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Det är till tystnaden du skall lyssna 

tystnaden bakom apostroferingar, allusioner 

tystnaden i retoriken 

eller i det så kallade formellt fulländade 

Detta är sökandet efter ett meningslöst 

i det meningsfulla 

och omvänt 

Och allt vad jag så konstfullt söker dikta 

är kontrastvis någonting konstlöst 

och hela fyllnaden tom 

Vad jag har skrivit 

är skrivet mellan raderna 

 

 

(Gunnar Ekelöf, 1959) 
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Abstract 

Background 

The challenges in utilization of scientific findings in the fields of prevention and 

mental health are well documented. Scholars have found significant gaps 

between the knowledge available and the knowledge applied in healthcare. 

Studies have suggested that about half of the patients receive the recommended 

care for their medical condition. In order to address this gap, health systems at 

global, national, regional and local levels have made diverse efforts to facilitate 

the uptake of research for example through evidence-based health policy 

processes. In Sweden, government agencies and health policy actors such as the 

National Board of Health and Welfare support and control the health care 

system through evidence-based policies amongst other steering tools. The 

overall aim of this thesis is to explore evidence-based policy processes, and to 

further understand barriers to implementation of policies in the fields of 

preventive and mental health services.  

 

Methods 

A multiple case study approach was used, and data were collected from several 

sources. Qualitative content analysis methodology was used. Case 1 comprises 

the development and early implementation of national guidelines for methods 

of preventing disease managed by the National Board of Health and Welfare 

during 2007–2014. Case 2 covers the effort to improve health care for the older 

population that was undertaken through an agreement between the Swedish 

government and the Swedish Association of Local Authorities and Regions 

during 2009–2014. Case 3 involves an effort to implement an adapted version 

of a systematic review from the Swedish agency for health technology 

assessment and assessment of social services on treatment of depression in 

primary health care. Data were collected between 2007 and 2010. 

In Paper 1, the policies from Case 1 and 2 were studied using a longitudinal, 

comparative case study approach. Data were collected through interviews, 

documents and observations. A conceptual model was developed based on prior 

frameworks. Data were analysed using qualitative content analysis with a 

directed approach. In Paper 2, the guideline development process (Case 1) was 

studied through interviews and the collection of documents. Data were analysed 

using qualitative content analysis with a deductive approach. Paper 3 

investigated decision-making processes during guideline development using a 

longitudinal approach. Qualitative data were collected from questionnaires, 

documents and observations and analysed using conventional and summative 

content analysis. In Paper 4, the barriers to implementation were investigated 
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through interviews and the collection of documents. Data were analysed using 

qualitative content analysis with a deductive approach. 

 

Results 

The sources and procedures for policy formulation differed in Case 1 and 2, as 

did the approaches to promote the implementation of the policies. The policy 

processes were cyclical, and phases overlapped to a large degree. The policy 

actors intended to promote implementation, both during and after the policy 

formulation process. 

The thesis shows variation in how the key policy actors defined and used 

research evidence in the policy processes. In addition, other types of knowledge 

(e.g. politics, context, experience) served as alternative or multiple sources to 

inform the health policies. The composition of sources that informed the 

policies changed over time in Cases 1 and 2. During the policy formulation and 

implementation process, efforts to integrate research evidence with clinical 

experiences and values were associated with tension and recurrent dilemmas. 

On the local level (i.e. primary health care centres), barriers to implementation 

were found related to the innovation and among health professionals, patients, 

in social networks as well as in the organizational, economic and political 

contexts. 

 

Conclusion  

The concept of evidence holds a key position in terms of goals and means for 

knowledge based policymaking in the Swedish health system. Broad definitions 

of evidence – including research and non-research evidence - were requested 

and to various extents utilized by the policy actors in the studied cases. An 

explicit terminology and systematic, transparent methodology to define, 

identify, and assess also non-research evidence in policy processes would 

potentially strengthen the clarity and validity of these processes and also 

enhance policy implementation. 

Particular determinants to implementation, such as the interventions 

characteristic, are to a considerable degree established early in the policy 

process, during agenda setting and policy formulation. This early phase offers 

unique opportunities to assess and build capacity, initiate and facilitate 

implementation.  

Early analysis and considerations of target populations and contexts and other 

implementation determinants related to the specific policy scope (e.g. disease 

preventive guidelines) could enhance the forth-coming implementation of the 

policy. 
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Abbreviations  

 

ACF - Advocacy Coalition Framework  

 

CFIR - Consolidated Framework for advancing Implementation Research  
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Mellan evidens och praktik – Utveckling och implementering 
av kunskapsbaserade arbetssätt i det svenska hälsosystemet 
inom prevention och mental hälsa 

Utmaningen att systematiskt omsätta ny kunskap i miljöer där människor lever 

och läker är väl dokumenterad. Det finns ett påtagligt gap mellan vad vi vet och 

vad vi gör. Anledningarna till det är många. Förklarande faktorer, återfinns på 

flera nivåer i samhället och de samverkar. Vi vet en del om hur man kan skapa 

goda förutsättningar för att nå fram med effektiva metoder för behandling eller 

förebyggande insatser. Mycket tyder på att karaktären på en ny metod, 

innovation eller behandling, spelar roll för hur väl den tas emot. Exempelvis hur 

omfattande och komplex den är. Även faktorer i den mottagande organisationen 

har stor betydelse för utfallet. Men frågan om varför vissa effektiva metoder 

snabbt får varaktigt fäste medan andra aldrig lämnar skrivbordet eller 

laboratoriet trots betydande implementeringsinsatser, den kvarstår. Ett annat 

men närliggande problem är att vården är ojämlik, dvs. den når inte ut till alla 

på det sätt som är det övergripande målet för hälso- och sjukvården. Nationella 

myndigheter och organisationer arbetar aktivt med att brett nå ut med 

evidensbaserade metoder– dvs. metoder som har sin grund i systematiskt 

insamlad kunskap. En strategi som etablerat sig under början av 2000-talet är 

s.k. kunskapsstyrning där nationella riktlinjer samt överenskommelser mellan 

stat, kommuner och landsting är centrala komponenter.  

Det övergripande målet med avhandlingen är att utforska hur myndigheter och 

nationella aktörer utvecklar och implementerar evidensbaserade 

kunskapsunderlag för att utveckla svensk hälso- och sjukvård samt äldrevård 

genom riktlinjer och överenskommelser. Avhandlingen syftar också till att 

fördjupa kunskapen om de faktorer som hindrar att metoder som visat sig vara 

effektiva, når brett ut i hälso- och sjukvård. Avhandlingen fokuserar specifikt på 

insatser som strävar efter att förbättra vårdens förebyggande insatser och 

behandling av depression.  

För att undersöka dessa processer har en fallstudie-design använts. 

Formuleringen och implementeringen av tre initiativ att etablera 

evidensbaserade arbetssätt följdes under 2007-2014. Studierna undersökte 

Nationella riktlinjer för sjukdomsförebyggande metoder från Socialstyrelsen, en 

nationell överenskommelse rörande bättre liv för sjuka äldre från Sveriges 

Kommuner och Landsting samt en systematisk översikt av 

depressionsbehandling från Statens Beredning för Medicinsk och Social 

Utvärdering. Avhandlingen baseras på data från intervjuer, 
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enkätundersökningar, observationer samt genom insamlande av dokument från 

myndigheterna, analyserade med kvalitativ innehållsanalys.  

Resultaten visar att myndigheternas roller och funktioner samvarierar med 

olikheter i metoder för hur kunskapsunderlagen togs fram liksom för hur 

evidens definierades. Det fanns också skillnader ifråga om vilka strategier 

aktörerna använde sig av för att nå ut med sina kunskapsunderlag. Under 

framtagningsprocesserna och också vid införandet av kunskapsunderlagen i 

sjukvården uppstod dilemman och spänningar mellan olika delkomponenter. 

Dilemman och spänningar av det slaget har i tidigare forskning visat sig kunna 

hindra nya arbetssätt från att spridas vidare i en organisation. Studierna visade 

att hinder också fanns i de mottagande sjukvårdsorganisationerna samt i den 

kontext som dessa verkade i.  

Avhandlingens slutsats är att de studerade aktörernas strategier 

kännetecknades av såväl styrkor som begränsningar för att utveckla och 

implementera kunskapsunderlag. Det finns en potential för aktörer, såsom de 

studerade myndigheterna, att adressera hinder för implementering under de 

tidiga faserna av processen då prägeln på kunskapsunderlagets karaktäristika 

etableras. Ur ett nationellt perspektiv skulle det kunna vara fördelaktigt att 

samordna aktörerna, så att deras särskilda kvalitéer framträder och bidrar till 

målbilden som i mångt och mycket är gemensam – att skapa en effektiv, säker 

och jämlik hälso- och sjukvård.   
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Prologue 

Going into this research project, I was working as a psychologist. I had worked 

for nine years with children and adults in psychiatry. Child and adolescent 

psychiatry was at the time struggling with reframing its organization and 

assignment. I was struggling as well. I often experienced that, for this particular 

child in this particular context, there is no guidance on what treatment I should 

offer – no national clinical guidelines, no research evidence. So I usually offered 

something that I knew from undergraduate training or used methods learned 

from my colleagues. I offered something that was reasonable and feasible based 

on my judgments and what I assessed that the child needed at that moment. I 

think this may have been good enough in many cases, and I am confident that 

the vast majority of health professionals, including me, have the good of their 

patients at the very highest priority in clinical practice.  

Still I felt frustration and had a feeling that this health practice could entail the 

risk of ending up in a slow, ineffective or even harmful health practice. We know 

that socioeconomic factors influence the availability and quality of health 

services and health outcomes on aggregated levels. Your gender, where you live, 

who you meet or the length of your education can matter for which treatments 

you are being offered. These aspects should not matter in any health system or 

society, but still they do. To a degree, they determine your health.  

 

As licenced health professionals, we benefit from a high degree of autonomy in 

taking decisions about our patients’ treatments. My curiosity going into this 

project concerned how health professionals make decisions about treatment. 

How can we continuously absorb new methods for diagnostics and treatment 

that has proven effective? To what degree is continuous learning a responsibility 

of the individual health professional, and to what extent is learning a concern 

for the health care system? And what is the role of research evidence in the 

know-how of a health practitioner?  

 

The PhD project at hand ended up somewhat differently, but still these 

experiences and questions from clinical practice were the starting point for this 

thesis, and I believe that they have affected my perspectives on the questions 

and methods used. The interplay between actors and their interpretations of 

evidence, knowledge and values at different levels of the Swedish health system, 

are the findings I have found most interesting throughout this learning journey.   
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1. Introduction  

“Where is this gap visible? At the bedside in patient–doctor meetings or when 

decisions about treatment are made on the ward rounds? Is it visible in the 

research arenas, in calls for funding or in scientific journals? In the political 

debates as resource allocations and prioritizations in health care are negotiated? 

Or is it mainly a geographical gap, like that between Stockholm and Bollnäs, or a 

gap between different socioeconomic groups? Or is it a gap between the 

research society and the rest of us?”                                                                     

                                                                                                          (Guideline developer) 

 

During the observations and interviews with policymakers, researchers and 

health practitioners, “the gap” has been described. The perception of the gap 

and the ideas concerning how to bridge it in the setting of the three cases are 

illustrated in this thesis. 

In 2014, more than 1.1 million scientific articles (in average 3026/day) were 

published in the medical database PubMed (search conducted 8 September, 

2015). The scientific revolution has been ongoing for the last century, and 

knowledge from basic and applied research has yielded new solutions – and 

questions – on health issues, for example within the fields of medicine, nursing, 

applied psychology and social work [1]. Interventions with proven effects are 

found for diagnostic, preventive, curative and palliative health care. The sheer 

amount is a challenge. A general practitioner would need to read an average of 

19 articles a day for all 365 days of a year in order to absorb the new research 

knowledge that the area of general medicine has generated [2]. The self-rated 

available reading time for general practitioners has been estimated to an 

average of <1 hour/week. These estimations are more than 20 years old, but it 

seems unlikely that the available time in primary health care has increased 

since. The publication rate has in no way diminished during this period [3].  

