

processes, the combination of these understandings can propel implementation research forward 

(ibid.). Understanding the motivation that underpins healthcare professionals, as well as where these 

motivations inherently stem from and the factors characterizing variation in implementation 

performance, are all critically important. The combined insights can contribute to more effective ways 

of designing and implementing a public policy (ibid.). Pioneers of the first implementation research 

coined it the missing link in public policy research (ibid.). The most operational level of policy is the 

delivery level of behavior among implementers and the implementation process is an important cause 

of the level of political delivery (ibid.). Still a differentiating factor between studying outcome and 

implementation may be fruitful due to various kinds of theories that are necessary (ibid.).  

Winter’s theory was retrospectively chosen based on research findings, whereby Porter’s theory is 

directly implicated the VBM concept.  

 

Winter has developed the IIM with an ambition of creating a universal implementation model with 

the purpose of making a synthesis between top-down and bottom-up perspectives of implementation. 

In relation to an implementation process, researchers of the top-down approach begin at political and 
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controlling levels, whereas bottom-up researchers are highlighting reality of interaction, coordination 

and network relations according to fieldworkers and target groups at the bottom of the implementation 

system (Winter & Nielsen, 2010). Both schools of thought have encountered criticism and 

accordingly, neither alone sufficiently explains the implementation of public policies and has 

triggered theorists to combine the research disciplines into an overarching model. The IIM can be 

applied to clarify factors influencing and affecting an implementation process policies or methods in 

the public sectors (ibid.). 

It is crucial to add Winter’s critical acknowledgement of one unified implementation frame, stating 

that no two implementation processes are identical; it is therefore important to consider the 

uniqueness and complexity of each individual process (Winter, 2013). 

 

The IIM is applied to illuminate the different factors affecting the implementation policy in the public 

sector. The fundamental assumption when applying IIM, is that implementation of public policy goes 

hand in hand with the policy design; likewise, the implementation cannot be separated from the actors 

participating in the implementation process or from socio-economic surroundings. With these factors 

in mind, the IIM can be applied to enlighten political processes and mechanisms inhibiting the goals 

of a given policy or legislation, through all levels of the political system. The IIM consists of the 

following six independent variables, which affect the implementation results of the policy. 

 

Independent variables:  

1) The policy formulation and policy design 

2) Organizational and inter-organizational behavior  

3) Management 

4) Street level bureaucrat's behavior 

5) Target groups behavior 

6) Socio-economic environment 

 

 

Dependent variables:  

1. Performance 

2. Outcome 
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First of all, the IIM focuses on the policy formulation which is the underlying basis for the formulated 

policy design. The policy design influences the implementation process and the results achieved, 

because it is dependent on policy instruments available or the required way of organizing the 

implementation (ibid.). 

 

Secondly, the implementation result is affected by where the implementation takes place, in the model 

defined by organizational and inter-organizational behavior. Plenty authorities and organizations 

with different interests sometimes participate in the implementation of policy decisions, for example 

in relation to goal setting (ibid.). 

 

Third, is management. Management is according to Winter & Nielsen (2008) defined as an 

independent entity when organizational goals are converted into action for the front-line personnel, 

in IIM called the street-level bureaucrats. The level of information asymmetry between managers and 

street level bureaucrats influences this transformation, plus the management instruments that policy-

administrative management takes into action (ibid.). 

 

The fourth component is street-level bureaucrats, who are often viewed as independent in relation to 

the performances delivered to the target group. Street-level bureaucrats have direct contact with the 

target group, where they can execute individual discretions, determined by their individual knowledge 

and consent, which again is influenced by their individual interest and attitudes (ibid.) This positions 

street level bureaucrats as important policy makers with great influence on the implementation results 

(ibid.). Meyers and Vorsanger (2003) define street-level bureaucrats as the most commonly discussed 

influential factor in implementation, and label them de facto bureaucratic policy makers, arguing that 

street-level bureaucrats represent the real policy makers. 

 

Fifth is the target group itself, who additionally impacts the implementation. The target group’s 

behavior does not only have crucial impact on the outcome, but by interaction with the street level 

bureaucrats in a ‘joint-production', the target groups’ behavior impacts the performances achieved by 

the whole organization (ibid.). 
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These five factors represent different phases in the implementation process.  

However, all factors are influenced by changes derived from the sixth independent variable, 

represented as the socio-economic context. Feedback is suggested to flow back to the policy 

formulation, and the implementation process. Feedback is defined as experiences within 

implementation process or the results achieved, which can fuel learning in regard to new 

implementation process and policy formulation (ibid.).  

 

The dependent variables are the result of the implementation representing 1) the summed 

performance of the organization, inter-organizational, management, street level bureaucrats and 

target group, known as the output, and 2) the outcome represents the effect the performances, and 

thereby the policy, have on the target group’s behavior (ibid). Often, only output or outcome is used 

as an implementation result. If only output is measured, then output becomes the dependent variable. 

If outcome is measured, output becomes an independent variable affecting outcome (Winter & 

Nielsen, 2008). According to Winter and Nielsen, when using the method, focusing on only one 

variable will be too narrowminded. They argue, that performance is especially relevant when they 

are being studied in relation to the outcome. In some policy fields, it does not make much sense only 

to present performance without also studying the outcome, hence why implementation results should 

always involve both performance and outcome (ibid.).  
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Several circumstances can produce inadequate goal realization. Examples given are weak policy 

design, challenges to the implementation process due to either poor administration or deviating 

behavior in the target group and lastly, barriers at the management, political or administration level 

will all contribute to implementation inhibition. On this basis, Winter developed a general 

implementation model yet emphasizes that the relevance and character of the independent variables 

are likely to depend on the type of policy applied. However, according to Winter & Nielsen (2010) 

there is a demand for development of partial theories and hypothesizes tested separately without using 

the whole model, similar to the demand of theoretic pluralism to examine the role of single factors of 

implementation (ibid.). 

 

To analyze the street level bureaucrats’ behavior, the advanced street level bureaucrat behavior 

model of capacity, intention and institutional conditions will be employed as illustrated in Figure 4 

(Winter & Nielsen 2008). In the analysis, act and behavior is experienced as a product of the actors’ 

intention and capacity (ibid.). Capacity represents the street level bureaucrats’ cognitive capacity in 

terms of knowledge and qualifications and to employ it. Incentives represent the street level 

 

Figure 3 - The Integrated Implementation Model (Winter & Nielsen, 2008) 
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bureaucrats’ motivation and interest in their work life. The third factor is the institutional conditions 

which the actor works in and defines their liberty of action and thereby affect the actors’ behavior 

(ibid.). Institutional conditions can create a divergent or convergent pressure in relation to the street 

level bureaucrats’ incentive and capacity, why the pressure can be present as positive or negative 

(ibid.)  
  
Figure 4 - The advanced street level bureaucrat behavior model 

 
 

For analyzing the target group’s behavior, the model explaining target groups implementation 

behavior by Winther & Nielsen (2008) is applied. The model is presented in Figure 5 - model 

explaining target groups implementation behavior. The model uses same principles as the advanced 

street level bureaucrat behavior model. However, capacity for the targets groups covers: economic, 

cognitive and social resources. The target group’s behavior is additionally influenced by the 

implementation organ represent e.g. the hospital or HCP.  
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Figure 5 - Model explaining target groups implementation behavior 

 
 

 

Operational Approach  

This Master thesis apply the three independent variables of Winter and Nielsen’s model: 

Management, Street level bureaucrat’s behavior and target groups behavior as the analytical frame 

for RQ2, as the variables evolve around the implementation process and inter-organizational 

relations.  

 

The authors adopt a bottom-up analytical perspective and focus on implementation challenges on the 

floor through interaction between the field workers and the target group (Winter & Nielsen, 2010), 

and to study the policy adaption during the implementation process (Meyers & Vorsanger, 2003). 

The managerial level for current analysis is identified as the management and project group for the 

VBM pilot project. One of the members in the project group was identified as a hybrid manager and 

facilitator of the implementation, why her behavior to the implementation will be analyzed separately. 

The street level bureaucrats are identified as the HCP, while patients represent the target group in the 

IIM. For the analysis of the street level behavior the advanced street level bureaucrat behavior model 

is applied. To analyze the patients, the model explaining target groups implementation behavior will 

be applied.  
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4. Philosophy of Science   
This master thesis takes a hermeneutical approach when collecting data and approaching the field of 

research. A hermeneutical approach is concerned with interpreting, which represents the author’s 

overall position (Dahlager & Fredslund, 2013). It is a process of dialectical approach. A common 

basis is the hermeneutic circle: that we can only understand the meaning of individual parts by seeing 

them in a context, and we can only understand the entity from the individual parts that create the 

entity (ibid.). 

 

This study intends to explore the life-worlds of patients and HCPs and their perception of VBM to 

explore if the innovation creates value and their understandings and perceptions as target groups and 

street-level bureaucrats according to implementation of VBM.  

As researchers, the authors entered the hermeneutic circle and moved between understanding and 

pre-assumptions, which means that the authors used their pre-assumptions in the research field. Their 

pre-assumptions represent their professional as HCP backgrounds and general interests in the medical 

field. Besides, as parts of study preparation the authors participated in meetings with the project group 

contributing further to their pre-assumptions. The pre-assumption becomes an active part in the 

interpretation process.  

 

The hermeneutics is interested in interpreting life-world, through the author’s pre-assumptions, thus 

hermeneutics go behind phenomena. To understand human expressions presupposes the use of 

understanding (ibid.). Pre-assumptions are rather difficult to achieve, and it is not possible to present 

a complete presentation of one’s own pre-understandings, because one is already affected by it (ibid.). 

The authors can therefore be aware of some parts, but not of everything, which represents a limitation 

of the approach.  
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Methodology 
This section elaborates on the concrete methods that was applied for this case study to answer the 

research questions. The following sections present the essential considerations behind conducting 

qualitative research, which represent the majority of the methods applied. Furthermore, a description 

of the data collected followed by descriptions of each data collection method conducted for this 

master thesis is presented. 

Single case study research design 

The study design is an empirical single case study, where conclusions are based on the empirical data 

collected (Ramian, 2012). The research design is by Yin (2018) argued to be the preferred approach 

when researchers are interested in studying a complex phenomenon in detail, which is align with 

objectives of this study of the VBM pilot project at TEAM1. Ramian (2012) additionally argue that 

case studies often are applied as research design, when the phenomenon occurs in the present and the 

study is conducted at the time the phenomenon takes place (ibid.).  

 

One of the strengths of case studies is its ability to use different sources of data like observations, 

interviews and documents (Ramian, 2012; Yin, 2018). Ramian (2012) argues that using only one 

source of data is risky when studying a present phenomenon. Using multiple sources of evidence, or 

data triangulation, strengthens the construct validity of the findings and increases the confidence that 

the case study has outlined the phenomenon accurately (Yin, 2018). Several other theorists argue that 

method triangulation is an approach that constitutes high validity. Holstein (1997) argues that method 

triangulation techniques may control the accuracy of data collected and normally one applies this 

method to enrich the recognition process with diverse points of view. Triangulation of methods allows 

the authors to interact between deductive and inductive approaches. An inductive approach is needed 

in the qualitative parts, which represents the majority of the study. The deductive approach is used 

when for gathering and analyzing documents and economic data (ibid.).  

 

Applying a case study research design therefore supports the authors ambition of use of multiple 

sources of evidence to analyze the outcome from the VBM pilot project, and to make an in-depth 

analysis of the underlying implementation mechanism (ibid.). 
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To obtain a detailed understanding of the pilot project from a multitude of levels, the single qualitative 

case study is based on embedded analyzes presented in the two research questions (Yin, 2018). The 

case study contains two analyzes to obtain a detailed understanding of the pilot project from more 

than one level. Similar subdivisions of evaluation studies with a division of implementation and 

outcomes-oriented evaluations is previously presented in a case study by Rog and Randolph (2002). 

 

Logic for choosing a single case study design, is that the single case study can contribute to 

knowledge and theory building by confirming, challenging or extending theories (Yin, 2018) This 

single case study represents a critical test of whether the VBM theory truly creates value, based on 

the unique set-up of this specific case.  

The findings in current study will not be generalizable, because the findings do not represent clear 

and causal relations. Replicative case studies are required to obtain theoretical generalizability 

(Ramian, 2012). However, this case study can be argued to be a pilot case study, with objective to 

develop relevant lines of questions or providing conceptual clarification for future research design of 

VBM in Danish health care settings (Yin, 2018)  

 

Qualitative research  

Qualitative studies represent the vast majority of this case study. It is therefore essential to consider 

that qualitative studies are employed with texts, with the purpose of interpretation and coding, 

enabling the reader to gain a wider and more complex understanding of the specific issues 

investigated (Bjerg, 2013). For this master thesis the language and texts are chosen to understand 

experiences through interpretation. This means that a lot of data is collected and processed, reflected 

in the extent of the analysis, which are presented in the following.  

 

When recruiting participants for qualitative studies, they are not necessarily recruited based on their 

statistical representation of the general population, but rather due to their subjectivity and 

involvement in the specific studied field (Christensen et al., 2011). This represents one of the main 

motives of the chosen qualitative study design in this master thesis.   
 

The qualitative study is suitable when the purpose is to obtain knowledge and understanding of 

participant experiences, intentions, actions and motives; it is suitable for healthcare as well, to 

describe interactions between actors in healthcare settings and evaluation of the healthcare system’s 
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functions or specific intentions (Christensen, Nielsen & Schmidt, 2013), which is also useful when 

analyzing inter-organizational relations (Nilsson et al., 2017).  

 

This project does not attempt generalizability, which according to Kvale and Brinkmann (2009), is a 

topic frequently raised in connection with qualitative studies. While quantitative studies seek 

generalization, qualitative studies consider a phenomenon as unique and with its own internal 

structure and logic (Kvale & Brinkmann, 2009). The concept of generalization leads into the concept 

of validity. This project is mainly interested in unique subjectivity, described by Kvale and 

Brinkmann (2009) as subjective truth and the project reviews Kvale and Brinkmann’s (2009) seven 

phases of the validation process of qualitative research, which ensures a valid outcome of the study. 

The seven phases include: 1) theming, 2) design, 3) interviewing, 4) transcribing, 5) analyzing, 6) 

verification and 7) reporting (ibid.). All phases will be fulfilled throughout the master thesis. The 

mixed method application contributes to an increased validity via drawing insights from different 

perspectives (Frederiksen, 2014).  

Data collection 

Data is exclusively collected by the authors’ conducting research. As suggested, discussions between 

the authors has taken place as part of the training effort, to test if the desired level of understanding 

of the basic concepts, terminology and methodological issues relevant for the study has been 

achieved (Yin, 2018). The training was needed to make sure that authors have similar 

understandings before conducting interviews independently (ibid.). The authors’ independently or in 

pairs conducted interviews and observations and additional guides, and transcribed, coded and 

analyzed all the data included in this master thesis.  

 

It is important to note that an effort was made to generate supplementary quantitative data via patient 

questionnaires. However, due to the number of respondents and the selection procedures, the 

questionnaire was deemed invalid. The questionnaire intended to measure indicators for VBM made 

by TEAM1 is outlined in appendix 1.  

 

Data Collection Methods 

The following parts represent a description of all data collection methods applied in this master thesis, 

endeavoring to enlighten and answer the problem statement.  
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The access to the field of all data collection methods was dependent on TEAM1 at Finsencentret 

establishing initial contacts and all data was collected within the walls of Rigshospitalet. In Appendix 

2: Overview of all data collected table represents an overview of all data collected and its purpose for 

the project. Figure 6 below, represents the timeline of data collection. 

  

  
Figure 6 - Timeline for data collection  

 
 

Fieldwork 

The fieldwork largely consisted of meetings contributing to background information and provided 

comprehensive understanding of elements crucial for targeting the rest of the data collection 

processes to evaluate the total pilot project.  

A basic principle in fieldwork is sharing time and place with the people representing the research 

field (Tjørnhøj-Thomsen & Whyte, 2013). Fieldwork is especially suitable for examining people and 

their physical frames and institutional surroundings (ibid.).  

Altogether nine meetings were held, and all contributed to the information forming the foundations 

of this case study. Some meetings involved the entire project group, while some were only with the 

project manager or the economist. The meeting agendas were prepared by the students in order to 
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obtain adequate knowledge and filling eventual gaps. The fieldwork was an especially useful and 

crucial path to create the groundwork that fueled the preparation of all data collection.  

Semi-structured Interviews 

The following describes all semi-structured interviews conducted for this master thesis. The table in 

Appendix 2: Overview of all data collected shows an overview of all interviews, informants and 

duration. The semi-structured interview is required in order to accommodate the desire of an open 

approach technique (Kvale & Brinkmann, 2009). Selection criteria for informants were that they all 

participate in the VBM pilot project by either delivering health care service as part of the ASCH 

treatment procedure (HCP) or are going through the ASCH treatment process. Additionally, the 

facilitator for the implementation of the VBM pilot project was identified as a relevant informant for 

the analysis of the implementation process. 

 

Every interview with patients took place within a meeting room at the hospital and interviews with 

HCPs took place at the meeting room or at their offices located at the ambulant or bed unit. A semi-

structured interview is a type of interview where the researcher already has outlined their subject of 

interest (ibid.); this is chosen based on the agenda in the research question. The aim of semi-structured 

interviews is to enable the interviewees to speak freely in their own words and that further questions 

are based on what the interviewee expresses. The tempo is mainly up to the interviewee as well, but 

it is the interviewer’s responsibility to make sure that all subjects are covered (Christensen, Nielsen 

& Schmidt, 2013).  

A research interview is focusing on the participant’s experiences and perceptions of their realities 

(Kvale & Brinkmann, 2015); this involves how the interviewee experiences the themes nominated by 

the researcher.  

 

The focus on experience is reflected in the phenomenological approach applied. A condition for a 

successful interview is that the researcher is aware of her/his positioning (Christensen, Nielsen & 

Schmidt, 2013), in this case a phenomenological position. 

A semi-structured interview can be conducted in various ways and may include varying amounts of 

interviewees. The semi-structured interviews conducted for the project represent the largest data 

magnitude and therefore is recognized as primary data.  
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Interview Guides  

All interview guides follow a structure of 10-15 questions as Justesen (2012) recommends, and is 

presented in Appendix 4: Interview guide. 

The interview guides are based on the Kvale (1997) ideology, which differentiates between the 

questions’ dynamical and thematically dimensions (Kvale, 1997; Kvale & Brinkmann, 2015). This 

allows the interview to be guided thematically and is intentionally based on the specific project’s 

problem statement. The dynamic dimension appeals to the interview itself, cultivating and supporting 

a suitable and trustful process and communication (ibid.).  

Altogether seven different interview guides were formed. Interview guides were tested and repeatedly 

revised until considered optimal. This was achieved with help from the project group as reviewer and 

the final interview guides were afterwards tested on fellow students in mock-interviews. The mock-

interviews were recorded and openly reflected on to ensure the questions worked in practice, as 

recommended by (Kvale & Brinkmann, 2009).  

Patient Interviews  

Patients interviews were conducted in order to enrich our definition of value from a patient 

perspective and investigate their perception of the innovation and respond to the indicators outlined 

by TEAM1. Three single semi-structured interviews were conducted among patients who had 

recently undergone the innovative ASCH process. All patients were interviewed a few weeks after 

the harvest and before their following high dose chemotherapy treatment (HDCT). Background 

information for the interviewees is presented in Table 2. 

 
Table 2 - Interviewed patients 

 

  

 

 

 

 

The goal was to obtain inside knowledge of factors creating value for patients in order to assess 

whether VBM had an impact on their experienced quality in the process of ASCH.   

Recruitment of patients progressed in early May (2018) and the interviews were conducted in May 

and June (2018). Recruitment of patients occurred at the ambulant unit and the nurses at the unit 

Interviewees patients 

Gender Age Disease 

Male 44 Lymphoma 

Female 66 Multiple Myeloma 

Female 61 Lymphoma 
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helped identify patients who were awaiting ASCH. The patients were approached with information 

about the project and about collaboration with TEAM1 and were handed a confidentiality statement 

for further consideration of their participation. The confidentially statement will be further elaborated 

in ethical considerations.  

Nurse interviews at the bed unit 

One semi-structured interview with two nurses at the bed unit (BU) in TEAM1 was conducted in 

order to evaluate the outcome and implementation of the innovation. The nurses in the BU are the 

ones exempted from the patients involved in this innovation; before the process change the patients 

going through ASCH were hospitalized at BU. Both were experienced nurses.  

The nurses were recruited with help from TEAM1, set up by the head nurse of the ward and conducted 

in May (2018).  

Nurse interviews at the ambulatory unit  

One semi-structured interview was conducted with two experienced nurses from the ambulatory unit 

(AU), with the same recruitment aim as for nurses in BU. These nurses had previously worked with 

ASCH patients at the bed unit, before relocating to the AU. 

Nurse interviews at the blood bank  

Interviewing nurses from the blood bank (BB) represents the only data collection outside 

Finsencentret. The innovation led to new tasks for the nurses at BB by receiving patients preparing 

for ASCH and not only the harvest itself, which will be elaborated later on.  

One semi-structured interview was conducted with two nurses, recruited with the aim of investigating 

their experiences of the innovation. The nurses were recruited and approached by students with 

consent from TEAM1 and the interview was conducted in June (2018). One of the nurses was 

experienced and the other one was recently hired.  

Treatment Coordinator Interviews 

The treatment coordinators are administrative nurses coordinating all patient treatments in the CBD. 

One semi-structured interview was conducted with two experienced nurses, with the aim of 

investigating their experience of the process change from an administrative point of view. The nurses 

were recruited through TEAM1 and the interview was conducted in June (2018).  
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Physician Interviews  

The physicians related to TEAM1 are not divided into units as the nurses are. The physicians are 

operating in both the BU and the AU. This resulted in an interview regarding both units and their 

perception and experience of the innovation in each unit. Two single interviews were conducted, and 

the recruitment was established through the consulting physician (CP). The interviews were 

conducted in May (2018).  

Consulting Physician Interview  

The single semi-structured interview conducted was with the CP who has been in charge of 

implementation and represents the last interview conducted in July (2018). The aim was to investigate 

only the implementation process and the authors recruited the consulting physician. 

Participant Observations  

Observational studies incite a phenomenological approach most prominently, though the researcher 

does not necessarily influence the object field with questions (Birkler, 2014). The nature of this 

research design calls for a phenomenological approach by mentioning the term experience 

(Kristensen, 2013), in the research scope.  

One participant observation study was conducted in BB and one conducted in the laboratory. The aim 

was to discover how the innovation was perceived and handled by employees in both units outside 

Finsencentret in order to investigate their perception and experiences of the innovation.  

The term participant-observation is a contradictory term indicating two repealing activities and 

qualities; observation implicates distance to research field whereas participation implicates 

involvement (Tjørnhøj-Thomsen & Whyte, 2013). In practice, the researcher will become involved 

in the activity by following the flow, asking questions, becoming exposed to the context, to 

experience the setting in their own body and mind. Other situations will call upon the researcher to 

stay in background only to observe (ibid.). These observations were based on the initial statements; 

no two equal setting can be found, which is why a concrete recipe for participant-observation in 

practice cannot be formed.  

The methodological strategy of participant-observation is for the researcher to take part in, 

experience, observe and systematically register the structure of social life with premises of life in a 

natural context not designed by the researcher her/himself (ibid.).  

As a participating observer, it is possible to study what activities informants start, who is present, 

what positions do they take and what they say. The presence of the researcher creates a bias for natural 
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settings (ibid.), which was taken into consideration by the authors. TEAM1 arranged recruitment for 

this study and the timeframe was approximately two hours. As recommended by Tjørnhøj-Thomsen 

and Whyte (2013) observational notes and pictures were taken during the study (Appendix 5: 

Observation notes and Appendix 6: Pictures of blood bank). 

Economic data & Documents 

Data from the economic department was collected in order to assess the outcome according to 

resources and costs in RQ1.   

According to Bryman (2012), documents as a data source are defined as material that can be read and 

interpreted. Documents are not produced specific for the research purpose, but has relevance to the 

research case. Besides, when collecting and using documents as data, it is essential to know their 

origin and their function (ibid.). Close collaboration with members of TEAM1 and an economist in 

the economy department at Finsencentret, made it possible to receive data from the economics 

department at Finsencentret. This data collection therefore represents a simple request with the data, 

which are the aforementioned numerical elements. 

 

Documents regarding project descriptions were as well handed out by TEAM1. The documents are 

used for describing settings, generate mappings and to gain precise information about translation of 

VBM with indicators measurement of Finsencentret and TEAM1. The economic data helps to 

understand and calculate the utilization of resources. Documents as material that can be read and 

interpreted and are accessible independently of the research and are used to understand settings and 

circumstances of the project. Documents as material consist of project descriptions and contribute 

with to information of the policy design, steering tools, implementation process and description of 

the innovation. 

Method of Analysis 

The following parts represents applied analysis methods for this master thesis.  

Interviews & Observations 

All interviews were recorded, transcribed and coded by using the program Nvivo. All observations 

notes and transcriptions were uploaded to Nvivo, providing an easy tool for coding with an overview 

of all codes and additional quotes representing the findings.  
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Coding Method  

The technical part of the text coding concerns the computer assisting coding program Nvivo to 

identify and code themes of each transcript.   

The coding strategy is inspired by Braun and Clarke’s (2006), ‘Thematic Analysis’ and provides six 

steps for identifying, analyzing and reporting qualitative data. This coding is method based on the 

provision of theoretical freedom while it enables a brief description of the themes and patterns within 

the dataset. Subsequently it provides easily accessible interpretation (ibid.). The final steps of coding 

were completed on a white board with markers and comprehensive preparations. Images are available 

in Appendix 7: Picture of coding process on whiteboard.  

The six steps are:  

 

1) Familiarizing yourself with the data  

The first step considers completely committing and familiarizing to the data, by transcribing 

it, reading it, listening to the recordings and subsequently re-listening and re-reading (Braun 

& Clarke, 2006). At this initial step, the authors gained a comprehensive understanding of 

initial notes and thoughts.   

 

2) Generating initial codes   

Step two regards identifying introductory codes. These codes are the structures of the data 

that appear significant and interesting and are rather specific (Braun & Clarke, 2006). At this 

step, the codes identified indicated a general context of the dataset to the authors.   

 

3) Searching for themes  

The third step initiates the interpretation of the gathered codes. The authors sorted the data, 

and combined and divided it into predominant themes. These themes primed the author’s 

thinking pattern to become connected between codes, themes and subthemes (Braun & Clarke, 

2006).   

 

4) Reviewing themes  

This step reviews an in-depth identification of the themes and one needs to decide if current 

themes should be combined, refined, split or discarded (Braun & Clarke, 2006). This division 

provided a clear distinction of the themes and simultaneously coherent and meaningful 
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patterns appeared in the unified picture. A thematic map can be useful for this step. This step 

represented two phases; phase one involved validating the themes according to the coded 

extracts and phase two comprised checking it in relation to the overall transcript. 

This phase also indicated that students initially code separately and compare in order to 

increase validity (ibid.), which was adhered to. The picture in 'Appendix 7: Picture of coding 

process on whiteboard' shows comparison by the authors. 

 

5) Defining and naming themes   

The fifth step involves defining and naming themes, by refining the themes and the possible 

subthemes of the dataset. Here, the authors were able to observe an overall story of the dataset 

through the named themes. This was achieved by providing theme names in a concise and 

brief matter, which captured the essence of each theme (Braun & Clarke, 2006). Final themes 

are also photographed in Appendix 7: Picture of coding process on whiteboard.   

 

6) Producing the report  

The last step regards transforming the analysis into an interpretable piece of text by using 

bright and persuading extract examples related to each theme, the literature and the research 

question (Braun & Clarke, 2006). Subsequently, the authors made quotes that support the 

themes and portray the analysis with evidence.   
 

Document Analysis  

The document analysis includes the data received from the economics department and project 

descriptions. In order to be able to critically relate to and assess the relevance of available or chosen 

documents, Bryman’s (2012) checklist can be applied as a validation examination that supports the 

analysis of the document. In total, there are eight critical questions, assessing for instance, which 

person wrote the documents, if it is original, or whether there are there different interpretations of the 

document available (ibid.). All questions were asked and discussed internally by the authors. 

 

Regarding economic data, analysis calculations are based on simple measurement tools and math. 

Drummond (2015) speaks of economic evaluation and claims it requires a comparison of two courses 

of action while considering both cost and consequences associated with each. Based on this statement, 
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this study performs a simple economic evaluation with cost provided from economic data, and 

qualitative statements provide consequences.  

Subsequently a simplified sensitivity analysis is made in order to address potential uncertainty. The 

model can be served with different data-scenarios to verify how well it assesses the cost. This method 

is applied in order to test the robustness of the results (Drummond, 2015).  

Ethics 

As communities become increasingly connected and empowered, the quest for increased 

understanding and knowledge production has heightened the necessity for researchers to adopt more 

inclusive data collection techniques that traverse the subjective human experience. Qualitative 

research techniques provide the investigative tools that allow one to explore the why and how 

processes of a concept (Sanjari et al., 2014). This form of interpretive research does however provide 

a platform for incorrect or biased findings to controversially surface into publications, since 

subjective experiences may be clouded by inherent predispositions and tainted logics (ibid.). 

According to Yin (2018) studying a contemporary phenomenon within its real-world context 

necessitates one to imperative ethical considerations akin to those followed in medical research 

including informed consent, protecting privacy and confidentiality, selecting participants equitably, 

avoidance of unfair inclusion or exclusion of participants and receiving permission by an institutional 

review board (ibid.). Ethical issues arise since there is a direct interaction between researchers and 

participants in the data collection process and accordingly, stringent ethical standards are essential in 

order maintain the validity and integrity of qualitative research (Sanjari et al., 2014).   

Data collection involves human interactions and hence requires certain ethical research demands 

building on four principles according to Beauchamp and Childress (2001). These are autonomy, 

beneficence non-maleficence and justice. The principle of autonomy involves the full consent from 

the participants and with discretion, data anonymity. All data is handled with discretion throughout 

the entire process and researchers have fully disclosed the purpose of their research. Furthermore, all 

interview participants provided coercion-free informed consent through a declaration of consent 

(Appendix 8: Confidentiality declarations), recommended by Christensen, Nielsen and Schmidt 

(2013) and restinformation.dk (2000). Informed consent is paramount as it ensures that participants 

are fully aware of the implications, risks and benefits that may arise following their participation in 

the study (Ignacio & Taylor, 2012). It must be taken into consideration however, that if individuals 

are aware that they are being observed, their actions may not fully reflect how they would normally 
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act and this justifies that non-disclosed observational studies may produce more genuine results 

(ibid.). The delicate issue of respecting patient privacy also arises and strategies must be in place to 

protect personal patient information collected during all kinds of research (Sanjari et al., 2014).    

 

The beneficence principle denotes that all research should be convey a degree of usefulness for the 

group that the research has targeted (Beauchamp & Childress, 2001); this research is beneficial to 

several components of the field, though it is investigating the outcome of VBM in order to make 

improved recommendations for both personnel and patients. Besides, as established in the literature 

search, evidence based knowledge in the effect of VBM is limited, thus this research contributes to 

the previously mentioned knowledge gap. The core of non-maleficence entails ‘no harm’ during the 

research process (ibid.); no participants were harmed in either physically or psychologically. Justice 

requires that the distribution of medical goods and services are fair (ibid.). All data we received from 

the economic department was censored and not personally identifiable, which allowed us to receive, 

keep and analyze the data under the project period.   

 

Attention should be directed towards common ethical challenges that may arise, as ethical disputes 

could afflict even the best planned research (Ignacio & Taylor, 2012). Issues that must be considered 

include the researcher-participant relationship, research design and how the data is gathered and 

analyzed (Sanjari et al., 2014). Methodological biases may arise in each of these cases as researchers 

may encounter ethical dilemmas. Personal relationships between researcher and participant will 

undoubtedly cloud the validity of results as it blurs professional boundaries (ibid.). Data collection 

must be as explicit as possible in order to mitigate the risk of personal relationships between 

interviewer and participant, which will also taint the validity of qualitative data sources, and adequate 

supervision may assist this process (ibid.).   

Maintenance of the above-mentioned challenges in the forefront of researchers’ minds when 

designing methodology, conducting data collection and in analysis of results will relieve ethical 

dilemmas that may otherwise arise. However, qualitative research is carried out in a natural 

environment, driven by dynamic interpersonal relations between researcher and participant and as 

such, unintended biases will inevitably surface. Strategies to mitigate ethical dilemmas have been 

introduced by researchers’ in this paper to ensure the validity of results remain uncompromised.  
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5. Introduction to the analyses 
This chapter aims to present essential knowledge for the reader in order to understand the context, 

which the VBM pilot project takes place in. The chapter additionally provides a brief introduction to 

the patient group and the medical procedure of ASCH. The VBM pilot project is a rearrangement of 

the patient flow, why the medical treatment procedures maintain. In order to understand the 

rearrangement in process flow the former and innovative process will be presented in detail. The 

mapping and description of process flow are based on data sources of internal documents, fieldwork 

and participant-observations. 

 

Finsencentret & TEAM1 

The VBM pilot projects takes place in different clinics and teams within Finsencentret, which is 

divided into four clinics: 1) Finsen Lab, 2) The Hematology Clinic, 3) The Infection Clinic and 4) 

The Oncology Clinic as illustrated in Figure 7 - organization diagram of Finsencentret 

(Rigshospitalet, 2018d). Generally, all clinics work as a combined interdisciplinary entity, however 

pilot projects are developed locally in each unit or team. 

 
Figure 7 - Organization diagram of Finsencentret 

 
 

The case for this thesis is a pilot project within the Hematology Clinic. The Hematology Clinic is 

internationally acknowledged and a specialized unit treating all types of blood diseases. They are 

front-runners in new and effective treatments applied to targeting cancer cells, inclusive of 

experimental therapies, where new drugs can be offered to patients before they are accessible to 

others. It is widely accepted that the Hematology Clinic is an innovative unit with several ongoing 

experiments covering various kinds of blood diseases (Rigshospitalet, 2018e).  
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The pilot project will take place in TEAM1 at the Hematology Clinic. TEAM1 consists of an 

ambulatory unit (AU) and a bed unit (BU), located in the same building but on different floors. The 

AU has opening hours from 9am–4pm and is closed on weekends, while the BU is open day and night 

(Rigshospitalet, 2018g). If patients call outside the AU’s opening hours, the hospitalization unit will 

take calls. HCP in TEAM1 are specialized in the cancer diseases lymphoma, multiple myeloma and 

leukemia (ibid.). 

 

Patients with Multiple Myeloma & Lymphoma   

In order to obtain a thorough understanding of the innovation and the treatment process, it is pertinent 

to know what an autologous stem cell harvest is, which patient group it involves, when the stem cell 

transplantation takes place and why the treatment is required. The following chapter presents a brief 

description of multiple myeloma (MM) and lymphoma, detailing the clinical significance of each 

disease and their associated epidemiology. A description of treatment processes of autologous stem 

cell harvesting will also ensue.  

Multiple myeloma 

Multiple myeloma (MM) is the second most common blood cancer form in the world. Approximately 

229,460 people are living with multiple myeloma worldwide and 114,250 new cases are diagnosed 

yearly (GlobocanMM2017). In 2015 2,131 people were living with the disease in Denmark and 

approximately 393 new incidences were recorded every year (NordcanMM2017). MM is a cancer 

where malignant plasma cells are generated in the bone marrow. The cancerous proliferation of 

plasma cells in MM compromises an individual’s immune system and thus, leads to a number of 

organ dysfunctions and symptoms, including damage to bone, renal failure, increased susceptibility 

to pathogenic infection and anemia (Munshi et al., 2012). 

 

The survival of MM patients has substantially improved with the introduction of novel 

pharmacological therapies and with high doses chemotherapy treatments (HDCT), however MM 

remains a malignancy devoid of a cure (Greipp et al., 2005). With conventional treatment survival 

rate for patient with MM is in average 30 months and HDCT and stem cell transplantation the average 

survival rate is 5-7 years (sundhed.dk, 2015). Age, limited kidney functionality, comorbidities and 

lytic bone lesions correlate with poorer prognoses (ibid.). This suggests that younger MM sufferers 
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are more responsive to treatment and are likely to experience delayed mortality and thus require 

elongated clinical management. 

 

With an increasingly aging population, the incidence of MM is increasing both in Denmark and 

globally and illustrates that optimal therapy, treatment plans and clinical management of MM patients 

is a core issue that must be addressed and controlled (NordcanMM2017). The importance of 

introducing novel improvements in disease management, both therapeutic and organizational in order 

to address an alarmingly increasing frequency of MM patients, particularly since it is an incurable 

malignancy that requires complex management strategies throughout the entire patient life-cycle, 

with an emphasis on quality of life between the time of diagnosis and inevitable mortality.     
 

Lymphoma 

Lymphoma is the most common type of blood cancer in the developed world, accounting for more 

than half of all hematological malignancies globally, with 428,433 incidences world-wide in 2012 

(Horner et al. 2009; Globocan 2012NHL+HL). The malignant transformation of lymphocytes (a type of 

white blood cell) leads to the development of lymphoma via the proliferation of clonal tumors of 

white blood cells (Jackson & Sanfilippo, 2012). According to the World Health Organization (WHO), 

lymphoma is heterogeneous in nature and comprises over 30 subtypes (Swerdlow et al., 2008). These 

subtypes can be collectively grouped into two main categories of lymphoma: Hodgkin lymphoma 

(HL) and non-Hodgkin lymphoma (NHL) (Jackson & Sanfilippo, 2012). Of the two main categories, 

HL comprises 20% and NHL of 80% of all lymphoma cancer incidences (The Danish Cancer 

Association 2018d). For the rest of the master thesis, when using the term lymphoma, it covers all 

kinds of lymphoma.  

 

The average for HL is 141 incidence per year in Denmark (in the years between 2011-2015) and 

1,175 incidences of NHL (NordcanHL2017; NordcanNHL2017). The prevalence for HL is respectively 

2,916 people living with the disease and 10,464 people with NHL (ibid.). Chemotherapy is the most 

important treatment component for lymphoma. The treatment depends on which stage the patient is 

in (sundhed.dk 2017a; sundhed.dk 2017b). Often radiation treatment and chemotherapy are combined, 

though the type of chemotherapy and the number of lines depends on stage, biological age, overall 

health, and other factors within the assessment (sundhed.dk, 2017b). As with MM patients, lymphoma 
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patients can benefit from high doses chemotherapy treatments with autologous stem cell 

transplantation (ibid).  

 

Treatment process of multiple myeloma and lymphoma patients 

MM and lymphoma are distinctive diseases and the Danish patients at TEAM1 therefore receive 

different treatments and have varying treatment protocols. Common in both patient groups is that 

their ambulatory consultations take place in TEAM1 and have, prior to the ASCH, spent several hours 

at the AU for check-ups, chemotherapies and consultations. Figure 8 illustrates a potential treatment 

process for a MM patient (Danish Cancer Association 2018b).  

 
Figure 8 - An example of a Multiple Myeloma Patient’s treatment process 

 

 

If there are no complications, almost every procedure listed is handled at the ambulatory unit. Not all 

consultations are listed in the figure, but the objective is to illustrate, that patients have visited the 

AU several times and are familiar with the staff and surroundings. ASCH is the first treatment in a 

HDCT process as illustrated in Figure 9.  
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Figure 9 - Illustration of a high doses chemotherapy treatment process including harvest of stem cells 

 
Additionally, it is worth highlighting that patients receive HSCT immediately after the harvest. Most 

patients find this treatment and the following side-effects particularly terrifying and this part of the 

process is undoubtedly emotionally charged and riddled with anxiety and uncertainty (Potrata et al., 

2011). 

 

Autologous Stem Cell Harvest  

Autologous stem cell harvest involves the use of a patient’s own hematopoietic stem cells that are 

infused into the system (Seita & Weissman, 2010). These stem cells rebuild the blood cells along the 

hematopoietic lineage that had previously been compromised by neoplastic activity (ibid.). The 

objective in the autologous setting is to eliminate malignant neoplasm via high-dose chemotherapy 

and following this destructive procedure, salvage the patient from hematological degeneration 

through the infusion of their own stem cells, which go on to differentiate and proliferate into mature 

blood cells (Seita & Weissman, 2010). Ultimately, the disease is kept under control by the 

chemotherapy however this exhaustive procedure diminishes the production of blood cells formed in 

the bone marrow via the hematopoietic lineage. Thus, autologous stem cell transplantation ensures 

that blood cells are replaced following their inevitable destruction during chemotherapy.  

 

Five days before the harvest, patients must inject themselves or with help from relatives or home care 

nurses, with a growth hormone, stimulating the bone marrow to produce additional stem cells, which 

will detach from the bone marrow and pass into the blood stream (Danish Cancer Association, 2017). 

The stem cell concentration is required to reach a specific target, determined by a calculation based 

on the patient’s body mass index. It is not possible to determine exactly when the concentration 

reaches the target level, since patients react heterogeneously to growth hormone supplementation. 

Some may even require a more expensive supplement Mozobil in order to reach target concentrations. 

This explains, why some patients can undergo harvesting at the first attempt and why it takes more 

time for other patients. When the stem cell concentration has reached its target, the patient is ready 
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for the harvest procedure, which takes place in the blood bank. The patients will be connected to a 

machine for the next 3-4 hours, which separates and collects only stem cells and ensures that all other 

cells are returned to the patient’s system.  

 

After a successful harvest, the stem cells are frozen, saved and stored (Danish Cancer Association, 

2017). The patient is now ready for the HDCT, which will be followed by a transplantation of the 

stem cells, where patients receive the stem cells that have been harvested earlier. The stem cells will 

be transfused into the blood stream and pass into the bone marrow, beginning the process of producing 

fresh bone marrow and cells (ibid). 

 

The former harvest process & the innovation 

The process shift is a radical innovation (Hartley, 2012) that involves a rearrangement of patient flow 

from hospitalized to ambulatory during the ASCH process. For the rest of this paper, the new process 

will be referred to as the innovation. The innovation’s objective is to eliminate the unnecessary use 

of hospital beds for patients who are in good medical condition. Another justification that cultivates 

a radical restructure of the process and to connect patients to the ambulatory unit stems from 

successful previous experiences the Hematology Clinic has had with home-based chemotherapy 

(Rigshospitalet, 2015; Rigshospitalet, 2016; Rigshospitalet, 2017). This project has produced 

irrefutable evidence that Danish patients prefer to stay at home rather than being hospitalized if given 

the option (ibid.) Additionally, the ASCH patients have previously been in the ambulatory unit during 

their chemotherapy treatment, highlighting that this process shift will not come as completely foreign 

to ASCH patients; illustrated in Figure 8 is an example of a MM patient’s treatment process.  

 

The overall process of the ASCH represents the days preceding the ASCH to when the harvest is 

done and the patient is discharged. The ASCH process includes preparatory steps that take place 

before the first harvest attempt and these steps remain unchanged in the new process. From the 

Thursday leading up to the harvest, patients take two injections every evening, which stimulates and 

boosts the stem cell concentration, to reach a given concentration before the harvest can take place. 

Patients receive training that allow them to safely administer injections at home and are advised on 

what action to take if complications occur. If patients feel uncomfortable about dosing the medicine 

independently, a home nurse is available to assist in this procedure. At all times, if any complications 

occur during the treatment process, patients can call TEAM1 day and night.  
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In the following parts, detailed descriptions of the former and the innovative ASCH processes will be 

elaborated. 

Former process 

A simple illustration of the former harvest process is presented in Figure 10. The figure illustrates, 

that the ASCH process begins with admission on 5pm Sunday evening for preparational consultation, 

and it ends when the harvest is successfully completed. 

  
Figure 10 - Overview of former procedure 

 
 

The objective of the admission is to prepare the patient for a potential harvest the following morning, 

by providing transfusions if needed, examine the central vein catheter (CVK) and do a general health 

check-up. Patients were hospitalized in BU during the entire length of the process from Sunday 

evening to the end of the harvest, even if they were experiencing adequate levels of health. During 

this process ASCH patients could potentially utilize hospital beds for approximately 2-6 days (Sunday 

to Friday), largely dependent on when the stem cell concentration reached suitable levels for harvest 

and whether or not they have harvested enough stem cells. About half the patients experienced that 
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the harvest took place the first Monday, but sometimes multiple harvests are required if initial cell 

cultures are deemed unviable.  

 

Blood samples were conducted at 6am Monday morning by nurses at BU, as illustrated in Figure 11 

– a detailed overview of the former process, illustrating the first day of attempt. Blood samples with 

information of the stem cell concentration were sent to the laboratory (Lab), located next to the blood 

bank (BB). When bio-analytics working in the Lab met at 7.30am, they immediately began sample 

analysis and ran them in batches if multiple samples existed. The analyzes took 75-90 minutes. The 

result of whether the patient was ready for harvest was returned to BU around 8:45 – 9:00am.  

If the patient was ineligible for harvest, they remained at the BU and were administered more 

injections and the procedure was repeated the following day. If the patient was ready for harvest, 

nurses at BU inform nurses in the BB and order a carrier to transfer the patient to BB, which is located 

in another building. The harvest executed in BB takes approximately 4 hours for completion. 

Afterwards, the patient returns to BU by a carrier, where an assessment of the patient’s need of blood 

transfusion is conducted. The bio-analytics at the laboratory starts by counting the amount of stem 

cells in specialized machines and the analysis takes approximately 90 minutes. The result was sent to 

BU and bio-analytics freeze the stem cell product for storage.  

If there are enough stem cells, the patient can be discharged after a closing consultation and the ASCH 

treatment is deemed complete. However, if the target concentration of stem cells is not reached, the 

patient undergoes a new attempt starting the following morning at 6am, following the exact same 

procedures.  

If any complications occur or if the patients have any problems during the ASCH process, nurses at 

BU are responsible and are equipped to handle difficult conditions. 
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Figure 11 - Detailed state map of the former treatment process with Monday as an example 

 
 

The innovation 

Within healthcare, innovation refers to the translation and implementation of new ideas, relevant to 

specific needs, into clinical and/or organization solutions (Hartley, 2012). The authors consider the 

nature of this innovation as a radical process innovation, involving a clear shift in organizational 

routines and an alternative ‘resource utilization reduction’ approach to the delivery of hematology 

services, emphasizing the relocation of hematology patients away from inundated hospital wards. The 

innovation is not directly related to medical treatment, rather the process of how this treatment is 

organized and executed, in accordance with a multitude of inter-organizational actors (Hartley, 2012). 

 

An overview of the innovation is illustrated in Figure 12. The preparatory consultation now takes 

place at AU on the Friday leading up to the first harvest attempt. The objective is to assess the 

patient’s health condition and need for blood transfusion, and to make sure that the patient is 

adequately informed about the treatment process. The consultation takes approximately 30 minutes.  
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Figure 12 - Overview of the innovative treatment process 

 
 

An initial harvest attempt occurs on Monday at the BB where nurses take blood samples. For a 

detailed illustration of the process, please refer to Figure 13. Patients are required to meet at 7:45 am 

at the BB. However, patients may be delayed, have medical conditions or CVK clots and accordingly, 

blood samples may be delayed, but normally by no more than 30 minutes. Nurses at BB deliver 

samples to the Lab, located on the same floor once blood has been extracted. Patients wait for the 

result at the café area, or, if they have special conditions, such as a mobilization disability, then they 

get permission to wait in one of the BB beds.  

If the results from the Lab reveal that the patient is ineligible for harvest then nurses at BB assess 

whether the patient requires a consultation in AU. If a consultation is needed, patients go to AU before 

they go home. Otherwise, the patient goes directly home and returns the following day to repeat the 

procedures.  

 

For those patients who are ready for harvest, the apheresis will take place in BB and takes 

approximately 4 hours. There is no clinical difference in medical procedures in comparison to the 

former process. When patients have completed the harvest, they wait for the result in the cafeteria or 

in the waiting area at AU. If nurses at BB have evaluated a need for transfusion, it will take place at 

BB or AU.  
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be discharged and the harvest process is complete. If the results show that more harvests are needed, 

then the nurses at AU assess whether the patient requires more injections and the patients can go 

home and return the following day to repeat the procedures.  

 
Figure 13 Detailed state map of the innovative treatment process with Monday as an example 
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6. Findings & Analysis of RQ1  
To answer RQ1: Does the VBM-pilot project at TEAM1 contribute to value-creation in terms of 

patient experienced quality, professional quality and use of resources, the following analysis is 

performed. The analysis is divided into three parts, each representing one of the sub-questions. The 

final conclusion is based on an aggregation results from each sub-analysis. 

 

Based on qualitative data from interviews and observations, the first two sub-questions are analyzed:  

1. How do patients experience the innovation according to the parameter: patient experienced 

quality?  

2. How do participating health care professionals experience the innovation according to the 

parameter: professional quality?  

As mentioned in the operational approach and philosophy of science, the analysis is based on an open 

and phenomenological approach. 

 

The last sub-question, ‘how does the innovation affect resource utilization according to the term 

‘resources’ will be addressed with provisional economic data handed out by the economy department 

and assisted by relevant information conducted through interviews and observations of HCP involved 

in the innovation.  

 

Lastly, a conclusion of whether the complete innovation creates value or not, based on the value-

creation equation, elaborated in theoretical framework in chapter 3, is presented. 

 

How do patients experience the innovation & assess the innovation according to term ‘patient 

experienced quality’?  

The following represents the findings contributing to the parameter of patient experienced quality, 

and findings are based on patient interviews. As presented in Table 3 below, the following six themes 

identified for patients experienced quality: Closer to normal life, increased requirements of self-

management, being informed, feeling secure, no more admissions will be presented. The themes are 

presented in randomized order.  

Finally, a subset for assessing patient experienced quality will be presented.  
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Table 3 - Themes identified among patients according to the term ‘patient experienced quality’ 

 

Closer to normal life 

As explained by one of the patients, being cured is the overall goal of the treatment:  

 

“You can say, it doesn’t matter according to your treatment process. Being cured is first priority. 

Then everything else doesn’t matter. Besides that, then it is very nice, also for your mind, that you 

don’t go crazy, that everything is not surrounded by the disease. The more you can separate yourself 

from the disease to something else, the better I will say. In my case, I do that by being at home.” 

(Patient 1) 

 

A secondary priority, which the patient mentions in the above statement, is the mental journey 

involved in the treatment process. As the patient outlined, hospitalization, coupled with the constant 

reminder of impending mortality will negatively impact one’s emotional capacity. Every opportunity 

to separate a patient from their disease should be encouraged and outpatient ambulatory treatment 

strongly supports this notion. Furthermore, when asking patients about how they experienced their 

hospitalization, they illustrated that they felt more like a patient when dressed in the customary white 

gown and that the choice of food at the hospital was often unappetizing. When asking about how they 

compared these experiences with being ambulatory and at home, they explain, that they generally felt 

less sick, particularly when staying in homely surroundings. At home, they could wear their own 

clothes, eat any food of their choice, had a more restful sleep in their own beds, exercise more 

frequently, had more opportunity to intimately engage with family members and even work from 

home. Patients elaborate that staying at home vitalizes them to carry on with their everyday lives. As 

explained by one patient, extra benefits were associated with being at home:  
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“In my case, it results in that it is easier to keep energized and think of other things etc. Not that you 

necessarily get healthier of it, but I feel, that I keep myself on track and don’t fall apart. And that, I 

think, can perhaps make a difference in the end” (Patient 1)  

 

In the beginning, the patient explains some of the short-term benefits experienced when staying at 

home. In the end, he scales the short-term benefits up to how these experiences potentially can make 

a difference for him on a long-term scale.  

Another patient explains what she thinks about being ambulatory compared to being hospitalized: 

 

”I think it is freedom. That is what I think, absolutely. The choice to live as a healthy person the 

better. I will recommend this to everyone who can do it themselves, that they should do it. But it 

requires that you can do it. But if you can, I don’t see any reasons for not doing it” (Patient 3) 

 

Undoubtedly, being ambulatory is associated with freedom, and it is a treatment process that she will 

recommend to other patients. In general, the patients agree, that the ambulatory treatment allows them 

to separate themselves from being a patient and allows them to live a more normal life.  

Used to self-management 

Patients speak of the increased responsibility one has of their treatment in connection with the 

rearranged process. Patients are empowered to take full control over meeting times, injection 

administration and appropriate action if fever occurs. The subject of increased responsibility and self-

management was a prevailing concern for elderly or severe ill co-patients, presented as hypothetical 

cases by the patients who were interviewed. One example given was the requirement for certain health 

conditions, including being a self-reliant participant in the ambulatory treatment. Examples were 

given, even though none of the patients interviewed, had issues about the requirement for self-

management and increased responsibility. When asked, one patient answered that he was fine about 

it, because he was used to it. I’m fine about that, I’m used to it”  

 

With increased ambulatory treatments, patients disclosed that the ASCH is not the first ambulatory 

experience that they have partaken in, and this explains why they know when and how to act to avoid 

critical events. One patient was uncomfortable about taking the injections herself, but this issue was 

easily solved with a home nurse visit. Another patient chose to do it herself anyway: 
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“Yes, yes, I did it. You can also get a home nurse, but I think that is too troublesome, why I thought, 

I could do it myself. First time, you have to take a deep breath…” (Patient 2) 

 

This statement also indicates, that the patients in general are capable of taking on a big responsibility 

and being brave during their treatment. Nevertheless, the patients are unable to handle it all alone. A 

recurring trend that surfaced among patient descriptions was that relatives are an enormous help by 

either driving them back and forth from the hospital, looking through medication lists, general support 

and hospitalization during the ambulatory treatment, because they live closer to the hospital. 

Information is important 

Patients generally feel well-informed and prepared during the harvest process. They explain about 

information given through handed out folders and information letters, together with information given 

by nurses and physicians. When asking about how the overall treatment was experienced, one patient 

explains, that it was as expected.  

 

“Nice and easy, and very much as expected. Actually, really great described” (Patient 1) 

 

In contrast, another patient said, that she wasn’t well informed about the injection’s side-effects:   

 

“No, I wasn’t actually. No one have told me. It was first when I experienced the side-effects, they said 

“oh well, that’s normal”. Eh okay… I really experienced a sudden headache and afterwards the pain 

in my bones” (Patient 3) 

 

All patients experienced the severe pain caused by the injections, and the other two felt well informed. 

One patient explained, that one gets so much information as a patient, that retaining all of the details 

is often difficult: 

 

“Yes, I mean… They have informed me about it all, right. But of course… you forget, there is a lot, 

you get so much information. So, I was a bit excited about how it was going to be, right. But it went 

well and there was nothing at all… no” (Patient 2)  

 

In general, the patients were satisfied with the information provided, which is important, when 

patients are empowered and self-managed, as earlier explained. They emphasized their desire to be 
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informed, in order to prepare and plan ahead in their everyday live. Unfortunately, all patients 

mentioned that SP challenged their desire for always staying updated on medicine and consultations. 

Patients explained, that they experienced bookings in SP as inconsistent with the information 

physically handed out, and that medicine lists often were incorrect. One patient said:  

 

“The lists are incorrect. Some of the things are expired and some things are paused, it is simply not 

making any sense (…) we are often two people going through it” (Patient 1) 

 

Incorrect information through SP complicates the process and compromises the patient’s ability of 

conducting appropriate self-management. This may be a particularly testing task for elderly patients 

who may be unfamiliar with operating technology. Once again, relatives are mentioned as a resource 

to assist and support patients with this process by reviewing medicine or other information. 

Information in SP was found to be a general challenge for patients, and not only those involved in the 

ASCH treatment.  

Feeling secure 

Patients generally felt secure in their homes during the treatment process. Through previous treatment 

procedures, patients had become accustomed to being at home from time to time. Patients had 

previously received training in how to respond to fever and were familiar with self-management and 

the responsibility related to this. Being ambulatory during the harvest treatment, was therefore 

experienced as a normal procedure. Additionally, patients commented with untroubled statements 

like: 

 

”I don’t think there is anything I feel worried with about being home” (Patient 1) 

 

On one occasion during the treatment, one patient felt apprehensive about the experienced side effects 

from the injections, when asked whether she felt secure or worried during the ambulatory treatment: 

 

“No… or yes... actually, I was a bit surprised about the side-effects, because I thought:” what a 

severe back pain I have, it is insane!” Eh, I actually got a bit worried then, until on the second day 

got informed, that it was normal. Until then, I was a bit worried. They only told me, that I could 

expect influenza like symptoms, but this, this was much worse. I also had a bit fever” (Patient 3) 
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Besides the side-effects from the injections, the patient said, she didn’t feel insecure at all during the 

treatment. Even when she experienced fever, she didn’t call the bed unit, but just showed up at the 

consultation at the blood bank a few hours later. Another patient experienced fever at the first day of 

the harvest process, called the bed unit, and was admitted. Thus, when asking about if she experienced 

any worries during the treatment, she explained, that she didn’t have any worries and it just went nice 

and easy: 

 

” No, I was not [worried]. Nope, I just took it nice and easy” (Patient 2) 

 

When patients described consultations at the BB, which they haven’t previously visited, they 

described that they felt welcomed and that the staff delivered great service: 

 

“Again, I was really well informed about what was going to happen. They told me about the machine, 

the noises it makes (…) I think they in general were service minded and kind. Really.” (Patient 3) 

 

Patients experienced that the BB was geared to suitably accommodate them for when they arrived 

and had no additional comments about that.  

Waiting  

The feeling of being expected was in stark contrast to what the patients experienced at the AU. One 

patient explains:   

 

“I have never waited less than half an hour. Yes, I think that must be average. But mostly more than 

half an hour. They are busy, they do run fast!” (Patient 3) 

 

At the ambulatory unit, patients experience rushed nurses and a busy, frantic environment. Even so, 

patients experienced that during the consultation, nurses took their time and were engaged and aware. 

Thus, to receive the consultation at AU or to get an answer when calling in working hours, patients 

encountered a lot of waiting time. One patient gave an example of one day, when she waited for a 

transfusion:  

 

”Well, it was quite hard because you just lie and waiting for ‘is it there yet’. They said it was on its 

way... They said that for three hours. But it didn’t come. I was quickly done in the blood bank because 
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the results weren’t good enough. So, I was over here [the ambulatory unit] at 09:30 until 17.00” 

(Patient 3)  

 

Patients’ spent several hours waiting, and these delays were a constant issue in AU and confounded 

not only by factors related to the rearrangement and ASCH, yet several other external organizational 

dynamics.   

If they could and it was safe to be sent home directly after the consultation in the BB, they would 

have no worries about doing so, instead of being referred to AU.  

Furthermore, a patient who lived far from the hospital experienced even more waiting times 

associated with transportation back and forth.  

No more admission for me please  

At last, this theme refers to the rationale that inspired the rearrangement. Patients generally 

experienced that there was no point of being hospitalized if it was not entirely necessary. Patients 

appreciated the idea of staying home if their health conditions allowed it. The patients displayed 

varying rationales concerning why patients should be permitted to go ambulatory, however a 

recurring issue was health conditions: 

 

“I can’t really see where one could mess it up by being at home. (…) I can’t really see there is 

anything against being ambulatory instead of hospitalized” (Patient 1) 

 

“If you are healthy enough to be ambulatory, I think it is a terrific offer” (Patient 3) 

 

One patient also referred to the avoidance of the risk of co-isolation. Co-isolating refers to when one 

patient in a hospital room has a virus, and the other patient in the room is forced to be co-isolated in 

room with that patient. One patient explained, that she was tired of being hospitalized and would 

avoid it at all costs if possible: 

 

“I’m tired of being hospitalized. Very tired of it. It is not nice. When you have been hospitalized for 

three times four days, and additionally infected by viruses right, and isolation and all that. No more 

admissions for me, please” Patient 3 
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If the health condition allowed it, all patients collectively agreed that being ambulatory was a far 

superior alternative in relation to remaining in hospital. 

Summary of Patient Experienced Quality  

Patients experienced that the ambulatory treatment process helped separate themselves from their 

disease and brought them closer to a normal life, compared to healthy people. Along with several 

other benefits experienced, spending more time at home and less at the hospital increased their general 

well-being and mental health. Patients, who felt secure during their treatment, were generally satisfied 

with the level of information transfer and were capable to accept the responsibility associated with 

being ambulatory. Patients additionally had positive experiences when visiting the BB.  

In reference to the negatives, patients experienced long waiting times at AU, challenges with 

transportation back and forth the hospital and confusion about incorrect information in SP.  

In summary, patients’ clearly value being ambulatory and this process is evidently associated with 

freedom and they would recommend it to other patients.  

Following our analysis of patients’ experience and assessment of the innovation in terms of 

experienced quality, no adverse events arose and an increase in well-being and mental health when 

being at home was subjectively detailed. In conclusion, the ambulatory treatment contributes to an 

increase in patient experiences quality.  
 

How do HCP participate in the innovation experience and assess the innovation according to 

the term ‘professional quality’?  

The following represents the findings contributing to the tenet of professional quality, which is 

assessed by HCP having clinical tasks related to the procedure. Findings are based on interviews of 

physicians and nurses in TEAM1, coordinators, nurses at BB and observations in BB and in the Lab. 

Themes identified in interviews and observations related to professional quality, are presented 

divided by informants. Table 4 gives an overview of themes related to each professional group. At 

last, a subset for assessing professional quality will be presented.  
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Table 4 - Themes identified among HCP according to the term ‘professional quality’ 

 

Nurses in the Ambulatory Unit  

As outlined in Table 4 the themes found from nurses in the ambulatory were workload, waiting time, 

resources, coordination, tasks and responsibility between units, compliant and responsible patients, 

health-related benefits of being ambulatory.  

Harvest patients were not previously connected to AU, where the innovation now represents a process 

change. Nurses interviewed, have previously worked at the BU and have cared for patients when they 

met Sunday evening in preparation for ASCH.  

High activity & added tasks 

The nurses highlight that workload in the AU has increased in recent years and that the innovation 

supports the maintenance of high activity levels and increased productivity. They also expressed 

concerns about the increased number of harvest patients, and how they already in May had harvested 

what they used to harvest in an entire year.  

They explained, that previously, they only had one HDCT patient per week in TEAM1, but now they 

have several each week, which they experienced as many patients.  

Several factors influence the number of patients, the nurses explained. First, when patients do not 

require a bed, they can increase the number of patients treated. Secondly, they thought that a result 

of the last four- or five-years development in improved treatments, led to an increased number of 

MM patients who are capable of going through HDCT, because they are healthier than previously. 
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interdisciplinary 
teamwork when 
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• Patients are trained 
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• Mozobil it not yet 
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patients being at 
home

• Two places at 
once

• Crucial with 

well-informed 
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stay in one 
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• Harvest 
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• ”Just in case 
bookings

• Challenging to 

deliver relevant 
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• Inconsistent 

information confuses 

patients and increase 
number of phone 

calls
• No patient is 

forgotten

• Multiple factors result 
in a later start

• Lack of facilities 

disturb workflow and  
professional sparring

• Sharing of information 
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• Not experts in 

patients disease

• No changes 
related to 
clinical 

outcome
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Additionally, they found the ambulatory treatment was simpler, easier to handle and less convoluted 

than the hospitalized treatment processes. 

Nurses explained that the increased activity from one up to three patients per week receiving ACSH 

additionally results in increased activity for HDCT and transfusion of stem cells. The nurses’ 

practiced new tasks continually are added to their original tasks in the AU. One nurse vented her 

frustrations of the additional tasks and activities related to the process restructure: 

 

“If we were enough people to do it, then it was fair that the patients should not be hospitalized. It is 

only great, I mean, that they can come to us [ambulatory unit]. But, it is an add on to the other tasks.” 

(Nurse 3) 

 

Notable in the nurse’s explanation, is the frustration about her ambivalent approach to the 

restructuring of patients to the ambulatory unit. The rearrangement make sense in the way that these 

patients shouldn’t be hospitalized, but on the other hand, she didn’t experience that they have the 

right resources to handle the workload at AU. The busy work environment and pressures in workload 

had, according to the nurses, led to 5 resignations within two months, and resulted in a reduction of 

nurses from 12 to 7 in the unit. When asking the nurses if they felt like there are enough hands to 

solve the tasks, the answers were a multi-voiced “No” (Nurse 3 & 4). According to the nurses the 

restructuring calls for more staff, and additional facilities to accommodate for the increased workload. 

Still, safety is obtained with no additional errors experienced by any of the nurses.  

Facilities don’t meet the patients need when waiting 

Related to increased activity, the nurses pointed out that facilities for patients in the waiting area like 

beds and deck chairs are not aligned with the increased patient throughput. Even though patients’ 

waiting time isn’t exactly involved in the description of ‘professional quality’, it appears to be a great 

concern. They explained, that patients do not always feel comfortable waiting in the waiting area due 

to a mismatch between available facilities and patients’ needs according to their health conditions 

like beds and chairs.  

Nurses experienced, that patients sometimes wait in the waiting area for many hours. The nurses 

further explained, that the innovation process of ASCH has neither increased nor decreased waiting 

time for patients. The only difference observed, is where and how they wait. Patients waiting in the 

waiting area seems to noticeably illuminate the perception of increased waiting times compared to 

when patients waited in their beds in the bed unit. One nurse explained: 
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“It is the same amount of time they wait, so they were here anyway until three or half past four before 

the result came (..) But now they just sit here, and now you really notice, that they are waiting, right” 

(Nurse 3) 

Coordination of task and responsibility 

The restructuring additionally leads to frustration in reference to coordination of tasks and 

responsibility between nurses in the two units, AU and BB. Nurses at the AU were frustrated about 

the logistics of patients, which results in an increased number of patients waiting in AU. It was 

expected that nurses at the BB send patients home, if everything is fine. In contrast, the nurses 

experienced that patients are referred to AU, with, as they expressed it, no other purpose than waiting. 

More than one example was given, exemplified in the discussion below between the two nurses: 

 

“Yes but we get more and more to do. In the beginning, it was just this, and then, oh but can patients 

come at you, and then, oh but can patients come to you if they have infections, so now, patients are 

at us, and they wait” (Nurse 3) 

 

“I don’t know if they kick them out right away of that blood bank (laughs)” Nurse 4 

 

“No (laughs), but now it is like that, at they are at us, and then we take care of it, right…“ (Nurse 3) 

 

“That was not the original thought” (Nurse 4)  

 

One may assume, that there may be misunderstandings of referring objectives and coordination 

between the two units. Furthermore, the nurses explained that the ASCH and the overall treatment 

process represents high complexity and the process is unpredictable, causing coordination of the 

treatment process to become very challenging. The nurses explained that they also experienced 

waiting time issues, such as waiting for blood for a transfusion or for a physician, if the patients 

required one. It is only relevant if complications arise or if patients have questions that nurses are 

unable to answer. The nurses experienced no significant time difference between the two processes 

when patients had completed their harvest; it was around 3-4pm. Yet, one nurse explained, that she 

is in trouble, if she received the results of the harvest late afternoon, and physicians and secretaries 

have already left for the day in AU, which closes at 4pm.  
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Patients are trained to do self-management 

The nurses explained, that the innovation shifts the responsibility of disease management from nurses 

on the ward, which previously were in charge of the patients’ health under admission, to patients 

themselves. High expectations for self-management by patients are now fundamental to maintain high 

clinical safety. Stories of patients that exhibited poor compliance were mentioned.  

But the nurses explained that they in general experienced that patients are compliant and have the 

ability to independently master their own self-management. As exemplified in the below statement, 

the nurses were not concerned about patients being ambulatory and the increased risk of critical 

medical events: 

 

“… but most of them, they are decent to call and let us know. They realized it previously in their 

treatment process, that they should call, and that it cannot wait until tomorrow, it has to be now!”  

(Nurse 3) 

 

Nurses indicated, that patients previously in their treatment processes are trained and skilled in self-

management and self-care. Several examples given were regarding fever. When asking about 

injections, the nurses explained, that patients injected themselves at home before the restructuring as 

well, and that there were no concerns related to that procedure.  