 

The challenges in utilization of scientific findings in health care settings are well 

documented. Scholars have found significant gaps between the knowledge 

available and knowledge applied in healthcare [4-8]. Studies have suggested 

that about 55% of the patients receive recommended care for their medical 

conditions [9]. The endeavour to translate knowledge into practice is not only a 

problem in health care; it is manifested in several other sectors of society (e.g. 

10]). To address this gap, health systems on global, national and regional levels 

have made intense attempts to disseminate and support the uptake of research, 

for example through efforts that could be summarized as evidence-based health 

policymaking.  
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Reasons to reduce the gap in health and social care, can be argued for many 

reasons – for example medical, financial or ethical reasons. Still – as the 

citation from the informant above underlines – the gap, its implications and 

bridges overcoming it – will appear different and mean different, depending on 

your position.  

 

Evidence-based policymaking is one approach to reduce gaps in health care, and 

it encounters extensive challenges. Evidence-based policymaking implies that 

problems, solutions and actors involved are aggregated to a societal level, and 

the level of complexity increases. With this thesis, I seek to broaden the 

understanding of how evidence in policy-processes is interpreted, used and 

reacted upon. Three organizations with key positions in disseminating 

knowledge within the Swedish health care system will be investigated using top-

down and bottom-up approaches. Consequences in terms of strengths and 

limitations related to these policy actors’ ways of approaching evidence in early 

stages of policy formulation and their chosen strategies to promote policy 

implementation will be investigated, as well as barriers to integrate evidence-

informed policies with clinical practice, seen from a target user perspective. 

Aim 

The overall aim of this thesis is to explore evidence-based policy processes, and 

to further understand barriers to implementation in the fields of preventive and 

mental health services. 

The specific research questions are: 
1. How are policies with a preventive scope developed and implemented in 

the Swedish health system?  
 

2. What barriers to integrate research with clinical health practice do 
health professionals perceive concerning the fields of disease 
prevention and treatment of depression?   
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The introductory chapter is divided in four sections. The first part will present 

an overview of the evidence-based-practice paradigm and is followed by an 

introduction to the field of implementation science. The third section will 

present theories on the public policy process. And finally the Swedish health 

system, its organization and steering will be briefly introduced.   

1.1 The Evidence movement 

Evidence-based practice (EBP) is commonly conceptualized as the integrated 

knowledge from three sources: the patient (e.g. needs, values, priorities); the 

health professionals (e.g. experience, assimilated knowledge); and research 

evidence (e.g. RCT-studies, meta-reviews) [11]. The works of David L. Sackett 

during the 1990s at the McMaster University, Canada are often acknowledged 

as the foundation of closely related concept of evidence-based medicine (EBM). 

The fundamental ideas of EBP and EBM can, though, be traced back to earlier 

studies, for example studies by Wennberg and Cochrane during the 1970s and 

1980s (e.g. [12,13]).  

Evidence-based practice (EBP) is known as a global movement that has 

exercised strong influence over health care development during the last 30 

years. EBP seeks for the systematic use of the best available knowledge to 

inform clinical decision-making at all levels of the health system 

(administration, prevention, diagnostics and treatment) and is today applied to 

numerous disciplines and groups of professions within for example health care, 

social care and education [14].  

In retrospect, three growing ideas and findings within the medical research 

community have been identified as significantly contributing to the immense 

development of the EBM-paradigm [14]. In the 1970s, epidemiologists 

identified large variations in the American health system and health care 

practices, e.g. number of medical interventions per capita. The variation was 

called “the practice style factor”, as variations in health services were largely 

explained by variations in clinical judgement, decisions and behaviour of 

individual physicians [14,12]. 

During the 1980s, the political and scientific focus was directed towards 

understanding the effect of interventions on large populations. This research – 

called outcomes research - was made possible due to political decisions and the 

establishment in the 1980s of population-based databases [15].  

At the same time and partially in opposition to the outcome research 

movement, a group of researchers from McMaster University in Canada revised 

the methodology of “critical appraisal” used in the public health field in order 
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for it to be applied in medical training and in clinical settings. The idea of this 

“clinical epidemiology” was to support the medical students in transferring 

research evidence from outcome studies to the clinical situation and to 

individual patients via the step of critical appraisal [16].  

The EBM movement today consists of several streams, and the focus of the 

movement has changed over time. Still, the overall aim of EBM was and is to 

make health practices more effective, safe, and beneficial for both the patient 

and the health system. [14]. Contradicting the strong and global evolution of the 

EBP paradigm, the practical implications of EBP still struggles to be realized in 

the health care systems (e.g.[5,6,9]). 

 

 What is evidence? 

The common understanding of evidence is that it is used to prove, attest, or 

manifest a fact or a course of events [17]. Lomas et al. concludes that “evidence 

concerns facts (actual or asserted) intended for use in support of a conclusion” 

([18]:7). This basic understanding of evidence suggests that evidence can be 

used to support or to prove a conclusion, but that it is not necessarily the 

conclusion [19]. 

 

EBM, has traditionally represented a rational, quantitative and objective 

ontological view on knowledge that is shared with the biomedical research 

tradition [14]. A key aspect of EBM is the systematic identification and use of 

the best available knowledge, i.e. evidence, in making decisions concerning 

patients’ treatments.  

 

Even though EBM and EBP are conceptualized as the integration of the three 

sources outlined above, evidence derived from research has been given a 

superior role. And among research evidence, the randomized controlled trial 

(RCT) has a solid position as the methodological gold standard and as an 

indicator for high quality knowledge [20]. Representatives of the EBM 

formulated the “hierarchy of evidence” in 1992, which ranks studies according 

to their quality of evidence. Quality assessments are mainly based on the study 

design. RCTs and meta-analyses (of RCTs) are given the highest grade of 

evidence. Descriptive studies are at the bottom of the evidence hierarchy [21]. 

The hierarchy of evidence is today broadly applied in EBM and EBP.  

 

Critical perspectives  

The epistemology reflected in the EBP movement and the consequences of the 

paradigm have been discussed and criticized from different perspectives. An 

early and extensive critique of EBM was the experience of suppression of the 

health professional autonomy and expertise, formalizing clinical practice and 
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reducing health professionalism to “cookbook medicine” [11]. This concern can 

be connected to an overall tension and power battles between those who get to 

define problems, solutions and knowledge in health care [14]. 

Others have questioned the appropriateness of using the RCT as a design 

standard across all clinical questions. RCTs are developed for answering specific 

questions about intervention effectiveness, and health care involves many other 

types of problems and issues that call for other paradigms and designs [22]. The 

“hierarchy of evidence” (e.g. [23]) – implying a strong promotion of RCTs – has, 

for example, been criticized for being mismatched to the diverse and complex 

reality of clinical practice and for lacking external validity [24-29]. 

Another stream of criticism concerns the skewed representation of the 

population in RCTs [30-32]. Patients of ethnic minorities have, for example, 

been shown to participate in clinical trials to a significantly lower extent [33]. 

Patient populations that, for different reasons, are less suited for clinical trials, 

for example patients with comorbid conditions, stand the risk of being excluded 

from RCTs, with potentially major implications for quality, equity and public 

health, given the large impact that conclusions from RCTs have on resource 

allocations [34].  

1.2 Implementation science   

The idea of using knowledge to improve society is fundamentally influential in 

our time. Contemporary civilisation has been termed a “knowledge-based 

society”, underlining the overarching influence that knowledge serves [35-37]. 

The research field of knowledge utilization has developed strongly since the 

1940s, and has evolved in four overall themes: innovation diffusion, technology 

transfer, knowledge utilization, and evidence-based medicine [35]. The 

innovation-diffusion theory [38] has exercised extensive influence in the field. 

This theory aims to predict implementation outcome, and stresses the 

importance of the innovation attributes (i.e. relative advantage, compatibility, 

complexity, trialability and observability) and the mediating role of actors 

within and outside the organization [38].  

 

Aspects of delivering knowledge have been differentiated depending on the 

extension and commitment of the strategy. Diffusion refers to the passive 

spread of an innovation, whereas dissemination implies an active effort to 

encourage innovation adoption [39]. Implementation is in this context defined 

as the “active and planned efforts to mainstream an innovation within an 

organization” ([39]:582). Other definitions of implementation emphasise the 

role of target users:  
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“Implementation is the transition period during which targeted 

organizational members ideally become increasingly skillful, consistent, and 

committed in their use of an innovation. Implementation is the critical gateway 

between the decision to adopt the innovation and the routine use of the 

innovation within an organization.” ([40]:1057). 

 

The term implementation originates from Latin implementum which translates 

to “employ” or “fill up”. In everyday speech, implementation is used in the sense 

of realize, complete or put into effect. In science, implementation is a concept 

represented across multiple disciplines such as health, political science, 

education and technology [41,42]. With clear connections to the EBP-

movement, the research field of implementation science has emerged from an 

interest in understanding the factors affecting and methods supporting the use 

of research evidence in the clinical, organisational, or policy contexts of health 

care [43].  

 

A recent assessment of the field of implementation science concluded that its 

overall aims were to a) describe and/or guide the process of implementation 

based on process models, b) provide structure for evaluating implementation 

efforts through evaluation frameworks, and c) explain factors influencing 

implementation processes and outcomes in classic theories, implementation 

theories and determinant frameworks [42]. The field has faced difficulties in 

identifying general and causal variables explaining variations in implementation 

outcomes due to the large number of interacting factors that are involved in the 

implementation process [42,44].  

 

The determinant frameworks present factors, often clustered in types or 

domains that are hypothesized to explain implementation outcome (i.e. effects 

on target populations as patients) or output (i.e. effects on target audiences as 

health practitioners). Even though the frameworks vary in their scopes and the 

targets/contexts to which they originate and apply, the independent variables 

share similarities – characteristics of the implementation object, 

implementation strategies, characteristics of the target users, characteristics of 

the target population and the context) [45].  

 

Recently, an effort was made to consolidate the most influential frameworks 

and models used in research for exploring factors facilitating (or hindering) the 

research-to-practice translation in healthcare – the Consolidated Framework 

for advancing Implementation Research (CFIR). CFIR is a meta-theoretical 

framework based on a synthesis of 19 previously published theories, models and 

frameworks (e.g. [22,39,46]) concerning how to facilitate the research-to-

practice translation in healthcare. CFIR presents an overarching typology that 

sets out to predict “what works where and why across multiple contexts” 
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([47]:2). CFIR will be used later in this thesis, so for this reason, the framework 

is presented in more detail. 

 

A Consolidated Framework for Implementation Research - CFIR 

CFIR consists of five major domains (i.e. the intervention, inner and outer 

setting, the individuals involved and the implementation process). Each of the 

domains are in turn divided in constructs, and two of the constructs are further 

divided in sets of sub-constructs, see Table 1.  

Table 1: The CFIR framework, including 5 domains, 24 constructs, 10 sub-

constructs, adopted from Damschroder et al. [47].  

 

Domain 1 – Intervention characteristics: A range of features linked to the 

intervention have been associated with implementation outcome. Intervention 

source concerns whether the intervention is developed internally or externally 

in relation to the target users [47]. Evidence strength and quality refers to what 

degree the intervention is supported by valid evidence [47,48]. Interventions 

that have an unambiguous advantage are more easily adopted. The relative 

advantage refers to target users’ perception of the intervention as better (and 

worth the cost) in relation to existing practice [38,39]. The adaptability of the 

intervention concerns its ability to be adjusted, reinvented and tailored to meet 

local needs while still remaining effective [39]. Adaptability relies on definitions 
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of core components (i.e. indispensable elements of the intervention) and 

adaptable periphery components [47]. Trialability refers to the degree that it is 

possible to test an intervention on a small scale and for it to be de-implemented 

if needed [39,49]. The complexity of an innovation concerns, for example, its 

duration, scope and radicalness. Interventions that are perceived as clear and 

possible to break down into adoptable parts, by stakeholders and target users, 

are more prone to be implemented [39]. The visual aspects of the intervention, 

i.e. the design, quality and packaging of the intervention have also been shown 

to affect the potential of interventions to be adopted. Finally, the cost related to 

implementation of the intervention is suggested as being a determinant factor 

[47].   

Domain 2 – Outer setting: The outer setting refers to contextual factors outside 

the target organization which have the potential to impede or facilitate 

implementation. The outer setting includes how the intervention interacts with 

patients’ needs and resources and to what degree the organization is part of 

relevant external networks (i.e. cosmopolitanism). Peer pressure refers to the 

incentives to changed behaviour/practice that comparisons and competition 

among peers on the individual, group or organizational level, may offer. 

External policies and incentives refer to the broad ideas or agreements in 

society that is a relevant part of the context with the intervention [47,50]. 

 

Domain 3 – Inner setting: The inner setting comprises the structural, political 

and cultural contexts through which the implementation process will advance. A 

large number of constructs on different levels within a target organization are 

suggested. Structural characteristics as the age, size, maturity and degree of 

specialization in the target organisation are part of the inner setting. The inner 

setting domain further acknowledges the influence of decision-making 

traditions, quality and structure of the social networks and communication 

within the organization [47,51]. The organizational culture and climate is 

included in this domain. The implementation climate includes several sub-

constructs; tension to change (i.e. to what degree the target users perceive that a 

change is needed); compatibility (i.e. the degree of match between the key 

values and processes connected to the intervention and the key values and 

processes prevailing in the target organization), relative priority (i.e. to what 

degree the prioritization of implementation is shared within the organization); 

organizational incentives and rewards (i.e. to what degree the implementation 

of the innovation is promoted through the use of financial or non-financial 

rewards and incentives); goals and feedback (i.e. to what degree goals are 

existing, clear and acted upon in relation to the innovation); learning climate 

(e.g. to what degree the target organizations, climate and leaders promote 

learning, explorative behaviour and reflection).   
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Domain 4 – Characteristics of individuals: This construct includes aspects of 

the relationships between individuals, the intervention and the target 

organization. Individual attributes such as tolerance of ambiguity and various 

learning styles have been linked to implementation outcomes. Scholars have 

argued that this topic is insufficiently explored and utilized in implementation 

science [39,47]. The individuals’ knowledge and beliefs about the intervention 

refers to the attitudes, values and emotions individuals hold in relation to the 

method. The negative or positive attributions that individuals hold concerning a 

method or idea are linked to intention or resistance to change. Individuals’ 

belief in their abilities to absorb and realize the change that implementation 

implies is referred to as self-efficacy [52]. The individuals’ stages of change 

refers to efforts to categorize the individual readiness to change (e.g. [38,53]). 

The individuals’ identification with organization emphasizes how the role of 

individuals’ perception of, sympathy with and commitment to the target 

organization have also been shown to influence implementation outcomes [47].   

 

Domain 5 – Process: The implementation process is described across four 

activities – planning, engaging, executing and reflecting/evaluating. Planning 

refers to use of the formal or informal plan over behaviour and activities that 

the implementation will entail). The activity of engaging suggests the 

involvement of appropriate individuals in implementation endeavours drawing 

on theories about role models and leaders (e.g. champions, opinion leaders, 

change agents) and their potential influence on implementation outcomes 

[39,47]. Executing implementation implies the step of carrying out a formal or 

informal implementation. The final stage includes activities of reflecting and 

evaluating that refers to continuous and planned evaluation and feedback 

processes based on qualitative and quantitative data [47].  

1.3 The policy process 
 

“In the process of public policymaking, problems are conceptualized and 

brought to government for solution; governmental institutions formulate 

alternatives and select policy solutions; and those solutions get implemented, 

evaluated and revised.” ([54]:3).  

Policy is a broad concept. The concept of policy has been defined as “to 

organize, order, or regulate (a state, country, etc.);” and also “to provide with a 

certificate; to examine and certify to the purity or quality of” [17]. Others have 

underlined that policies develop and exist through a series of decisions taken by 

networks in a web-like structure [55]. Public policy could be understood as the 

formal and explicit will of a government (or its representative) on a certain topic 

or issue [56]. Public policy is a broad concept that includes laws, regulations, 

reforms (big Ps), and guidelines, soft laws, management decisions (small Ps). 
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Policies differ in their range and targets, for example practice policies, targets 

practitioners use of resources, service policies focuses on patterns of service and 

resource allocation and governance policies regulates organizational and 

financial structures [57]. Health policy implies courses of actions, decisions, 

intentions and actions that target specific health care goals or refers to policies 

that targets change in sets of organizations in the health system [56,58].  

Policy researchers have relied heavily on theories and frameworks to cope with 

the complexity intrinsic to this field and to structure analytical efforts [54]. 

Early policy frameworks from the 1950–1980s, (e.g. [59]) – termed the stages 

heuristics [54,60] – understood the policy process mainly in stages, such as: 

agenda setting, policy formulation, implementation and evaluation. The specific 

stage of implementation was further explored and elaborated by, for example, 

Pressman and Wildavsky [61]. The stage heuristics has been criticized on 

several points. One criticism concern oversimplifying the policy sequences and 

producing a top-down and rational perspective on the policy process, neglecting 

the influence of bottom-up initiatives from agenda setting to implementation 

and evaluation [60,62,63]. A generic and simplified model covering the 

essential entities for analysing and understanding health policy is suggested by 

Walt & Gilson [64], illustrated in the health policy triangle in figure 1.  

 

 
Figure 1: Policy analysis triangle (Adapted from Walt & Gilson, [64]) 

Basic concepts in the health policymaking process are the policy actors, content, 

context and process. Policy actors may be individuals (e.g. a particular 

statesman), organizations (e.g. WHO) or a state or government. The policy 

content refers to substance and parts that constitute the policy. Policy context 

implies the surrounding setting or the systemic factors – such as cultural, social, 

economic, and political factors – that potentially have an effect on the health 

policy. Policy process refers to the course of action that the policy takes.  

 

Policymaking is complex, involving a large number of elements that interact 

over time in unpredictable patterns. Acknowledging the complexity of policy 

processes and the limits of a top-down approach to policymaking, network 

approaches have been suggested [65]. Networks approaches stipulate that 
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policy processes involve diverse policy actors (e.g. government agencies, interest 

groups, legislators, researchers) that are engaged and organized in policy 

networks or policy subsystems. The policy subsystems are held together by 

interests and expertise in specific policy domains or issues. A policy domain is 

the area of policy (e.g. mental health domain, air pollution domain) over which 

the policy actors compete and collaborate [66].  

 

The Advocacy Coalition Framework (ACF) is an example of a network approach 

to policy formulation and implementation [67]. ACF makes the assumption that 

policymaking takes place in the interplay between sub-system actors on the 

macro-level (e.g. government, national agencies), meso-level (e.g. groups and 

organizations) and micro-level (e.g. health practitioners, patients). The role of 

exogenous factors (e.g. cultural values, social structure, laws) is also 

acknowledged. To understand and to some extent predict policy change, the role 

of negotiating relationships between policy actors that holds strong beliefs 

within a policy subsystem are emphasized. Policy change occurs when policy 

actors/participants translate their beliefs into policy [67]. 

 

Evidence-based policy 

The interest in and efforts to utilize research in policymaking are strong, not 

least for the benefit of health and social systems. Proponents of evidence-based 

policies are found among politicians, health practitioners and researchers 

[68,69]. What research in this context means and how it can or should be used 

has been debated [28,70]. Still, evidence-based policymaking has emerged as a 

concept with-in the research filed of health-policy, alongside the growing 

evidence paradigm (e.g. [69,71].  

 

Models for evidence-based policy focus on the identification, assessment and 

use of evidence during the policy process. It is characterised by the systematic 

and transparent access to, and appraisal of, evidence as an input into the 

policymaking process. Evidence-based policymaking acknowledges a broader 

definition of evidence, compared to EBM and EBP [57,71]. The term evidence-

informed policymaking has been suggested, to acknowledge the variety of 

sources used in policy formulation processes [72]. 

 

Clinical Practice Guidelines 

Clinical practice guidelines (hereafter referred to as guidelines) are tools for 

health system improvements. Guidelines have ideally been described as a bridge 

between research and clinical practice. Guidelines can – depending on their 

origin, scope and target – be considered as health policies or as a part of health 

policies combining several other components, for example concerning 

legislation [73]. 
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Guidelines are broadly “statements that include recommendations intended to 

optimize patient care that is informed by a systematic review of evidence and an 

assessment of the benefits and harms of alternative care options” ([74]:15). 

Guidelines differ in scope (e.g. preventive, diagnostic, treatment) and in form 

(e.g. health policies, national guidelines, regional/local care programmes). The 

development of guidelines is hosted by actors on all levels of the health system, 

such as global actors as the World Health Organization (WHO), national actors 

such as government agencies and by health professional organizations or 

regional/local health care providers.  

 

Guidelines aim to underpin the establishment of an evidence-based health 

practice and to decrease variations of care practices [75-76]. Despite 

considerable investments in developing guidelines of high quality, these 

documents have shown limited impact on health professionals’ behaviour and 

routines [5,7]. Their uncertain impact on health outcomes has led to discussions 

about their usefulness. Several recent studies have, though, shown relationships 

between guideline adherence and patient outcomes [78,79].Guideline 

development can be divided into phases that often start with the selection and 

refinement of the subject area. After this the guideline development group is 

assembled. Relevant evidence is identified, assessed and translated into 

guideline recommendations. The last phase entails the evaluation and update of 

the guidelines [80].  

 

Guidelines have been part of health care for several decades, and guideline 

development has evolved from mainly being based on consensus in health 

professional groups to the emergence of centralized guideline development 

programmes with a strong emphasis on scientific rigour and quality [81-83]. 

Large-scale production of guidelines has become more evident during the last 

decade, exemplified by guideline clearing houses, national programmes and 

networks (e.g. [84,85]). 

 

To further increase the quality, trustworthiness and implementablity of 

guidelines, major efforts to improve the development procedures has been 

undertaken [23,82,86]. Research addressing the quality of guideline 

development has underlined the significance of transparency, rigour, and 

systematics in the development process [87]. Several international collaborative 

initiatives aiming to increase the quality of guideline development have been 

undertaken during the last decade (e.g. [85,88,89]). In Paper 1, the AGREE II 

instrument [87] was used to structure analysis of data.  
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1.4 The Swedish health system 

Sweden is a constitutional monarchy, a unitary state and a parliamentary 

democracy. The health system is politically governed. The Swedish state has 

committed to provide “good health and care on equal terms for the entire 

population" [90]. Three principles are intended to inform decisions in the 

Swedish health system.  

 The principle of human dignity states that all human beings have equal 

rights to dignity, regardless of their status in the community.  

 The principle of need and solidarity implies that those in greatest need 

should be given priority in health care.  

 The principle of cost-effectiveness declares that, when choices between 

different health care options have to be made, there should be a 

reasonable relationship between the costs and the effects in terms of 

improved health. The principles of human dignity and of need and 

solidarity have priority over the principle of cost-effectiveness [91]. 

  

The principles are intended to inform prioritizations in health care, for example, 

during resource allocations in the county councils or during formulation of 

national guidelines. A model for prioritization suggests how the ethical 

principles should be used in decisions and prioritizations in the health care 

system [92].  