Lower risk of hospital infections & improve mental health 

Reduction of admission days is additionally beneficial in relation to decrease the risk of hospital 

infections, the nurses explained. Generally, the nurses referred to the restructuring as a great benefit 

for the patients on several parameters, and especially on their general health conditions, which 

supports them going through the whole treatment process successfully: 

 

“And I actually think that it is [is better]! Because, they go through the treatment process better than 

they did previously. I think, that being at home as much as possible results, in better outperform when 

they go through the treatment, then if they were here. You know, mentally, I think it means incredibly 

much, that you are in your own home” (Nurse 3)  

Subset of nurses in the ambulatory 

The nurses experienced that the innovation supports the increased activity load at the unit, resulting 

in patients from other hospitals, waiting to get in ‘the right beds’ at Rigshospitalet can be offered a 
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bed. Unfortunately, the patients experience long waiting times and the waiting area is not always 

suitable for their health conditions. The activity of AHST patients treated in May is beyond last year’s 

total activity. Increased workload and a frantic work environment is experienced. Yet, capacity in the 

unit does not match the increased activity levels. Thus, no clinical events are experienced at the unit, 

or when patients are at home. Being ambulatory, also seems to support that more patients can go 

through a HDCT process. Patients are generally compliant, responsible and proficient in self-

management techniques. Additionally, nurses felt that an increased responsibility for self-treatment 

was a positive trend, and that decreases in admission days are beneficial for patients’ mental health 

and wellbeing.  

Nurses at the Bed Unit 

Coding of interviews with nurses at BU disclosed four identified themes: great interdisciplinary 

teamwork when assessing patient, patients are trained to be ambulatory, Mozobil is not yet home-

friendly and everyone benefits from harvest patients being at home. The themes will be elaborated in 

the following section. 

Great interdisciplinary teamwork when assessing patients 

Nurses’ workload related to patients going through ASCH has reduced, due to fewer ASCH patients 

present. The nurses stated that a new task given related to ASCH patients is an assessment of whether 

the patient is able to go ambulatory or not. At this point, the nurses find interdisciplinary collaboration 

extremely important and reported that they do that a lot and that they are great at it:  

 

”But I think, that we have a really great interdisciplinary teamwork, with great respect for each 

other’s fields and what we detect, particular between physicians and nurses, so I think, that they 

[physicians] are attentive all the way” (Nurse 1) 

 

The nurse explained, that nurses and physicians have respect for each other’s fields and listen to and 

acknowledge various concerns when assessing whether a patient is capable to go ambulatory or not. 

The great interdisciplinary individual assessment of patients contributes to clinical safety for patients 

being ambulatory, so only patients that are medically capable to undergo ambulatory care are 

permitted.  
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Patients are trained to be ambulatory 

According to the nurses, the majority of ASCH patients have been previously trained to perform self-

management in their prior treatment process. When asked if they were worried about patient being 

ambulatory, they replied that patients are used to it from other parts of their treatment and are 

therefore trained to do it.  

The nurses additionally noticed that patients are well versed in their training protocol because they 

are soundly informed and prepared for their ASCH. No anxieties or concerns for critical events are 

directly associated with ambulatory care. In reference to the injections, nurses outlined that patients 

independently administer injections, get help from relatives or receive help from home care nurses if 

required:  

 

“Then sometimes, then they have a relative who can give the injection or something. It always going 

to be solved, one way or another” (Nurse 1) 

 

This highlights that difficulties that may arise during ambulatory care will generally be well handled, 

especially since most patients have strong support networks from either family members or home-

care nurses who are readily available.   

Mozobil is not yet home-friendly 

Some patients need to take an additional injection called Mozobil, which is a medication that further 

stimulates the stem cell concentration so they can be ready for harvest. This injection is a bit more 

complicated to dose and administer and accordingly, the nurses were worried about whether patients 

should take this injection at home. One explained: 

 

“It is not pre-pre-drawn injections, Mozobil you have to draw up from capped vial, if you should take 

it at home. The other injections, they are pre-drawn injections, they are easy to use”  (Nurse 2) 

 

According to the nurses, Mozobil injections are not user-friendly, and this fuels doubt and concern 

about whether administering these injections independently at home is safe practice.   
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Everyone benefits from harvest patients being at home 

Nurses at the BU experienced no need for patients being at the BU during the ASCH. Thus, they 

described the patients as ‘waiting patients’ and as bored, which was a result of patients requiring no 

treatment while waiting for the harvest:   

 

“It was boring for them right, because it is all about getting started. They just wait to get ready, it is 

like, I talked with one patient the other day, who explained, that it was like being pregnant. You know 

the date of settlement, but nothing happens, and that is so frustrating.” (Nurse 1) 

 

The nurses additionally experienced that physicians at the ward also just waited for the patient to be 

ready, which adds fuel to the argument that the innovation benefits everyone, and that patients 

shouldn’t take up a bed if they do not immediately need treatment. The innovation then contributes 

to reducing patient and staff frustration and ensures a more clinically efficient process is adopted. 

Additionally, the nurses also explained, that patients being ambulatory is a win for the patients’ 

physical and mental wellbeing. 

Nurses explained, that being at home supports patients in better overall performance outcomes of the 

treatment by positively supporting their general health status and quality of life.  

Subset of nurses from bed unit 

A strong interdisciplinary work environment results in thorough multi-focal assessment of patients’ 

status of whether they are fit for ambulatory care. Nurses experienced patients as well informed and 

trained to employ self-management when being ambulatory. Thus, their main concerns are centered 

on whether patients should take Mozobil at home with no assistance from professionals. Lastly, they 

experienced that the frustrated, inefficient environment related to the unpredictable process that 

appears when patients are not present at ward.  

Physicians in Clinic of Blood Diseases 

Physicians are responsible for patients at the BU and the AU. They are not divided in two separate 

teams as the nurses are. The physicians’ position enables a comparative assessment of the 

rearrangement and the following four themes were identified in the interviews: Two places at once, 

crucial with well-informed patients, patient-data stays in one system and harvest patients shouldn’t 

be hospitalized. These will be elaborated below. 
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Two places at once 

The physicians experienced the restructuring stressful, because they have to be at two places at once, 

when having patients at the bed unit on one floor and patients at the ambulatory unit on another floor. 

One physician explained: 

 

”Until now, it has been - and hopefully this will change - but the physicians in charge for ward rounds 

also have responsible for the ambulatory unit, which is not appropriate, in the sense, that you have 

to be at two places at once” (Physician 2) 

 

Running from one floor to another and coordinating between two different nursing teams, is a 

stressful experience for physicians. Furthermore, the insufficient collaboration contributes to 

increased waiting time for patients.  

Crucial with well-informed patients 

As previously mentioned by nurses from the BU, physicians participate in screenings of whether 

patients are qualified for the ambulatory treatment. This is in order to secure safety, and the physicians 

claimed that well-informed patients are crucial for safety in order to react to fever while staying at 

home. Looking at the overall assessment, the physicians have no qualms related to the innovation, as 

long as patients are adequately informed and compliant: 

 

“(…) the clinical, I’m not worried about at all, no. As long as patients are well-informed and call us 

when doubts occur, that is really the most important thing” (Physician 2) 

 

Furthermore no general apprehensions or worries regarding compliance or self-management relating 

to the innovation were persistent among the physicians. 

Patient-data stay in one system 

The physicians explained, that the rearrangement has not affected their core tasks, only that they 

occasionally assess whether the patient can become ambulatory or not. However, physicians 

experienced that it is an administrative time-saver when patients are ambulatory, because they don’t 

have to upload and download data from one system to another:  
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“I would say that the medical effort isn’t that big, when it runs as ambulatory. Only when there are 

deviations from the plan, right, but otherwise it is much less than if they were hospitalized (…) it is 

definitely time saving” (Physician 2) 

 

Treating patients ambulatory is generally viewed as time saving by physicians, because there are 

several additional clinical procedures that arise when patients are hospitalized. 

Harvest patients shouldn’t be hospitalized 

Timesaving is not the only benefit experienced according to the physicians. Having patients at home 

and not at the hospital, decreases patients’ risk of hospital-acquired infections, which this particular 

patient group are susceptible to, due to decreased immune system functionality following 

chemotherapy and immunosuppressant drugs. One physician explained:  

 

“Of course they shouldn’t be hospitalized and lay in a bed and ‘enrich’ he or she with all sorts of 

things, which exist at a hospital ward, and then, they shouldn’t take up beds, because the other 

patients are knocking at the door, and have a greater need for the beds, right, so this is a really great 

idea” (Physician 2) 

 

The physician additionally explained, that while hospital-acquired infections pose one risk, another 

risk is that the patients don’t need the bed and ultimately open room for other more complex cases 

that are waiting in line care. 

Subset for physicians 

Physicians experienced the coordination between the two units as stressful, and it additionally 

increased waiting time for nurses and patients, particularly when physicians have to solve other tasks 

before they can be present in AU. On the other hand, they find it time saving that all data is now 

handled in a unified system, the ambulatory system. Physicians felt that patients were well informed 

and compliant, and had no issues relating to patients being ambulatory. They actually found it to be 

beneficial because the patients reduce their risk for hospital-acquired infections. 

Coordinators  

The following four themes were identified when interviewing treatment coordinators: Just in case 

bookings, challenging to deliver relevant information to patients, inconsistent information confuses 
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patients and increase the number of phone calls and no patient is forgotten. The themes will be 

elaborated in the following section. 

 

Coordinators’ main tasks involve collaboration with physicians in TEAM1 to coordinate patients’ 

treatment process, then to book the consultations in SP and deliver accurate information about 

treatment plan and -process to patients. The coordinators have composed folders with information of 

different treatments including the ASCH. The coordinators additionally answer phone calls from 

patients at day time related to all treatments processes. Besides from handing out information folders 

to patients, the coordinators create individual letters for each patient with specific information on date 

and time for consultation related to the ASCH procedures. 

‘Just in case bookings’ 

Previously, coordinators only made one booking for harvest patients for BU. Today, coordinators 

have to, due to the unpredictable treatment process, make several bookings in SP, in case the patients 

need consultations during the harvest process. One coordinator explains: 

 

“(…) But the way we book it now. First there is Friday, where we book two consultations, and then 

there is the booking of a secretary at the blood bank. Then they got 10 bookings for consultations in 

the harvest week” (Coordinator 1) 

 

Since it’s unclear when exactly the harvest will take place, the coordinators make five bookings in 

the BB and five bookings in the AU, nurses for 30 minutes and physicians for 20 minutes. This is 

devoid of knowledge of how many of the consultations are actually needed, which why they have 

been labeled as ‘just in case bookings’. What the coordinators know is, that the bookings in SP are 

made on a precaution basis, to ensure that patients appear on nurses’ and physicians’ patient lists. 

Having patients on a list avoids uncertainty about who has responsibility of the patient, if the patient 

shows up. As one coordinator explained, they do find it absurd making an excessive amount of 

bookings if they are not all used: 

 

“and then they have to be booked every day, so they know – and that is also totally absurd, I think – 

but, so the physician knows, the one having the semi-physician-list, that, perhaps this patient will 

show up. But it is so cumbersome! And it takes up so many appointments!” (Coordinator 1) 
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Challenging to deliver relevant information to patients 

Coordinators experienced that information is of high importance to the patients. They explained that 

patients wish to plan their lives according to their treatment and that they also mentally have to 

prepare themselves for challenging periods experienced during their various treatments regimes. This 

includes a multitude of side effects related to chemotherapy and stem cell transfusion. The 

coordinators underlined, that patients generally read the material and are well informed. Through the 

phone-calls received, they are aware that patients make use of SP to look at medicine lists and to 

follow consultations. Inconveniently, the ‘just in case bookings’, appears on the patient’s SP site. The 

bookings are not time specific and are more or less a ‘work document’ for the staff involved. That is 

it why, the coordinators make individual letters for ASCH patients, and tell them, that they should 

not care for information at SP. Unfortunately some patients are still using SP, which creates confusion 

and produces an increased workload for coordinators. One coordinator explained that she used to tell 

patients the following:  

 

“You shouldn’t care about it [SP], you shouldn’t care about the time, that’s what is a bit stupid about 

SP, because, if they [the patient] use SP, then they closely follow all the bookings, and that is a total 

mess. Having 14 bookings you have never heard about and don’t really know the content of, that must 

be frustrating” (Coordinator 2) 

Inconsistent information confuses patients and increase number of phone calls 

These bookings confuse patients, although the coordinators emphasize the importance of not looking 

at SP but to follow the individual letter with the correct information. Not all patients use SP, whom 

the coordinators categorized as the ‘easy patients’ because they get the right information and require 

less guidance afterwards. 

The coordinators were aware that manual work in the letters increases risk for generating mistakes, 

and especially in a busy environment, which they currently experience with increased patient activity. 

Transcribing is identified by the coordinators to be a potential threat for mistakes in the individual 

letters. Currently, they have no other options, since the correct information does not appear in SP. 

When taking the injections, dose information also fails to appear in SP, which is why the individual 

letter is so important for patients to follow. One coordinator explained: 

 

“Or which day they have to start the growth hormone injections, they can’t see that either in SP, they 

only got that information in the letter we send them, because you can’t add it in SP, because it is 
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something, the patients just do at home. Potentially, if the patient only look at SP, they will never 

start with the injections and would never be ready for the harvest” (Coordinator 2) 

 

The coordinator sympathized with patients about finding the treatment a bit confusing, and they too 

perceived it as complex. The coordinators were informed by a colleague that SP visits have increased 

by 40%, which they found to correlate with a significant increase in phone calls. 

No patient is forgotten 

Besides, the coordinators experienced that the innovation operates well, when asked about their 

overall assessment: 

 

“It works completely as it should. No one is forgotten, unless someone is not referred and if so, we 

haven’t heard anything about them” (Coordinator 2) 

 

No critical events, in terms of forgotten patients, were experienced among the coordinators in relation 

to the innovation.  

Subset for coordinators 

The coordinators experienced increased workloads related to the innovation, like the ‘just in case 

bookings”, which additionally leads to frustration among patients. The bookings are necessary to 

ensure patients’ appear on nurses’ and physicians’ lists. SP does not support information delivery, 

which is why coordinators spend time on creating individual letters for each patient. The individual 

letter is crucial for information delivery but is associated with increased risks for transcription errors. 

Importantly, no adverse events of patients being forgotten were experienced in relation to the 

innovation.   

Nurses in the Blood Bank  

Interviews and observations were conducted among nurses from BB. Disclosed themes in the data 

concern: Multiple factors result in a later start, lack of facilities disturb workflow and professional 

sparring, sharing of information between units and not experts in patients’ disease. 

 

To understand the themes identified in the interviews, a description of the facilities in the clinical 

room and external surroundings is fundamental. A short description follows, and diagrams can be 

referred to in Appendix 5: Observation notes and Appendix 6: Pictures of blood bank. There is no 
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waiting area at the reception or at the hall outside the clinical room at the BB. The clinical room is 

about 30-45 square meters. On the left side there is an office table with two computers. Two to three 

meters ahead is the first of the three beds, all arranged parallel along the windows. Cabinets, medical 

devices and equipment are located between the beds and around the room.  

Previously, nurses at the BB only received patients when they were ready for harvest, and therefore 

only handled the services related to the actual harvest, such as connecting the patients to necessary 

machines. The innovation leads to new tasks and this shift in workflow includes welcoming patients, 

taking blood samples and an assessment of whether the patient can go home or needs to be referred 

to the BB.  

Multiple factors result in a delayed start  

The nurses at the BB explained, that a few routines are the same as previously, which include paying 

a visit to patients at AU and informing them about the harvest process, however this now involves a 

bit more information because they are ambulatory, the nurses expressed. Furthermore, practical issues 

like provision of food and drinks are not possible in the BB, which the harvest patients should be 

informed of, so they don’t go hungry. 

Nurses from BB thereby inform patients about the process and how to prepare for it. Even though 

nurses experienced that patients are not always ready for the harvest when they show up Monday 

morning. Nurses explained, that they sometimes face challenges which can be time consuming and 

severely delay the process:   

 

“(…) today we do it [take blood samples]at 7.45 – 8am., depends on what time patients show up. 

Sometimes it can be later, if their CVK does not work, and we have to manipulate a bit, to make it 

work” (Nurse 2) 

 

“Or they have had fever the whole weekend and haven’t called the unit, then we have some issues we 

need to take care of before we can start the procedure” (Nurse 1) 

 

The nurses outlined that health conditions like fever and obstructed catheters cause delays. 

Furthermore, they noticed that patients show up even later than 7.45am, which should be the official 

meeting time for patients in the BB. Some of the challenges could be prevented, if patients during the 

weekend have called or previously visited the Hematology Clinic. Nurses experienced that patients 

do not always reliably call the Hematology Clinic when an issue arises. This means, that not only do 
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these issues impact the workflow in the morning for nurses, but sometimes they also need to involve 

physicians, which causes even more delays. 

Lack of waiting facilities disturbs workflow and professional sparring 

When the blood samples are taken, it is expected that the patients wait for the result somewhere 

outside the clinical room. Thus, nurses reported that patients often wait at the clinical room instead. 

 

“Unless their health conditions do not allow it, then we let them stay here with us. Or have to be 

isolated, as today” (Nurse 1) 

 

Some patients prefer staying at the clinical room, due to severe health conditions. When patients, and 

sometimes relatives, spend time in the clinical room, it creates a crowded work environment for the 

nurses, who also have their office in the same room. Having patients and relatives present in the 

clinical room, affects their work performance, because a large part of their work involves confidential 

information about other patients. Having patients waiting in the clinical room interrupts and often 

impedes professional interactions and confidential phone calls. 

Sharing of information between units 

The nurses are sometimes frustrated about a lack of information sharing with the AU and 

misunderstandings about responsibility. Nurses gave an example about a harvest patient with a multi-

resistant bacterium required isolation and extra disinfection, which they were not informed about. 

One nurse commented: 

 

“In that situation, it would have been nice if the hematology clinic had informed us, that is was an 

isolation patient” (Nurse 1) 

 

According to the nurses, lack of information sharing can lead to critical events, for example if a 

patient with multi-resistant bacterium is not isolated due to lack of information from the Hematology 

Clinic. In the same example, they additionally comment, that they felt uncomfortable about delivering 

such messages to the patients. According to the nurses, this should have been taken care of in the AU 

who knows the patients better.  
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Not experts in patients’ disease 

The nurses reported that they are not experts in the patients’ diseases they are therefore unable to 

answer the questions patients often have about their treatment plans:  

 

“(…) We are really good at the machines, and to take care of everything involved in the harvest 

procedure, but the treatment related to the hematology patient, that is something that relates to the 

hematology department (…) that knowledge I simply don’t have” (Nurse 2) 

 

Because they are not specialist in patients’ diseases, they have to refer patients to the AU to make 

sure, that they get the right answers. Some frustrations about the agreement exists, but the nurses 

additionally mentioned that if they are in doubt, they call the AU. 

Subset of nurses at the Blood Bank 

Nurses at BB experienced increased activity and workload after implementation of the innovation. 

Not all the new tasks are they capable of handling, like answering patients’ questions. They 

experienced that patients are not always compliant, which results in time consuming challenges. 

Additionally, the nurses experienced a lack in information and communication between them and 

AU, which again increases workload. 

The laboratory 

One observation and additional small talk with bio-analytics working in the Lab for stem cells, created 

data showing that no change was identified in relation to the innovation. Sometimes, due to the later 

start in the procedure, the bio-analytics froze the cells the following day, instead of the same day. 

They explained, that it did not have any impact on the final product. 

Summary of ‘Professional Quality’ 

Referring to the definition of professional quality, inconsistency among the professionals exists 

within a few areas. Professionals in TEAM1 and coordinators experience that patients generally are 

compliant, responsible and good at self-management, a contradiction to the examples given by nurses 

in BB. Nevertheless, no estimations are given, and nurses at BB have never previously handled these 

situations and may make it seem overwhelming. 

Critical events are only mentioned as potential risks at BB, due to a lack of information sharing. An 

understanding that BB started to use SP much later could indicate that the way of sharing information 
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differs in TEAM1 and BB, and the patient ends up as the ‘victim’. However, no critical events were 

reported. 

 

Coordinators describe SP as a challenging channel for information delivery, and they found it difficult 

to ensure that patients receive accurate and relevant information. Patients receive too much irrelevant 

information, which creates confusion. However, the bookings in SP are needed to maintain safety, 

and to assure that at least one nurse and physician is responsible for a patient, if needed.  

Important time for sparring and administrative tasks in BB is challenged when patients and relatives 

are present for extended periods of time. Facilities in BB and in AU’s waiting area are not equipped 

for the increased activity of these ambulatory patients and neither is the amount of staff at AU. On 

the other hand, patients not being hospitalized is identified to decrease risk of hospital induces 

infection. Upon consideration of the pros and cons of each case, the HCPs experiences of the 

innovation in terms of professional quality are assessed, maintained and stable. 

How does the innovation affect the use of resources? 

The following represents the findings contributing to the tenet of resources. The findings are based 

on patient interviews, observations and economic data handed out by the economics department. As 

explained in theoretical framework 3, resource utilization is reduced when assessing use of resources 

according to the criteria of Finsencentret (one step to the right in the resource-sequence Figure 1). 

The authors of the study find the following definition too simplistic; yet on the other hand find the 

seven steps in Porter’s measurement system too comprehensive and complex with the available data 

set. Steps of Porter’s costing system (Porter & Kaplan, 2011) will be used where possible and 

appropriately makes sense. Step 1-3 are elaborated in chapter 5 by presenting the concerned patient 

group consisting of MM and lymphoma patients with an exclusive focus on the ASCH. The objective 

of following calculation is to estimate if the innovation leads to an increase or decrease in resource 

utilization. The estimation is defined to the processes of ASTH mapped in Figure 12 and Figure 13, 

chapter 5. Throughout the calculation, findings will be compared with previous ASTH procedure 

mapped in Figure 10 and Figure 11.  

To conduct an accurate calculation and follow Porter’s steps 4-7 in the cost measurement system, 

other data collection methods would have been required, like observations and shadowing of HCP 

and patients. These methodological approaches were not possible to accomplish at the time of data 

collection. The cost calculation therefore relies on information provided by the economic department, 

alongside several observations. The authors experienced, that employees encounter great challenges 
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to make average estimations per patient regarding any task in question. Likewise, patients were 

cognitively constrained and couldn’t always separate the distinct hospitals visit from each other. As 

a consequence, the authors are limited to solely use elements for step 4-7 from CMS for the 

calculation of use of resources.  

 

First, an estimation of saved admission days and associated costs based on the economic data will be 

presented. A simple sensitivity analysis of the uncertain parameters of average admission days and 

percentage of patients who inevitably need hospitalization is performed. Supplementary to the 

economic data, qualitative data gathered by the phenomenology research approach contributes to the 

question of increase or decrease use of resources. The qualitative data is adding value to the estimation 

when mapping and describing each step in the processes, which permits a comparison of resource 

utilization in the former and the innovative process. Detection of additional increases or decreases in 

resources will be further investigated. At last, an overall assessment of how the innovation affects 

resource utilization is presented. The estimation is per patient, consistent with Porter’s perspective of 

cost related to each patient’s cycle of care. 

Estimation of saved cost related to saved admission days  

Based on data handed out by the economic department, the authors present an estimation of saved 

cost related to saved admission days generated by the innovation. The estimation is based on 

admissions days and related cost for the group of ASCH patients in 2017.  

Total activity 

First, Table 5 provides a short presentation of the activity of harvest patients from 2015 to 2018. Data 

from 2018 presents patients going through ASCH process in the timespan from January 1st to June 

19th, and the last column, ‘2018Amb’, indicates the number of patients going through the ambulatory 

process in the timespan from February 23rd to June 19th. From the 45 patients going through an ASCH 

in 2018, 29 were ambulatory patients. The last row in the table presents the average number of patients 

going through ASCH treatment, with the objectives to compare the yearly activity for previous year 

with activity in 2018. To estimate the average, the total number of activity is divided with the total 

number of months, which is 12 months per year. 
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Table 5 - ASCH activity per year in TEAM1 

Year 2015 2016 2017 2018 2018Amb 

Number of patients completing an ASCH 

treatment, per year 
69 51 36 45  

Total number of patients completing an 

ambulatory ASCH treatment 
    29 

Average number of ASCH patients, per month  5,75 4,25 3,00 7,99 7,44 

 

Table 5 shows a decrease in the number of ASCH activity (average 4.25 per month) in 2016 compared 

with 2015 (average 5.75 patients per month), and an even greater decrease when comparing 2015 

with activity in 2017 (average 3 patients per month). In the interviews, HCP have mentioned a 

restructuring in the units a few years ago, which could influence the activity. Another reason, which 

is known to have influenced the productivity at Rigshospitalet in general, is the implementation of 

SP. The implementation began in November 2016 and resulted in a reduction in activity in many 

other oncology departments at Rigshospitalet in 2017 (RegionH, 2018; Politiken, 2017), and it may 

be implied that this may impact TEAM1 as well.  

When comparing ASCH activity in 2017 with the activity in 2018 (average 7,88 patient per month), 

the activity has increased more than two-fold. Examining the yearly activity, the level in 2018 has 

surpassed previous years by treating 45 in about half a year, compared with the total number of 36 

patients in 2017. The increased activity is coupled with the increased workload experienced by HCP. 

The monthly average number of patients going through ASCH outperforms also the average activity 

in 2015 so far. Currently, it is not possible to conclude, whether the identified average activity for 

2018 will remain that high, since activity in TEAM1 decreases in the summer months (June, July and 

August) due to summer holidays. This is information given by fieldwork and the project group.  

Saved admission days 

Anonymous data of 32 out of 36 patients completing ASCH treatment in 2017 was provided as a part 

of the economic data. Summarizing admission days for the 32 patients presented a total of 104 

admissions days. Dividing total admission days with number of patients gives an average of 3.25 

admission days per patient. This is illustrated in Table 6 – saved admission days.  

 



 

 80 

Table 6 - Saved admission days 

  

Total 

number 

of 

patients 

Total number 

of admission 

days 

Average 

admission 

days, per 

patient 

Unavoidable 

admissions in 

percentages 

Total of non-

saved 

admission days 

Total of 

saved 

admission 

days 

ASCH 

admissions in 

2017 

32 104 3.25    

Estimated 

saved 

admissions in 

2018 

29 94.25  25% 23.56 70.69 

 

The average admission day rate for patients in 2017 is used for estimating saved admission days 

created by ASCH patients being ambulatory in 2018. The number of average admission days in 2017 

is multiplied with the total number of ambulatory ASCH patients, which results in a total number of 

94.25 estimated admission days.  

 

Members of the project group specified information regarding an unavoidable admission rate of 25%. 

Non-saved admissions days therefore represent 23.56 days, which are subtracted from the estimated 

total number of admissions, to finally conclude that the ambulatory treatment process so far, based 

on 29 patients, has saved a total number of 70.69 admission days.  

Investigating at the data set from 2017, two outliers were identified, representing 8 and 9 admission 

days, respectively. Inclusions of outliers were selected, after estimating how the outliers influence 

the final outcome and the unavoidable admission days presented by the project group. Table 7 

represents the calculations. First, total admission days in 2017 were calculated without outliers and 

resulted in a total number of 87 admission days and an average of 2.9 admission days per patient.  

The percentage decrease in admissions days was estimated by dividing total admission days in 2017 

with total admission days without outliers and subtracted by 1. Some procedures were done with 

average admission days. This resulted in a total decrease of 20% in admission days.  

 
Table 7 - Outliers influence on non-saved admission days 
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Total number 

of patients 

Total number of 

admission days 

Average 

admission 

days, per 

patient 

Total decrease 

in admission 

days, in 

percentages 

Total 

decrease in 

average 

admission 

days, per 

patient 

Total admission days in 

2017 
32 104 3.25   

Total admission days in 

2017, without identified 

outliers*  

30 87 2.9   

Total change in 

admission days without 

outliers, in percentage 

   20% 12% 

* Two outliers are identified having respectively 8 and 9 admission days 

 

Assuming, that the two outlier-prolonged admissions were caused by complications and therefore 

were unavoidable, the assumption of a total of 25% unavoidable admission days reported by the 

project group may seem reasonable.  

Qualitative data indicates, that length of ASCH and complications during the ASCH treatment is 

unpredictable. A sensitivity analysis of the uncertain parameters of average admission days and 

percentage of unavoidable admission is presented. Table 8 illustrates the sensitivity analysis. 

 
Table 8 - Sensitivity analysis 

  
Average admission days 

 
70,7 1.25 2.25 3.25 4.25 5.25 

% share of 

non-avoidable 

admission days 

35% 23.56 42.41 61.26 80.11 98.96 

30% 25.38 45.68 65.98 86.28 106.58 

25% 27.19 48.94 70.69 92.44 114.19 

20% 29.00 52.20 75.40 98.60 121.80 

15% 30.81 55.46 80.11 104.76 129.41 
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In the center of the sensitivity analysis Table 8, an estimation of 70.69 saved admission days used for 

further calculation. The estimation is based on an average of 3.25 admission days and a %-share of 

25 unavoidable admission days. The sensitivity analysis demonstrates that an increase in number of 

average admission days will resultantly cause an increase in number of saved admission days. On the 

contrary, a decrease in %-share of non-avoidable admission days will additionally result in increased 

number of saved admission days. The calculation of saved admission days is illustrated to be sensitive 

to changes in the uncertain parameters of average length of admission days and %-share of 

unavoidable admission days.  

Saved bed cost per ambulatory ASCH patient 

Knowing the average number of admission days per patient is fundamental for the estimation of saved 

bed cost per patient. Since it is practically impossible to save 70.69 admission days, saved admission 

days for further use in the calculation is rounded down to 70.  

Average bed cost per ASCH patient in 2017, was known as 20,069 DKK presented in the economic 

data. Bed cost simply refers to cost of general procedures related to bed admissions and not 

procedures related to the ASCH. With the assumption of average admission days equals the 3.25, 

average bed cost per day were estimated by dividing 20,069 DKK with 3.25 days. An average of 

6,175 DKK bed cost per day, was multiplied by the total of 70 saved admission days. Saved cost per 

ambulatory ASCH patient was calculated by dividing the total saved cost for 70 admission days, 

432,255.38 DKK, with the 29 ambulatory patients, result in a saved bed cost of 14,905.36 per 

ambulatory patient. The calculation is presented in Table 9. 
 

Table 9 - Estimation of bed cost saved per ambulatory patient in DKK 

 

Average bed cost, per patient (2017)                          20,069.00      

Average bed cost, per day                             6,175.08      

Bed cost saved on 70 saved admission days                       432,255.38      

Saved bed cost per ambulatory patient, per patient                           14,905.36      
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The innovations effect on resource utilization separate from bed cost 

Observations and interviews indicate that the use of resources does not exclusively refer to bed cost. 

The restructuring derived by the innovation affects workflow and procedures relevant to include in 

the estimation of use of resources related to the ASCH treatment process. In Table 10 below, ‘Increase 

or decrease in resource utilization derived from the innovation’ indicates that further investigation of 

use of resources was needed.  

 
Table 10 - Experienced increase or decrease of use of resources derived of the innovation 

 Employee Decrease in use of resources Increase in use of resources 

Nurses at AU 
 

workload 

Nurses at BU workload 
 

Coordinators  workload 

Physicians administrative work 
 

Bio-analytics 
 

workload 

Nurses at BB 
 

workload 

  

Identifying a need for further investigation for use of resources derived by the innovation, and 

inspired by step 4-7 in Porters CMS, each process of the two ASCH treatment processes was mapped 

and subsequently compared.  

Comparing use of resources is a method chosen for easy identification of whether the innovation 

adds, saves or maintains resource consumption, when excluding bed costs. With the limitation of not 

having accurate data on resources related to each process step in any of the ASCH processes, 

comparison by use of qualitative data conducted in interviews, observations and meetings, was 

identified as the best solution with the available data.  

 

Several assumptions in the comparison were made. First, any task solved by an employee with same 

title independent of unit, such as a nurse from BB and nurse from BU, is assumed to equalize in terms 

of use of resources and have the same hourly rate. Additionally, the process step with transfusions 

will not be included in the comparison, since patients’ need for transfusions are independent of 

restructuring and the service is handled by a nurse. Secondly, medical treatment processes are often 

complex and difficult to generalize due to individual factors influencing outcomes. This concept is 
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described by Lipsitz (2012) complex system interacting nonlinearly over multiple scales and 

consequently may produce unanticipated outcomes. Third, HCP reported that patients will encounter 

decreased risk of infections during ambulatory treatment. Findings by Borras et al. (2001) asserted in 

their study of home-based chemotherapy, do not increase use of care services. Since there is no 

quantitative evidence of reduction, it is assumed that patients’ medical condition and use of care 

services is similar, and accordingly, use of additional medical services are excluded for the 

comparison. The comparisons are then primarily based on the use of resources related to employees.  

 

The comparison of the former process, where patients were hospitalized according to Figure 10 and 

Figure 11, and the innovation, where patients go ambulatory according to Figure 12 and Figure 13, 

is presented in Table 11 - Comparison of use of resources.   

 
Table 11 - Comparison of use of resources 
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Table 11 - Comparison of use of resources maps process step of each ASCH procedure and line each 

step up against each other in order to compare. Each process step is colored by an impact color. The 

green color indicates saved resources, blue indicates same use of resources and finally orange 

indicates an increased use of resources. Additional descriptions for identified impact on resources are 

presented in the far right column of the table.  

 

As a result, a detailed overview of increase and decrease in use of resources derived by the innovation 

can be conducted – see Table 12 - Increase or decrease in use of resources divided on employees 

below. Process steps identified as being stable are excluded in further calculation, presuming that the 

steps equalize each other.  