 

Organization 

The responsibility for the Swedish health care system is shared between the 

national government, the county councils and the municipalities. The national 

government has the overall responsibility for providing health policies (e.g. 

legislation, guidelines) in the country. Approximately 80% of the health care 

provided is tax-funded, and the funding and delivery of health services are 

primarily the responsibility of the 21 county councils/regions and the 290 

municipalities [93]. Most county councils have a unified structure that 

differentiates between primary health care (e.g. child health services, health 

centres) and specialized health care (e.g. psychiatry, surgery). Highly specialized 

health care is centralized in regional centres (e.g. cancer centres). Services such 

as home health-care and special housing for people of high age or with 

disabilities are the responsibilities of municipalities. On the local level, the 

organizational structure varies greatly as a result of the principal of local self-

government, and also due to necessary adaptations to socio-demographic and 

geographic characteristics across the country [93,94].  

 

The county councils/regions and the municipalities are also connected through 

a network of associations and coalitions. The employers, the regional and local 
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government of health and social care (i.e. all municipalities and county councils) 

are advocated by the Swedish Association of Local Authorities and Regions 

(SALAR). The health professional groups are organized in professional agencies, 

unions and networks (e.g. Swedish Health Promoting Hospitals’ network and 

the Swedish Heart and Lung Association). Organizations and networks of health 

professionals, researchers and/or patients are connected by shared interests 

and expertise in certain health topics and these are also significant actors on the 

health arena in Sweden.  

The government uses a large number of government agencies to prepare, 

implement and evaluate laws, reforms and policies in the fields of health and 

social services (see example in Table 2). The assignments of the agencies are 

formulated by the government in annual appropriation directions 

(regleringsbrev). The government agencies concerned with health and social 

care are, for example, assigned to evaluate and pursue how health practices 

develop from a long- and short-term perspective, and are responsible to 

establish the infrastructure needed for the realization of laws and policies. 

Several of the agencies exert supervision and supports health and social services 

on regional and local levels. The government agencies are, in addition, 

themselves subject to independent evaluations performed by, for example, the 

Swedish Agency for Public Management (Statskontoret) or the Swedish 

National Audit Office (Riksrevisionen).   

 

Table 2: Swedish government agencies involved in health care 

 Swedish eHealth Agency 

 Public Health Agency of 

Sweden 

 The Swedish Gene 

Technology Advisory Board 

 Health Care Disciplinary 

Board 

 The Health and Social Care 

Inspectorate 

 Medical Products Agency 

 The Swedish Agency for 

Health and Care Services 

Analysis 

 The National Board of 

Forensic Medicine 

 The National Board of Health 

and Welfare 

 SBU – Swedish Agency for 

Health Technology 

Assessment and Assessment 

of Social Services 
 The National Board of 

Institutional Care 
 The Dental and 

Pharmaceutical Benefits 
Agency 

Source: Statistics Sweden, 2016 

Three of the government agencies have an explicit role in developing and to 

some degree implementing evidence-based policies targeted for health and 

social care – the Public Health Agency of Sweden, the National Board of Health 
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and Welfare (NBHW) and the Swedish Agency for Health Technology 

Assessment and Assessment of Social Services (SBU).  

 

Swedish health polices in recent decades 

The principle of local self-government has a long tradition in Sweden, and is 

protected by the constitution [95]. A dilemma in Swedish health care, is how 

local autonomy challenge equity in Swedish health services [96]. To address 

inequalities (and for other purposes), the state has to some degree - re-

centralized health care and increased its influence over the health system [93, 

96]. The use of measurements has increased in the health system over the last 

decade. Significant efforts are invested in collecting, analysing, comparing 

health data from a local and regional level, indicating health care outcomes, for 

example through the 96 quality registries and the so called open-comparisons of 

health care output and outcomes [97,98]. The last decade has also seen the 

appearance of new forms of collaborations, governance, and changes of roles 

among the health policy actors. 

 

The extent and means by which governments have exercised influence over the 

public sector has altered in Sweden. Recent decades have seen several 

important reforms in the Swedish health system [93, 99]. The reforms have 

often been reactions to specific problems in the health system, for example the 

increased cost of medications that led to several pharmaceutical reforms during 

the 1990s [100]. Changes in the Swedish health care system have to a large 

degree circled around three major issues, health services availability, costs, and 

equity. Figure 2 provides an overview of the focus in health reforms during the 

1970s–2000 [93, 100]. The health system is of course, also affected by many 

other factors, for example changes in government, demographics and society at 

large, which influence both the range and the direction of polices.   

 
Figure 2: Broad aims in Swedish health policies  

 

Several actors prepare and realize political reforms in the health policy arena. 

The Public Health Agency of Sweden is a national expert authority with 

responsibility for analysing and promoting public health and preventing illness. 

The NBHW is an autonomous government agency under the Ministry of Health 

and Social Affairs (MHSA). The NBHW has the mandate to support and and 

exercise public authority in fields such as social, health and medical services. 
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One of its key functions is to collect, compile, analyze and disseminate evidence-

based information to care providers.  

 

SBU assesses and reviews the research evidence for health interventions 

(diagnostic, preventive and curative methods). Health economic evidence, social 

and ethical aspects are also included in the evaluations. SBU also publishes lists 

of knowledge gaps and health interventions that are insufficiently evaluated. 

 

The Swedish Association of Local Authorities and Regions – SALAR – is a policy 

actor operating on local, regional and national levels of the Swedish health 

system. SALAR is an interest and employer organisation representing its 

members, the public organisations, i.e. the county councils, regions and 

municipalities of Sweden. It is a politically steered organization that “represents 

and advocates for local governments in Sweden” [101]. Staff members are 

appointed by the political representatives at the county council and municipality 

levels. Even though the formal authority of SALAR is limited in its role as an 

interest organisation, it has still been given a mandate to negotiate and 

implement health policies. SALAR has during the last decade moved into an 

influential position, being a counterpart in so-called agreement-based politics 

[96]. SALAR lacks the means to sanction the county councils or municipalities if 

these oppose policy implementation.  

 

Policy processes involve a large number of actors at the three organizational 

levels of health care (i.e. national, regional and local) and also the associations 

and networks surrounding health care (e.g. health professional organizations). 

The negotiations and power struggles between politicians, administrators, and 

health professionals are ongoing and operate in both top-down and bottom-up 

flows [96, 99]. This is particularly true in countries like Sweden where regions, 

local governments and health professional groups benefits from great autonomy 

[94,99,102].  

 

Governance by knowledge and agreements 

Knowledge and evidence is increasingly used in the national context of the 

Swedish health system. Efforts to let the best available knowledge (i.e. evidence) 

inform administrative and clinical decisions in the health and social services 

have evolved robustly the last decade [103-105]. 

 

The Swedish governance strategy – kunskapsstyrning – has struggled to find its 

English translation even though similar efforts are conducted internationally 

[106]. The initiative has been termed “management by knowledge” [107], 

“informative governance” [96,108] have been suggested. I will suggest yet 
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another term - “knowledge-based policymaking”- when referring to this 

governance strategy.  

 

Since the late 1990s the Swedish government has established structures for 

governance that use knowledge as means and aim for improvements and 

changes in health and social services [99,109,110]. A recent example is the 

newly assembled national council for knowledge governance (Rådet för styrning 

med kunskap) consisting of nine government health agencies and 16 

representatives from the county councils and municipalities. The council is 

assigned to organize and coordinate the knowledge-based policymaking and 

governance in health care and social services and could be seen as an effort to 

formalize structures for how knowledge should inform health and social care. 

The idea is that the council will exert influence through non-binding regulations 

(soft-laws) with the aim “to contribute to a healthcare and social service 

conducted in accordance with science and proven experience” [111].   

 

Research evidence plays a major role in knowledge-based policymaking, in 

terms of the process forming the policy (e.g. systematic methodology to identify 

and assess research for guideline recommendations) and also in regards of the 

content of the policy (e.g. evidence-based guidelines), figure 3. The emphasis on 

systems that enable before-and-after measurements of improvement efforts 

(e.g. the input of data from quality registries and use of quality indicators 

connected to guidelines) also echoes research traditions.  

 

 
 

Figure 3: Model for knowledge-based policymaking, adopted from NBHW 

[112] 
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Knowledge-based Policymaking – Three key actors  

In 1996 NBHW developed a so-called “state-of-the art” document for diabetes 

care, and in 2004 the first evidence-based guidelines for cardiac care. The 

NBHW National clinical guidelines are recommendations to optimize patient 

care based on a systematic review of evidence and an assessment of the benefits 

and harms of alternative care options [113]. The guideline development process 

balances the dimensions severity of the condition, efficacy of the method, 

quality of evidence and cost-effectiveness of the method. So far, 15 guidelines 

have been presented. The main purpose of the guidelines is to support health 

care decision makers and support resource allocation that prioritizes effective 

interventions, both from the point of the patient and society and that are in line 

with the three ethical principles. The guidelines claim to contribute to a more 

equal health care, for example by aiming to even out geographical differences in 

the quality of care. The target audience for national guidelines is primarily 

health care decision makers. Health professional groups and patients/the public 

are secondary target groups [113].When NBHW launch a national guideline, the 

implementation is typically left to the county councils and municipalities. 

Recently the government has extended NBHWs responsibilities in terms of 

implementation [113] and the NBHW has initiated a web-based support-tool for 

implementation [114].  

  

SALAR has been suggested to be a key player in the government strategies to 

direct the health system in desired directions and also a central actor in the 

efforts of knowledge-based policymaking [105]. Since 1985 SALAR has made 

agreements with the government in the so-called Dagmar agreements (Dagmar-

överenskommelsen). The purpose of these agreements is to stimulate the 

development of health care through targeted initiatives in consensus between 

the state and the local governments [115]. The agreements entail that the county 

councils and municipalities implement changes and improvements that often 

correspond to a specific problem (e.g. high levels of pharmacological use among 

elderly) defined by the politicians. In 1995 the agreements were used as one of 

the early strategies in knowledge-based policymaking to support the first 

national care programmes (which later partially developed into national 

guidelines, then hosted by NBHW) [116]. The agreement of 2011 contained 

several areas of improvements that involved the establishment of evidence-

based practice in health and social services. The number of agreements has 

increased during the last five years. In 2014, 14 agreements were ongoing. All 

agreements during that year implied that county councils or municipalities 

would carry out an intended change and they were financially reimbursed to a 

total amount of SEK 5.8 billion based on performance [117].    

 

The type of governance executed through agreements with SALAR have been 

criticized. The agreements between the government and SALAR have been 



 

19 

shown to impede the municipalities’ and county councils’ long term planning. 

The agreements are constructed so that the county councils are unable to reject 

them. The agreements also imply that the policy actors’ roles are altered, the 

government acts operative and SALAR takes on the double role of being both 

client and contractor [117].  

 

Despite a strong statutory independence of the local and regional county 

councils and municipalities, it has been argued that the increased use of the 

NBHW national guidelines and agreements with SALAR are a form of 

governance that supports a re-centralization of health care [96, 117].  

 

A third key policy actor involved in knowledge-based policymaking is SBU. SBU 

is assigned by the government to review research and evaluations in the field of 

health care and social services and make them available to health care and the 

social services. SBU is also assigned the task to identify and draw attention to 

knowledge gaps. As SBU draws conclusions about the current research evidence 

concerning interventions in health care and social services, it also considers 

medical, economic, social and ethical aspects. The assessments can cover a field 

of medicine (e.g. depression, diabetes) or a single method (e.g. instruments for 

suicide risk assessment). Systematic methods for identifying and assessing the 

strength and quality of research evidence are used and external experts are 

involved in the process. SBU publishes its conclusions in systematic reviews. 

The target groups are primarily healthcare decision makers, health 

professionals and patients [118]. SBU differs from the other previously 

described policy actors, in that they have a passive role in terms of 

implementation and steering. SBU offer systematic reviews and methodological 

support of health technology assessments to health care. But they do not 

formulate recommendations. The strategy to reach target users is rather by 

diffusion. 
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2. Cases and Conceptualization  

In the following the three cases and their connection to the research question 

will be illustrated in table 3 and 4. How key concepts are used in the context of 

the thesis will be clarified.  

 

Table 3: The three cases in the thesis  
 Policy Actor Implementation 

object 
Time 
frame 

Case 1 
Paper 1-3 

1.National Board of Health 
and Welfare (NBHW) 

National Guidelines for 
Methods of Preventing 
disease 

2007-2014 

Case 2 
Paper 1 

1.Minstry of Health and 
Social Affairs (MHSA) 
2. Swedish Association of 
Local Authorities and 
Regions (SALAR) 

Agreement on 
coordinated health and 
social care for the most ill 
older people 

2009-2014 

Case 3 
Paper 4 

1. Swedish Agency for Health 
Technology Assessment and 
Assessment of Social 
Services (SBU) 
2. Local group of researchers 
(DIP-project) 

The systematic review on 
treatment of depression.  
 
Adapted in the DIP-
project 

2007-2010 

 

Table 4: Overview of Research questions, Study designs, settings and Cases  
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2.1 The three cases 

The three cases – 1, 2 and 3 – share the overall aim to improve health services 

and quality of care. They also share the challenge of targeting multidisciplinary 

target audiences and multiple professional groups and levels of health care. The 

policies in Cases 1 and 2 share a preventive scope. Case 3 involves the adaption 

and implementation of a new approach to the treatment of depression in 

primary health care based on a systematic review from SBU. 

 

 
Case 1: “National guidelines for methods of preventing disease” - 
NBHW (Nationella riktlinjer för sjukdomsförebyggande metoder, 
Socialstyrelsen) 

Lifestyle habits, such as the use of tobacco, hazardous use of alcohol, 

insufficient physical activity and unhealthy eating habits, can cause serious 

health conditions, for example diabetes, cancer and cardiovascular disease. 

Disease prevention constitutes one of the Swedish healthcare system’s missions, 

defined in the Health and Medical Service Act, and is further underlined in 

government reports and propositions [119, 120]. Still, national surveys from 

2004 and 2007 indicated that interventions aiming to prevent disease occupied 

only a minor role in the Swedish health system. The surveys indicated that more 

guidance on disease prevention methods was requested by health professionals 

and that the preventive practices at the time were characterized by large 

geographical differences [121]. The government, represented by the MHSA, 

assigned NBHW to further support preventive routines in health care, and 

NBHW decided to develop national guidelines for methods of disease 

prevention. The guidelines were developed during 2007-2011.  

The aim of the preventive guidelines was primarily to support and influence 

healthcare leaders to allocate resources for disease-preventive methods that had 

shown evidence of being beneficial from a scientific, cost-effective and ethical 

perspective. The policy also aimed to guide health care professionals to follow 

the guideline recommendations in routine health care.  

The guidelines was launched in November 2011 and provided recommendations 

for preventive methods within four lifestyle areas – smoking, unhealthy eating 

habits, insufficient physical activity, and the hazardous use of alcohol. 

Indicators for measuring policy outcomes were formulated. The guidelines was 

published in several versions for the different policy target users, e.g. for 

decision-makers and patients. The government decided in the case of the 

disease preventive guidelines to employ an active strategy to implementation 
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than previous guidelines, and gave NBHW an additional assignment and 

funding to support the implementation during 2011–2015. 

The development process involved several phases and engaged several groups. 

One of them was a group of 25 health professionals’ – the prioritization group – 

assigned to assess and prioritize approx. 230 health condition-intervention- 

pairs based on a pre-set decision-model. The group met in nine two-day 

sessions. The executive board consisted of a chair and two project managers 

from NBHW who moderated and organized the group-meetings and the 

guideline development process. The guideline development process included 

the following steps; 1) Definition and limitation of the guideline area (to four 

lifestyle habits) and definition of important concepts. 2) Collection and 

assessment of the available research evidence conducted by four expert groups. 

3) Prioritization of conditions and interventions conducted by the prioritization 

group. 4) Formulation of recommendations and indicators for follow-ups. The 

guideline development procedure of the preventive guidelines is illustrated in 

figure 4.  

 
Figure 4: Development of the National guidelines for methods of preventing 

disease.  

 

Case 2 – “Agreement on coordinated health and social care for the 

most ill older people”, SALAR (Sammanhållen vård och omsorg för 

de mest sjuka äldre, SKL) 

Demographic prognoses indicate that the proportion of older people is 

increasing, a challenge that Sweden shares with large parts of the world. Longer 
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life expectancy implies that there will be more people suffering from complex 

health problems in old age and thus that the need for health and social care will 

increase. This places new demands on the health system. Research has shown 

that older people do not receive adequate care, due to a lack of evidence-based 

practices and a poor coordination of care. This problem is widely acknowledged 

by stakeholders and decision makers.  

 

The policy investigated is an example of agreement-based politics with 

agreements and negotiations between the government and SALAR (described in 

the introduction). The policy aimed to improve the quality and coordination of 

care for older people with complex health problems, and to streamline the use of 

resources so that the care provided, to a greater extent would focus on 

preventive measures, be based on evidence, and consider patient needs. The 

policy was based on an initial agreement made in 2010 that was updated and re-

negotiated each year until 2014. 

 

The policy focused on five improvement areas: preventive care, palliative care, 

dementia care, pharmacological treatment, and coordination of care. The 

regional and local authorities that accomplished the objectives identified for 

each area were awarded with performance-based grants. Funds were also 

allocated for regional improvement coaches, management support, 

development of quality registries and aid to analyses of indicators – all aimed to 

support regional and local authorities to develop joint, systematic processes for 

the improvement of care practices. The policy funding from the government 

amounted to 3.8 billion SEK, or approximately 4,080,600 € [122]. 

 

Case 2 involved several agencies. The government, represented by the MHSA, 

negotiated the policy agreements with the SALAR. SALAR’s ordinary role is to 

support its members by providing advice, education and coordination, and to 

represent the regional and local authorities in negotiations with the 

government. However, SALAR has no direct authority over its members. NBHW 

was also involved in the government’s overall work within the older people area, 

and was responsible for assessing regional and local authorities’ performance on 

policy related indicators. 

 

Case 3: Adapting guidelines for treating depression in primary 

health care – SBU and the DIP-project 

A systematic review for treating depression was launched by SBU in 2004 [123-

125]. The review concluded that psychotherapeutic and pharmacological 

interventions are equally effective treatments of depression among adults, and 

that the evidence is strong. This implied a rather large gap considering the 

praxis that was in current treatment of depression in primary health care at the 
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time. A majority of the patients received solely pharmacological treatment. The 

SBU-review offered no support or guidance for implementation of the 

conclusions of the systematic review. A group of researchers developed, 

implemented and evaluated an adapted version of the SBU review. The adapted 

version was named Depression treatment In Primary health care (the DIP-

project). The overall aim of the DIP-project was to realize the intentions of the 

systematic review from SBU in primary health care practice with a high fidelity 

to the results presented in the review. With the purpose of monitoring fidelity 

and the effects of treatment, the implementation was designed as a randomized 

clinical trial.   

The core component in the DIP-innovation was that primary health care staff 

(nurses and general practitioners) would offer basic psychotherapeutic 

treatment to patients with mild or moderate depression in a way specifically 

developed for primary health care staff. The primary health care staff was 

trained and supervised by lecturers. The DIP-project consisted of an initial 

screening/diagnostic phase followed by a treatment phase. Patients were 

randomized to one of the two treatment options – pharmacological treatment or 

psychological treatment. The primary health care units received 2,000 SEK 

(approx. 220 €) for each patient in the project and SEK 8,000 SEK (approx. 875 

€) for each patient who completed the treatment procedure.  

The process is illustrated in figure 5. The DIP-project was initiated and directed 

by a research group, consisting of researchers with expertise in 

pharmacological and psychotherapeutic treatment of depression. Five primary 

health care centres agreed to participate in the project. A group of lecturers with 

specific expertise in psychotherapeutic treatment and supervision was involved 

in the project to teach and supervise the PHC health professionals in the 

manualized psychological treatment method used in the project.  

 

 
Figure 5: The DIP-project   
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The DIP-project set out to enrol at least 240 patients who fulfilled the inclusion 

criteria of mild or moderate depression in the treatment programme. After 28 

months, only 30 patients had enrolled in the project and the research group 

ended the project. The failed project was then evaluated in retrospect, and this 

is the study included in the thesis (Paper 4).  

2.2 Conceptualization 

The central concepts have been introduced in the background section. In the 

following I will describe how I have used the concepts in the thesis; policy 

actors, policy sub-system, evidence-based policy, policy process, target users, 

implementation objects and barriers to implementation in the thesis.  

 

Policy actors – In the thesis the organizations MHSA, NBHW, SALAR, SBU are 

referred to as policy actors. Several others actors are involved in the investigated 

policy processes but their roles have not been in focus investigated in the 

studies. Where necessary I have underlined that the organizations above are key 

policy actors.  

 

Policy sub-system – The policy actors are stipulated to hold key positions in 

policy sub-systems connected in the policy domain of knowledge-based 

policymaking (kunskapsstyrning).  

 

Evidence-based policy – This refers to the series of connected decisions 

summarized in written recommendations as guidelines or agreements by the 

policy actors in the Cases 1 and 2 aiming to realize the intentions of the involved 

policy actors. In Case 1, the policy consists of the National Guidelines for 

methods of preventing disease. In Case 2 – the policy is represented by the 

Agreement on coordinated health and social care for the most ill older people. 

(The systematic review from SBU is not defined as a policy, as it does not fails 

offer recommendation or explicitly offer a course of action. Still the SBU is a 

policy actor and the systematic review produced serves as cornerstones in 

knowledge-based policymaking.)  

 

Policy process – Refers to the process of policy formulation and implementation 

of the two evidence-based policies previously described. Policy formulation is 

investigated trough the inquiry of the cyclic development processes in cases 1 

and 2. Policy implementation refers to the intentions, strategies and activities 

intended to disseminate and/or support sustainable uptake of the policies.  

 

Target users – This refers to the individuals and groups that were intended to 

use the policy or the systematic review. In Case 1 this was health care decision 
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makers and health professionals at all levels of health care.  In Case 2 the policy 

target users were the regional and local authorities. In Case 3 the targets were 

health professionals and managers in primary health care. The target users were 

defined by the policy actors in Case 1 (NBHW) (see below) in Case 3.  

 

Implementation objects – The evidence-based policies (Case 1 and 2) and the 

DIP intervention adapted from the SBU systematic review (Case 3) were defined 

as implementation objects.  

 

Barriers to implementation – This refers to the factors that potentially 

determine implementation outcome and output. Barriers to implementation 

was sought in the perspectives of the health professionals at the national level 

(Case 1) and local level (Case 3).  
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3.  Materials and methods  

In this chapter the methodological frameworks and choices will be described. 

After this, a description of the study settings, methods for data collection and 

analysis used in each of the four studies will be presented. But initially an 

overview of the material and methods used in the thesis are presented in Table 

5. The thesis includes four qualitative studies based on the three cases. 

 

Table 5: Overview of methods 

 

3.1 Qualitative research design and methods  

“Qualitative research is an inquiry process of understanding based on distinct 

methodological traditions that explore a social or human problem. The 

researcher builds a complex, holistic picture, analyses words, reports detailed 

views of informants, and conducts the study in a natural setting” ([126]:15). 

In qualitative research data consists of verbal or non-verbal communication and 

data collection is typically embedded in a natural setting. Focus is participants’ 

experiences and the meaning they attribute to lived experience. The researcher 

is the key instrument of data collection [127]. Qualitative research consists of 

several approaches and methods such as biography, phenomenology, grounded 

theory, ethnography and case study [126].  