  



 

 87 

Table 12 - Increase or decrease in use of resources divided on employees 

Employee 

Decrease in 

use of 

resources 

Increase in 

use of 

resources 

Description of resources 

Nurses at AU 

 

workload 

- Nurses spend on average 1 hour per ambulatory 

patient visit 

- Waiting time derived from communication 

challenges with physicians 

Nurses at BU workload  
- Decreased workload of ASCH patients 

Coordinators  workload 

- Increase workload related to ambulatory bookings in 

SP which additional increase if change in treatment 

plans occurs 

- Increase in SP visits and phone calls 

Physicians workload  
- Saved administrative workload derived by 

eliminating relocation of data between systems 

Bio-analytics 

 

workload 

- Analyzing blood samples individually and not in 

batches decrease efficiency 

- Working overtime can be required when start time 

for ASCH process is postponed 

Nurses at BB  workload 

- Blood sample are more time consuming that 

previously e.g. patients have fewer or clotted CVK 

and assessment of they need to visit AU 

- Increase in patient activity derived by blood samples 

and patients using BB as waiting area, disturb the 

nurses’ workflow and productivity 

Carrier 
workload 

 

- No transport needed relocating when patients are 

ambulatory 

Secretaries 
 

workload - Increase number of visits in AU 

 

After identifying which processes influence use of resources, time allocation and hourly rate for each 

employee can be added, then the total sum of resources can be calculated.  

Time allocation is based on assumptions derived from the qualitative data set. Thus, time allocation 

for nurses in BB requires further estimation, since the nurses experienced a great variety between the 
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number of hours being disturb depended on whether patients wait in or outside the BB. Estimation of 

time-allocation for nurses in BB divided by patients waiting inside or outside BB will be presented 

below.  

In the former procedure, when patients waiting in their beds at BU for results of the blood samples, 

nurses at BU were not disrupted in their workflow, in contrast, they actually could take time for a 

break because ASCH patients were ‘easy patients’ and demanded little care. 

Additional resources are therefore argued for being added when patients wait in the ambulatory unit 

and for challenges related for taking the blood sample, as a result of changing of preparation day from 

Sunday, the day before, to Friday, which is three days before first harvest attempt.    

Observation notes and interviews in the BB generated data for following estimation of patients’ time 

consumption in BB derived by the innovation. Estimation is divided into patient type, identified as 

waiting inside or outside BB, and if the patient will be harvested or not. The former procedure is 

presented, where nurses only handle the apheresis. Apheresis can vary from 3 to 5 hours, depending 

on the patient and if one more harvests the following day is needed. An average of 4 hours will be 

used for the calculation. Figure 14 presents time consumption per patient visit in BB.   

 
Figure 14 - Time consumption in the BB per patient visit 

 
 

The figure indicates that patients in general spend more time in BB after implementing the innovation. 

Previously, patients on average only spend 4 hours in BB when they were ready for harvest. The 

above figure illustrates that patient visits, for patients waiting outside BB, it takes 15 minutes if they 

are not ready for harvest, and the total hours for the day is 4 hours and 15 minutes if they are ready. 

0 1 2 3 4 5 6

Former process

No harvest, patient waits in BB

Harvest, patient waits in BB

No harvest waits outside BB

Harvest waits outside BB

Time consumption in the blood bank per patient 
visit
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Patients that wait in BB spend 1 hour and 15 minutes per visit if they are not ready for harvest, and 

in total 5 hours and 15 minutes for a day if they are ready for harvest.  

 

The previous calculation of an average of 3.25 admission days, can be used to calculate the average 

length of ASCH harvest and then how much the two different types of patients impact use of 

resources. Thus, the estimated average of 3.25 admission days is based on data from the former 

procedure, which includes Sunday as mapped in Figure 10 representing the old procedure. This extra 

admission day must be excluded, if the objective is to estimate the average length of harvest among 

ambulatory patients. Average length of harvest for ambulatory patients is therefore estimated by:  

 

	78&,#9&	1&'9ℎ$	45	#.;%((%4'	.#2(	%'	2017 − A0'.#2
= #8&,#9&	1&'9ℎ$	45	ℎ#,8&($	54,	#;C01#$4,2	+#$%&'$( 

 

3.25 − 1 = 2.25	.#2( 

The average length of harvest is 2.25 days. In practice, it is insufficient not to calculate with whole 

days, either you visit the BB or not, why average visits are rounded down to two visits, consisting of 

one visit not being harvested and one visit being harvested. An average total time spend in the BB 

per ASCH patient, is respectively 4 hours and 30 minutes for patients waiting in BB and 6 hours and 

30 minutes for patients waiting in BB. The results are presented in Figure 15. 

Figure 15 - Average of total hours spent in the BB per patient 

 
 

The actual number of patients waiting in or outside BB is unknown. However, the estimates reveal 

that nurses in BB experienced on average 30 minutes or 2 hours and 30 minutes extra activity 

respectively, of disturbance in workflow per ASCH patient.  

0 1 2 3 4 5 6 7

Former process

patient waits in BB

patient waits outside BB

Average of total hours spent in the blood 
bank per patient 
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Time-allocation for each identified task as increased or decreased of use of resources is now known, 

and can be multiplied with the respective employees’ hourly rate, for calculation of total sum of 

resources per patient. Hourly rate is handed out or based on information on monthly rates from ‘ug.dk’ 

(UG, 2016); these are marked with a ‘*’. Two calculations are presented divided into patients waiting 

in- or outside BB, and is presented in Table 13 - Use of resources and cost per ASCH patient, 

exclusive bed cost excel sheet. 

 
Table 13 - Use of resources and cost per ASCH patient, exclusive bed cost excel sheet 
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Table 13 presents the results of an increase of 498.13 DKK per ASCH patient, when waiting outside 

BB, and respectively an increase in 1.036,13 DKK per ASCH patient, when waiting in BB.  

Summary of ‘Resources’ 

Inspired by Porter’s CMS system for calculations of costs the analysis of resources identified a total 

cost saving of saved admission days by 14,905.46 DKK per patient. An additional increase of 

resources was indicated and estimated presenting respectively 498.13 DKK per ASCH patient, when 

waiting outside BB, and respectively an increase in 1,036.13 DKK per ASCH patient, when waiting 

in BB.  

This result in a total decrease of respectively 14,407.23 DKK or 13,869.23 DKK, and an average 

decrease of 14,138.23 DKK per ambulatory ASCH patient, when comparing saved admissions in bed 

cost and comparative increase and decrease in use of resources with the former treatment process.  

 
Table 14 - Saved cost per ambulatory ASCH patient in DKK 

Saved cost per ambulatory ASCH patient in DKK 

Patient waits outside BB 14,407.23 

Patient waits in BB 13,869.23 

Average saved cost per patient 14,138.23 

 
The current summary indicates that when looking exclusively at the innovation and estimate the 

average saved cost per ASCH patient the innovation reduces use of resources. The utilization of 

resources is illustrated in Figure 16 below. The figure shows, that bed cost decrease and ambulatory 

cost and cost in BU increase. If Finsencentret only measured resources within own center, resources 

related to the BB is not included and the cost and bias the findings.   

 

This is illustrated in Figure 16 – Waterfall breakdown of costs comparing old and innovative 

treatment procedures. 
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Figure 16 – Waterfall breakdown of costs comparing old and innovative treatment procedures 

 
  

FC does not consider costs 
outside its own center, and 
does therefore not take into 
account the costs occurred 
at the blood bank

ILLUSTRATIVE
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Conclusion - How does the VBM-pilot project at TEAM1 contribute to value-creation in terms 

of ‘patient experienced quality’, ‘professional quality’ and ‘use of resources’ 

 

The overall conclusion is measuring value based on Porter’s value equation as mentioned in the 

operational approach. The conclusion of this RQ1 analyzes shows that patient experienced quality 

has increased, professional quality is stable and resources decrease. The following shows the equation 

of the three parameters and the result of the equation discloses an increase value creation.  

 
("#$%&'$	&*+&,%&'-&.	/0#1%$2	%'-,&#(&	 + 	+,45&((%4'#1		/0#1%$2	%(	($#C1&)

,&(40,-&(	.&-,&#(&  

 

= $ℎ&	%''48#$%4'	-,&#$&(	8#10& 

 

This means, that the VBM project represents an increase in value. The result is an isolated measure, 

why the value creation is concerned with this particular innovation with its actors involved and the 

patients’ cycle of care inside Finsencentret.  
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7. Analysis & Findings of Research Question 2  
An analysis of the implementation process with use of the IIM model is required to answer RQ2. This 

analysis is a bottom-up research of the mechanisms of implementation behavior between the 

managerial, HCP and patients. The analysis does not represent of all of variables in Winter’s IIM as 

described in the theoretical framework in chapter 3, since the description of policy formulation and 

policy-design is presented in chapter 1 and an introduction of the case, together with the inter-

organizational and organizational variables. The dependent variable in the analysis is the findings 

identified in the analysis of RQ1, which presented that the VBM pilot project creates value by increase 

patient experience quality, maintains professional quality and saves resources. 

 

The structure of the analysis begins with an evaluation of the managerial steering tools and 

implementation strategy based on data generated from fieldwork and internal data sources. The 

analytical core of this approach is robustly supported by interviews from the hybrid management, 

HCP and patients, and the dependent variable is the level of performance achieved. As suggested by 

Winter & Nielsen (2008), implementation outcomes should not exclusively be presented in 

performances and accordingly, findings related to outcomes will be presented in the end. 

Managerial level: The project group for the VBM pilot project 

A single project group was responsible for the project description, implementation and evaluation of 

the VBM project. The project group consists of five members with various responsibilities, 

experiences and educational backgrounds: The head of the Hematology Clinic, the executive head 

nurse in the Hematology Clinic, a VBM project manager, a consulting physician (CP) and a head 

nurse (TEAM1).  

 

As required by Finsencentret, the project group created the VBM project description, which includes 

an implementation plan and identification of relevant indicators within each of three parameters. The 

core responsibility for implementation of the VBM-project, was delegated to the CP, whom became 

the facilitator of the VBM pilot project at TEAM1. The CP was additionally identified as a hybrid 

manager with daily tasks on the floor as physicians and as an administrative task as manager of 

TEAM1. The hybrid managerial position within this setting performs a strategic knowledge-

brokering role, hailing significant strategic importance, creating a link between professional frontline 

and managerial domains. The project group developed an implementation plan and steering 
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instruments for evaluative purposes, which will be presented below. Moreover, the complex 

contextual interactions involved in the hybrid-managerial diffusion strategy will also be critically 

analyzed, particularly in reference to the influential capacity such method has on implementation 

policy and professional practice.    

The Implementation plan of the VBM pilot project:  

The CP pioneered the restructuring of ASCH patients to the ambulatory unit. To ensure that the 

innovation was supported, the CP presented the idea to the other physicians in TEAM1. Preparation 

for the implementation started even before the original implementation plan described in the project 

description (TEAM1). It was explained by the CP, that if the physicians were not in full support of 

the idea, the innovation will fail to diffuse. The CP was aware of the physicians’ influential role in 

the implementation process, hence why she strategically presented the idea to the other physicians 

with the objective to get them on board, evoke shared-decision making and secure the successful 

implementation of the innovation. 

 

The implementation began in late 2017, illustrated in Figure 17 (implementation timeline for the 

innovation). VBM pilot projects at Finsencentret should exclusively take place within Finsencentret, 

which identified in the process mapping, was exceeded when involving BB in the project, which is 

located in Diagnostic Centre at Rigshospitalet. To minimize implementation barriers, an initial 

meeting with the responsible CP from BB was executed with the objective to create a joint VIP3 and 

accordingly creates allowance for cross-departmental collaboration. The next step in December was 

to provide information to nurses at AU and BU about the new process. In early February 2018 

procedural training began in TEAM1 and physicians were presented the process and invited to 

participate in the training. On February the 19th, nurses from BB visited AU and received specialized 

training on how to register transfusions and operate in SP. SP was later enrolled in Rigshospitalet 

2016 (region, 2018), but BB was not involved in the first enrolment of the system and thus, 

appropriate training was needed. Before going live with the VBM pilot project, secretaries and 

treatment coordinators were informed about the new processes. An influenza-epidemic struck 

Denmark in February 2018 and resulted in overcrowding and an increased need for beds at BU and 

pushed forward the launch. As a result, on Friday the 23rd of February, the first ambulatory ASCH 

                                                        
3 VIP stands for ”Vejledninger, Instrukser og Politikker” (Guidelines, Instructions and policies), and is a 
description of the treatment accessible for every HCP employed at the hospital. 
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patient went through the new innovation process and in March they increased activity levels to up to 

three ASCH patients at a time.  

 

 

 

 

 

 

 

 

 

 

 
 

The implementation method was based on the Plan-Do-Study-Act model, widely use within the 

Danish health care sector in the last 30 years (SST, 2014). According to the implementation model, 

the first step is planning before the going live with only one or few participants. The following steps 

consist of study complications experienced and act by making improvements (ibid.). For this VBM 

pilot project, one patient at a time was planned to go ambulatory. The next step was to evaluate the 

enrolment and act on identified implications before the activity level of number of participants’ 

increases. According to the CP the VBM pilot project was at the time for data collection in the Do 

phase, why only one patient was supposed to be ambulatory. However, as a result of the flu-epidemic 

the implementation process overruled the Study and Act phase before more patients went ambulatory. 

The slow start recommended by the implementation model was therefore ignored, due to the 

circumstances.   

 

Steering instrument 

For the VBM pilot project steering tools were developed. These consist of a VIP and indicators for 

monitoring and evaluating the VBM pilot project.  

Timeline of implementation
(Source: Project document elaborated by the project group)

First patient 
begin the
ambulatory
process

November
2017

May 
3rd

December 
2017

February 22 
2018

February 9 
2018

February 5-23 
2018

December 
2017

February 8 
2018

February 19 
2018

February 23 
2018

Information 
meeting with 
secretaries 
and 
treatment 
coordinators

Nurses at 
blood bank 
receive 
training at 
ambulatory 
for training 
about 
registrations 
of 
transfusions 
in SP

Information 
meeting with 
physicians in 
TEAM1

Information
meeting
with nurses 
in TEAM1

Training of 
staff in 
TEAM1

Informing 
nurses in
TEAM1 and
from the
blood bank
about the
innovation

Elaboration 
of a joint VIP

First meeting 
with the 
consulting 
physician in 
the  blood 
bank

Figure 17 - Implementation timeline for the innovation 
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VIP 

In Danish hospitals VIP’s are created, with the objectives to specify tasks for a specific treatment 

process. VIP for ambulatory ASCH treatment process was created in collaboration with the CP from 

the BB and can be used as a “contract” between the two departments, which is expected to be accepted 

and adhered to by every HCP. 

 

Delivery of healthcare services is a complex field, and HCP adopt discretion to optimize results in 

any given situations, which the VIP may not always account for. Monitoring if HCP act according to 

the policy in patient interactions when executing discretion is challenging and one example could be 

if HCP convince patients whether they should go ambulatory or not, ultimately impacting the 

admission status of patients. 

Indicators 

The indicators within the three parameters developed by the project are presented in below Table 15 

- Indicators for the VBM-pilot project.  

Hand out patient questionnaires, created by the project group, will assess indicators from 1 to 4. The 

authors of this master thesis supported the creation of the questionnaires and additionally modified 

formulations for some of the indicators as a result. As mentioned, these questionnaires were not 

included in this study due to invalidity. Indicators from 5 to 9 would be assessed by data generated 

and downloaded from SP4 by the project group.  

With no additional resources allocated for the implementation, it was not possible to validate the 

measurements of the indicators in advance besides the pilot test of questionnaires made by the 

authors.  

  

                                                        
4 Unfortunately, TEAM1 wasn’t able to process the data for use in this MT 
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Table 15 - Indicators for the VBM-pilot project 

Indicators for the VBM-pilot project at TEAM1 

Patient experienced 

quality 

1. Waited and welcomed at the blood bank 

2. Informed about the ambulatory treatment process of 

autologous stem cell harvest 

Professional quality 

3. Patient receives transfusion when needed 

4. Patients with fever at home, immediately contacts 

Team 1 

5. No critical events caused by growth hormone 

administration5 

6. Successful harvest product 

Resources 

7. Hospital days saved 

8. Usage of Mozobil6 

9. Number of transfusions in the blood bank (2024) 

 

Subset 

The CP identified physicians as important stakeholders in the implementation process and included 

physicians in the preliminary implementation phase. The CP from the BB was included in the 

development of the VIP with an objective to secure successful cross-departmental collaboration. The 

flu-epidemic pushed forward the start date for enrolment and the slow start recommended in the 

implementation model used was skipped. The steering instruments developed by the project group 

consist of a VIP and indicators for measuring the effects. High expectations were associated with 

HCP act align with the VIP. However, the VIP has no control over if HCPs actions align the VIP in 

the execution of discretion. The indicators are not properly validated, and the final measurement 

outcomes on these parameters are doubtful with regard to their usefulness.  

                                                        
5 Growth hormone injections are taken by patients to increase the concentration of stem cells with the objective to get 
the patient ready for the harvest.  
6 Mozobil is an expensive growth hormone injection with the objective to increase the stem cell concentration if the 
traditional and less expensive growth hormone injection does not perform.  
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The facilitator of the implementation 

The CP was identified in the position as inventor and chief facilitator for the implementation in 

TEAM1 and the Hematology Clinic. The CP contributes to the department as a consulting physician 

delivering care directly to the patients, the CP also imposes a position as street-level bureaucrat. As 

a result of the complexity of the CP’s hybrid manager position, the analysis strategy of Braun and 

Clarke’s (2006) of qualitative data was employed to analyze the CP behavior within the 

implementation process. The objective with the analysis is to support the authors’ bottom-up 

perspective for the implementation analysis and identify how the facilitator’s behavior contributes to 

the implementation process.  

 

During the coding of the data, two contrasting behaviors were identified for respectively the 

innovation and VBM as a policy. The identified themes are therefore divided into these two categories 

as presented in Table 16 - themes identified for the consultant physician below. 

 
Table 16 - Themes identified for the consultant physician 

Consultant physician behavior to the 

innovation 

Consultant physician behavior to the 

VBM policy 

Time is crucial for innovations to become 

reality 

Align with the departments core strategy 

Holistic view of what is best for patients 

Flu-epidemic sped up implementation 

process 

Imbalance in workload justifies 

outsourcing of tasks to other units 

Unambitious implementation plan 

What is the news?  

VBM is a theory not ready for 

implementation 

 

 

The following represents two separate analyses of the CP’s behavior to respectively the innovation 

and the VBM policy.  
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Consultant physician’s behavior to the innovation 

The following part represents the analysis and findings related to the CP’s behavior according to the 

innovation, the rearrangement of process flow from hospitalization to ambulatory for ASCH patients 

in TEAM1.  

Time is crucial for innovations to become reality 

The CP explained, that she had the idea for relocating ASCH patients to ambulatory unit for quite a 

while, when asked about why she came up with it at the time of VBM, she answered:  

 

“(…)The decision for this idea to became reality…I actually think, that is was because I had time in 

my calendar. That I had the time to it. Time to do something about it. Because, I have been thinking 

about is for a long time (…)” (CP) 

 

The CP’s answer indicates that having an innovative mindset is not enough to also being able to bring 

her clever ideas into reality. Having time to organize and facilitate the ideas, within her already busy 

time schedule, was crucial for transforming the innovative idea into a reality.  

Align with the departments core strategy 

The CP is responsible for the whole process of HDCT, which includes the treatment process of 

ASCH. The implementation of the innovation was according to the CP a necessity to utilize the use 

of resources in TEAM1, why she brought up her idea. The CP explains, is as follows:   

 

“(…) We simply needed to find a solution for, how we could get the right patients in the beds, and 

not the healthy patients, who just waited for the harvest. That was the reason (…)” (CP) 

 

The CP mentioned the pressure of scarce resources, which forced her to carefully examine how she 

could place the ‘right’ patients in the beds. The institutional conditions of scarce resources and high 

expectations for utilization of these resources, was in this situation converging pressures. It forced 

the group to act on the existing issue of healthy patients taking up beds for sick patients, and thereby 

attempt to allign the institution’s and the patient’s expectations. The CP outlined that she was not the 

only one who held this perception of the innovation:   
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“(…) Furthermore, we have had the strategy for many years in this unit, that we believe, that if you 

are not sick, more than normal sick, then you are better off by staying at home. You eat better, sleep 

is improved, exercise more, and they still get their treatment. So that was the strategy behind that. 

That was why I came up with it” (CP) 

 

This indicates, that relocating healthy patients to the AU, was aligned with the staff and the 

department’s perception of utilization of resources. The innovation thereby complies with the 

department’s core strategy, hence why the project group was on board and supported the idea. 

Holistic view of what is best for patients 

Alignment with the core strategy of the unit and utilize resources, was not the CP’s core driver for 

the innovation, which she explains: 

 

“(…) But for me personally, the driver it what creates better outcomes for patients, makes it smarter 

for patients and that the professionalism maintains or improves. I don’t care about if we save 

resources (…)” (CP) 

 

The statement shows, that the motivation for optimizing the ASCH process was to improve outcomes 

for patients. The statement also indicates that the CP’s holistic perspective on what is best for patients’ 

acts to improve utilization of resources and may have been vital for gaining support. When discussing 

what was best for patients, the CP explained what is best for patients at the Hematology Clinic in 

general. She explained how the patient experienced quality not only concerns harvest patients, but 

also the patient withdrawn to the free beds in the clinic due to the innovation, where they belong. She 

further expressed:  

 

“So, in that sense, patient experienced quality is seen as a cohort. That has been the main argument 

for this innovation, that we could draw back some of our own patients. We haven’t closed any beds, 

so no resources saved, only withdrawal of complex patients” (CP) 

 

This statement shows, that the CP has a holistic approach to what is best for patients in broad 

consideration of the whole Hematology Clinic. Her general objective with the innovation is to solve 

capacity issues related patients that she previously had no capacity for and therefor these patients 

received incorrect treatment.  
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Flu-epidemic sped up the implementation process 

Before launching the VBM project, the CP had informed physicians and nurses about the upcoming 

rearrangement, and they had informed patients as well. Normally, they make use of the 

implementation model plan-do-study-act, starting with one or two patients at a time, and slowly 

increasing the activity level after gaining experience form the first patients. However, shortly after 

the implementation process began, a flu-epidemic hit Denmark and resulted in a burdensome influx 

of severely ill patients requiring treatment in wards across the country. The institutional pressure of 

high expectations and no extra relocation of resources influenced the implementation process for new 

ambulatory ASCH treatment according to the CP: 

 

“(…) Maybe we should have taken few patients at a time and tried it off. But we had flu-epidemic and 

NO beds! That’s why I end up saying, ‘let’s go all in!’ We didn’t just take one and tried it off, and 

then adjusted the process, which would have been the preferred way of doing it (…) (CP) 

 

The statement shows, that the motivation for the CP for delivering care for patients in need, was the 

driver for speeding up the implementation process of ambulatory ASCH treatment. Supporting 

treatment delivery for those in greater need at the current time was naturally prioritized.  

Imbalance in workload justifies outsourcing of tasks to other units 

The CP further explained, that they experience an increase in activity and workload in the clinic, 

because patients receive better treatments that reduces mortality, but also results in more treatments 

per patients, and increase activity in the Hematology Clinic. Long waiting hours are observed 

particularly in the AU, hence outsourcing of tasks to the BB would benefit the AU and save time for 

patients. The CP explained her rationale:   

 

“I know, that when we outsource to others, but if you notice the workload, then there is no doubt, that 

our clinical department has a greater workload than the blood bank, why you can say, that maybe it 

is fair to share the workload a bit” CP 

 

This shows, that the CP found rationales in outsourcing tasks, because the workload in the 

Hematology Clinic has increased without an ensuing increase in resource allocation to match the 

increases in operational capacity. Besides acting upon their own self-interest, the BB supported 
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saving time for patients by not visiting more units than necessary on a day, otherwise the VIP would 

never have been approved.  

Subset of behavior related to the innovation 

As the innovator and additional facilitator for the innovation, the CP has great interest and motivation 

for improving the innovation’s performance. The innovation is aligned with her own and the unit’s 

core strategy of hosting sick patients at the hospital and healthy patients at home, alluding as to why 

this process shift was met with great support. The CP’s holistic view of what is best in the sum of all 

patients in the Hematology Clinic was the core driver for the innovation. Patient experience, 

professionalism and safety were of highest priority and saved resources were merely a welcomed 

incidental result. However, the CP argued that in a holistic perspective of the clinic, she didn’t save 

any resources, but increased activity level by creating more space for complex patients. The CP’s 

personal motivation to achieve improved patient quality and professionalism was the driver she used 

to justify that she had to speed up the implementation process and that the clinic is outsourcing tasks 

to the BB. 

The institutional pressure of expectations to the department activity level was experienced as positive, 

in terms of imposed the CP to act and send the healthy patients out of the bed unit. As a result, 

increased activity of healthy and complex patients has resulted in busier work environments in the 

Hematology Clinic. The demanding work environment was identified as a barrier for the CP to remain 

innovative, because innovation and implementation are time consuming and requires constant 

monitoring and fine-tuning.  

Consultant physician behavior to the VBM policy 

The following part represent analysis and findings related to the CP’s behavior according to VBM as 

a policy implemented in TEAM1.  

Unambitious implementation plan 

The policy formulation of the VBM project required the project to take place and be evaluated in 

2018. The set-up of the VBM-project was experienced as an impossible and senseless schedule 

according to time and resources available. According to the CP:  

 

“I really think, that it is imposed on us. Honestly, I don’t think it makes any sense (…) I started in 

August or September 2017, and we have to evaluate in 2018, that is almost impossible to make such 

an implementation within one year” (CP) 



 

 105 

 

This shows that the CP first identified the policy plan imposed as a new task, and that the set-up for 

the whole project was unambitious. If she hadn’t worked on the project beforehand, she doubted that 

she or other units would be able to deliver results to the management committee due to missing 

resource allocations.  

What is the news?  

The CP explained, that the foundation for the innovation was already planned and structured, before 

she was introduced to enrolment of a VBM project:  

 

“We said okay, we are already working on this project, we were already started, actually I was almost 

finished when “value-based management” suddenly came from the side” (CP) 

 

The statement shows that the innovation was already planned and ready for implementation even 

before the VBM pilot project was presented. The objectives of the innovation were matched perfectly, 

which is why the VBM label was added on the innovation, because the incentives of patient 

experienced quality, professionalism and saved resources were aligned with VBM. Since her current 

work was well aligned with VBM, she found it extremely provoking that VBM was being presented 

to her as a new concept with focus on what creates value for patients. The CP stated: 

 

“All the time! I have worked with it the last many years, creating value for patients. I haven’t asked 

them as many questions, but I had always asked the patient first: ’What do you think about this, if we 

make the treatment process ambulatory’ (…) And I talk with patient every day (…)” (CP) 

 

As the statement shows, the CP is not entirely enthusiastic about the new concept, because it is not 

new in her perception. That was the umbrella she had always been operating under, just without the 

title. She admits, that she had not always done so in a systematic way, but she always asked patients 

and physicians first before initiating any innovation. The CP additionally commented on the concept: 

“I think it is a lot of warm air in new bottles (…)” CP. This indicates, that the CP finds it hard to 

understand what VBM actually contributes to her daily work. The CP has always had the strategy of 

improving treatments with the objectives of what is best for patients.  
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VBM is just a theory and not ready for implementation 

The CP was not inspired by the set-up of the VBM-project, and about the policy design of the VBM, 

she explains:  

 

“(…) We can’t change the treatments after every patient, some of it is as it should be. I’m really 

challenge to understand how it can manage all activities in the health care sector (...) it is not 

carefully prepared and ready to be implemented as a steering tool for activities in the health care 

sector, not in my universe” CP 

 

This shows, that she does not hold a strong belief that the policy is well-developed as a steering tool 

in the Danish health care sector. The CP struggles to fathom how it should work practically or how 

they should be able to continuously do VBM projects with the resources currently available. She 

misses the link of how the policy works once employed in the Danish health care sector and fails to 

identify similarities between the Danish and American health care systems, which are remarkably 

disparate.  

Besides her disagreement with the policy, the CP is an agent employed to obey according to policy 

principals, which she does. She explains how she finds rationale for supporting the VBM-project:   

 

“I have achieved what I wanted, I got more beds for my sick patients” CP   

 

The statement bestows that the CP simply uses the VBM label to assist in achieving fulfillment of 

her idea and to get closer to her overall goal and drive of delivering the best care to as many patients 

as possible. When presenting the project to the implementation actors of HCP, she refers to it as the 

restructuring, called the innovation in this master thesis. This explains why the term VBM pilot 

project is not used in interviews with HCP and patients, and why they refer to the restructuring and 

not the VBM pilot project. 

Subset of behavior related to the VBM policy  

The CP separated the innovation from the policy of VBM. She perceives VBM as a label attached to 

the innovation in order to meet the requirements of project delivery, which she experienced as an 

imposed task. The CP is an agent employed to obey policy makers on an administrative and 

managerial level, hence why she has to comply regardless of her own perception of the policy.  The 

CP is not a VBM supporter and finds the set-up immature for implementation. Additionally, she does 
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find it provoking, claiming that creating value for patients is not something new, when she has done 

it for years. The CP finds rationale in complying to the policy, utilizing it as a tool to get her idea into 

action, albeit under the title of VBM. However, in the everyday work and communication at the street 

level bureaucrats, the CP refers to the restructuring as the innovation, and not the VBM pilot project.  

Overall behavior 

The CP does not support nor understand the concept of VBM, nor how it should work practically. 

She finds rationale in complying with the policy, by focusing on her self-interest and motivational 

drivers consisting of a holistic view of patient quality and professionalism. Even though the CP does 

not hold the perception that fully agrees with the policy by not saving resources holistically, the CP 

fully complies with the policy where use of resources are related to the specific VBM pilot project. 

In the CP’s professional operation on the ward and in project group meetings, a proactive and 

supportive behavior to the policy is demonstrated. 

 

Health Care Professionals behavior 

The HCP is identified as nurses at AU, BU and BB, physicians in TEAM1 and the treatment 

coordinators. Data was conducted by semi-structured interviews and observations with an explorative 

study approach. The data will be analyzed with use of Braun and Clarke’s (2006) for identifying 

themes within the framework of the applied model of advanced street level bureaucrat behavior 

model. During the coding, the authors experienced it rather challenging to separate constitutional 

pressures from the other variables. As shown in the model (see Figure 4 in chapter 3) the institutional 

conditions significantly influence the variables of capacity and incentive and are not represented at 

directly influencing behavior. The themes identified for each group of HCP in the analysis are 

therefore divided into incentives and capacities where related constitutional conditions will appear. 

The table of themes identified is presented below Table 17 - themes for health care professionals’ 

behavior. 
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Table 17 - Themes for health care professionals’ behavior 

Actors Nurses at 

Ambulatory unit 

Nurses at bed unit Physicians Coordinators Nurses in the 

blood bank 

Capacity Too high 

expectations with 

available resources 

 

Quick 

implementation 

derives uncertainty 

and 

misunderstandings 

Knew what to do 

from the beginning  

 

Can’t cope with the 

new mix of patients 

Can’t be at 

two places 

at once 

Keying mistakes Not experts 

in the 

patient’s 

disease 

 

New in SP 

Incentive Being ambulatory is 

best for patients 

 

Facilities do not 

support the 

expectations of high 

activity 

 

Inform patients 

about the benefits of 

being ambulatory  

Best solution for all 

our patients 

 

Expect innovative 

solutions 

 

Internal facilitator 

result in well-

organized 

implementation 

processes 

 

Not every patient can 

be ambulatory 

 

Trust 

facilitator 

who knows 

their 

everyday 

life 

 

Ambulatory 

process is 

the right 

way to go 

SP inhibits 

delivery of 

correct 

information 

 

Risk for keying 

mistakes, “just in 

case bookings” 

and extra 

workload 

 

Not the optimal 

solution 

 

Is it smarter for 

patients? 

Use VIP as a 

shield 

against more 

tasks 

 

Patients are 

not always 

compliant 

Behavior Support the policy Support the policy Support the 

policy 

Support the 

policy 

Support the 

policy 

 

Each theme identified for respective group of HCP will be presented and followed up by a short sub-

set representing their behavior in the implementation process. At the end of the analysis, a conclusion 

of their overall behavior to the implementation process will be elaborated.  
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Nurses at ambulatory unit 

Too high expectations with available resources 

The nurses find themselves capable to solve the new tasks related to the ambulatory treatment process. 

However, the general increase in activities at the unit creates an even busier work environment. 

Having patients waiting in the waiting area, where they are visible for everyone passing by, also 

additionally creates an environment with increased pressure. More resources allocated for the 

increased activity level, is relevant according to the nurses, to solve the busy environment dilemma. 

As one nurse explains, there may be some correlation between the increased activity level and 

resignations at the unit: 

 

“You can make some parallels to why nurses are running away our ambulatory unit” (Nurse 4) 

 

This shows, that the constitutional pressure is divergence and creates an even busier work 

environment for nurses. The institutional requirements of the nurses are among the nurses 

experienced as being too high. However, the nurses who still work at the unit do their best to comply 

with the pressure. 

Quick implementation derives uncertainty and misunderstandings 

The introduction to the innovation happened on a Thursday with the first ambulatory ASCH patient 

showing the following Monday. However, this somewhat hasty approach with regards to the 

introduction of new protocols does not seem to be too dissimilar to what the unit has previously 

encountered:  

 

“(…) That is how it works here (laughs). The patient also seemed a bit doubtful, and it was a bit 

unclear, because we didn’t know what to do. There were a lot of things, that didn’t really work.” 

(Nurse 3) 

 

The following statement shows that the rushed implementation garnered uncertainty among the 

nurses, because they weren’t well-informed about the new procedure. The radical shift in operations 

results in a chaotic first phase of the implementation with many misunderstandings, which disrupts 

HCP workflow and consequently adversely affects patients. The nurses further explained, that it was 

not only them but also especially the BB, who was insecure about the new procedure. Nurses at AU 
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noticed that nurses from BB didn’t support and share their interest of sending patients home as soon 

as possible, when BB referred patients to AU. This behavior was additionally not consistent with the 

nurses at AU interest in saving capacity in TEAM1. 

Being ambulatory is best for patients 

The new procedure was aligned with the incentives of nurses from AU – to do what is best for 

patients. When asking how they experience the innovation, they replied: 

 

“(…) Then it is many days they are here, full days! Well knowing, that later, when they are going 

through the bigger procedures, that they are in here for many days right, then it could be nice to 

save them for some days” (Nurse 3) 

 

“Besides, it works well, and you save some capacity in the bed unit, right” (Nurse 4) 

 

The nurses emphasized benefits for the patients by minimizing hospitalization when the harvest 

treatment takes more than one day. Nurses also experience, that the innovation contributes positively 

to the objective of how to utilize scarce resources efficiently, by saving capacity in the bed unit for 

more complex patients.  

The nurses are generally optimistic about the innovation, because allowing patients to be ambulatory 

supports their view of patient experienced quality. Additionally, to have patients that have already 

received training on being ambulatory and after being through plenty ambulatory treatments, a 

relation to AU has been created.  

Several benefits of being at home have already been mentioned, but one nurse explains another 

advantage:  

 

“(…) This way, they maybe get greater sense of responsibility of their own treatment, which I actually 

think, they can benefit from” (Nurse 4) 

 

The statement shows, that the nurse assumes that giving patients more responsibility results in greater 

outcomes and relieves some tasks for the nurses.  
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Facilities do not support the expectations of high activity 

Besides, the nurses experience that the innovation works as it should, but patients wait a lot, which 

they don’t feel comfortable about it. One nurse explained:  

 

“and that is bloody more time they spent here, than we do, when we have a workday right!” (Nurse 

4) 

 

This shows, that they found it unfair that patients spend more time at the hospital than at home, 

especially because the facilities in the waiting area do not support the patients need and health 

conditions. The long waiting time and poor conditions in the waiting area increase the pressure on 

nurses to work faster so patients are not required to wait longer than necessary.  

Inform patients about the benefits of being ambulatory 

In the direct interaction with the patients, nurses at AU inform patients about benefits of being 

ambulatory:  

 

“(…) You try to tell them all the benefits, and then, they experience it, it is like ‘they buy it’ and 

thinks:” oh yes, that is a benefit”. Which I actually think it is!” (Nurse 3) 

 

The above statement highlights that nurses also, in the execution of discretion, support the innovation 

by informing and slightly persuading patients to go ambulatory.  

Nurses at ambulatory unit’s behavior 

The nurses at AU support the innovation and thereby the policy of VBM. It is aligned with their core 

interest of delivering the best health care outcome possible. When executing discretion, the nurses 

show support by persuading patients that ambulatory is the best solution for them and there are many 

benefits related to the treatment process.  

However, divergence of institutional conditions in term of non-optimal facilities in the waiting area 

and too few resources in terms of nurses and doctors available, inhibits the delivery of optimal care 

performance, creates additional waiting time for patients, and results in stress and resignations among 

nurses. 
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Nurses at the bed unit 

Knew what to do from the beginning  

Nurses at the bed unit felt capable to deploy the innovation, they knew their tasks and what to do:   

  

“Then it just went on wheels (...) So in that way, it's not hard for us” (Nurse 1) 

  

This shows, that from the nurses at BU perspective, no problems or misunderstandings were related 

to the implementation. They argued that the VIP was available, and everything was well thought-out. 

The nurse experienced, that everyone was prepared and an example includes nurses in AU knew the 

tasks and coordinators handed out the right information. Nurses at BU didn’t experience having new 

task related to the innovation, which probably impacted their experience of the implementation.   

Can’t cope with the new mix of patients 

Patients going through an AHST are under good health conditions and self-reliant, especially 

compared to the more complex patients’ admission at the bed unit. Therefore, harvest patients were 

favorably contributing to a mix of heavy and lighter patients, where nurses could earn a break from 

time to time, because they didn’t take up as much time compared with more complex patients, 

respectively half an hour per day per ASCH patient compared with 90 minutes per shift per complex 

patient. One of the nurses explains, that not only the replacement of lighter patients influences 

workload, but also the fact that patients generally are more complex today compared to previously 

due to an increased number of comorbidities. At the same time, there is a lack of employed nurses in 

Denmark, which is why the bed unit mainly recruits newly educated nurses. According to the nurses 

in the bed unit, hiring newly educated nurses would never previously have taken place:   

 

“There exists a lack of nurses, so we are now a bed unit hiring exclusive newly educated nurses, 

almost. Previously, you would never dream about employing a newly educated nurse here” (Nurse 

1) 

 

The nurse expresses that the patient complexities are too high for newly educated and non-

experienced nurses, hence they are under qualified to manage the work conditions that now exist at 

the ward. There is a mismatch between the expectations of health delivery and the capability of the 
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available resources. This divergence pressure results in busy and stressful work environments, which 

many of the nurses can’t cope with, as one nurse tells: 

 

”It is stressful for them. A lot. Many leave because it is too much. It is also overwhelming working 

with patients having so severe health conditions, it is simply too early for them to work with patients 

in that category” (Nurse 1) 

 

This indicates, that the innovation result in more stress, sick-days and notices at BU, because the easy 

patients are relocated. Additional errors occur as a result of the mismatch between job requirements 

and the newly educated nurses’ capabilities. Lack of hands and experienced nurses is an issue at BU, 

and the innovation adds on to this issue, by removing the easy patients from the ward.  

Best solution for all our patients 

The nurses at BU mentioned that it is best for patients to be ambulatory:  

 

“Again, you need to see it from the perspective that it is best for patients, that they are relocated to 

the ambulatory treatment process. It is also better for the patients who previously where located other 

places, who we didn’t have capacity for. So, from the patients’ perspective, I think, that this is really 

good. Patients, who previously were located and waited at other hospitals, can now come and stay 

here” (Nurse 2) 

 

This statement highlights that nurses in BU support the innovation, by voicing that it is the best 

solution for the ASCH patient, but also other patients benefit from the restructuring, when they save 

a bed. The nurses thereby have a holistic view on what is best for all their patients, and not just the 

respective patient being ambulatory. Withdrawal of patients previously relocated to other hospitals 

was of high interest, because they are trained to care for these patients.  

Expect innovative solutions 

Before implementation of the innovation, nurses at BU experience that some ASCH patients slept at 

home anyway and didn’t find the process to be optimal at the time. Generally, the nurses expect that 

management is innovative and always aware of finding new solutions to improve their performances:  
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“Yes! … I mean, I actually expect that there is something going on all the time. We can’t just do what 

we use to do all the time. Constantly, we have to figure out, how we can do it better and smarter for 

everyone” (Nurse 1) 

 

The statement shows, that nurses found it relevant and important that the managerial level constantly 

are aware of new solutions, which they think, the innovation does, hence why it is align with their 

interest. However, the nurses also feel that there constantly exists a slight pressure to contribute with 

inputs to support the strategy.  

Internal facilitator result in well-organized implementation processes 

Being innovative goes hand in hand with implementation of new solutions. Thus, new solutions and 

implementation process should be aligned with available resources. Previous ideas have not been 

considered thoroughly and have been executed too fast, which the nurses do not support, when the 

management team is too fast in decision making and executing new ideas. In contrast, nurses at BU 

find the implementation of the current innovation well organized. They argue, that the positive 

experience of the implementation, may be a result of having the hybrid manager, the CP, as facilitator 

of the implementation:  

 

“I think it makes a difference, that the CP know so much about the treatment process, because she 

organizes it and she is a physician we work with daily. By comparison with, if it was someone from 

the outside, who didn’t have the overview, it wouldn’t have been received the same way” (Nurse 2) 

 

The statement shows, that the nurses support having a facilitator who understands the organization 

and the procedural details, which they think, results in a well-organized implementation processes. 

They also find it beneficial, that the CP additionally is a part of the management to get support to her 

initiatives. 

Not every patient can be ambulatory 

In a field of high complexity, nurses at BU mention that they execute a discretion of whether patients 

can be ambulatory or need admission during the ASCH treatment process: 
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“(…) I actually think, that this is practically one of our most noble responsibilities, to identify if 

patients benefit from being ambulatory, or if we have to do something else. We should not impose or 

ignore patients, who can’t cope with being ambulatory” (Nurse 2) 

 

The statement shows, that they find the assessment of what is best for the individual, as one of their 

important responsibilities in relation to the innovation. Consideration for the individual patient is 

weighted higher than trying to get patients ambulatory; safety is their first priority. 

Nurses at bed unit’s behavior 

Nurses at BU greatly support the implementation of the innovation, in terms of they know how to act 

according to VIP, and they find the implementation very detailed and well structured. The innovation 

is aligned with the nurses’ holistic perspectives of what is the best solution for all their patients and 

expected that the management soon would find a solution for the empty beds and for those patients 

relocated at other hospitals. However, the nurses do not support that all patients should go ambulatory, 

which is why they find an individual assessment extremely important. Finally, the relocation of the 

ASCH as a result of the innovation derived a patient mix at BU and consequently, their nurse co-

workers are challenged to cope with this shift of patient, and more resources and experienced nurses 

are thus demanded as an effect of the innovation.  

Physicians 

Can’t be two places at once 

After enrolment, the physicians experience challenges of being two places at once, which influence 

their interdisciplinary collaboration with the two groups of nurses in TEAM1. Institutional pressure 

by added activity to their ward round did not quite align with what they were capable of. It was 

expected that they had to do their ward round at BU and at the same time be available in AU, which 

they could not achieve within an acceptable timeframe.  

Trust facilitator who knows their everyday life 

One of the physicians shortly participated in the preparation phase of the implementation but didn’t 

feel that there was any need for further presence, because everything worked well. The other 

physician had the same perception, and explained it as follows: 
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“It was the consulting physician who gave a presentation at a doctor’s meeting about how it was 

going to work. There was a good structure, and everything was scheduled (...) well prepared for the 

first patient to start” (Physicians 2) 

 

The statement shows, that the physicians found the introduction and the implementation well prepared 

without difficulty and were very excited about it too. The physician was secure about the presentation 

by the CP, which she indicated, could have been different if the facilitator had been someone else:  

 

 “If it was the top managers who came, then we might have... I don’t know if it had been as suitable, 

but the consulting physician has an in-depth view of how the everyday life is working, so it is clearly 

more suitable when it comes from someone who know how everything works” (Physician 1) 

  

The physicians quote shows that the facilitators position impacts the physicians’ perception of the 

idea presented. The statement indicates, that they feel more secure about the solution if it is someone 

who knows the workflow and procedures, who is in charge of it. The physician clearly indicates, that 

they do not expect top-managers being able to come up with such qualified solutions and that they 

would have been skeptical to their solution beforehand. They would have naturally been more 

suspicious and reacted differently. The physicians show full support to the CP, who involved them 

early in the process. Attainment of the physicians respect is necessary to gain their confidence and 

motivate them to support to the innovation.  

Ambulatory process is the right way to go 

The physicians mention, that the current process for ASCH patients was not the optimal solution for 

this group of patients:  

 

“(…) It is a bit crazy, having them on admission without a need for treatment, acting like they are 

sick, I didn’t find it as an optimal solution, why the ambulatory process, that it the right way to go!” 

(Physician 2) 

 

The citation indicates, that they were unsatisfied with previous process, and that relocating ASCH 

patients to the ambulatory process is aligned with their incentives of treating and caring for patients 

who need it – and ASCH did not need the bed. The innovation supports the physicians’ interest of 
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utilization of beds, by replacing ASCH patients with patients with a greater need for care, hence why 

they comply with the innovation and run between two floors to be two places at once.  

Physician’s behavior 

Physicians experience that the institutional conditions are not aligned with their clinical expectations. 

The physicians are challenged to collaborate with two different nursing groups and be available at 

different floors at the same time, which affect nurses’ workflow by increased waiting time for 

physicians. However, the physicians highly support the innovation, since it’s aligning with their 

interest of the delivery of optimal care to patients in need. Nevertheless, gaining the respect of 

physicians is necessary to achieve their support. This is a core reason why the CP was able to present 

and implement the innovation with a large degree of success. A familiarity with the physicians 

everyday life on an in depth level was fundamental to gain their trust, and why their attitude probably 

would have deferred if the top management presented the idea, as opposed to the CP. 

 

Coordinators 

Keying mistakes 

SP creates a greater workload per patient than previously for the coordinators, also when it regarding 

planning and organizing ASCH patients in the BB’s calendar, which they are in charge of. SP does 

not support proper functionalities, like monthly calendar overviews, why excel sheets still are used 

as a tool. About this process, the coordinator explains: 

 

“yes and we have experienced, that sometimes you make keying mistakes (…) you can also enter 

something that is incorrect, it is a major source of errors (…)” (Coordinator 2) 

 

The citation shows, using excel sheets and afterwards typing it in SP results in double the workload 

and contributes to the risk of transcription errors. The institutional conditions of using SP influence 

their capability to organize treatment procedures and send out information without mistakes. 

SP inhibits the delivery of correct information 

Coordinators core task is to deliver correct and understandable information to the patients. When 

patients are connected to the ambulatory unit, coordinators have to book appointments in SP, which 

often confuse patients and inhibit the coordinators to deliver relevant information to the patients:  
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“(…) It is difficult to navigate in, I really understand how they feel [the patients]. Even our physicians 

call us and say: “Help! It looks terrible with all these bookings.” And they are used to work in the 

system!” (Coordinator 2) 

 

The coordinator gives examples of, how the information in SP confuses both patients and physicians. 

Patients find it challenging to navigate in the information load in SP, and how that information is 

connected to the information handed out in physical form, and what they should look at and when. 

The coordinator also mentions, that even physicians, who are trained in using SP, become confused 

amid all the extra bookings.   

SP is identified as a divergence institutional condition creating a barrier for coordinators to perform 

well in the setting of ambulatory patients.  

‘Just in case bookings’ and extra workload 

The extra workload is also exemplified in the ‘just in case booking’, which the coordinators don’t 

even know if are used by the patients:  

 

“Yes, I was against making all these booking, I actually was. I think it is INSANE!(…) I think, it is a 

cumbersome with all these semi-patients” (Coordinator 2) 

 

The statement articulates that not knowing whether someone would benefit from their work, by using 

their booking, does not make sense for them and they find their work as waste of time. They 

additionally actually allocate extra man-hours to solve keep up with the extra workloads related to 

the ambulatory patients.  

Not the optimal solution 

The comment shows, that coordinators are tired of doing all the bookings and that is does not make 

sense that they have to do all this work. Even though coordinators know that the bookings are for 

safety reasons, they indicate, that this cannot be the optimal solution. One of them actually planned 

to talk with the manager about it, because it is such a burden, and not only related to the patient going 

through the ASCH process, it is the same procedure for e.g. HDCT treatment process. 
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“It is a bit strange… I don’t think, that anyone think, that this is the optimal solution, as it is right 

now with all the bookings” (Coordinator 1) 

 

In the citation, the coordinator indicates that she wonders why it is like that, if no one find it as the 

optimal solution. Not having the solution, herself, but she finds it weird, that no one acts on this.  

Is it smarter for patients? 

The coordinators tried to find meaning with all the extra workload and confused patients, and make 

rationales to comply with the innovation: 

 

“You may wish, that the patients think it is smarter that they can stay at home” (Coordinator 2) 

 

However, the statement indicators, that they are not sure whether patients truly benefit from the 

innovation, with all the trouble and frustration they experience. Hence, as coordinators, they only 

receive phone calls from patients having trouble, and not from those whom things work smoothly for.  

Coordinators’ behavior  

The coordinators experience that SP is a divergence condition that inhibit the overall objective of 

delivery of correct information to patients and HCP. SP additionally results in increased workload, 

because the system doesn’t support the users need. The conditions influence their attitude to semi-

patients, because there is so much extra work related to each patient. Hence, they comply and do what 

is necessary, but they have issues with finding rationales of whom benefit from the work, since 

everyone seems confused. 

Nurses at the blood bank 

Not experts in the patients’ disease 

When participating in implementation meetings, nurses in BB don’t feel like other actors in the 

implementation process really know understand the obstacles they experience, one nurse explains:   

 

“(…) It is not ‘just’ about taking blood test, there are other related things that follows with it” (Nurse 

2) 
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Illustrated in the quotation, nurses feel like other actors in the implementation process think that the 

relocation of the task isn’t that much of burden, and that the nurses shouldn’t complain. For the nurses 

in BB, who are experts in the apheresis and the machines executing the procedure, it is a greater 

pressure to handle those “other things”, because they are not experienced to handle the responsibilities 

related to having ambulatory patients, nor experts in the patients’ diseases. They can’t answer 

questions related to patients’ treatment plans, why they have to refer them to the ambulatory unit to 

deliver patient the demanded quality.  

New in SP 

Catching up on information in SP is additionally experienced as a challenge for the nurses in BB, 

because they have been introduced to SP later than the other departments, why they are not quite as 

advanced due to lack of training in the system. Missed vital information including if a patient has 

acquired a multi resistant bacteria, could have severe negative consequences. The nurses at BB can’t 

expect nurses at AU to inform them constantly, so they need to read the information themselves in 

SP, which seems to be the new way of sharing of information. This process is entirely different to 

what they are used to, and they are finding this shift in information transfer particularly challenging.  

Use VIP as shield against more tasks 

Nurses in BB are motivated to keep up with their original work tasks, but feel torn to comply with 

this interest when patients and relatives interrupt their working routines. The conditions of facilities 

like lack of waiting facilities results in disruptive workflow. The nurses are especially concerned 

during their morning and afternoon working hours, which previously, were used for confidential calls 

to blood donors, patients and colleagues, plus professional discussions and sparring. To avoid 

additional workload, one nurse explains: 

 

(…) It has been discussed, that if patients need blood after the harvest, we could give it to them, but 

that agreement between the hematology department and us does not say so. Once, it was like, more 

and more tasks were slowly sneaking into the agreement, like we could do this and that too” (Nurse 

2) 

 

The citation shows that institutional conditions result in a protective behavior among nurses at BB 

when discussions of allocation of responsibilities are mentioned. They use the VIP to protect 

themselves from other actors’ expectations. The nurses are very observant of what is dictated in the 
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VIP, and use it as argumentation for not taking any added tasks in. They feel challenged enough with 

the tasks stated in the VIP. 

Patients are not always compliant 

Nurses explain that they are dependent on patient’s capability of being compliant and execution of 

self-management, if a harvest process should start the right time. If patients are late or have poor 

health conditions, it impacts the joint production for health care delivery, and thereby the nurses’ 

performances. Additionally, from the nurses experience it as a hindrance when patients are not 

compliant, and do not do as they are told and trained to, which also influence their overall behavior 

to the innovation and resistance to take in more tasks.    

Nurses at the blood bank’s behavior 

Nurses in the blood bank are not experts in the patients’ disease nor trained to serve ambulatory 

patients, hence why their capabilities do not meet the institutional pressures experienced. They use 

the VIP as a shield to lower other actors’ expectations of them, otherwise, they experience that the 

just add on new tasks. They comply with the innovation, but experience challenges in using SP and 

those patients are not compliant, which negatively influence the joint-production.  

 

Conclusion of health care professionals behavior 

Being aligned with the core incentives of health care professionals, everyone conformed with the 

policy. Having an internal facilitator was associated with successful implementation, because of the 

very detailed set-up. The findings indicate, that the position and personality of the facilitator had 

especially high influence on the physicians’ attitude towards the implementation process. The 

physicians trusted the set-up, even though it turned out that not all processes worked well, especially 

in reference to the physicians having to be at two places at once.  

 

HCPs experience institutional conditions that have placed operational restrictions and hence have 

challenged the acceptance of the implementation process. One example is the coordinators, who are 

challenged to deliver correct information to patients and HCP because the IT-platform does not 

support their needs. Furthermore, all HCP experience lack of resources to meet the expectations for 

activity, which highly influenced their interactions with the patients and thereby the joint production. 

One example is that nurses and physicians at TEAM1 are so busy, resulting in long waiting time for 
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patients, where facilities do not support their health conditions. Additionally, the lack of waiting area 

for nurses in BB interrupts their workflow and creates a crowded work environment. 

 

The VIP was used for the HCP as a guide and dictated the ambulatory ASCH process. Inconsistencies 

arise about how well the process was defined in the VIP. Nurses at BU find the VIP appropriate, 

while nurses at BB and AU had difference translations of the VIP consequences in conflicting 

expectations. Nurses at AU have high expectations to nurses in BB taking more responsibility and 

send patients home instead of the AU. Nurses at BB felt like they couldn’t perform nor act up to the 

added expectations not defined in the VIP. As a consequence, nurses at BB used the VIP as a tool 

and a shield to cope with the extra pressure and to protect themselves for additional tasks related to 

the innovation.  

Patients behavior 

When coding the patients’ behavior according to the model explaining target groups implementation 

behavior themes identified was similar to previous themes experiences when analyzing patient 

experienced quality in the analysis in RQ1. This is illustrated in Table 18 - themes for patients’ 

implementation behavior. The similarity in findings may results in, that patients’ experienced quality 

is highly influenced by the patient’s capacities and incentives.  

 
Table 18 - Themes for patients’ implementation behavior 

Actors Patients 

Capacity Used to self-management 

 

Information is important 

Incentive Closer to normal life 

 

No more admissions for me please 

Behavior Positive behavior in the interaction with HCP 

 

Themes among patients are already presented in the analysis of RQ1 chapter 6, why then a replication 

of the themes was considered a redundancy.  
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Subset of patients’ behavior 

The patients are trained to execute self-management when undergoing ambulatory care, and this 

explains why they feel secure and experienced that they are capable to be compliant. However, 

adequate transfer of information is crucial for maintaining this level of compliance. Patient’s however 

experience, that SP has a divergence influence on the information flow. The patient’s incentive to 

contribute positively in the interaction with the HCP is their ambition to spend more time at home 

and less time at the hospital. Patient have high interest in being ambulatory and associate being 

ambulatory with freedom and brings them closer to a normal life, which explains why they are 

positive and compliant in their behavior. 

Performance 

The implementation result presented in the dependent variable performance is presented in RQ1 in 

the conclusion chapter 6. As a result of the implementation plan, steering tools, the facilitators 

behavior, HCP professional’s behavior and the patient’s behavior to the implementation process, the 

performance of increased patients experience, maintained professional quality and better utilization 

of resources is achieved. 

Outcome  

The last dependent variable in the implementation results is outcomes. Outcomes are affected by 

performance and are representing the VBM pilot project effect on the target group in the society. The 

outcomes are identified during interviews, observations and fieldwork and presented below. 

 

The VBM pilot project relocate patients with good health conditions to the ambulatory unit and 

replace them with more complex patients in the bed unit. The complex patients take up more resources 

than an easy patient, why resources used per patient is expected to increase in bed unit as illustrated 

in 'Figure 18 – Waterfall breakdown of costs, outcome' the bed box.  

As explained by the CP, complex patients are relocated from other hospitals to TEAM1 as a result of 

the saved beds. Consequently, complex patients at other hospitals either save beds or leave a bed for 

less complex patients, and one assumption is that the VBM pilot project saves beds in medical 

departments at external hospitals. This is illustrated in Figure 18 – Waterfall breakdown of costs, 

outcome at number 1 in the red box. This is assumed to derive shorter waiting times for complex MM 

and lymphoma patients in a holistic perspective as represented in box 2. Finally, having more patients 
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become ambulatory may result in low or no lines for hospital admission among complex patients, and 

may save cost in a holistic perspective as illustrated in box 3 in the figure.   

 
Figure 18 – Waterfall breakdown of costs, outcome 

 
The VBM pilot project increases patient involvement in their own treatment process by adding 

responsibility for self-management and thereby acts to empower patients to take more control over 

their treatment. Patients can benefit from the experience of being ambulatory during the ASCH 

treatment process when going through future ambulatory treatments. 

 

Lastly, high sick days and turnover was reported among nurses. A healthy work environment is 

necessary to avoid adverse events and to keep hold of experienced employees. To maintain high 

activity and standard of care, remuneration leading to more resources for the increased activity must 

follow. If not, one may fear that high turnover will remain in the unit, experienced nurses will quit 

and be replaced by newly educated nurses, which is potentially harmful to the standard of health care 

delivered in the bed and ambulatory unit in TEAM1. 

Conclusion 

The analysis bottom-up perspective of the implementation process of the VBM pilot project 

demonstrates that the facilitator of the implementation process had high levels of influence on the 
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implementation process. Having a hybrid manager in the position as facilitator, who understood the 

complexity of the environment the implementation takes place in, was found to be of high importance 

for the diffusion of the policy in the organization. The hybrid managers position as a clinical physician 

and her respected relations to the HCP involved in the implementation were associated with high 

levels of trust among HCP professionals. If the idea was presented by the management, physicians 

expressed they would struggle to accept the idea as easily. Physicians were identified as potential 

barriers for diffusion of the innovation or VBM pilot project implemented. VBM pilot project consist 

of the innovation created by the facilitator, and even though she didn’t support the policy design of 

VBM, which is why complied with the implementation process. The facilitator’s driver for 

compliance with the VBM pilot project was manifested in her interest of creating value for all patients 

in the Hematology Clinic which she achieves by implementing the innovation. The facilitator’s 

interest was aligning with the Hematology clinics and the HCP interest, why all implementation 

actors’ behavior supported the implementation. However, resistance was experienced among nurses 

in the BB, who used the VIP as a shield to protect themselves against additional tasks. The treatments 

coordinators were frustrated about the increased workload and uncertainty whether the just in case 

bookings were actually used or not. Patients were experienced in and trained to be ambulatory and 

the innovation was aligned with their interest of being more at home and spent less time at the 

hospital. As a result, the patients had positive behavior and the interaction with HCP and were 

compliant.  

 

The performance of the implementation process results in increased patients experienced quality, 

maintained professional quality and better utilization of resources as identified in the analysis of RQ1. 

However, outcomes were identified as having an impact on the target group in the society by releasing 

more beds for other complex patients in the bed unit at TEAM1 and additionally save beds for other 

patients at external hospitals. However, replacing easy patients with complex patients in the bed unit 

at TEAM1 demands more resources, which are not allocated. As a result of the increased requirements 

by complex patients and increase in activity level in the ambulatory unit, a stressed work environment 

with potential risks for critical events are experienced among nurses. 
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8. Discussion 
The case study of the VBM pilot project at Finsencentret investigated whether the specific VBM pilot 

project generates value according to the parameters of patient experienced quality, professional 

quality and use of resources. The case study furthermore investigated the implementation process 

with a bottom-up approach, to determine the inter-organizational mechanism affecting the value 

created. This chapter aims to discuss the findings related to RQ1 and RQ2, respectively. We divide 

the chapter into six sections in order to address our two main research questions: 

• Discussion of findings in research question 1 

• Discussion of findings in research question 2 

• Discussion of applying VBM in a Danish healthcare setting 

• Discussion of theory: Winter & Porter – What else? 

• Discussion of methodology and data collection 

• Limitation summary 

 

Discussion of findings in research question 1 

The analysis of RQ1 finds that the VBM pilot project creates value defined by Finsencentret’s 

interpretation of VBM. The following section discusses the isolated results identified in analysis RQ1 

and compares them with findings from other studies.   

Patients experienced quality 

According to the parameter patient experienced quality, this case study found that   ambulatory 

patients were generally satisfied in the VBM pilot project, which is concurrent with related studies 

concerning home-based innovations for patients with cancer (Borras et al., 2001). In examining the 

innovation based on crucial elements of ambulatory rearrangement and reduced hospitalization time 

for patients, several studies agree that these indicators create significant value. According to Borras 

et al. (2001), home-treated patients are generally more satisfied than hospitalized patients, based on 

psychosocial and quality of life parameters. Peters (2006) agrees, recognizing that those patients 

generally had higher quality of life from being home-treated, with less distress and less severe 

symptoms, lower depression scores and improved physical health (ibid.). Both Borras et al. (2001) 

and Peters (2006) claim that patients, as outpatients, increase their compliance to medication and 

rehabilitation protocols. Improvements in adherence to medication ultimately have favorable effects 

on complication rates and convey the clinical proficiency of the program. However, an increased 
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responsibly amongst patients as a result of the innovation was cited as a concern by patients and HCP 

in this VBM case study. While there is evidence that patients prefer being treated as outpatients and 

that their quality of life improves as a result of this process shift, the underlying concerns and anxieties 

may represent important limitations to the broader application of ambulatory transplant programs. 

We postulate that these concerns may be addressed through improving information transfer and 

transparency between patient and HCP and by providing sustained efforts in patient education and 

HCP training.  

 

Hermeneutic investigations of patients’ life worlds and what appeared to be important for them 

showed concurring results with the research by Danish Cancer Society (2006) presented in (Table 1 

– chapter 2), in relation waiting time, relief of side-effects, information, relatives and network, and 

practical support for continuing working. The themes were partly identified through hermeneutic 

approaches as well (ibid.). Patients’ involved in the VBM pilot project expressed personal difficulties 

regarding SP, which is further validated by the Danish press, (Politiken, 2017), claiming that several 

patients in the Capital Region receive error-prone medication lists as a result of the new IT-system, 

SP (ibid.).  

 

Both Pedersen (2017) and Højbjerg et al. (2016) emphasize the essentials of considering PRO data, 

as this master thesis attempts to convey through patient interviews. As mentioned, the VBM study by 

Nilsson et al. (2017), calls for more patient involvement and criticize the inadequate use of patient’s 

own perception of value.  

Progressive inclusion of PRO is a crucial element in the development of VBM in Danish contexts 

(Højbjerg et al. 2016), which this master thesis’ intentions live up to by sending out questionnaires 

(Finsencentret). The authors helped to conduct, deliver and collect the questionnaires for patients, but 

as mentioned, the questionnaires were not included in this case study due to lack of validity with only 

10 samples. With no preliminary studies guiding the development of the questionnaires to the patients 

e.g. focus groups interviews to understand the content of the patient experienced quality, the 

reliability of the questionnaires can additionally be questioned.  

 

An important consideration must also be made, in that not all patients may be compatible with 

ambulatory care. Outpatient transplant programs can not be safely offered to hemodynamically 

unstable patients – suitable candidates should ideally have a large degree of functional independence, 
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controlled symptomology, have access to a full-time care giver if unforeseen circumstances arise and 

reside within a commutable distance from the transplant center. Accordingly, while the general data 

trend depicted that patients preferred ambulatory care, it is important to realize that this innovative 

approach may not benefit all patients within Finsencentret. In order to gain greater insight into the 

broader implications of ambulatory care, the emotional burden and logistical impact that this home-

based care modality places on the patient’s immediate care givers should also be explored in future 

studies.   

Professional quality 

Professional quality was evidently maintained throughout the course of this study, and other studies 

adjacent to the innovation showed physical health enhancement, fewer complications and high levels 

of compliance. Resources are difficult to transfer and compare (Borras et al., 2001) and no relevant 

studies were found to adequately match for comparative purposes. 

 

The Swedish study by Nilsson et al. (2017) showed that HCP accepted and appreciated the concept 

of VBM, largely because the staff recognized that an enhanced focus on patient-centered care added 

value to the process. The study concluded that one of the main drivers for HCP of healthcare 

incentives was acknowledgement of the patient’s voice (ibid.). The mechanisms of the Swedish study 

are paralleled in this case study. This case study revealed that all HCP’s were in combined agreement 

regarding the enhancements for patients across several parameters. Enhanced patient value represents 

the main incentives behind this prominent shift in healthcare management. The Swedish study seemed 

to be less focused on the patients’ experience, as a result of strictly following Porter’s outcome 

tiers (ibid.). We recognize this as a pitfall to which this case study opposes and accordingly, 

hermeneutic patient interviews in the Hematology Clinic have comprised a large bulk of our 

qualitative data.   

Resources 

To conduct an accurate calculation and to follow Porter’s steps 4-7 in the cost measurement system 

(Porter & Kaplan, 2011), other more comprehensive methods would have been required than the one 

applied in this case study. In order to achieve Porter and Kaplan’s formula, the authors would have 

needed to invest larger efforts than the time and access permitted them.   

The calculation in this MT can be criticized for missing factors and work procedures that influence 

the result, which potentially could have been identified by use of other research methods, for example, 



 

 129 

observations and shadowing of employees and patients. This could additionally contribute to more 

accurate underlying data. One example is preparation for patients in the form of physical and 

administrative training in SP. According to Porter & Kaplan (2011), co-morbidities and associated 

complications affecting processes and resources used during the patient’s care are included in the 

cost. This is not included in this study’s analysis of use of resources.  Especially if a patient has a 

multi-resistant bacterium, then more resources for preparations are needed and capacity decreases 

because the patient has to be isolated. On the other hand, patients who for different reasons require 

admission during the process or want to wait at the BB due to health conditions are included in the 

calculations. Additionally, the calculations can be criticized for not involving all processes when 

mapping, thus there might be some procedures or processes that authors do not know of, if they are 

not directly related to the patient journey.  

One limitation in this study was that the underlying data in comparison of two distinct processes was 

quite superficial. Accordingly, it was difficult to ascertain adequate detail in our analysis. A more 

comprehensive report would have sourced data from a multitude of resources, both quantitative and 

qualitative and in doing so, gained a firmer understanding of the two processes, providing the basis 

for a more in-depth analytical discussion. Accurate baseline measurement of the former procedure 

was additionally needed to make a proper comparison of the two procedures. The provision from this 

case study represents limited information and mostly raw data, which is why fulfilment of Porter’s 

value calculation is not achieved. If access had been available, systematic shadowing and observation 

of both HCP and patients would have ideally been performed for a greater investigation of data 

contributing to the calculation 

According to health economist K. M. Pedersen (2017), likewise, the concept itself represents an 

incomplete costing method, and he subsequently criticizes Porter and Kaplan’s (2011) theoretical 

foundation of argumentation behind the calculations (Pedersen, 2017). Additional he claims that 

component number 4 might not even be possible at all based on the narrow foundation of calculation 

objectives (ibid.). 