The case study design is commonly used in social sciences such as sociology, 

political science, psychology and economics. The case study explores 

contemporary social phenomena within its real-life context which has 

implications for the design and the methods for data collection [128]. In that 

sense, the case study clearly differentiates from an experimental design that 

divorces a phenomenon from its context. The methodology is based on the 

assumption that social phenomena are intertwined with its context and that 
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boundaries are not clearly evident [129]. Case studies are informed by the 

setting (e.g. social, physical, organizational, economic) in which studied 

phenomena are embedded. Data collection often occurs within a timeframe that 

is given by the case and through the collection of multiple data sources such as 

interviews, documents and observations. The ambition to include contextual 

data surrounding a studied phenomenon implies “…research situations where 

the number of variables of interest far outstrips the number of datapoints” 

([129]:13). For this reason, cases studies often benefit from the use of existing 

theories and frameworks to guide data collection and analysis. Table 6 

illustrates several types of case studies that differ, for example, in terms of focus 

and relation to established theory [130]. The four studies presented in the thesis 

are mainly configurative case studies. Study 1 and the thesis also share 

characteristics with the theory testing case study-design and the “building-

block” type.  

Table 6: Type of case study in relation to studies 1–4 

Type of case study  Characteristics Study 

1.Disciplined 

configurative case study  Existing theories are used 
to explain a case 

1–4 

2. Theory testing case 

studies  

Evaluating validity or 

reliability of a single or 

competing theories 

1 

3. Sub-studies or 

“Building Block” studies  

Several studies of a 

phenomenon to identify 

patterns   

1 

Thesis 

3.2 Study settings, participants and methods for data 
collection and analysis 

Study 1 

This study was sited at the NBHW, SALAR, MHSA and a regional authority, 

investigating the policy process of the national guidelines for methods of 

preventing disease (Case 1) and the programme for coordinated care for the 

most ill older people (Case 2). Paper 1 used a key informant approach which 

involved 22 participants in total (Case 1 n=10, Case 2 n=12), five managers and 

three experts from NBHW, six managers and three experts at SALAR, three civil 

servants at MHSA and two representatives of a regional authority. Informants 

were seen as representatives of their respective organizations at an institutional 

level.  
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Data collection and analysis  

Study 1 was based on data from interviews, archival data and non-participant 

observations covering the policy period for the two cases (Case 1 2007–2014; 

Case 2 2009–2014), see Table 7. The interviews focused on the policy process, 

and the actors, sources and strategies they involved in each of the cases (For 

examples of interview guides see appendix 1 and 2). Interviews lasted for 45–90 

minutes. Archival data included guideline development manuals, reports, 

internal and external steering documents. Observations were carried out of 

meetings, seminars and conferences during the policy formulation and 

implementation processes. 

 

Table 7: Study 1 – Interviews (I) and observations (O) 

 

 

 

 

 

 

 

 

 

 

 

 

Interview data were coded using directed content analysis [131]. The phases in 

the conceptual model were used as initial coding categories. Data that did not 

fall into the framework formed new categories. Data from the observations was 

used to identify and formulate a chronological matrix that described actors, 

activities, process and contextual factors for each case. The matrix was then 

coded based on the phases suggested in the conceptual framework. Data from 

interviews and documents was used to formulate a case record for each policy. 

In a final step, the case records were used for comparisons. Key similarities and 

differences were identified and discussed. 

 

Study 2 

The study setting was situated at the NBHW during the development of the 

national guidelines for methods of preventing disease (Case 1). The participants 

in Paper 1 were in total 7 individuals representing the NBHW, five respondents 

holding leading positions and two experts on disease prevention.  

 NBHW SALAR MHSA Regional 

authority 

Sum 

Case 1 

Interviews 

Observations 

 

7 

 

- 

 

1 

 

2 

 

10 

9 - - - 9 

Case 2 

Interviews 

Observations 

 

1 

 

  9  

 

2 

  

12 

 38   38 

Study 1 

Interviews 

Observations 

 

 

 

 

 

 

 

 

 

22 

    47 
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Data collection and analysis 

Data were collected through interviews and from documents. Data covered the 

guideline development process 2007-2011. The interviews aimed to capture how 

the leaders perceived the guideline development process and the role of NBHW 

in implementing the disease preventive guidelines among target users. 

Interviews lasted for 55–95 minutes. (For details, see the interview guide in 

Appendix 3). Documents as guideline development manuals, directors’ reports, 

internal and external steering documents were included.  

 

Data were analysed using qualitative content analysis [132]. The content 

analysis was deductive using a conceptual framework to structure data. 

Transcribed interviews and documents included were read several times to get a 

sense of the whole. Text units referring to implementation barriers, facilitators 

and strategies to address these were then identified and selected for further 

analysis. In this initial selection of data, the term implementation was 

operationalized to include respondents’ broad understanding of the concept. 

For example, descriptions that entailed aspects of the future use of the 

guidelines were included for further analysis, as were all statements that 

included ideas about the target users (e.g. health professionals, decision makers 

in health care) or target populations (e.g. patients). Meaning bearing text units 

(whole or parts of sentences) with coherent statements were given a code that 

intended to capture the essence of meaning. Codes were grouped and organized 

in categories. By abstracting meaning from categories, four overall themes were 

identified. In a final step, the themes where structured in the theoretical 

framework reflecting guideline quality [87].  

 

Study 3 

The development process of the preventive guidelines at NBHW was also the 

setting for Study 3. This study collected data from the group meetings of 

guideline development involving a group of 25 health professionals (the 

prioritization group) and the NBHW guideline executive board. The 

prioritization group – was assigned to assess and prioritize the interventions for 

a number of health conditions based on a pre-set decision-model. The members 

of the prioritization group represented different parts of the country and health 

professional disciplines. The executive board consisted of a chair and two 

project managers who moderated and organized the group-meetings and the 

guideline development process.  

Data collection and analysis  

The study had a longitudinal qualitative, case-study approach. Data were 

collected through non-participant observations, questionnaires and documents. 

Observations were made of the prioritization group meetings. Observations 
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documented the content and process during group discussions and the decision-

making process using an open-structured protocol (appendix 7). A total of 18 

days were observed resulting in 482 pages of text. The questionnaire collected 

information about the prioritization group members and the executive board 

members background and experiences during different stages of the process 

(appendix 4-6). The questionnaires were distributed on three occasions, in the 

early, middle and final stages of the guideline development process. Response 

rates were on average 82 %, and in total 62 questionnaires were collected. 

Documents collected (e.g. steering documents for guideline development, the 

NBHW guideline development manuals) amounted to 89 pages. 

 

Data were analysed using qualitative content analysis, with an initial 

conventional followed by a summative approach [131]. The conventional 

content analysis was performed in four steps. First, observation notes, 

questionnaires and documents were read through several times to get a sense of 

the material as a whole. In a second step, data from the observations and 

questionnaires were organized into time sections, categorizing the material as 

early phase (meetings 1–3), middle phase (meetings 4–6), or final phase 

(meetings 7–9). Thirdly, sections of the text (observations, questionnaires and 

documents) that represented the target areas defined by the research questions 

(group decision processes, decision criteria and dilemmas) were highlighted. In 

a fourth step, text units with coherent statements were coded with a condensed 

label intended to capture the essence of the meaning. Codes were organized in 

categories and themes. One of the themes concerned the decision criteria.  

 

With the aim to investigate how discussions and argumentations related to the 

decision criteria varied over time, a summative content analysis was undertaken 

[131]. The seven decision-criteria identified in the previous conventional content 

analysis were selected for further analysis; evidence, cost-effectiveness, severity 

of condition, ethic, clinical experience and vulnerable groups. After this, 

expressions or terms that were used synonymously to the seven decision criteria 

were sought in the observational protocols. Terms synonymous to the key terms 

were defined as; based in research, scientific base, scientific investigations, 

scientific arguments (synonymous to evidence); cost, health-economy, health-

economic (synonymous to cost-effectiveness); seriousness of condition, 

seriousness of disease, degree of seriousness (synonymous to severity of 

condition); principle of needs, principles of human dignity, principle of 

solidarity (synonymous to ethical considerations); clinical knowledge 

(synonymous to clinical experience) and exposed groups, groups at risk, groups 

in need, vulnerable patients (synonymous to vulnerable groups). The key terms 

and the alternative terms were then sought in the text units through computer-

assisted searches. 
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Study 4  

Study 4 collected data from five primary health care centres in urban and rural 

regions of Sweden. The participants represented three groups: primary health 

care staff (n=11), lecturers (n=3) and the research group (n=5). The group of 

primary health care staff consisted of managers, general practitioners and 

district nurses. The group of lecturers were psychotherapists trained in the 

psychological method (adopted from the SBUs’ systematic review on treatment 

of depression) that the DIP-project entailed. The lecturers had a role in teaching 

and supervising the participating health care staff. The research group consisted 

of researchers, research nurses and monitors.   

Data collection and analysis  

Data were collected during the years 2007–2010, through interviews (14 

individuals, 1 focus group) and from documents. A semi-structured interview 

guide was used, focusing on the aims, expectations, strategies, experiences and 

outcomes, in retrospect of the project (see appendix 8). Documents amounted 

to 82 pages and included, for example, project plans, study protocols, letters of 

intent, monitors reports and e-mail correspondence. Data were analysed using 

qualitative content analysis, deductive approach [132]. Data were organized 

chronologically in order to reflect the development process. Transcripts from 

interviews and documents were read several times by two of the researchers to 

obtain a sense of the whole. Data were coded through a structured inductive 

process where meaning-bearing words and sentences were labelled with codes. 

Codes were then merged and aggregated into categories and themes. The 

selection was discussed by two of the authors. The themes were finally 

organized in a deductive analysis process. The themes were sorted in a 

theoretical framework over barriers to innovation implementation in complex 

health settings [133]. To validate the theoretical constructs for the case studied, 

the theme, category and codes underlying each construct was traced back and 

checked for accuracy. 
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4. Results 

This chapter will present the findings of the four studies. The results will be 

organized in two main sections connected to the two research questions. The 

first part (paragraph 4.1) will describe the policy formulation and 

implementation processes based on the findings of Paper 1, 2 and 3. This part of 

the result section will be structured based on the Conceptual model for 

evidence-informed policy formulation and implementation developed in Paper 1 

(based on the frameworks of Bowen and Zwi [134] and Dodson et al. [135].  

The second part of the chapter (paragraph 4.2) will present findings concerning 

barriers to integrate research with clinical practice perceived by health 

professionals in a national (Paper 3) and local setting (Paper 4).  

4.1 Formulation and implementation of the preventive 
policies 

 

The policy process in Cases 1 and 2 was investigated in studies 1 and 2 and parts 

of study 3 will be structured across the phases of agenda setting, policy 

formulation, policy implementation and policy outcomes. 

 

4.1.1 Agenda setting – agreeing on the policy idea  

The policies studied in Case 1 and 2 were both partially initiated by the 

government based on the need to improve health care and social services in the 

targeted areas and populations (i.e. “National guidelines for methods of 

preventing disease” and “Agreement on coordinated health and social care for 

the most ill older people”). In Case 1 the policy idea was settled through the 

involvement of national and regional stakeholders (i.e. other government health 

agencies, health care decision makers, health professional groups) but the 

NBHW was the key actor in this process. The early stages of guideline 

development lasted over a year, with the primary aim of defining and anchoring 

the guideline scope and purpose among future target users.  

 

In Case 2, the main goals, content and actors were established in the early 

negotiations with the government (represented by the MHSA). The agreement 

was renegotiated annually 2010 and based on parties input and the pervious 

evaluations – adjustments were made. (Paper 1) 

 

4.1.2 Policy formulation – Sourcing and using evidence 

The sources for policy formulation differed to a large extent in Case 1 and 2 

(Paper 1). In Case 1, research evidence comprised a significant source in the 

policy process. Key documents (e.g. government missive documents to NBHW) 
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declare that research evidence should be the primary source in formulating 

policies, and this was also supported by empirical findings in Paper 1, 2 and 3. 