According to Porter (2010) value is defined as the outcomes achieved per dollar spent, where 

outcomes are presented in the numerator and costs are the denominator in the value equation. This 

equation is a part of Porter’s revolutionary concept, but actually, value or quality divided with cost 

has existed long before Porter’s concept of VBM. For instance, ‘value-based analysis’ can be used in 

a simple equation in management strategy to determine changes in value by dividing quality with 
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cost (Kirkpatrick et al., 2014). This example even uses value-based analysis in a healthcare setting 

for strategic management on cardiac surgery, and without mentioning Porter (ibid.). Moreover, the 

concept of value has long been addressed by the pharmaceutical industry in order to enhance decision 

making processes, well before the concept of VBM. A paper by Mauskopf et al. (1998) introduces 

the cost-consequence approach that estimates the value that a new treatment provides in reference to 

resource utilization and costs, as well as long-term health outcomes. This framework has long been 

adopted by the healthcare industry as a decision making tool to determine value. This incites one to 

revisit the opinion of VBM as a pseudo-innovation – merely translating analogous managerial 

concepts into alternative terminologies. Hence, this may distort its legitimacy as the tool that will 

adequately address the challenges that universally afflict healthcare systems.     

 

Furthermore, Pedersen expresses his concerns about VBM and the challenges associated with value-

based measurements (DSR, 2017a). He argues the difficulties in payment for results of value and not 

activities, and gives an example by the question of how much a hip operation is worth, which no one 

is able to adequately answer. The concluding points are that the thought of rewarding quality and not 

activity is naive (ibid.). There is limited evidence in our case study from which to draw steadfast 

conclusions related to how to objectively measure value, resultant of such a small sample size, time 

constraints and inadequate access to quantitative data sources. Measures and incentives should align 

with the core values and beliefs of key stakeholders in the institution and should also adhere to 

organizational priorities. Our hermeneutic approach provided insights into the organizational 

effectiveness of the innovation as subjectively experienced by the life-worlds of HCP and patients 

and highlighted the general success of the innovation, albeit with some negative unintended 

consequences. With the institutional needs and patient-centered care at the forefront of this 

innovation, we recommend that the process shift maintains some degree of flexibility, whereby 

adjustments are made on the basis of ongoing evaluative and quality assurance measures. We envision 

that a capacity to change over time in order to meet the needs of HCP and patients will reduce 

resistance to change and help the innovation embed itself firmly within the organizational protocol.  

Discussion of findings in research question 2 

This discussion offers an in-depth assessments of how inter-organizational structures related to the 

innovation influence the implementation results. The discussion is structured around the three sub 

questions related to the behaviors of the facilitator, health care professionals and patients.   



 

 131 

Implementation facilitator's behavior: A Hybrid Manager 

In the analysis of RQ2, it became clear the CP was the main facilitator for implementation the VBM 

pilot project. She was responsible for introducing and launching the project in all its interest groups 

and had the general overview in decision-makings around the implementation. It was also found that 

the CP had the idea of rearranging the patients of ASCH long before VBM was introduced at 

Finsencentret. Thus when the Hematology Clinic at Finsencentret was imposed to execute a VBM 

pilot project, the CP saw the opportunity to use this idea. This logically represents the CP’s own drive 

and incentive for the project to succeed. Since the CP is a manager on ‘the floor’, who maintains 

patient consultancies and wears a white coat every day, she is perceived as a hybrid manager. Kragh 

and Burkjeflot (2014) describe three conceptualizations of hybrid management in hospitals, where 

the CP fits under the definition ‘clinical manager who combines professional self-governance with a 

general management logic’ (Kragh & Byrkjeflot, 2014, p. 444). The clinical manager is usually a 

doctor, who takes on the role of a manager but without completely abandoning clinical tasks. The 

clinical managers provide the crucial hybridization between the traditional professionalism, self-

governance and new general management logics (ibid.). According to O’toole (2013) whom 

contributes to Winter’s implementations theory and inter-organizational relations, departments facing 

budgetary scarcities often choose a so-called ‘mandate’ to account and comply with orders (ibid.), 

like the CP, but the authors believe that hybrid management is a more all-encompassing term of the 

CP. 

IIM describes the manager as influencing other independent variables, and like other actors involved, 

cannot be separated from the implementation process (Winter & Nielson, 2010). Recognizing the 

importance of inter-organizational relations is one important step forward to the successful 

implementation of public policies, but the CP needs to ensure that incentives are aligned between 

professional groups (O’toole, 2013). According to O’toole (2013) the CP had the right intentions in 

regard to tapping into common interest, and utilizing exchange link units in productive ways, which 

represent the foundation of inducing implementation success (ibid.). Firstly, the CP debated the idea 

with the physicians group before launching the project, whilst aware of the fact that approval of the 

project from this group was vital for its success. Secondly, she initiated contact regarding the project 

to the head physician in the BB, introduced it to the treatment coordinators and the nurse groups at 

the Hematology Clinic. The analysis and findings revealed a general perception of sense and 

enthusiasm regarding the concept among the staff interviewed in the Hematology Clinic and BB 

without comprehensive introduction or conviction. But the question remains whether the manager 
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enforced the sense making, or if it was already there. Findings also revealed inadequate coordination 

between the BB and the Hematology Clinic representing an exchange link unit. This means that not 

all relations were fully addressed to collaborate cohesively, which according to Winter (2010) 

influences the implementation process and performance.  

When management proposals are consistent with the front worker’s schedules, they usually find it 

reasonable to comply with new initiatives (Meyers & Vorsanger, 2013). Both nurses and doctors 

complied with the project. However it is interesting that the only ones who she made an effort to 

convince, was the physician group. Findings showed that the physician group was the only one not 

gaining any additional workload and even experienced relief of administrative tasks. As mentioned 

in the literature search, one particular study defined VBH as health issues that are addressed most 

effectively with physicians on the frontline, but this strategy proved insufficient for the holistic care 

delivery (Malik, Hilders & Scheele, 2018). The holistic perspective is missing for this hybrid 

manager, whom focuses mostly on the physician group representing her own profession. Although 

the nurses claimed to have gained an adequate introduction and that the doctors generally are quite 

responsive to their concerns, they might have had the chance to object, if they were asked and 

‘convinced’ in advance like the doctors. If the nurse groups were more involved in the decision 

making process of the project’s launch, perhaps they would have had the chance to voice concerns 

regarding radical increased workloads that have inevitably arisen due to VBM, in collaboration with 

the management group. Findings of this case study showed that additional tasks were allocated, 

especially to nurses, and were layered on top of existing activities. Also, according to O’toole (2013) 

additional tasks and initiatives can impair crucial elements in inter-organizational relations when 

implementing a policy like VBM.  

This enhances Winter’s contention (2010) of how the inter-organizational relations are connected and 

how these cumulatively affect performance of the public policy. In the literature search, the study by 

Abdallah (2014), further claims that internal factors related to leadership and employees play a 

significant role in implementation success in healthcare, which is supported by the findings of this 

MT.  

Having a hybrid manager in general is met positively in the literature, and one study even suggests 

more focus on so-called ‘middle managers’ that may assist the top manager in order to increase the 

effectiveness of implementing healthcare innovations. These statements support the benefits of the 

CP’s position as a hybrid manager in the implementation process. An ongoing facilitative approach 
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should actively focus on the creation of collaborative relationships to ensure that the innovation 

targets value adding outcomes and engages both patients as well as healthcare professionals involved 

across the entire cycle of care.  It is expected that public managers have significant ability to give 

orders and allocate resources over parts of their domain (O’toole, 2013), but managers perhaps only 

retain formal authority over the actors they are responsible for (Winter, 2013). According to Winter 

(2010), managers are supposed to perform by creating decision-making and progress that is aligned 

with organizational objectives. Nurses and doctors are crucial decision makers in clinical 

implementation, and the inability of administrative managers to control field workers should be 

underscored (Winter, 2013), which further highlights the role of a hybrid management as a valuable 

link between management and the clinical team. The CP is able to both delegate orders and 

simultaneously retain authority, and the fact that she is also a doctor support her credibility in 

decision-making and heightens her control over other street-level bureaucrats, according to Winter. 

The literature search revealed yet another argumentation for having a hybrid manager in 

implementation, contending that managing the process of implementation on the basis of 

understanding the complexities of healthcare was also underlined as a crucial component 

(Hellström, Lifvergren & Quist, 2010). This means that the implementation manager should 

understand the implementation area before leading it, which the CP certainly does. 

Although the CP and remaining HCP’s agree that the innovation will add value, Winter and Nielsen 

(2008) claim that some degree of conflict exists between the leader and the street-level bureaucrats 

(ibid.). This study did not reveal any actual conflicts, which can be linked to limited time and data, 

but another reason could be due to the presence of a hybrid manager in our study and not a ‘normal’ 

manager. 

Having a hybrid manager as primary implementer of VBM exhibited both advantages and 

disadvantages. The CP has a great and comprehensive understanding of the implementation context, 

a great influence on the street-level bureaucrats while concurrently managing to allocate tasks. The 

downsides of having a clinical hybrid manager in the project, is the inadequate holistic perception, 

where the CP has a tendency of being mostly concerned with her own profession as a physician and 

may neglect other perspectives. The difficulties of this role may arise from a lack of management 

education training during a demanding career as a physician and this knowledge imbalance is likely 

to create friction between inter-departmental actors. The challenge appears to stem from the lack of 

business integration into the practice of healthcare delivery. The advantages and disadvantages 

inherent in the innovation are likely to be viewed in contrastingly different lenses in comparing the 
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viewpoint of a general manager to that of a clinical professional. This difference in orientation will 

likely create conflict and active coordination is required to ensure that the nuances of both clinical 

and managerial contexts are understood and targeted collaboratively.     

Health care professionals' behavior 

Winter’s IIM is further supported by Hjern and Porter (1981) who argued for the complexity of 

implementation structures and the advantages of using multi-organizational perspectives. They 

contended that neither general models nor theories of individual incentives fully describe the 

influences on front workers (Hjern & Porter, 1981). This study found that hierarchical accountability 

structures and the formal policy of VBM obviously influence and partially control the actions of the 

healthcare professionals, as Meyers and Vorsanger (2013) claim; but the street level bureaucrats 

possess crucial experiences of their capacity and incentives affecting their behavior and consequences 

of this behavior can be that implementation results deviate from the intended policy (Winter & 

Nielsen, 2008).  

 

Social and cognitive boundaries exist between local professionals and professional groups 

interspersed among a dynamic, multidisciplinary system. Within the hospital, communities of 

practice exist within and between professional groups, characterized by mutual engagement, joint 

enterprise and shared inventory in pursuit of their collaborative goals (Ferlie at al., 2005). The 

professional context interprets relationships on the micro-level of the hospital and it is these 

communities of practice that often create resistance to change and barriers to innovative 

transformation. Ferlie at al. (2005) illustrate that social, cognitive and epistemological boundaries 

between or within professional groups severely impede innovative spread. In order for an innovation 

to bridge these different communities, multidisciplinary co-creation and negotiation must occur in 

order to cohesively unite various professional groups (ibid). This study found cooperation among 

staff, and one explanatory bridge toward non-resistance to the innovation could be the overall 

incentives structure.  

The analysis of RQ2 generally revealed great incentives among HCPs for implementing the VBM 

project but revealed limited capacity due to increased workload into an already stressed and onerous 

work environment. According to Winter (2013) although the street-level bureaucrats are trying their 

best, they often experience a gap between demands from managers on one side, and their high 

workload from the other side, representing capacity challenges (ibid.). 
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According to Lipsky’s (1980) concept of street-level bureaucrats coping mechanisms, although they 

have different jobs and tasks in the public sector, they use elements of similar kinds of coping 

mechanisms, supporting them to cope with the experienced pressure of high expectations alongside 

scarcity of resources. The coping mechanisms enable them able to manage cross-press and handle the 

so-called ‘resource trap’ (ibid.). This statement agrees with findings of this study, as HCPs are 

definitely experiencing a resource trap in relation to the innovation. Requirements from legislative, 

administrative managers, target group and other actors together with scarcity of resource are placing 

street-level bureaucrats in a position with a potential need for coping mechanisms, and coping 

mechanisms behavior have consequences (ibid.). 

One coping mechanisms among street-level bureaucrats is defined as waiting time for patients with 

the effect of demand reduction by the target group, the patients (ibid.). This study revealed waiting 

time as a prevailing circumstance experienced by both patients and staff, which potentially could be 

contributed by a coping mechanism handling the resource trap of increased workload.  

Based on the overall impressions of the data collection process, several identified coping mechanisms 

of workload are perceived as potential hazards, especially among the nurse groups. For instance, the 

use of incomprehensible medical terms while conversing with patients, present nurses tasks as being 

the patient’s own interest, using standardized solutions, losing general holistic perceptions and all of 

these cumulatively impose different psychological costs (ibid.). If the authors desired to further seek 

and identify concrete coping mechanisms, data collection methods such as shadowing and 

observations would have been required during a longer period of time. One particular potential 

consequence of street-level bureaucrats’ behavior is goal postponing by modifying program goals 

and focus on single tasks; an example in this case could be that nurses only focus on handing out 

syringes to the patient at AU, but leave out the comprehensive information associated with project. 

Obviously, this has consequences for the final performance and implementation results, as Winter 

proposes in the IIM. Although the HCPs were found to be innovative and adaptable, what Winter and 

Nielsen (2008) coin as cognitive capacity, it cannot substitute for the demands of increased workload 

and general scarcity in resources. Resource pressure and increased workload in this study were found 

to have negatively impacted nurses most.  

 

As mentioned, a great incentive of implementing the innovation was found among nurses and doctors. 

The analysis showed that nurses and doctors genuinely believe that the rearrangement of ACSH is 
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the most clinically proficient solution for their patients. The innovation generally presented a sense-

making appeal (Jensen & Aanestad, 2006) among HCPs who participated in this case study. 

Fundamentally, the street-level bureaucrat’s drive and incentives are manifested in their motivation 

to work (Winter & Nielsen, 2008). A distinction is made between the different conflicts of interest 

within an organization and an implementation process (ibid), and the definition of human-relation-

direction, where work incentives are not based on economic goods, but rather focuses on social 

interests (Winter & Nielsen, 2008; Roethlisberger & Dickson, 1947). This is argued to reflect 

professional groups working in this health care setting. Nurses and doctors are educated to provide 

the best possible clinical care, which is reflected in their work incentives.  

According to Winter & Nielsen (2008) incentives and capacity are influencing the street-level 

bureaucrats’ behavior. One point is, that street-level bureaucrats on individual levels are able to 

perform certain actions, but another important consideration is the underlying institutional logics that 

traditionally govern healthcare systems. These conditions that have been imposed on organizational 

structures in healthcare define operational agendas and subsequently affects the behavior of actors 

involved (ibid.). The nurses and doctors present a certain ability to behave in a professional way, but 

scarcity of resources forces them to pivot from their core values and behave differently, slightly 

skewed from their core values and beliefs. These circumstances as administrative managers, formal 

structures and workload, lay an increase pressure on the healthcare staff. The pressure that 

surroundings are imposing on individual street-level bureaucrats can represent either converging or 

diverging pressures, why the incentive of behaving one way or another deviates (ibid.). This statement 

makes it difficult to assess the actual influence that nurses and doctors’ at Finsencentret and BB have 

on the final performance of the implementation. 

 

Patients' Behavior 

The patients of the innovation are the target group of the implementation process.  

At first, it is essential to mention that patients of this study were pleased in regards to the 

rearrangement of ASCH, and that patients in similar settings generally agree based on the literature 

search. This discovery is naturally reflected in their behavior.  

Winter and Nielsen (2008) suggest that the target group’s cooperation and having mutual interests as 

street-level bureaucrats are crucial for implementing public policies. One characteristic of the 

interaction between patient and HCP is ‘differences in resources’ (ibid.). This study revealed a 

prevailing concern among both patients and staff for those patients who were less resource intensive 
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and were required to exhibit increased responsibility with reference to self-care. Aforementioned, the 

literature search established that the increased responsibility of tasks was well handled by patients in 

similar studies.  

Furthermore, Braithwaite et al. (2007) present five concrete target group behaviors in implementation 

relations: commitment, capitulation, resistance, disengagement or game-playing. The patients in this 

study fall under the category commitment thus they are not only positive but also proactive. The 

motivation behind the patient’s commitment to the innovation, as mentioned in the analysis, is that 

patients were satisfied with staying at home more often, a space where they felt less sick and were 

generally more comfortable. As mentioned earlier the Hematology Clinic is an innovative clinic and 

patients are accustomed to receiving increasingly more treatment at home. Another study revealed 

concurring results that motivation is caused by personal, family and health related factors (Maclean 

et al., 2001). 

This non-resistance to VBM according to the IIM not only affects inter-organizational relations as 

management and street-level bureaucrats but the implementation process and results (Winter & 

Nielsen, 2008). 

Summary of the discussion of findings 

A successful implementation of any innovative strategic alignment must occur multi-dimensionally, 

combining perspectives from an institutional, steering, quality management, professional and human 

context for healthcare innovation. Organizational change must be understood as contextually specific 

since local behavior and context are heavily interrelated. Thus individual actors within the hospital, 

ranging from Finsencentret to laboratory staff will perceive change relative to their contextual lenses. 

This concept of co-creation and sense making is vital for the diffusion of innovative designs and 

results.  

 

Discussion of applying VBM in a Danish healthcare setting 

Challenges applying VBM in a Danish healthcare setting 

The following section discusses the challenges when applying Porter’s theory in relation to the VBM 

pilot project at Rigshospitalet. Different Danish reports and journals have disclosed comprehensive 

criticism of Porter’ theory and the VBM concept. The critique provides a source of analytical 

inspiration to discover whether VBM is a viable concept within the Danish healthcare system.  
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Ideally, VBM requires coherent organizational, governance and management initiatives that 

holistically anchors focus on the patients’ treatment journey as a unified entity (Højbjerg et al., 2016). 

Comprehensive follow-up on outcomes and costs involved in the full cycle of patient care is therefore 

required and ideally should include all of Porter's six components that were introduced in the 

theoretical framework (ibid.). Finsencentret only included some of Porter’s elements, and according 

to Porter, outcomes and costs are measured around the patient’s full cycle of care (Porter & Lee, 

2013; Porter & Teisberg, 2006), which is extended much further than possible for Finsencentret 

(Finsencentret 1).  

 

VBM in Denmark is an undefined and simply not fully developed concept, used differently in several 

contexts. According to DSR (2017a) evidence and especially transferable evidence of VBM results 

are also missing in Denmark. The article draws upon a Swedish systematic review where 21 VBM 

projects were accomplished, and reported the concerns they encountered. In relation to these projects, 

the head of physicians at Karolinska University Hospital is concerned with the missing evidence on 

VBM, which is in line with the missing evidence on VBM studies identified in the literature review. 

Furthermore, Pedersen (2017) claims concurring results that the empirical foundation for the concept 

is modest. Danish and Swedish healthcare contexts are quite similar (Blank & Burau, 2014) and an 

attempt to execute an American system into a state-run country logically calls for concern.  

 

Another main concern of implementing VBM in Denmark was the absence of PRO data (Højbjerg et 

al., 2016: Pedersen, 2017), however the pilot project investigated in this study did not include PRO 

either. PRO data represents an important measurement unit and a crucial element for developing 

VBM in Denmark (Højbjerg et al., 2016). In order to enhance the accommodation of a VBM model, 

the application of PRO data will constitute a much larger part in construction and preparation of the 

concept. The Heart Centre at Rigshospitalet has recently began preparations for VBM projects with 

the aim of including targeted PRO data (Rigshospitalet, 2017h). According to their project 

description, they spent the initial year collecting baseline results representing patient related quality 

goals and economic data (ibid.), before the project even started. Patient related goals embraces, 

amongst other PRO data, survival rates and re-operations.  

According to their economic calculations a data model has been developed that contains cost data for 

all patients in the Heart Center in the period July 2015 to June 2016. The data model allows for the 

breakdown of costs in each individual course (ibid.). If TEAM1 have had the time and resources, they 
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might have considered the replication of this approach to VBM from the Heart Centre by including 

PRO and establish baseline results before launching. However, this might not alter the fact that 

general workload has increased and more complex patients are arriving at the BU.   

 

Separated budgets do not support VBM 

Finsencentret did not include the full cycle of care within the pilot project of VBM (Finsencentret 1). 

Consequently, value and all related costs associated with the full cycle of care, including home 

nursing and the primary sector care are not fully accounted for. 

Højbjerg et al. (2016) emphasize essential enhancement potentials regarding organizational 

conditions to ensure that circumstances also support VBM. Patients’ cycle of care naturally traverses 

different health care sectors, including primary care, ambulatory units and hospitals; conditions in the 

organization of the current health care sector with separated budgets along with different suppliers 

do not support application of VBM (ibid.). In order to encompass the full cycle of care for the ASCH 

patients, it is essential to understand that, contradictory to current productivity focus, VBM imposes 

significantly higher requirements on the type and extent of outcome measures used. VBM’s outcome 

measurements are dependent on the patient group and require focused inventory on outcome results 

and completion of the treatment process. For the current activity model, DRG value can be applied 

as the same outcome measure for all treatments (ibid.). According to Højbjerg et al. (2016) there is a 

remaining need for the DRG system to support VBM, but generally is a large development job in 

adapting Porter’ model to a Danish context, and determining a widely accepted and accurate 

definition of value in healthcare. Overall, steering conditions should be structured to support VBM 

assimilation, which Denmark’s disintegrated budgets across and within sectors in the HCS currently 

fail to support. Development of new measurement tools and organizational structures is required in 

order to assist the transition towards a VBM strategy. 

Translation of Policy Design 

One of the motives behind employing the IIM, was the issue of why some implementations succeed 

and why others do not (Winter & Nielsen, 2008). As outlined in the IIM, inter-organizational relations 

cause several distortions of the policy’s original intentions and these may ultimately create 

implementation barriers. (ibid.). The policy’s goal is described in the policy design, which affects the 

final implementation results. The design is progressively affected by organizational and inter-

organizational relations, which again affects the results (ibid).  
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As mentioned in above discussion parts, due to the nature of VBM, the original design by Porter 

required adjustments. The policy design on a regional level was translated into Finsencentret and then 

further translated by TEAM1. TEAM1 made necessary and concretely adapted descriptions of how 

to measure patient experienced quality, professional quality and resources. 

 

In order to understand the mechanism behind the translation between joint ventures, studies by Røvik 

(2016) contribute with elements of coherent translation theories to transferring for instance 

organizational models. Røvik (2007) is generally occupied with how theories of translation studies 

are positioned within former ways of understanding knowledge transference between organizations, 

and in one study he developed a typology of three translation modes (Røvik, 2016): the reproducing, 

the modifying and the radical mode (ibid.). The VBM pilot project calls for the modifying mode 

representing a pragmatic approach aware of replication difficulties. Finsencentret captured the 

essentials of the VBM concept, but it needed adjustments in order to fit into existing practice, as 

Røvik claims (ibid.). This is called the ‘replication dilemma’, representing the conflict between 

demands of copying VBM and adjusting and targeting the concept into Finsencentret (ibid.). This 

replication dilemma might have appeared in all joints of policy design translations, from the Capital 

Region to Finsencentret and from Finsencentret to TEAM1.  

 

As identified in the literature, Abdallah (2014) points out concurring results that design plays an 

important part for rewarding implementation in healthcare. Abdallah's point emphasizes the need for 

proper consideration behind translation of policies. The translation from region to Finsencentret is 

found similar to other VBM projects in the Capital Region (Højbjerg et al., 2016), but there is far 

from a universal translation of the original concept by Porter into Danish healthcare settings (ibid.).  

 

Pseudo Innovation? 

Management concepts cycle throughout healthcare and the application of new trends present novel 

opportunities to improve operational efficiency. However it remains unclear when to adopt new 

managerial strategies, which strategy best fits the specific healthcare setting in question and 

importantly, which approach adds the most value and how one should accurately measure this. During 

the interview with the CP she used the sentence “I think it [VBM] is hot air” and Pedersen (2017) 

uses exactly those words in the beginning of his report asking: “Is value-based management only hot 

air?” (Pedersen, 2017, p. 6). Subsequently, he uses the words ‘pseudo innovation’ (ibid.) 
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appropriately framing the following critique of Porter’s concept. This criticism indicates that VBM 

may be a transient managerial trend that is essentially a reinvention of similar methods that merely 

adopts different terminologies. While touted as ‘the strategy that will fix healthcare’ (Porter & 

Teisberg, 2006), the dissemination, maturation and scalability of this concept may struggle to grow 

without adequate cultural and organizational support. Greenhalg et al. (2004) argue that successful 

diffusion and integration of an innovation into a clinical context is dependent largely on adequate 

resource infrastructure, knowledge transfer facilitators and user acceptance, both in terms of the HCP 

and patients. In order to avoid being categorized as yet another pseudo-innovation, the authors 

propose that this value based initiative must be afforded adequate time, resources and support in order 

to allow researchers to critically investigate the impact that this novel method has on value provision 

across a broad healthcare spectrum, explicitly defined by Porter as improved outcomes coupled with 

decreased costs.       

Implications of VBM implementation  

Porter has developed VBM primarily for integration into American health care settings. The 

American health care system does not have a uniformed health care system, but is based on private 

organizations and private insurance (DPE, 2016/Blank & Burau, 2014) In contrast, Denmark is a 

state-run country, where health care services represent a unified organization. Based on these facts, a 

direct adoption is not possible, and according to Pedersen (2017) it is important to fully understand 

the American health care system before implementing a concept like VBM in a Danish health care 

setting in order to avoid fatal errors. 

 

The identified confusion of the concept of VBM experienced by the CP, is supported in other Danish 

articles and reports. An article published in Danish Nurse Association, is renaming VBM to ‘value-

based confusion’ (Lindemann & Kjeldsen, 2017). The article emphasizes the struggles of conforming 

to VBM, a concept designed specifically for American healthcare, within a Danish health care setting. 

Following comprehensive assessment of six alternative VBM studies, Højbjerg et al. (2016) conclude 

that the translation of this approach into a Danish setting is met with enormous difficulty. Findings 

in Højbjerg et al.’s (2016) report showed, that two was the highest number of applied components 

out of Porter’s six requirements, and that is probably one of reasons why they further concluded that 

VBM is not yet a fully developed concept (ibid.), at least not for Danish contexts. A report by health 

economist K. M. Pedersen (2017), revealed concurring statements that the VBM concept is missing 

several important details and these shortcomings ultimately restrict the concept’s integration into 
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Danish healthcare (Pedersen, 2017).  

Similarly, Finsencentret’s definition represents an alternative VBM set-up, which does not rigidly 

follow Porter six components. Finsencentret’s division of the three parameters; patient experienced 

quality, professional quality and resources, is a simplified synthesis of Porter’s value equation, and 

does not duplicate it directly. Other studies in the Danish regions are using this division of VBM too 

(Pedersen, 2017).  

 

Outcome measurement 
In order to measure outcomes related to patients, Porter developed the outcome measurements 

hierarchy. If this master's thesis were to strictly apply Porter’s model, the hierarchy tiers would have 

been the measurement units for patient’s value. However, a preliminary investigation would have 

been necessary in order to accurately identify what ASCH patients identify as relevant outcomes, 

according to the hierarchy. 

 

Although the three tiers health status achieved or retained, process of recovery and sustainability of 

health do require clinical health outcome results, which this study was not able to attain. Strikingly, 

it becomes apparent that upon strict adherence to Porter’s model, one does not need patients' 

perspectives in order to measure what, according to Porter, is important for the patient. This case 

study refutes this peculiarity and accordingly contributes with in depth analyses of how the patient 

perceives VBM, as the authors feel that Porter’s hierarchy tiers inadequately address this issue. The 

tiers of the measurement hierarchy are however more in line with what Finsencentret considers as 

‘professional quality’ (Finsencentret 1).  

Furthermore, the tiers may be too superficial in order to embrace complex treatment processes; 

according to Pedersen (2017), Porter’s understanding is too narrow and leaves out essential shares of 

the HCS.  

 

Integrated practice units in the Danish health system 

The head of physicians at Karolinska expresses another challenge and concern of focusing on full 

cycle of care to the DSR (2017a) article. She fears losing the specializing aspect of health care and is 

quoted:  
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Now we require that we step up, because we see a risk that the clinics are smashing, and the hospital 

is becoming even more fragmented than it already is. The consequence is that we cannot maintain 

competence areas and train next-generation specialists” (DRS, 2016b p. 3). 
 

She requires the thorough and critical consideration of VBM as management type (ibid.). The well-

integrated and highly specialized clinics might recede in order to work with patient flow around a 

specific patient group (DSR, 2017a). If the organization starts to circulate around the patient and not 

the specialties there is a potential hazard of losing competences, which will harm patients in the end 

(ibid.). This means, that if streamlining ASCH patients’ treatment in order to help with the integration 

of VBM, a future potential hazard would be the elimination of specialties and sub-specialties. This is 

juxtaposed by an increasing specialization trend, which has been a general vision in Danish health 

care for several years (Ankjær-Jensen, 2005).  

 

Effects: the bridge from Porter to Winter  

Besides establishing that the cycle of care is difficult to measure within a Danish health care context, 

several other critique points surfaced on Porter’s VBM concept. The VBM pilot project at 

Finsencentret demonstrated to increase value in accordance with the three parameters measured, 

which is an isolated result. By only the measuring patient’s cycle of care, this technique fails to 

acknowledge the broader effects that arise from this VBM project. The analysis based on Winter’s 

IIM considers the complete picture of an organization and in doing so portrays a more inclusive and 

accurate effect that the innovation has on a wide range of stakeholders. As presented in the findings, 

the pilot project has created an increased workload across several domains. The most critical aspect 

is the effect of complex patients occupying the ‘empty beds’ left at BU. Empty beds will never 

become a reality at the BU in the Hematology Clinic, due to general overcrowding in medical wards 

(Ministry of Health, 2017). This means, whenever a bed is available, a different patient will be 

transferred to Rigshospitalet occupying this bed. These patients are typically hospitalization requiring 

and in poorer health, in much bigger need of care than the patients they substitute (ibid.). More 

complex patients are admitted to the BU and HCP will therefore progressively be operating under 

increased competency demands. As revealed in findings and the analyses of this case study, HCP at 

the Hematology Clinic express concerns about the increase in complex patients at the BU independent 

of each other, which seems to be a reality (ibid.). HCPs furthermore expressed challenging conditions 
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at BU at the Hematology Clinic, including several resignations and an increasing amount of 

inexperienced nurses, which does not aid the situation. 

Assessing cycle of care of ASCH patients as an isolated journey, like Porter suggests, shows a 

reduction in resources, but within a Danish HCS, money comes from the same box (Blank & Burau, 

2014); when all beds are filled with complex patients at BU the patients may not receive the care that 

they need, thus nursing capacity was already fully utilized by the previous arrangement with a mix 

of easy and complex patients. Nurses at BU expressed that before the innovation, the harvest patients 

represented a ‘break’ and provided welcomed diversity to their work.  

Additionally, one of the main points of the report by Højbjerg et al. (2016), showed other difficulties 

on withdrawal of patients from other regions, which does not necessarily support VBM, due to 

collaboration agreements (ibid.).  

The increased number of complex patients with no additional nursing hands represents the hazard of 

even more infections, incomplete treatments and readmissions. Lastly, there is an obvious 

misrepresentation of resource reduction, which means that this VBM project doesn’t represent an 

overall attainment of value adding protocols in reference to resource utilization. The problem is that 

resources connected to effects are not included in this innovation, and if considering patients as an 

aggregated group, the innovation creates better circumstances for easy patients, and worse 

circumstances for more complex patients. This is primarily linked to the fact that many hospitals, 

including Rigshospitalet, are ill-equipped to deal with an abundance of complex patients that require 

alterative care arrangements, convoluted clinical protocols and more labor-intensive treatments. One 

of the nurses in the BB expressed the challenge in rearrangements that are presented without the 

provision additional resources. It became clear that effects of an increased workload due to the 

innovation, were strikingly evident among almost all HCP participated in this case study. Only 

physicians were somewhat free from extra tasks. These effects will again finally compromise the care 

provided to patients.  

In the beginning in was mentioned, that the director for Systematic Patient Involvement expected that 

the VBM pilot project would result in additional resources for staff to increase patient services. But 

looking at the VBM project at an aggregated level, these expectations are not redeemed. 

One might assume that general patient experienced quality will decrease if HCP don’t have the 

capacity to nurse, give comprehensive instructions and information, relieve complications, provide 

psychological support and other crucial findings among patients with cancer (Danish Cancer Society, 

2006). In addition to that, professional quality will naturally decline, and HCPs might not be able to 
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maintain safety, and treatment courses will not be met, due to severe complications, readmissions or 

in worst-case, death (DSR, 2017b). Based on these assumptions and claims, resources will logically 

increase as well. 

Certainly not all VBM projects results in the admittance of more patients into a previously more 

manageable ward, but the case exhibits a great example of the challenge in cycle of care, adapting an 

American system into Danish health care requires careful considerations (Pedersen, 2017), and the 

typical mechanisms of implementation of home based treatment innovations; thus this is a general 

mechanism in medical wards in Denmark (Ministry of Health, 2017).  

 

Discussion of theory: Winter & Porter’s – What else? 

The intersection of Winter and Porter represents a basic distinction of the concrete and the general, 

and the private and public, and the theorist operates within two different paradigms reflected in their 

interests and focus. Winter poses organizational strategies embracing comprehensive elements, 

whereas Porter focuses on the processes on an individual level. The distinction of theorist is reflected 

in the original intentions of this study, enlightening the project by their interaction and 

complementation. Findings in a different VBM project showed that the impact of a harmonized 

implementation process improved outcomes and delivery of care with higher efficiency and greater 

value (McLaughlin et al., 2014), as described in the literature search.  

 

A multiplicity of interests inevitably develops from relevant stakeholders, including patients, nurses, 

doctors and managers, who unsurprisingly challenge organizational priorities within the hospital 

based on their contextual reasoning. Within this environment, an abundance of possible 

perspectives arise based on how individual actors perceive problems (Dopson et al., 2008), which 

emphasizes the relevance of using the IIM as an explanation model for VBM.  

 

Winter and colleagues are interested in general organizational implementation of public policies. 

Although all layers and levels of the organization are considered, specific healthcare relation theory 

represents a limitation of this study design. Seeking complimentary healthcare specific 

implementation strategies, one might have considered the GIF as an alternative or contributing 

element. The GIF was identified in the literature search, where Moullin et al. (2015) made a 

comprehensive systematic review regarding implementation frameworks of innovations in healthcare 

resulting in proposing the GIF. The GIF’s process divided into several stages and steps, and can be 
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used as a starting point or checklist ensuring the framework covers the core implementation concepts 

(Moulin et al., 2015). The model shows the healthcare innovation at the center of the framework and 

surroundings represent contextual domains and their level of influence. The model shows that 

throughout the implementation process, each step and for each domain, contributes with influencing 

factors, strategies, and evaluations (ibid.). The model is represented Figure 2. 

 

Winter’s IIM is a general model whereas GIF accounts for a step by step approach, that could be 

especially useful when executing and preparing implementation healthcare innovations. The GIF 

could therefore be proposed as possible tool to aid the CP or future implementer at the ward, but also 

as an analysis tool for researchers aiming to understand health care innovations on even more practical 

levels.  

It is still important to consider Winter’s critical acknowledgement of the complexity of each 

individual implementation process, this means that according to him this model should not necessarily 

be followed too rigidly (Winter, 2013), like the IIM. 

In order to assess VBM as a public policy, the IIM is still the preferred choice. The IIM provides 

comprehensive elements of VBM’s and does so by addressing the organization holistically, from a 

multitude of perspectives. The IIM clarifies the complexity difficulties associated with the application 

of VBM, for instance, addressing how inter-organizational relations affect policy formulation and 

subsequently affect implementation results (ibid.).  

 

Discussion of methodology and data collection 

Why a multiple case study research design was not used 

In order to address our research questions, the authors conducted a single case study. The objective 

of a case study is to produce a theoretical generalization (Ramian, 2012). A generalization is made 

through strengthening, weakening or identifying nuances of the theory being the basis of the case, 

but can never be generalizable to the rest of the population as opposed to statistical generalization 

(ibid.). In order to strengthen a theoretical generalization, researchers may perform multiple case 

studies that replicates the same result (ibid.).  

 

During the time in which the authors conducted the single case study, several other VBM projects 

took place. Given more resources and capacity of the authors, they could have participated in and 
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collected data from more than one study at a time and allowing them to conduct multiple case studies 

with VBM pilot projects from Finsencentret. A higher number of case studies would increase the 

likelihood of representing the strength of the theory being tested. Multiple case studies would 

therefore have contributed to additional perspectives and increased validity of the findings and 

conclusions of this master thesis and help challenge whether VBM creates value in a Danish 

healthcare setting.  

 

With the chosen methodology, this thesis cannot provide any statistical significance or reach any 

universal conclusions. Instead, it is able to discuss one specific case and provide certain implications 

and conclusions for one particular department studied. It is representative of only the studied 

department, and may therefore only provide indications of whether VBM works in a Danish 

healthcare setting. In order to become more certain of such indications, other methodologies on the 

same department needs to provide similar conclusions. 

 

Furthermore, a baseline measurement of the study would have been preferred in order to compare the 

findings before and after the implementation of VBM. The current case study is therefore a cross-

sectional case study, because data is collected at a specific point in time (Andersen et al., 2012). 

Creating a baseline measurement would require the study to have been conducted at baseline, before 

the VBM pilot took place, and again after enrolment. The authors of this master thesis were not aware 

of the project at the time of enrolment, why the baseline measurement was not possible to conduct. 

Complications of data collection related to the implementation 

The VBM project and its implementation was launched just before the authors initiated the data 

collection. Implementation processes are known to take time, before they are fully integrated as 

shown in the study by Nilsson et al. (2017) who proposed a timespan of two years before VBM 

protocols were successfully integrated in a Swedish hospital. Additionally, the Nilsson et al. study 

(2017) is longitudinal, and the development over time in the different implementation processes can 

then be highlighted. The case study for this master thesis, represent a snapshot (cross section) of the 

implementation process and is limited in sample size. A drawback of taking a snapshot is that 

important information is subject to recall bias. The information regarding enrolment of the 

implementation and the HCP's experience with the enrolment can not be expected to be recalled 

accurately, while details may be omitted.   
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As exemplified by Nilsson et al. (2017), many thoughts and frustration were experienced in the very 

first phase of implementation, while these thoughts and feelings shifted over time for the actors in the 

implementation process (ibid.). The shift in feelings and the lack of interviews at the beginning of the 

enrolment may make the authors of this thesis unable to capture some of the initial frustrations and 

possible large variations in thoughts and feelings over the course of the implementation process.   

 

The methodology of this master thesis is primarily qualitative data supplemented by quantitative data. 

The authors chose not to include a survey, as too few answers were expected to be provided which 

would limit any statistical significance, It would similarly be difficult to receive survey responses 

from a representative sample. The concern for representativeness was also valid for the selection of 

interviewees. Here, the head nurse of the project group recruited the nurses for AU and BU, and the 

authors of this thesis did therefore have limited influence into the representativeness of the chosen 

informants. The selected nurses had multiple years of experience which was good in the sense of their 

experience with the former process, while on the other hand it did not include the view of the newly 

hired nurses, their thoughts, feelings and experiences with the department and the innovation.  

 

Furthermore, it was not possible to include the secretaries, which sit in the waiting area in the AU. 

Given their physical location, the secretaries therefore had a good understanding of the patient flow 

and especially the amount of waiting time the patients actually experienced. The secretaries were 

unfortunately unable to participate due to lack of human resources and structural circumstance.  

 

A final reflection in terms of thesis' methodology is the absence of comparable data and literature on 

value based management from other patient groups. The absence hinders proper verification of the 

conclusions in this thesis and a nuanced discussion of supporting and conflicting findings from 

comparable patient groups. 

 

Limitation summary 

The hermeneutical approach is generally occupied with understandings of phenomena (Dalhager & 

Fredslund, 2013), which allows us to generalize the approach. 

In order to argue this case study with increased validity, Flyvbjerg’s (2006) postulations are taken 

into consideration. He outlines five misconceptions within case studies, and criticizes the 

understanding that case studies are non-generalizable by mentioning several generalizable single case 
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studies. Although this case study did not strive for generalizability, one can argue that part of the 

study is as Flyvbjerg claims. An example is that this study shows concurring results in other studies 

of difficulties in applying VBM in Denmark.  

 

This case study comprises a number of interviewees, which according to Kvale and Brinkmann 

(2009) is insufficient according to generalizability. They argue that ten to fifteen plus/minus 

qualitative interviews are sufficient in order to generalize or until saturation of data is met (ibid.). 

This means that the number of each interview group would create a more adequate and generalizable 

picture if more interviews were conducted; but due to limited access to the field and time limitations 

it was not achievable.  

 

Yet the collected data is calling for validity, and according to Kvale and Brinkmann (2009), it 

depends on what school of science you support, and hermeneutics belonging to social sciences, 

validity is constituted by human perception (ibid.).  

A qualitative study, as the majority of this case study represents, design is generally under accusation 

and criticism when it comes to validity; this study is leaning towards internal validity (Holstein, 

1997), due to the nature of the case study (Flyvbjerg, 2006).  

Although this study might represent a re-call bias, Flyvbjerg (2006) claims that context independent 

knowledge is not necessarily more important than context dependent knowledge. Due to the character 

and world of human kind, context dependent knowledge is more valuable than a search in vain of a 

universal predictive theory (ibid.). This supports the validity of the paper’s design incentive, because 

this represents dependent context knowledge.   

It is important to differentiate between validity and generalizability. Within social sciences and 

hermeneutics, it is believed that every situation is unique, and every phenomenon has its own 

engrained logics and structure (ibid). Aiming for generalizability would, according to Kvale and 

Brinkmann (2009), not make much sense for this study, due to the purpose of gathering in depth 

experiences in a concrete case (ibid.). 

 

Generally, requirements for qualitative research lay within the process of the research (Christiansen, 

Nielsen & Schmidt, 2013). Kvale and Brinmann (2009) claim that the research procedures and the 

so-called ‘handcraft efforts’ as crucial for the outcome’s validity, unbiased and true (ibid.). The 

research procedure should then be transparent with convincing research results; valid research is 
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research making the question of validity redundant (ibid.). Yet one of the disadvantages of qualitative 

research is the amount of data that must be managed, requiring great deal of effort (Christensen, 

Nielsen & Schmidt, 2013), furthermore, triangulation of research methods requires labor and resource 

as well, but a positive outcome is that it appears as nuanced research. One disadvantage is that you 

may acquire information that does not solve your desire to get a definitive answer, but instead presents 

new layers of complexity and new insight (Holstein 1996). 

The operational approaches in the analyses are mostly based on established theories providing the 

analytical frame, but the sub-analyses in RQ1 are based on an open analysis, proving to be a potential 

risk for subjective deviation.  
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9. Implications and Recommendations 
The following chapter presents identified implications based on findings in this thesis. Furthermore, 

the author’s provide and the author’s recommendations to the specific VBM project owners.  

What do we measure with locally identified indicators? 

Effective management that collaboratively engages the interests of an elderly population, their 

immediate caregivers and HCPs is vital to ensure that high quality healthcare is practiced and 

delivered. In order to promote the efficient spread of new models of care delivery, a firm 

understanding measurable value-driving indicators must be developed, specific to the unique 

healthcare context that it will be applied to.  

 

The policy design of the VBM pilot project requires project owners to develop relevant indicators 

within the steering parameters of patient experienced quality, professional quality and use of 

resources (Finsencentret 1). Indicators developed by the project group in TEAM1 unsuccessfully 

managed to cover all relevant themes identified in the in-depth interviews of patient-experienced 

quality. For future evaluations of VBM projects the authors suggest that skilled consultants or use of 

PRO-data should support development of indicators in order to secure useful evaluation data. PRO-

data for Danish MM patients is currently being developed, which is why a close collaboration with 

the researcher of the study is of high relevance (Hartmeyer, 2018). Additional conduction of baseline 

data to support the VBM pilot project effects are necessary to make any sufficient comparison and 

evaluation of the VBM pilot project. Furthermore, sufficient evaluation set-up is assumed to support 

identifications of important improvements in the VBM pilot project. A current trend in the Danish 

healthcare system is empowerment of patients, which is reflected, in greater use of user surveys, such 

as LUP-surveys7 (LUP, 2018). To secure great ratings in LUP-surveys and support patients’ 

experiences, the formation of valid indicators for evaluation is crucial. One of the major threats for 

the Danish healthcare system identified by Højgaard and Kjellberg (2017) is the informed health care 

consumer with high expectations of involvement, why the authors suggest that development of 

indicators for evaluations should be taken seriously.  

 

 

                                                        
7 LUP is an abbreviation for ”Den Landsdækkende Undersøgelse af Patientoplevelser” [The National Survey of Patient 
Experiences] 
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Value Stream Mapping to eliminate waiting time and insufficient workflow  

Value stream mapping is a visual representation tool that can be implemented to help precisely define 

the steps in the innovation that adds value to an organization (Gellad & Day, 2016). The theme 

waiting time among patients and nurses was identified in the qualitative interviews. Patients often 

have to wait hours in the waiting area at AU and nurses in AU additionally experience waiting time 

for physicians. In consideration for further enhancement, a LEAN approach could be embraced. 

LEAN is a production philosophy aiming to maximize costumer value and minimize waste (Modig 

& Åhlström, 2012). Based on the identified increased waiting time for patients and workload, a LEAN 

theory might be able to identify possible enhancement and rearrangements accommodating the 

limitations the process innovation derives. Value Stream Mapping aiming at identification and 

elimination of non-value adding processes could furthermore contribute to LEAN (Kros & Brown, 

2013). 

Allocation of a physician to the ambulatory unit 

Implementation of the innovation and a general increase in patient activity resulting in an increased 

need for allocation of resources was identified among all HCPs. The theme two places at once was 

identified among physicians, who felt challenged to coordinate with two separate nurse groups and 

to deal with expectations of being available at BU and AU at the same time. The innovation derived 

poor communication between physicians and nurses in TEAM1 and resulted in increased waiting 

time for nurses and patients in AU waiting for physicians to be available. To accommodate these 

three identified issues, poor communication and increased waiting time for nurses and patients in AU, 

the authors of this thesis suggest allocation of one physician to the AU as a solution. With future 

expectations of increased ambulatory activity, allocation of a physician is expected to happen within 

the immediate future. 

Create a checklist for nurses in the blood bank 

In the interviews of nurses from AU, the authors identified the existence of workload redundancies, 

particularly when nurses from BB refer patients to consultations at AU. The nurses from AU claimed, 

that patients were sometimes referred unnecessarily. To accommodate redundant workloads for 

nurses in AU and unnecessary waiting time for patients, the authors suggest the CP in collaboration 

with nurses and physicians in TEAM1, to create a checklist in the IT-system SP for nurses in BB. 

Nurses in the BB are insecure about the ASCH patients’ treatment plans because it is outside the 
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scope of their domain. A checklist will support the nurses improved discretion in a field they are not 

trained in and thereby only refer patients who need consultations.  
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10. Conclusion 
This chapter presents a summary of the findings identified in the analysis and discussed above in 

order to provide a structured answer of whether the VBM pilot project at Finsencentret, the radical 

innovation of a restructuring patient flow from ambulatory to hospitalized administration, creates 

value within the three parameters: patient experienced quality, professional quality and use of 

resources, and how the inter-organizational mechanisms in the implementation process affect the 

value created.  

 

The analysis of value-creation analyzes shows that the VBM pilot project according to the 

parameters and criteria of value-creation in the respective case does create value within the three 

parameters patient experienced quality, professional quality and use of resources patient 

experienced. In the current case study, patients experienced quality improvements when relocating 

the patient pathway from hospitalized to ambulatory conditions. Quality was associated with 

spending less time at the hospital and spending more time at home. As an outpatient they feel freer 

and more separated from their disease, which was associated with enhanced well-being. Self-

management training and well-informed patients was crucial for avoiding critical events among 

outpatients. More responsibility are places in the individual patients. As discussed, empowerment of 

patients is the new trend in the Danish healthcare system which is in line with the core of the VBM 

paradigm of placing the patient in center. However, structuring health care systems according to 

patients’ interest and overruling professionalism was implicated as a huge concern among HCPs. 

  

Secondly, this case study found that professional quality was maintained, and no critical events was 

experienced. However, the innovation led to increased number of patients receiving the ASCH 

treatment derived increased activity level and workload, and new imposed tasks among the 

professionals participating in the ambulatory process. No additional resources were added, and a 

busy and stressful work environment among professionals was consequently encountered. This was 

discussed as a limitation in the VBM pilot project that evaluation of outcomes and resources are 

centered around the treatment cycle for one specific patient or patient group and fails to adopt a 

holistic perspective of how the innovation impacts the professionals work conditions. Lastly, based 

on the economic data available, this case study found that relocating patients from inpatient to 

outpatient improved utilization of resources. Besides, the authors found limitations in the VBM 
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policy design in Finsencentret as only measuring cost within Finsencentret and not include units 

located outside the center where services were outsourced.  

 

The case study further investigated the underlying implementation mechanism with the objective to 

gain a greater understanding of the diffusion of the innovation and the new VBM policy. The 

introduction of a hybrid manager as facilitator was received positively among HCPs. However, the 

facilitator was influenced by her own position in the Hematology Clinic in terms of engrained 

familiarity to the process in detail within the Hematology Clinic but not outside the clinic. The 

findings indicate implementations barriers located outside the Hematology Clinic were associated 

with lack of familiarity with the other units’ workflows and conditions in sufficient detail. A 

holistic view of potential consequences derived from the new process, as a result of changes in 

patient pathways and workflows, is crucial to avoid undesirable side effects. Finally, the study 

found that implementation of innovations aligns with the implementation actor’s incentives and 

were associated with few implementation barriers existed, with high compliance to the 

implementations process. Restructuring from inpatient to outpatient care supported the department’s 

strategy, the HCP and the patients’ interest. 

 

As discussed, VBM is experienced as yet another “new” paradigm in the health care sector and 

“new” in the sense, that HCP always have worked hard to create value for patients and that health 

economic calculations of utilization of resources always includes outcomes and cost. The authors 

conclude that there is a need for further investigation of the effect of VBM in a Danish health care 

setting to create proper guidelines or protocols in order to make VBM a rewarding concept. The 

impact of an aging demographic within Denmark is likely to come of major clinical significance 

and as such, we contend that the successful integration of VBM will improve the quality of care 

delivered to patients that will continue to present to healthcare providers with complex conditions. 

A proactive approach that draws upon value-creating innovations will undoubtedly equip Danish 

healthcare with the organizational structures to address the needs of their rapidly aging population.   
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11. Scalability 
The authors of this master thesis have used the IIM to analyze the inter-organizational mechanism 

and how these affect performances. However, the IIM can be used for implementation in a holistic 

perspective and used for analyzing diffusion of VBM from a national and regional level and all the 

way to the dependent variable of outcome. Aforementioned, the independent variables in the model 

affect the next level and follow on to affect the final output and outcomes. Using the model in a 

holistic perspective can provide the researcher a greater insight in and valuable information of the 

VBM policy formulation in Danish healthcare settings and variety in implementations results.  

 

Findings in this thesis indicates that use of a hybrid manager as facilitator was associated with a 

positive implementation process where HCP professionals comply to the innovation. The hybrid 

manager possesses insight and in-depth understanding of the HCPs and patients’ everyday life, hence 

why the hybrid manager was able to develop detailed and well-considered set-up of the innovation 

and for the implementation process. The hybrid manager’s position and title as CP was associated 

with greater respect and trust among HCP and results in HCP being more receptive to the CP’s ideas 

than ideas presented by the management. Hybrid management as implementation facilitator was 

additionally identified in other studies (Birken et al., 2012; Birken, Lee & Weiner, 2012; Øvretveit et 

al., 2012) to have great impact in implementation process, indicating that use of hybrid management 

should be considered in future implementations of innovations.  

 

Finally, Porter suggests that VBM supports innovations (Porter & Teisberg, 2006). In this master 

thesis the pioneer of the VBM pilot project innovation argues, that it was not the VBM pilot project 

that evoked her innovative nature. The facilitator argued, that she had always embraced a creative 

outlook but time pressure and demanding workloads were the main reasons why all her ideas have 

not been put forward for implementation. Time for innovation and implementation are crucial for 

innovation. However, this study shows, that support, trust and time can foster HCPs to become great 

innovators within the highly complex field of healthcare. Other examples of great innovations 

emerged from HCP is the home-based chemotherapy treatment developed by a nurse in the 

Hematology Clinic (Rigshospitalet, 2015c). With support from the innovation fund IdeRiget she 

received support and training in developing the idea. Today, the innovation of home-based 

chemotherapy is widely used, and as argued by Røtnes and Staalesen (2010) user – and employee 

driven innovations are of high need to support efficiency in healthcare systems currently facing 
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several threats of demographic shifts associated with a rapidly rising aging population (Bokkelen, 

Morsy & Kobayashi, 2015) and increased demand for health care.  
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Appendix 1: Questionnaire  
 
 

 

 

Til dig, der har fået høstet dine stamceller  

Vi ønsker at forbedre information og støtte til patienter under forløbet for stamcellehøst. Vi håber, at du vil 
besvare dette spørgeskema og derved hjælpe os, så vi kan blive bedre.  

Din besvarelse vil blive brugt til en evaluering af det ambulante forløb for stamcellehøst samt til to CBS-
studerendes speciale om behandlingsforløbet. Besvarelsen vil tage ca. 5 minutter. Din deltagelse vil være 
anonym og din besvarelse vil blive behandlet strengt fortroligt. 

Spørgsmålene er målrettet den del af dit behandlingsforløb, der har med stamcellehøsten at gøre, dvs. 
perioden fra sidste gang du fik kemobehandling til den dag, hvor du er færdighøstet.  

Når du har besvaret spørgeskemaet, kan du aflevere det udfyldte skema i receptionen på afdeling 4034 eller 
til din sygeplejerske. Er der nogen af spørgsmålene, som du ikke forstår eller har problemer med, så kontakt 
venligst sygeplejersken inden du afleverer spørgeskemaet.  

Først et par spørgsmål om dig:  

Hvad er dit køn?      
 
 Kvinde  q  Mand  q 
 
Hvad er din alder?  
 
Angiv i tal: _________________ 
 
Hvilken kræftsygdom har du?   
 
Myelomatose   q    Lymfom  q  Anden sygdom, angiv 
venligst_____________________________ 
 
 
HUSK at spørgeskemaet kun er målrettet det ambulante høstforløb, dvs. perioden efter din sidste 
kemobehandling og frem til du fik høstet dine stamceller J 
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1. Hvor tilfreds har du været for det ambulante høstforløb af stamceller (perioden fra 

sidste gang du fik kemobehandling til den dag du fik høstet dine stamceller)? 
 
Meget utilfreds  q    Utilfreds q Hverken eller q    Tilfreds q    Meget tilfreds q     Ved 
ikkeq 
 

 

2. I hvilken grad oplevede du, at du undervejs i det ambulante høstforløb modtog 
tilstrækkelig og forståelig information (perioden fra sidste gang du fik 
kemobehandling til den dag du fik høstet dine stamceller)? 

Slet ikke □   I lav grad □  Hverken eller □  I høj grad   □  I meget høj grad □   Ved ikke □  

 

Du kan uddybe dit svar her: 
 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 

3. Såfremt du oplevede symptomer, bivirkninger, smerter, ubehag eller andet under 
høstforløbet, i hvilken grad oplevede du så at få tilstrækkelig hjælp og vejledning 
(perioden fra sidste gang du fik kemobehandling til den dag du fik høstet dine 
stamceller)?  

Slet ikke □   I lav grad □  Hverken eller □  I høj grad   □  I meget høj grad □   Ved ikke □  

 
 

4. Følte du dig ventet og velkommen, de gange du mødte ind i Blodbanken i forbindelse 
med stamcellehøsten? 

Ja   □  Nej □ Ved ikke □ 
 
Du kan uddybe dit svar her: 
 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 

5. Blev du indlagt undervejs i høstforløbet? 

Ja   □  Nej □  
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5.a Hvis ja – Hvorfor blev du indlagt undervejs i høstforløbet?  
Venligst angiv dit svar her:  
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 

6. _____________________________________________________________________ 
7. Fik du feber undervejs i høstforløbet, mens du var derhjemme?   

Ja   □  Nej □ 
 
6.1  Hvis ja – kontaktede du afdelingen? 

Ja   □  Nej □ 
 

6.1.a Hvis ja  - du kontaktede afdelingen – Hvor lang tid gik der mellem du 
opdagede feberen til du kontaktede afdelingen?  

 
Venligst angiv 

______________________________________________________________ 
 

6.1.b Hvis Nej –  du kontaktede ikke afdelingen - Hvorfor kontaktede du ikke 
afdelingen da du opdagede at du havde feber? Venligst angiv dit svar her:  

_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
 
Du kan uddybe alle dine svar vedr. feber her: 

 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 
_____________________________________________________________________ 

 
8. Hver aften under høstforløbet tog du en eller flere injektioner i forbindelse med at øge 

produktionen af stamceller i din knoglemarv. Hvilken af følgende injektioner med 
vækstfaktor tog du? 

G-CSF □      Mozobil □        Ved ikke □    Andet, venligst angiv: 
_____________________ 
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9. Blev du oplært I at tage injektionen selv? 

Ja   □   Nej □  
 

10. Hvordan tog du injektionerne? 

Jeg tog dem selv   □  

Sygeplejerskerne på afdelingen eller hjemmesygeplejersken gav mig dem □  

Jeg fik hjælp af pårørende □ 
Andet, angiv venligst: 
_______________________________________________________________ 
 
 

11. Har du under høstforløbet fulgt din behandlingsplan og taget injektionerne hver aften 
indtil du fik høstet stamceller?   

Ja   □   Nej □  Ved ikke □ 
 
Du kan uddybe alle dine svar eller tilføje yderligere kommentarer vedr. injektionerne her: 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

 

12. Har dine pårørende været involveret i dit høstforløb? 

Ja   □   Nej □ 
 

Venligst uddyb dit svar her:  
 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 

 
13. Har du yderligere kommentarer vedrørende det ambulante høstforløb, kan du notere 

dem her: 
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__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________ 

Mange tak for hjælpen! 
 
Din besvarelse har stor betydning for afdelingens udvikling og vil blive brugt til evalueringen af det 
ambulante stamcellehøst forløb samt til to CBS-studerendes speciale om behandlingsforløbet. 
 
Venligst tjek om du har besvaret alle spørgsmål, inden du afleverer spørgeskemaet i receptionen i 
afd. 4034 eller til din sygeplejerske. 
 
Med venlig hilsen 
Klinik for Blodsygdomme, Team 1 
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Appendix 2: Overview of all data collected 
 
 
    

 

  

 
 
 
 
 
 
 
 
  

Data sources        
Project documents    Project description Finsencentret    

Project description TEAM 1    
VIP   

Interviews    Patients  
Physicians   
Nurses at ambulatory unit     
Nurses at inpatient ward  
Nurses at the blood bank  
Treatment coordinators  
Consulting physician   

 Field work    Meetings with the project group   

Individual meetings with members of the 
project groups   

Observations    Blood Bank  
Laboratory 

Questionnaires   Patients (not included) 
Economic data    Excel ark with raw data  



 

 178 

Appendix 3: Overview of all interview  
  
Interviews  

Interviewee(s)  Number of interviewee(s)  Number of in 
interview(ers)  Date  Duration (minutes)  

Nurses at ambulatory unit  2 2 May 2 47:11 
Nurses at the bed unit  2 1 May 4 39:15 
Physician 1  1 2 May 5 20:54 
Physician 2  1 2 May 5 20:00 
Nurses at the blood bank  2 2 June 12 20:15 
Treatment coordinators  2 1 June 25 1:02:00 
Interview patient 1  1 2 May 2 45:36 
Interview patient 2  1 2 May 3 14:45 
Interview patient 3  1 1 May 24 40:08 
Consulting physician  1 1 July 12 49:38 
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Appendix 4: Interview guide 
 

Patients 
 

Interview guide 
Formål: Formålet med interviewet er at afdække hvad der skaber værdi for patienterne  under 
stamcellehøsten  Semi-struktureret interviews er valgt ud fra tanken om at have en åben tilgang til, 
hvad patienterne mener skaber værdi for dem. Vi ønsker at udfordre Klinik for Blodsygdommes 
hypotese om, at et ambulant stamcellehøstforløb skaber mere værdi for patienten sammenlignet 
med et indlagt høstforløb. Hypotesen bygger på, at det skaber øget værdi for patienten at være 
hjemme i stedet for at være på hospitalet, ud fra en antagelse om, at patienterne hjemme blandt 
andet sover og spiser bedre hjemme hos sig selv. 
 
Målgruppe: Patienter som har været igennem et ambulant høstforløb - Ønsket antal informanter: 10 
 
Opsætning: Interviewet er et semi-struktureret interview bestående af åbne samt mere lukkede 
spørgsmål. Det er interviewerens opgave at spørge ind til informanten for at få uddybet relevante 
områder som både kan være nye eller velkendte. Interviewet vil finde sted på et kontor på 
hæmatologisk afdeling. Beliggenheden er valgt på baggrund af informantens kendskab til 
afdelingen, som kan medvirke til at informanter oplever at interviewet foretages i trygge rammer. 
Ved interview af tidligere patienter, som muligvis ikke er under behandling på afdelingen, vil vi 
være fleksible hvis informanten ønsker interviewet skal foretages i deres hjem eller tættere på deres 
hjem.  
 
Rekruttering: Jette og Rikke har ansvaret for at informere J&T om potentielle informanter. J&T vil 
møde op om fredagen og briefe potentielle informanter om evt. deltagelse i interview, observation 
og spørgeskema. Herefter planlægges en interviewdag i perioden mellem endt høstforløb og 
højdosis kemobehandling.  
 
Tidshorisont: Vi antager at rekrutteringen vil foregå i perioden: 05.04.2018 – 30.06.2018, og at 
interviewene så vidt muligt afholdes i samme periode. Perioden kan forlænges, hvis ikke den 
ønskede mængde informanter er nået.  
 
Estimeret tidsramme for selve interviewet: 30 minutter.  
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Formål Tema Spørgsmål 
Præsentation og 
informeret samtykke 

Præsentation og 
rollefordeling 

Jeanette – har læst FSV og nu IHC 

5 min.    Tilde – Sygeplejerske og nu IHC 
  

  
-           J eller T interviewer og den anden tager noter, og 
stiller evt. uddybende eller tillægsspørgsmål. 

  

  

-          Formålet med interviewet er at få dit perspektiv 
på, hvordan du oplevede den del af behandlingsforløbet, 
der omhandler høst af stamceller, dvs. perioden efter din 
sidste kemobehandling og frem til du blev høstet. 

  

Formål med interviewet 

-          Vi ønsker at optage interviewet på en diktafon, for 
at kunne bruge data og analysere indholdet. Din 
deltagelse vil være anonym, og efter endt analysearbejde 
vil optagelsen blive slettet. Må vi optage samtalen? 

  

  

-          Resultaterne af det data vi indsamler skal bruges 
til en evaluering af patientoplevet høstforløb og til brug i 
vores speciale, som omhandler værdibaseret styring på 
hæmatologisk afdeling. 

  

Ramme for interviewet 

-          Vi bestræber os på at interviewet tager 30 
minutter, men det afhænger meget af, hvor meget du har 
at fortælle undervejs. Vil det være et problem for dig hvis 
vi går over tid / har du en bagkant?  

  
-          Tidsramme 

-          Der er ingen rigtige eller forkerte svar. Hvis vi 
undervejs stiller dig spørgsmål, som du ikke har lyst til at 
besvare, kan du til hver en tid undlade at svare. 

  -          Rollefordeling -          Har du nogen spørgsmål? 
  -          Rettigheder -          Så vil jeg tænde diktafonen og starte interviewet. 
  -          Diktafon   

Opvarmning Baggrundsoplysninger Først vil jeg høre om du kort kan præsentere dig selv? 
5 min. -          Alder -          Hvor gammel er du? 
  -          Sygdom / Årsag til 

høst? 
-          Hvilken sygdom har du? 

    -          I hvor lang tid har du været syg? 
Hvordan har patienten 
oplevet HØST 
forløbet 

Hvordan har patienten 
oplevet HØST-forløbet? 

Kan du beskrive dit stamcellehøstforløb for os, dvs. 
perioden efter din sidste kemobehandling og frem til i 
dag? 

10 min     
  Hvad skaber værdi for 

patienterne i dette forløb? 
Hvordan oplevede du høstforløbet? 

      
    Hvad oplevede du i høstforløb var godt? 
    -          Hvorfor var det godt? (at være hjemme eller 

indlagt) 
      
    Hvad oplevede du i dette forløb var mindre godt? 
    -          Hvorfor var det mindre godt? (at være hjemme 

eller indlagt) 
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    Følte du dig tryg under høstforløbet? 
    -          Hvorfor / hvorfor ikke? 

Hvilket forløb skaber 
mest værdi hos 
patienten 

Hvilket forløb tænker 
patienten vil skabe mest 
værdi for dem og 
hvorfor? 

SPØRGSMÅL TIL AMBULANTE PATIENTER: 

10 min   

Hvis du i stedet for det ambulante høstforløb - som du 
netop har oplevet, hvor du tog hjem mellem hvert besøg 
– i stedet for blev tilbudt at blive indlagt søndag 
eftermiddag kl. 17 og var indlagt indtil din høst var 
overstået. Hvad tænker du om dette forløb? 

    -          Hvorfor tænker du det? 
  

  
-          Hvilke fordele ser du ved at have været indlagt i 
stedet for at have været hjemme? 

      
    SPØRGSMÅL TIL PATIENTER DER BLEV 

INDLAGT: 
  

  

Hvis du i stedet for at være indlagt under hele dit 
høstforløb - dvs. fra søndag kl.17 til efter høsten -  i 
stedet blev tilbudt et ambulant forløb, hvor du skulle 
møde ind kl. 7.45 mandag morgen i blodbanken, og hvis 
høsten ikke fandt sted samme dag kunne du gå hjem, og 
først komme igen næste dag kl. 7.45 til en ny blodprøve 
osv. indtil du blev høstet. Hvad tænker du om dette 
forløb? 

    -          Hvorfor tænker du det? 
      
    SPØRGSMÅL TIL ALLE PATIENTER: 
    Ville du tage imod det andet tilbud? 
    -          Hvorfor / hvorfor ikke? 
  

  
-          Hvad er det ved det andet forløb, der gør, at du 
hellere have det? 

Afrunding 
De-briefing, spørgsmål 
og afrunding Har du (CBS-studerende) nogen supplerende spørgsmål? 

(5 min)   Vi har ikke flere spørgsmål, har du (informanten) nogen 
spørgsmål? 

    Så vil vi sige tusind tak for din tid og medvirken i 
projektet. 
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Nurses AU & BU & BB 
 

Interview guide 
Formål: Formålet med at indsamle data gennem et fokusgruppeinterview med sygeplejersker fra 
hhv. ambulatoriet- og sengeafsnittet på Klinik for Blodsygdomme er at undersøge om, samt i 
hvilken grad, procesændringen i stamcellehøstforløbet påvirker sygeplejerskernes evne til at yde 
faglig kvalitet samt at undersøge ressourceforbruget ved hvert af de to forløb.  
 
Målgrupper: Der er 2 målgrupper for denne interviewguide:  

1) Sygeplejersker – tilknyttet sengeafsnittet – 1-2 fokusgrupper med 2-3 sygeplejersker i hver  
2) Sygeplejersker – tilknyttet ambulant afsnit - 1-2 fokusgrupper med 2-3 sygeplejersker i hver 

 
Opsætning: Fokusgruppeinterviewet er et semi-struktureret interview bestående af åbne samt mere 
lukkede spørgsmål. Det er interviewerens opgave at spørge ind til informanten for at få uddybet 
relevante områder som både kan være nye eller velkendte. Interviewet vil finde sted på et kontor i 
Klinik for Blodsygdomme. Beliggenheden er valgt på baggrund af informanternes kendskab til 
klinikken, som kan medvirke til at informanterne oplever at interviewet foretages i trygge rammer. 
Vi afventer lokale nr.  
 