The use of research evidence was manifested in the guideline developers’ 

discussions and also demonstrated by supporting organizational structures and 

in observable actions (e.g. structured use of manual-based strategies for 

identifying and assessing research) during policy formulation. (Paper 3) 

 

The use of evidence increased across the three-year formulation process in Case 

1. Even though research evidence had a strong position in the NBHWs guideline 

development model, additional formal and informal criteria exerted significant 

influence over the process. NBHW used a multifactorial model that, in addition 

to research evidence, stated that the prioritization group should take the 

severity of the condition, health economic evidence, and ethical concerns into 

consideration under considerations during judgments and decisions. Paper 3 

identified three supplementary decision criteria (i.e. informal decision criteria) 

emerging during the policy formulation process: potential guideline 

consequences, needs of vulnerable groups, and clinical knowledge/experience. 

Terms associated with the 4 formal and 3 informal decision-criteria varied in 

frequency over time in the discussions, as shown in Figure 6. (Paper 3) 

 

 
Figure 6: Use of terms associated with decision criteria during formulation of 

NBHW disease preventive guidelines  

 

Other types of factors connected to guideline development group – such as 

gender, social status and communication skills – were found to influence the 

policy formulation process in Case 1. These group factors did not vary over time 
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but had a rather general influence on the process. Group-related factors were 

perceived to influence information-sharing processes during group decision-

making. Members who were of male gender, had higher education where 

perceived by members to share more information in group discussions. This 

finding was also congruent with group-observations. The base for decisions and 

the decision outcome is summarized in Table 8. (Paper 3) 

 

Table 8: Decision determinants and decision outcome/consequences 

 
The policy in Case 2 was to a large degree informed by non-research evidence 

such as previous political experiences and social values. However, halfway into 

the policy implementation period, the government introduced a more 

structured approach. One broad literature search was conducted and though it 

focused mainly on grey literature, such as government agency reports, research 

evidence was used to some extent. Observations, hearings and interviews with 

stakeholders also provided input to the formulation of the policy. (Paper 1) 

 

The measurability was an important aspect that formed the content of the policy 

to a large extent in Case 2. Interventions that were possible to measure and 

follow-up, (i.e. possible/easy to translate into indicators) were prioritized in the 

policy. This demand led to the relative strong influence of patient-level data, 



 

36 

mainly drawn from the quality registries (e.g. palliative care registry). It also 

implied that components not lending themselves to measurement were given 

less focus or were excluded from the policy. 

 

An iterative approach was applied in sourcing evidence and formulating policy 

recommendations. Sources such as research findings, annual outcome 

measurements and evaluation reports formed the base of the recurrent, annual 

re-negotiations of the policy. (Paper 1) 

 

4.1.3 Policy implementation  

The policy actors in Case 1 and 2, used strategies targeted to build capacity and 

engage in implementation and further to support maintenance (Paper 1 and 2).   

Assessing and building capacity 

The policy actors in Case 1 and 2 shared the feature of continuously assess the 

capacity to implement among target users. Information on the current state of 

health practices, health outcomes, and the resources and attitudes related to the 

policy scope within the target organizations were collected through hearings, 

national surveys and databases (e.g. quality registries). Both policy actors made 

adaptions in their strategies and support accordingly. In both cases, barriers in 

the infrastructure were sought and if possible addressed. One example was the 

modification of the classification system of health care measures (i.e. the KVÅ-

codes). By adding classifying codes to key concepts from the preventive 

guidelines, the NBHW anticipated that the documentation in patient records 

would be facilitated (Paper 1). 

 

In Case 1 the county councils/regions were assigned by the NBHW to appraise 

the consequences of the guidelines, for example by comparing current resource 

levels to the resource allocations implied by the new preventive guidelines. 

These assessments led to minor adaptions of the preliminary version of the 

national guidelines but also raised the policymaker’s awareness concerning the 

relative large gap that the guidelines approached. 

 

The policy actor, stakeholders and the target organizations in Case 1 anticipated 

that the preventive guidelines would require a major change in health care, 

involving many areas and levels of health care. Several stakeholders involved in 

the guideline processes, the NBHW and also the government, labelled the 

realization of the preventive guidelines in health care settings - a paradigm shift, 

going from a strong focus on treatment and cure to fully acknowledge the 

preventive task of health care. For this reason and in agreement with the 

government, the NBHW was given an additional assignment to support the 

implementation of the policy (Paper 1 and 2).  
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In Case 2, the capacity assessments were based on hearings with the target 

organizations (e.g. professional organizations), but also on the previous 

knowledge held by the government and SALAR. The assessments resulted in 

capacity-building strategies, as for example funding for support structures. 

(Paper 1) 

Implementation strategies 

In both cases the policy actor NBHW and SALAR used the existing channels and 

organizational structures to raise awareness about the policies. They 

communicated with the target organizations; information and resources were 

provided to the policy target organizations and out-put/out-come data were 

returned.  

 

Targets for policy implementation were found within the healthcare and social 

care sectors and included decision makers, managers and health/social care 

staff. Some of the strategies used had the additional purposes (apart from 

implementation) of improving, or evaluating the content of the policies or 

implementation strategies. Multifaceted implementation strategies were used in 

both cases and the strategies and intentions shared similarities and also large 

differences. 

 

Educational material (printed and web-based) were produced and disseminated 

in both cases. The information material was adjusted to different policy target 

users (e.g. leaders, health professionals, patients). SALAR and NBHW arranged 

several conferences, workshops, seminars and out-reach visits together with 

regional caregivers and local decision-makers. Both policy actors employed a 

strategy to collect and disseminate examples of small-scale solutions and 

improvements (Paper 1). 

In Case 1, the strategies to create awareness concerning the policy were 

described as an interaction of top-down initiatives from the policy actors and 

bottom-up influences from the regional health care organizations and health 

professional groups. Existing infrastructures to distribute the guidelines were 

used, for example at regional meetings with the county councils. Target users 

were invited to participate in creating the implementation strategies, for 

example by announcing calls for the financing of local or regional 

implementation projects. By using this strategy, the NBHW aimed to encourage 

the health professional groups to adopt the guidelines and to further adapt them 

to specific parts of the health care system as well as to local and regional 

contexts (Paper 1 and 2).  

The NBHW had the intention to create readiness in the target organizations 

(e.g. county councils) and among the surrounding network of government 
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agencies (e.g. National Food Agency Sweden) and involved them in the 

development process. Paper 2 identified four broad strategies during the early 

phases of guideline development; 
  

1. Broad agreements and consensus about policy scope and purpose  
2. A systematic and active involvement of stakeholders 
3. A formalized and structured development procedure  
4. Openness and transparency in the specific guideline development 

procedure 

The NBHW used a mainly voluntary and collaborative approach to involve 

healthcare professionals and health care decision-makers in participating in 

local, regional and national implementation activities. A main theme in the 

NBHW strategy was to offer arenas or channels where the policy target users 

would interact with each other and with the NBHW. Implementation activities 

circled around two purposes a) identify and share experiences of barriers and 

solutions connected to the implementation of the policy across the country. b) 

Disseminate information from NBHW concerning the policy and then pass this 

knowledge on in their organizations. (Paper 1) 

 

The implementation strategy employed by NBHW entailed structures for audit 

and feedback. The indicators formulated in the NBHW policy were intended as 

a base for a future preventive quality registry and subsequently as a part of the 

“open comparisons” of health care regions and organizations in Sweden. The 

NBHW monitored the implementation outcomes and outputs through internal 

and external evaluations/surveys. NBHW used financial strategies to some 

extent in the calls to health professionals to apply for funding for research and 

implementation projects (Paper 1). 

In Case 2, the responsibility for SALAR to increase awareness was explicitly 

formulated in the agreement. The government and SALAR collaborated in 

strategic efforts to communicate and reach out with information to target 

organizations. SALAR made out-reach visits to the regions to promote the 

policy, and regional dissemination conferences were held. SALAR used 

implementation strategies similar to NBHW, but the implementation activities 

were not optional to the same degree. SALAR used designated change leaders to 

support implementation (e.g. improvement coaches) funded within the policy. 

(Paper 1) 

 

The implementation strategies employed by SALAR structures for audit and 

feedback. The policy from SALAR was formulated with strong influence from 

the available (and applicable) quality registries. In collaboration with the quality 

registries, SALAR developed an open web-based portal where indicator 
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outcomes and outputs were presented continuously, providing input for 

ongoing improvement work on regional and local levels. In addition, the regions 

and municipalities were publicly compared in open comparisons.  

 

Financial strategies in terms of financial reimbursement through performance-

based grants were a key component in SALAR’s implementation strategy. The 

national performance-based grants provided a strong incentive for political and 

higher management levels to adopt the policy, especially initial decisions to 

actively engage in the use of the three quality registries (Paper 1). 

Maintenance 

In both cases the policy actors aimed to establish structures that over time 

would support a sustainable realization of the policies in the targeted 

organizations. In relation to maintenance, the characteristics of the policy actors 

differed significantly affecting strategies and timeframes.  

In Case 1, the involvement of target users, i.e. decision-makers and health 

professional groups, was the main strategy aiming for sustainable 

implementation. A few specific and generic implementation efforts though, such 

as the preparation and adaption of quality indicators and the support for 

adaption of the patient records system was an active support targeted to 

improve prerequisites for maintenance of the policy. NBHW holds a 

responsibility to repeat the development procedure of the guidelines every 3-5 

years (Paper 1 and 2).  

 

In case 2, the policy process emerged from an intermittent project organization; 

when the project reached its end in the fixed timeframe, the project team 

dispersed, grants stopped and the further responsibility was left to regional and 

local authorities. SALAR did, however, request plans for sustainability from the 

regional and local authorities during the final stages of the programme. They 

also established the maintenance of the web-based tools supporting the changes 

after the project period (Paper 1).   

 

4.1.4 Outcome - Monitoring and evaluation 

Monitoring and evaluation were important components in both cases. Both 

policy actors engaged the existing structure of quality indicators and registries 

for the purpose of monitoring and evaluating the policies. Comparisons between 

care providers, in “open comparisons” were used - or planned to be used - as an 

incentive to obtain change among the policy target organizations (Paper 1). 
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The purpose of the indicators in Case 1 was to evaluate adherence to the 

guidelines over time. Another purpose was to be able to recognize practice 

variations in the field of prevention.  

 

In Case 2 the policy actor used indicators and target levels for performance-

based grants throughout the policy process, both to evaluate the actual progress 

in the specified improvement areas and to spur regional and local capacity for 

improvement. (Paper 1)  

4.2 Barriers to integrate research with clinical health practice  

This second section of the results will present findings concerning the tension 

between research and clinical practice from the perspective of the health 

professionals in Case 1 and 3 (Paper 4 and parts of Paper 3). The barriers was 

investigated from the perspective of the health professionals situated in a 

national context and in a local context. In Paper 3, barriers to the integration of 

research and clinical experience in guideline recommendations were expressed 

by health professionals involved in the prioritization processes during guideline 

development (Case 1). In paper 4, barriers to integrate research with clinical 

practice were investigated in a primary health care setting (Case 3).  

 

4.2.1 Integrating research evidence with clinical experience during 

guideline development – dilemmas arising (Paper 3) 

Barriers to implementation were anticipated or experienced by health 

professionals in Case 1 and 3. In Case 1, the anticipated barriers to 

implementation were expressed by health care professionals involved in the 

guideline development as they assessed the realization of the guidelines 

prospectively (paper 3).  

In Case 3, the barriers were experienced and were described in retrospect by 

health professionals and managers at primary health care centres participating 

in the failed implementation of the DIP-project (paper 4). Findings on barriers 

to implementation will follow the framework by Grol & Wensing [133] used in 

Paper 4: characteristics of the innovation; the health professionals; the patients; 

the social network; and the organizational, economic and political context.  