Tidsramme for selve interviewet: 30 min 
 

Formål Tema Spørgsmål 
Præsentation og 
informeret samtykke 
2 min.   

Præsentation og 
rollefordeling  
 
 
Formålet med interviewet 
 
Ramme for interviewet 
- Tidsramme 
- Rollefordeling 
- Rettigheder  
- Diktafon 

 
 
 

Jeanette & Tilde – IHC, CBS 
-  J eller T interviewer og den anden tager noter, og 

stiller evt. uddybende eller tillægsspørgsmål. 
- Formålet med interviewet er for os at få indblik i jeres 

arbejdsopgaver og ressourceforbrug i forbindelse med 
myelomatose og lymfom patienter under deres 
autologe stamcellehøst. 

- Data fra interviewet vil indgå i en undersøgelse af 
omlægningen af autolog stamcellehøst i forbindelse 
med VBS-projektet, og i vores speciale på CBS.  

- Jeres deltagelse vil være anonym, dvs. Jeres navne 
eller hvem der har sagt hvad, vil ikke fremgå i 
undersøgelsen eller i vores opgave. 

- Vi ønsker at optage interviewet på en diktafon, for 
efterfølgende at kunne analysere data. Lydfilen vil 
efter endt brug (senest september 2018) bliver slettet. 
Må vi optage samtalen? 
Interviewet varer max 30 min  

- Der er ingen rigtige eller forkerte svar. Hvis vi 
undervejs stiller spørgsmål, som I ikke har lyst til at 
besvare, kan I til hver en tid tilkendegive, at I ikke 
ønsker at svare. 

- Har I nogen spørgsmål? 
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- Så vil jeg tænde diktafonen og starte interviewet.  
Opvarmning 
2 min. 

Baggrundsoplysninger 
- Titel  
- Hvor lang tid har de 

været på afdelingen 
- Arbejdsbeskrivelse 

Først vil jeg høre om I hver i sær kort kan præsentere jer 
selv: 
- Hvad er jeres titel? 
- Hvor lang tid har I været på afdelingen? 
- Tager I jer af patienterne under deres 

stamcellehøstforløb? 
Ressourceforbrug ved 
stamcellehøst 
10 min.  

Ressourcer Kan I give en detaljeret step-by-step beskrivelse af jeres 
arbejdsopgaver i forbindelse med patientens 
stamcellehøstforløb fra de starter op med væksthormon til 
de er færdigt høstet?  
- Uddybende spørgsmål: 

o Hvor lang tid bruger I på det? 
o Hvornår har i konsultationer eller kontakt 

med patienten? 
o Hvordan fungerer det i praksis? 
o Oplever I udfordringer forbundet med det? 

§ Oplæring 
§ Udlevering af væksthormon 

(mozobil og G-CSF)? 
§ Opkald ved komplikationer 
§ ”Løbende” Kontakt med patient 
§ Sengeafsnit: Kost/mad o.a. 

arbejdsopgaver 
Omlægningen til 
ambulant 
stamcellehøst forløb - 
SHP 
 
8 min 
 

 Hvilken betydning har 
omlægning for jer som 
sygeplejerske? 
 
Implementering 
 
 
 
 
Patientsikkerhed 
 
 
 
UHT 
 
 
 
 

Hvordan har I oplevet at stamcellehøstforløbet blev 
implementeret på ambulant afsnit? 
- Hvordan blev I præsenteret for den nye proces og 

arbejdsopgaver? 
 
- Hvordan har omlægning påvirket fagligheden? 

 
- Oplever I nogen udfordringer i forhold til 

patientsikkerhed? 
o Kan I uddybe dette? 

 
Har I oplevet fejl eller UTH'er i forbindelse med autolog 
stamcelle høst? 
- Hvilke fejl/UTH har i oplevet?  
- I hvilken sammenhæng? 
- Hvordan definerer i ”fejl”? 
- Hvordan definerer I UTH’er? 
- Hvordan registreres fejl eller UTH’er? 

o Registreres alle fejl eller UTH’er?  
o Hvorfor ikke? 

 
Oplever I at der er færre eller flere infektioner blandt 
patienterne efter omlægning? 
- Hvad tror I kan være årsag til dette? 

Patienternes oplevelse 
2 min 

 Hvad fornemmer I patienterne synes omlægningen? 
- Hvorfor? 
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Optimering - 
muligheder 
5 min 

Hvordan kan processen 
forbedres 

Hvordan synes I alt i alt den nye proces fungerer i praksis? 
- Hvad skal der til for at det ville fungere / - fungere 

bedre? 
Afrunding  
2 min 

De-briefing, spørgsmål og 
afrunding 

Har du (CBS-studerende) nogen supplerende spørgsmål? 
Vi har ikke flere spørgsmål, har I (informanter) nogen 
spørgsmål? 
Så vil vi sige tusind tak for din tid og medvirken i projektet.  

 

Physicians  
Interview guide 
Formål: Formålet med at indsamle data gennem et interview med læger på Klinik for 
Blodsygdomme, er at undersøge om, samt i hvilken grad, procesændringen i stamcellehøstforløbet 
påvirker lægernes evne til at yde samme faglig kvalitet, samt at undersøge ressourceforbruget ved 
hver af de to forløb.  
 
Målgruppen: Læger på Klinik for Blodsygdomme 
 
Opsætning: Interviewet er et semi-struktureret interview bestående af åbne samt mere konkrete 
spørgsmål. Det er interviewerens opgave at spørge ind til informanten, for at få uddybet relevante 
områder som både kan være nye eller velkendte. Interviewet vil finde sted på et kontor i Klinik for 
Blodsygdomme. Beliggenheden er valgt på baggrund af informantens kendskab til klinikken, som 
kan medvirke til at informanter oplever at interviewet foretages i trygge rammer. Vi afventer lokale 
nr.  
 
Rekruttering: Rikke eller Jette har ansvaret for rekruttering af informanter. 
 
Tidsramme for rekruttering og afholdelse af interviews:  
J&T kan interviewe følgende datoer: Maj: 4, 7, 9, 14, 15, 24, 25, 28, 29 Juni: 6, 7, 8, 11, 18, 19, 20, 
21, 22, 25, 26, 27, 28, 29.  
 
Tidsramme for selve interviewet: 30 min 
 

Formål Tema Spørgsmål 
Præsentation og sikre 
at informanten 
deltager på et 
informeret grundlag. 
2 min.   

Præsentation og 
rollefordeling  
 
 
Formålet med interviewet 
 
Ramme for interviewet 
- Tidsramme 
- Rollefordeling 
- Rettigheder  

Jeanette &Tilde – IHC, CBS 
-  J eller T interviewer og den anden tager noter, og 

stiller eventuelle uddybende- eller tillægsspørgsmål. 
- Formålet med interviewet er for os at få indblik i dine 

arbejdsopgaver og ressourceforbrug i forbindelse med 
myelomatose og lymfom patienter under deres 
autologe stamcellehøst. 

- Data fra interviewet vil indgå i en undersøgelse af 
omlægningen af autolog stamcellehøst i forbindelse 
med VBS-projektet, og i vores speciale på CBS.  
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- Diktafon 
 
 
 

- Din deltagelse vil være anonym, dvs. dit navn eller 
hvem der har  

- sagt hvad, vil ikke fremgå i undersøgelsen eller i 
vores opgave.  

- Vi ønsker at optage interviewet på en diktafon, for 
efterfølgende at kunne analysere data fra lydfilen. 
Lydfilen vil efter endt brug (senest september 2018) 
bliver slettet. Må vi optage samtalen? 

- Interviewet varer max 30 min  
- Der er ingen rigtige eller forkerte svar. Hvis vi 

undervejs stiller spørgsmål, som du ikke har lyst til at 
besvare, kan du til hver en tid tilkendegive, at du ikke 
ønsker at svare. 

- Har du nogen spørgsmål? 
- Så vil jeg tænde diktafonen og starte interviewet.  

Opvarmning 
2 min. 

Baggrundsoplysninger 
- Titel  
- Hvor lang tid har de 

været på afdelingen 
- Arbejdsbeskrivelse 

Først vil jeg høre om du kort kan præsentere dig selv: 
- Hvad er din titel? 
- Hvor lang tid har du været på afdelingen? 
- Hvad består dine daglige arbejdsopgaver af?  

o Ser du patienterne under deres 
stamcellehøstforløb? 

Ressourceforbrug ved 
stamcellehøst 
10 min.  

Ressourcer Kan du give en detaljeret step-by-step beskrivelse af dine 
arbejdsopgaver i forbindelse med patientens 
stamcellehøstforløb fra de starter op med væksthormon til 
de er færdigt høstet? 
- Uddybende spørgsmål: 

o Hvor lang tid bruger du på det? 
o Hvordan fungerer det i praksis? 
o Oplever du udfordringer forbundet med det? 

§ Oplæring 
§ Udlevering af væksthormon 

(mozobil og G-CSF)? 
§ Opkald ved komplikationer 
§ ”Løbende” Kontakt med patient 
§ Sengeafsnit: Kost/mad o.a. 

arbejdsopgaver 
Omlægningen til 
ambulant 
stamcellehøst forløb - 
SHP 
 
8 min 
 

 Hvordan har den 
pågældende 
sundhedsprofessionelle 
oplevet omlægningen ift.: 
 
Implementering 
 
 
 
 
Patientsikkerhed 
 
 
 

Hvordan har du oplevet at den nye forløbsproces for 
stamcellehøst blev implementeret? 
- Hvordan blev du præsenteret for den nye proces og 

arbejdsopgaver? 
 
Hvilken betydning har omlægning for dig som læge? 
- Har omlægningen indflydelse på den kvalitet du 

leverer? 
- Oplever du udfordringer i forhold til 

patientsikkerhed? 
o Kan du uddybe dette? 

 
Har du oplevet UTH'er i forbindelse med autolog 
stamcelle høst? 
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UHT 
 
 
 
 

- Evt. hvilke?  
- I forbindelse med hvilket forløb? 
- Er der nye eller samme slags UHT'er før og efter 

omlægningen?  
- Registreres alle UTH’er?  

o Hvorfor ikke? 
 
Oplever du, at der er færre eller flere infektioner blandt 
patienterne efter omlægning? 
- Hvad tror du kan være årsagen til dette? 

Omlægningen til 
ambulant 
stamcellehøst forløb – 
Patient 
2 min 

 Hvad fornemmer du patienterne synes omlægningen? 
- Hvorfor? 

 

Optimering - 
muligheder 
5 min 

Hvordan kan processen 
forbedres 

Hvordan synes du alt i alt den nye proces fungerer i 
praksis? 
- Hvad skal der til for at det ville fungere / - fungere 

bedre? 
Afrunding  
2 min 

De-briefing, spørgsmål og 
afrunding 

Har du (CBS-studerende) nogen supplerende spørgsmål? 
 
Vi har ikke flere spørgsmål, har du (informanten) nogen 
spørgsmål? 
 
Så vil vi sige tusind tak for din tid og medvirken i 
projektet.  

 
 

Coordinators 
 
Interview guide 
Formål: Formålet med at indsamle data gennem et interview med forløbskoordinatorer på Klinik for 
Blodsygdomme, er at undersøge om, samt i hvilken grad, procesændringen i stamcellehøstforløbet 
påvirker forløbskoordinatorernes arbejdsgang. Derudover ønsker vi at indhente viden om 
”bookingen” af sygeplejerske og læger i det ambulante forløb, for bedre at kunne kortlægge 
ressourceforbruget af sundhedsfagligt personale.  
 
Målgruppen: Forløbskoordinatorer for Team 1 
 
Opsætning: Interviewet er et semi-struktureret interview bestående af åbne samt mere konkrete 
spørgsmål. Det er interviewerens opgave at spørge ind til informanten, for at få uddybet relevante 
områder som både kan være nye eller velkendte. Interviewet vil finde sted på et kontor i Klinik for 
Blodsygdomme. Beliggenheden er valgt på baggrund af informantens kendskab til klinikken, som 
kan medvirke til at informanter oplever at interviewet foretages i trygge rammer.  
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Tidsramme for selve interviewet: 30 min 
 

Formål Tema Spørgsmål 
Præsentation og sikre 
at informanten 
deltager på et 
informeret grundlag. 
2 min.   

Præsentation og 
rollefordeling  
 
 
Formålet med interviewet 
 
Ramme for interviewet 
- Tidsramme 
- Rollefordeling 
- Rettigheder  
- Diktafon 

 
 
 

-  J /T interviewer og den anden tager noter + uddybende 
spørgsmål. 

- Formålet med interviewet er for os at få indblik i dine 
arbejdsopgaver og ressourceforbrug i forbindelse med 
myelomatose og lymfom patienter under deres autologe 
stamcellehøst. 

- Data fra interviewet vil indgå i en undersøgelse af 
omlægningen af autolog stamcellehøst i forbindelse med 
VBS-projektet, og i vores speciale på CBS.  

- Anonym deltagelse 
- Vi ønsker at optage interviewet på en diktafon, for 

efterfølgende at kunne analysere data fra lydfilen. Lydfilen 
vil efter endt brug (senest september 2018) bliver slettet. 
Må vi optage samtalen? 

- Interviewet varer ca. 30 min  
- Der er ingen rigtige eller forkerte svar. Hvis vi undervejs 

stiller spørgsmål, som du ikke har lyst til at besvare, kan du 
til hver en tid tilkendegive, at du ikke ønsker at svare. 

- Har du spørgsmål? 
- Så vil jeg tænde diktafonen og starte interviewet.  

Opvarmning 
2 min. 

Baggrundsoplysninger 
- Titel  
- Hvor lang tid har de 

været på afdelingen 
- Arbejdsbeskrivelse 

Først vil jeg høre om I kort kan præsentere jer selv: 
- Hvad er jeres titel? 
- Hvor lang tid har I været på afdelingen? 
- Hvad består jeres daglige arbejdsopgaver af?  

o Hvilke arbejdsopgaver har I, som er relateret til 
patienter under deres stamcellehøst forløb? 

Ressourceforbrug ved 
stamcellehøst 
15 min.  

Arbejdsgang ifm. 
Høstpatienter og 
omlægningen 
 
Ressourceforbrug 
 
 
Implementering 
 
Information til patienter 
og brug af SP/ E-boks 

- Hvordan booker I et høstforløb til en patient i dag, kan I 
give en detaljeret beskrivelse af processen? 

o Hvem deltager i booking-processen? 
o Hvor lang tid bruger du på det? 
o Er der udfordringer forbundet med en booking? 

Fx booking af personale uden at viden hvornår 
patienten er færdig med sit høstforløb 
 

- Hvordan var jeres arbejdsgang før oplægningen? 
- Hvordan bookede I før oplægningen? 

o Er der nogen ændringer/forskel i arbejdsgangen? 
 
- Hvordan får patienterne besked om deres tider og 

konsultationer? 
o E-boks? 
o Udfordringer eller fejl i forbindelse med levering 

af information?  
Fx korrekte datoer og tidspunkter 

 
- Hvordan synes I, omlægningen påvirker jeres arbejdsgang? 
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- Oplever I fordele eller ulemper ved omlægningen? 

 
- Hvordan tror I, at omlægningen påvirker 

ressourceforbruget af personalet i Team 1? 
o Sygeplejersker? 
o Læger? 
o Lægesekretære 
o Jer? 

Implementering 
2 min 

 Implementering - Hvordan blev I præsenteret for omlægningen af 
høstforløbet? 
 

Omlægningen til 
ambulant 
stamcellehøst forløb – 
Patient 
2 min 

 - Er I en del af ”højdosisudvalget”? 
o Hvem består udvalget af? 
o Hvilke opgaver har udvalget? 

 

Optimering - 
muligheder 
2 min 

Hvordan kan processen 
forbedres 

Hvordan synes du alt i alt den nye proces fungerer i praksis? 
- Hvad skal der til for at den kunne fungere bedre? 

Afrunding  
2 min 

De-briefing, spørgsmål og 
afrunding 

Har du (CBS-studerende) nogen supplerende spørgsmål? 
Vi har ikke flere spørgsmål, har du (informanten) nogen 
spørgsmål? 
Så vil vi sige tusind tak for din tid og medvirken i projektet.  

Consulting physician 
 
Interview guide 
Formål: Formålet med at indsamle data gennem et interview med læger på Klinik for 
Blodsygdomme, er at undersøge om, samt i hvilken grad, procesændringen i stamcellehøstforløbet 
påvirker lægernes evne til at yde samme faglig kvalitet, samt at undersøge ressourceforbruget ved 
hver af de to forløb.  
 
Målgruppen: CP 
 
Opsætning: Interviewet er et semi-struktureret interview bestående af åbne samt mere konkrete 
spørgsmål. Det er interviewerens opgave at spørge ind til informanten, for at få uddybet relevante 
områder som både kan være nye eller velkendte. Interviewet vil finde sted på et kontor i Klinik for 
Blodsygdomme. Beliggenheden er valgt på baggrund af informantens kendskab til klinikken, som 
kan medvirke til at informanter oplever at interviewet foretages i trygge rammer. Vi afventer lokale 
nr.  
 
Tidsramme for selve interviewet: 30 min 
 

Formål Tema Spørgsmål 
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Præsentation og 
sikre at informanten 
deltager på et 
informeret grundlag. 
2 min.   

Præsentation og 
rollefordeling  
 
 
Formålet med interviewet 
 
Ramme for interviewet 
- Tidsramme 
- Rollefordeling 
- Rettigheder  
- Diktafon 

 
 
 

Jeanette &Tilde – IHC, CBS 
-  J eller T interviewer og den anden tager noter, og 

stiller eventuelle uddybende- eller tillægsspørgsmål. 
- Formålet med interviewet er for os at få indblik i dine 

arbejdsopgaver og ressourceforbrug i forbindelse med 
myelomatose og lymfom patienter under deres 
autologe stamcellehøst. 

- Data fra interviewet vil indgå i en undersøgelse af 
omlægningen af autolog stamcellehøst i forbindelse 
med VBS-projektet, og i vores speciale på CBS.  

- Din deltagelse vil være anonym, dvs. dit navn eller 
hvem der har  

- sagt hvad, vil ikke fremgå i undersøgelsen eller i vores 
opgave.  

- Vi ønsker at optage interviewet på en diktafon, for 
efterfølgende at kunne analysere data fra lydfilen. 
Lydfilen vil efter endt brug (senest september 2018) 
bliver slettet. Må vi optage samtalen? 

- Interviewet varer max 30 min  
- Der er ingen rigtige eller forkerte svar. Hvis vi 

undervejs stiller spørgsmål, som du ikke har lyst til at 
besvare, kan du til hver en tid tilkendegive, at du ikke 
ønsker at svare. 

- Har du nogen spørgsmål? 
- Så vil jeg tænde diktafonen og starte interviewet.  

Opvarmning 
2 min. 

Baggrundsoplysninger 
- Titel  
- Hvor lang tid har de 

været på afdelingen 
- Arbejdsbeskrivelse 

Først vil jeg høre om du kort kan præsentere dig selv: 
- Hvad er din titel? 
- Hvor lang tid har du været på afdelingen? 
- Hvad består dine daglige arbejdsopgaver af?  

o Ser du patienterne under deres 
stamcellehøstforløb? 

   Hvordan kom ideen til? 
- Hvordan handlede du på ide? 
- Hvordan blev den taget imod? 

 
Kan du beskrive forløbet fra ide til handling? 
- Hvor lang tid gik der? 
- Hvor og af hvem oplevede du opbakning? 
- Hvordan fik du ledelsen med på ideen? 
- Hvordan fik du læger og sygeplejersker med på ideen? 
- Hvordan var deres reaktion på omlægningen? 

 
Hvad var afgørende for, at ideen blev en realitet? 
 
Har du mødt modstand undervejs? 

•  Hvad / hvilke? 
 
Hvordan blev omlægningen implementeret? 
Hvem var involveret? 
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Hvordan tager læger/sygeplejerske vs. Ledelse imod 
omlægning?  
 
I har fortalt at I gør brug af Plan-Do-Study-Act metoden for 
implementering af omlægningen.   

•  Hvordan har I brugt modellen? 
• Hvor er I nu? 
• Hvad er næste skridt? 
• Har I planlagt fremadrettet eller løbende evaluering 

af projektet? 
 
Hvordan forventede du at implementeringen ville gå? 

•  Opstart og hvor de er i dag 
 
Hvordan synes du, at omlægningen fungerer i praksis i dag? 
 
Hvad forstår du ved værdibaseret styring? 
 
Evaluere projektgruppen videre til Finsencentret, Region H 
eller andre? 
 

Afrunding  
2 min 

De-briefing, spørgsmål og 
afrunding 

Har du (CBS-studerende) nogen supplerende spørgsmål? 
 
Vi har ikke flere spørgsmål, har du (informanten) nogen 
spørgsmål? 
 
Så vil vi sige tusind tak for din tid og medvirken i projektet.  
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Appendix 5: Observation notes 

Preparation  
 
Hvad vil vi: Observerer patienterne fra de møder ind mandag morgen til høst, til de bliver sendt 
hjem sidst på dagen. Alle dage indtil de bliver høstet 
 
Hvad er formålet: Formålet er at få et bedre kendskab til patient-flowet og kendskab til patienternes 
oplevelse af det ambulante forløb.  
 
Positionering: Induktiv, fænomenlogiske. Dvs.  åben og observerende. Vi stiller ikke spørgsmål 
undervejs. Vi observerer én studerende af gangen.  
 
Hvilke information skal vi samle ind ift. Patient-flow: 
- Hvad tid møder patienten ind 
- Hvor lang tid tager det at blive ”tjekket ind” i receptionen 
- Hvad tid bliver patienten indkaldt til blodprøve 
- Hvad tid får patienten svar på blodprøven 
- Bliver patient sendt hjem af :  q Blodbanken  q afd. 4033 (ambulatoriet) 
- Hvor lang tid tager det at blive sendt hjem:  
- Freestyle noter: 

o Ventet og velkommen:  
o Generelt observationsnoter:  
o Post-refleksioner: Hvordan positionerede jeg mig under observationen? Hvilken 

betydning havde dette? 

Observation notes 
 
Description of the harvest process in the blood bank 

• Inden høstforløbet har flere af myelomatose og lymfom recidiv patienter modtaget fælles 
patient undervisning i grupper. Blodbankens opfattelse er, at patienterne har været glade for 
undervisningen.  

• 7.45 møder patienter ind og får taget blodprøve.  Velkomst og blodtageprøvning tager 10 
min. per patient.  

• Da 3 patienter kan møde op samtidig kl. 7.45, kan anden og tredje patient forvente en smule 
ventetid.  

• Kl. 8.15 har alle patienter typisk fået taget blodprøve.  
• Mellem 8.45 og 9.00 er der svar om pt CD-34 værdier er høje nok, og om patienten kan 

høstes. 
• Der er ikke noget venteområde i blodbanken, så patienterne forlader blodbanken, mens de 

venter på, at blodbanken ringer og informerer dem om, at de skal høstes eller ej.  
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• Patienterne får beskeden per telefon. Uanset om de skal høstes samme dag eller ej, kan de 
komme forbi blodbanken hvis de har spørgsmål mm. Inden de kommer igen dagen efter.  

• Det tager ca. 20 minutter at starte en afrerese maskine op. Sygeplejerskerne starter maskinen 
op, så snart de får svar om, at der er en patient, som skal høstes. Samtidig ringer de til 
patienten og får dem op på stuen.  

• Selve høsten tager 4-5 timer. Patient can get something cool to drink and biscuits, besides 
there is no catering (meals and refreshments) offered during the harvest. Patienten kan ikke 
gå på toilettet undervejs, som må ske på en potte med gardin trukket for, hvis det er 
nødvendigt.  

• Efter en høst, går der 1,5 time før man kan se om der er høstet nok stamceller.  Blodbanken 
sender patienten over i ambulatoriet/ hjemmeenheden afd. 4034, hvor patienten venter på 
svar.  

• Den pågældende høstpatients dag varer fra 
o Kl. 7.45 til ca. 9.00 i blodbanken, hvis ikke de skal høstes 
o Kl.7.45 til ca. 13.30 i blodbanken, hvis de skal høstes. 

Derudover sendes patienterne over i ambulatoriet 4034, såfremt der er gener, de skal have 
udleveret væksthormon eller ved spørgsmål. 

• For patienter der er blevet høstet, kan deres dag varer til kl. 15-16-tiden, før de får svar på 
om de har fået høstet nok celler og om de skal komme igen dagen efter. 

• Hvis patienten ikke har fået høstet nok stamceller, får patienten udleveret vækstfaktor i afd. 
4034, tager hjem, og kommer tilbage i blodbanken dagen efter.  

Process at the blood bank, from 7.45 to harvest:  
Nurse "Tjek in" patients in SP --> Patient meet at 7:45 --> blood test --> nurse register blood test in 
SP --> nurse physically deliver blood test in the stem cell lab --> nurses receive the Sysmex values 
on a label and assess if the patients need for transfusion --> if the patient need a transfusion, the 
patient receives the transfusion in the blood bank --> after 1.5 hours, the nurses receives the CD-34 
values from the stem cell lab, and call the patient to tell, if they don't get harvest today or if they 
have to return and get harvest --> if any harvest, nurses turn on the aferese machienes --> nurses 
"Tjek out" patients in SP.  

 
Challenges 

• Giver de transfusioner i blodbanken eller ej? Det er mig stadig lidt uklart ift. Mine noter: 
"Hvorfor giver I ikke transfusioner?" "Vi har det ok med at give dem det, men vi har dårlige 
faciliteter, og er kun to sygeplejersker". 

• Sundhedsplatformen gør det vanskeligt/besværligt at henholdsvis: bookinger, registrere 
handlinger, overflytte patienter, tydeliggøre ansvarshavende læge ifølge sygeplejerskerne i 
BB 

• Der er intet venteområde i blodbanken, og selve stuen er ikke større end at der er plads til 
sengene, patienter der ligger i dem og sygeplejerskerne.  

• Problemer med at få plads til pårørende på stuen pga. Pladsmangel. 
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• Patienterne er tvunget til at forlade aferesestuen og vente andre steder end på stuen, når de 
venter på resultater fx i cafeteriet. Det er ikke hensigtsmæssigt, at patienterne opholder sig 
på stuen, hvis ikke de modtager behandling, da stuen samtidig fungerer som 
sygeplejerskernes kontor, og patienternes tilstedeværelse påvirker sygeplejerskernes 
arbejdsgang fx ift. Personfølsomme data.  

• Der er 2 sygeplejersker tilstede i Blodbanken. Der skal minimum være én sygeplejerske 
tilstede i afreresestuen, når der er patienter og ved høst.  

• Sygeplejerskerne har 2 arbejdscomputere stående på stuen, hvor de arbejder fra. Deres 
arbejdsopgaver består i at tjekke patienter ind, notere resultater, bestille varer, forberede og 
planlægge ift. Andre patienter mm.  

• Det er forstyrrende for sygeplejerskernes arbejdsgang og produktivitet at deres "kontor" er 
placeret i samme stuen, hvor patienternes høstes, da patienternes tilstedeværelse påvirker 
deres mulighed for at snakke om personfølsomme data per telefon eller når de sparre med 
den tilstedeværende kollega.  

• Det er en fordel at computerne står på stuen, da sygeplejerskerne derved samtidig kan udføre 
administrativt arbejde og observere patienter der høstes. 

• Stigning i antallet af høstpatienter i blodbanken påvirker sygeplejerskernes arbejdsbyrde ift. 
Antallet af patientbesøg. Med flere besøg er der færre timer hvor sygeplejerskerne er "alene" 
på kontoret, og kan ordne alle deres administrative arbejdsopgaver.  

• Before the restructuring, the first blood-sample and eventually transfusion were given at the 
bed unit in the early morning. Harvest of stem cells started earlier in the morning and ended 
around 11 a.m. instead of 1 p.m., as it is now after the restructuring. That is 2 more hours 
per harvest day, where nurses have to do administrative work at the same time they observe 
and take care of patients, and results in reduces time to administrative work 

• Harvest of stem cells is within the Blood banks specialty, unfortunately they have no 
knowledge about the whole treatment process, and therefore can't guide or inform patients 
about anything besides the harvest. That's why they have to send patient to the ambulatory.  

• Challenges in I- systems: 
o Sundhedsplatformen 
o Other systems e.g. "Lap Wave" 
o Calendars 
o The effectiveness scheme of patient for registration of patients for stem cell harvest 
o Registration of stem cell harvest material 

• The product produced in the blood bank (stem cells) is covered by a number of laws and 
criteria, and results in a high and comprehensive administration burden.  

• ”Rammerne skal følge med omlægningerne” siger en sygeplejerske, hvilket ikke har været 
tilfældet med denne omlægning  

• Der er altid to sygeplejersker til opsætning af høst 
• Mange opsigelser i BB efter omlægning 
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"Nice to have" 
• Better dialogue and communication between the ambulant unit and the blood bank 
• Possible to exchange information directly between nurses from the blood bank and nurses 

from the ambulatory unit, instead of just sending the patient to the ambulatory unit without 
any information given to ambulatory unit.   

 
Other information 

• BB er specialister i stamcellehøst 
• Der foreligger et evalueringsmøde i august hvor BB også deltager 
• Nurses in the blood band work in weekly shifts of 3 weeks (or so), so they work in the 

blood-bank 2034 and the blood bank at ground floor, where their main task consist of 
collecting blood.  
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Appendix 6: Pictures of blood bank 
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Appendix 7: Picture of coding process on whiteboard  
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Appendix 8: Confidentiality declarations  

Health care professionals  
 

 

 

Samtykkeerklæring 
 
Tak fordi du vil deltage i et interview, der omhandler din oplevelse af høstforløbet af stamceller i Klinik for 
Blodsygdomme. Formålet med fokusgruppeinterviewet er at undersøge den faglige kvalitet i forbindelse med 
stamcellehøst i Klinik for Blodsygdomme og i Blodbanken på Rigshospitalet.   
 
Klinik for Blodsygdomme er i gang med at undersøge om ændrede arbejdsgange i forbindelse med 
stamcellehøst opretholder den faglige kvalitet. Dette interviewet vil indgå i denne undersøgelse.   
 
Vi vil gerne analysere interviewet efterfølgende, hvorfor vi gerne vil optage interviewet på en diktafon. Alle 
lydfiler vil udelukkende blive brugt til internt brug og vil blive behandlet strengt fortroligt og med diskretion. 
Al information indsamlet gennem interviewet vil blive anonymiseret og beskyttet af CBS-studerende, 
hvorfor personlige oplysninger ikke vil være at finde i projekterne. Lydfilerne vil blive destrueret efter endt 
brug (senest september 2018).   
 
For at kunne bruge interviewet i undersøgelsen, behøver vi din tilladelse. Dette sker gennem denne 
samtykkeerklæring, der er udarbejdet i forhold til persondataloven kap. 4. Når du skriver under på denne 
samtykkeerklæring, giver du samtykke til at:  
 

• Du er blevet informeret om undersøgelsen  
• Interviewet må optages på diktafon  
• Alle lydfiler vil alene blive brugt af de to CBS-studerende, men data fra interviewet vil indgå 

i undersøgelsen i bearbejdet og anonymiseret form  
• Din deltagelse er frivillig, og du kan til enhver tid undlade at svare på spørgsmål, samt trække dit 

samtykke tilbage uden at angive en grund  
• Dine personlige data vil blive behandlet strengt fortroligt  
• Lydfilerne vil blive destrueret efter endt brug (senest september 2018)  
 
 
Underskrift og dato:  
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Hvis du har spørgsmål, er du altid velkommen til at kontakte os (CBS-studerende) på:   
Jeanette tlf: 28 25 76 00 – Mail: jean16af@student.cbs.dk   
Tilde tlf: 42 67 91 34 – Mail: tilderehr@gmail.com  
 

Patients 
 
 
 
 
 

Samtykkeerklæring 
 

Tak fordi du vil deltage i et interview, der omhandler din oplevelse af høstforløbet af stamceller på Klinik for 
Blodsygdomme. Formålet med interviewet er at undersøge den patientoplevede kvalitet i forbindelse med 
stamcellehøst på Klinik for Blodsygdomme og i Blodbanken på Rigshospitalet.  

Klinik for Blodsygdomme er i gang med at undersøge om ændrede arbejdsgange giver en bedre 
patientoplevet kvalitet. Dette interviewet vil indgå i denne undersøgelse.  

Vi vil gerne analysere interviewet efterfølgende, hvorfor vi gerne vil optage interviewet på en diktafon. Alle 
lydfiler vil udelukkende blive brugt til internt brug og vil blive behandlet strengt fortroligt og med diskretion. 
Al information indsamlet gennem interviewet vil blive anonymiseret og beskyttet af CBS-studerende, 
hvorfor personlige oplysninger ikke vil være at finde i projekterne. Lydfilerne vil blive destrueret efter endt 
brug (senest september 2018).  

For at kunne bruge interviewet i undersøgelsen, behøver vi din tilladelse. Dette sker gennem denne 
samtykkeerklæring, der er udarbejdet i forhold til persondataloven kap. 4. Når du skriver under på denne 
samtykkeerklæring, giver du samtykke til at: 

- Du er blevet informeret om undersøgelsen 
- Interviewet må optages på diktafon 
- Alle lydfiler vil alene blive brugt af de to CBS-studerende, men data fra interviewet vil indgå i 

undersøgelsen i bearbejdet og anonymiseret form 
- Din deltagelse er frivillig, og du kan til enhver tid undlade at svare på spørgsmål, samt trække dit 

samtykke tilbage uden at angive en grund 
- Dine personlige data vil blive behandlet strengt fortroligt 
- Lydfilerne vil blive destrueret efter endt brug (senest september 2018) 

Underskrift og dato: 
 

Hvis du har spørgsmål, er du altid velkommen til at kontakte os (CBS-studerende) på:  
Jeanette tlf: 28 25 76 00 – Mail: jean16af@student.cbs.dk  
Tilde tlf: 42 67 91 34 – Mail: tilderehr@gmail.com 
 