 
Characteristics of the innovation 
Health care professionals in Case 1 described the gap between existing practice 
and the preventive guidelines as potentially large. The compatibility with pre-
existing health practice and the guideline recommendation differed largely 
across the country and also between the four life-style areas that the policy 
covered. The health professionals involved in guideline development anticipated 
that the guidelines would cause reactions amongst health professionals as they 
were perceived to challenge prevailing values, norms and behaviours. There 
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were some also examples given where the preventive guidelines would compete 
and to some degree contradict pre-existing preventive care programmes (e.g. 
Riskbruksprojektet). (Paper 3).  

 

The four life-style areas(i.e. smoking, hazardous drinking, unhealthy eating 

habits, insufficient physical activity) included in the preventive guidelines were 

different in several aspects, for example in terms of the availability and quality 

of research evidence, variations in pre-existing health practice, and the severity 

of the health conditions associated with them. During the guideline 

development process, the four life-style areas were compared in horizontal 

prioritizations. The prioritization group found incoherence between their 

assessments, and dedicated much effort to reducing tension between the sub-

areas of the guidelines (Paper 3).  

 

In Case 3, the DIP-project offered an innovation with extensive methodological 

components which were perceived by health professionals as a barrier to its use. 

The project-design entailed a randomized clinical trial –.and the methodology 

was viewed as inflexible and complex by the health professionals. The perceived 

value of the design and the agreement with the DIP-project agenda deteriorated 

among the health professionals over time The innovation entailed internal 

tension, as the diverse components of the innovation (e.g. screening, 

pharmacological treatment, psychological treatment) were attributed with 

different values and attitudes by patients and health professionals (Paper 4).    

The health professionals  

In Case 1 and 3, the scientific rigour and the methodological procedures (i.e. 

guideline decision model, adherence to the RCT protocol) that surrounded and 

national guidelines at NBHW and the DIP-project were perceived by the 

involved health professionals as complex and difficult to fully grasp. In both 

cases, health professionals expressed that their involvement in these projects 

were stimulating but difficult to integrate with other work tasks. The health 

professionals in both settings described low familiarity with research to some 

extent (Paper 3 and 4). The members of the NBHW prioritization group 

reported that their skills in reading and understanding scientific papers and 

applying them in the guideline development model, improved significantly over 

time but that it was challenging (Paper 3).   

 

In Case 1, the prioritization group encountered dilemmas as decisions about 

recommendations were to be taken. The dilemmas emerged as members 

considered their own clinical experiences or in hypothesized scenarios, testing 

the evidence-based recommendations during discussions. To consider the use 

(and the consequences of use) of the guidelines was not a task formally assigned 

to this group, but it was a recurrent theme in discussions. Part of the group 
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expressed how the rigorous use of research evidence potentially contradicted 

the overall purpose of the guidelines (i.e. to improve health care’s preventive 

services). Two types of dilemmas were identified in this context. Both dilemmas 

were connected to the quality of evidence and the prevailing preventive health 

practices. (Paper 3) 

Dilemma I: Does the best always outweigh the good?: The prioritization group 

faced several situations that entailed that a) the gap between the current 

preventive clinical practice and new effective interventions (high quality of 

evidence) was potentially big. The group saw a risk that these new effective 

innovations due to the large gap would risk not being implemented; and b) that 

the existing preventive clinical practice was perceived to operate good-enough, 

despite the low to moderate quality of evidence for the methods used.  

 

Several group members expressed that the guideline recommendations in these 

cases to some degree were counterproductive, and that the guideline 

recommendations contradicted their purpose, leading to “weaker” preventive 

health practices than before the launch of the guidelines.   

Dilemma II: Isn’t it better to offer something than do nothing?: For specific 

conditions and/or patient groups, the urgency to formulate guidance was 

perceived as high, for example for pregnant women or patients with severe co-

morbid health conditions. But the evidence was non-existent or of low quality. 

This could imply that a group with considerable needs was low prioritized due 

to the lack of evidence.  

 

The group discussed different strategies to solve this dilemma. One option was 

to let research evidence play a minor role in the assessment, increasing the 

influence of the criteria “severity of the condition”. This implied though that the 

group would recommend interventions with weak research support. Another 

option was to give the condition-intervention-pair, a low or non-prioritized 

recommendation, which in reality implied that the condition or patient-group 

would not be given any priority in health care. Parts of the group expressed that 

both of these strategies implied ethical difficulties and risked to undermine the 

trustworthiness of the guidelines. The group solved this dilemma by formulating 

an additional criterion “the need of vulnerable groups” which “raised” the 

quality of research evidence routinely for certain conditions/patient groups 

(Paper 3). 

The patients 

The patient populations targeted for the interventions in Case 1 and 3, were 

patients in need of changing their life-style habits or patients with depression. 

In both cases, the health areas were described by the health professionals as 
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being more complex health conditions than many other medical conditions 

(Paper 3 and 4).  

 

In Case 1, the process of defining the target populations (i.e. which patients the 

preventive policy would apply to), was described as a pioneering and complex 

procedure. This was mainly due to the non-specific diagnostics of the target 

population (i.e. patients in need of preventive interventions). For the same 

reason, the intended involvement of patient organizations in the guideline 

development process failed to occur. During the prioritization phase, the health 

professionals gave voice to the patients’ perspective (e.g. needs, behaviours, 

adherence to treatment), mainly based on their experience from clinical practice 

(Paper 3). 

Health professionals in the prioritization group argued that specific patient 

groups were underrepresented in research, and that the strong emphasis on 

research evidence that the NBHW model inferred, risked incorporating this 

underrepresentation into the guideline recommendations. The needs of 

vulnerable patient groups were a recurrent source of tension. This aspect of the 

patients’ perspective did over time increase its influence in the decisions process 

(Paper 3).  

In Case 3, patient characteristics were suggested as a barrier to implementation 

at the primary health care centres. The health professionals reported that the 

targeted patient group were fewer than the researchers had estimated and that 

they were unwilling to be enrolled in the project due to characteristics of the 

patient group and/or as a result of the depressive symptoms (Paper 4).   

The social network 

In Case 1, the social environment - the context in which the guidelines would 

apply were prospective and hypothetical as the innovation was under 

development. Despite this, ideas about social contexts were present in the group 

discussions. The prioritization group referred to the potential or hypothetical 

guideline users, such as politicians, health care leaders and health care 

professionals (Paper 3). The idea of how they would understand, use and 

respond to the guidelines (i.e. potential guideline consequences) served some 

influence over the discussions, see Figure 6, p.33.   

  

In Case 3, the social context surrounding the DIP-project was clearer and the 

influence more obvious in the eyes of the respondents. The social context of DIP 

was constituted by the health professionals, managers, the DIP-project group 

and patients (patients described above). The leadership was perceived as having 

a large and overarching influence over the project. The leadership was 

experienced as ambivalent and ineffective in relationship to the project idea and 
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activities. Deficits in the leaders’ initial resources assessments, consequence 

analysis and communication within and outside the project were criticised and 

seen as contributing to the barriers that the project faced (Paper 4). 

 

One of the main findings in paper 4 was that the relationship between parts of 

the social environments (i.e. research group-setting and clinical setting) were 

strained. These two environments were found to have separate aims, behaviours 

and cultures. This was exemplified in differences in types of meetings, 

perspectives on treatment and patients, terminology and the time structure. 

One of the health centre managers described how the DIP-project was an “alien 

creature” at the primary health care centres. Several of the participants, 

including the researchers and health professionals, concluded that the 

differences between these social contexts was too extensive and the gap too wide 

to bridge (Paper 4). 

The organizational context 

Both in Case 1 and 3, the innovations challenged the flows of patients in the pre-

existing practices. For example, both innovations entailed that health care 

would approach patients about health issues for which the patient had not 

sought help from health care. 

 

The DIP intervention demanded changes in the care processes. Frequency and 

length of patient meetings, procedures used for diagnostics and treatment, were 

examples of differences compared to the prevailing care practices. The methods 

for diagnosis and treatment were manualized to follow the study protocol and 

also to stay close to procedures supported by the systematic review from SBU 

that was base for the DIP-innovation (Paper 4).  

 

Factors related to the work environment (e.g. high work load, experiences of 

stress) were perceived as determinants to the negative outcome of the 

implementation. A major organizational change occurred within the timeframe 

of the project. This change process implied staff-turnover, uncertainty and a 

lack of clarity concerning tasks and goals in the participating organizations 

(Paper 4).    

 

In Case 1, the preventive guidelines were assessed to influence the health 

organization as whole as the target users of the policy were to be found at all 

levels of the health care system and the policy would affect multiple professional 

disciplines. For example, the work processes in health care were anticipated to 

be affected, requiring a more systematic approach to preventive practices. 

(Paper 1).  
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The economic and political context 

The political reform – “Freedom of Choice”-act – was implemented during the 

same time period as the DIP-project. The reform delayed and caused tension in 

the DIP-project, as the participants perceived that primary health cares’ main 

mission and financial incentives changed fundamentally. The participants in the 

DIP-project perceived that this change implied a major impediment to the 

specific project in that the primary health care staff became absorbed with this 

change. An immediate and frequent reception of new patients was emphasized 

as the new system for financial re-imbursements supported high quantities of 

patient visits. One of the many implications of this political reform was that 

research and development activities were given a low priority (Paper 4).  

 

In addition, one unexpected event further affected the implementation process. 

When the DIP-project had been running for two years, the swine-flu epidemic 

struck and the work at the primary health care centres changed focus. Resource 

allocation altered towards the mass-vaccination that these centres were to 

perform (Paper 4). 
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5. Discussion 

In this chapter the main findings, limitations and implications of the four 

studies will be discussed. The overall aim of this thesis was to explore the 

evidence-based policy process and to further understand barriers to 

implementation in the fields of prevention and the treatment of depression. The 

aim was approached by investigating the policy process and the perceived 

barriers among policy actors and health professionals in three cases located in 

the Swedish health system.  

The first research question (RQ1) set out to describe and understand how 

evidence-based policies with a preventive scope are developed and implemented 

in the Swedish health system. The second research question (RQ2) focused on 

barriers to implementation from the perspective of health professionals. 

 

The main findings are: 

 The investigated policy processes were cyclic and phases overlapped to 

a large degree.  The policy actors’ roles, functions and beliefs were 

associated to the choices of strategies and collaborators in all policy 

phases. (Paper 1) (RQ1) 

 

 Research evidence informed the investigated policies to various extents. 

In addition, non-research evidence (e.g. policy actors’ and target users 

ideas, experiences and outcome data) served as alternative or multiple 

sources to inform the health policies. The type and composition of 

sources that informed the policies changed over time. (Paper 1 & 3) 

(RQ1) 

 

 The policy actors supported and/or executed implementation activities, 

during and after the policy formulation process. (Paper 1 & 2) (RQ1) 

 

 In the guideline development process, the integration of research 

evidence with non-research evidence (e.g. clinical experience, values) 

caused tension and dilemmas in the guideline development group, 

particularly when research evidence were found insufficient or when 

research-evidence implied large changes in relation to prevailing 

clinical practice. (Paper 3) (RQ 2) 

 

 On the local level (i.e. primary health care) barriers to implementation 

were found connected to the characteristic of the innovation (e.g. 

inflexibility), the health professionals (e.g. self-efficacy), the patients 
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(e.g. co-morbidity), in the social network (e.g. tension between research 

and clinical settings) and in the organizational setting (e.g. ambivalent 

leadership). External events and factors connected to the economic 

context were identified as additional barriers to the implementation. 

(Paper 4) (RQ 2)                                                                                                                                                                                                                                                                                                                                                                                                     

 

The discussion will be introduced by presenting a top-down and bottom-up 

outlook in relation to the four papers of the thesis, followed by a section 

discussing the use of evidence in the studied policies. Then the relationship 

between the characteristics of the studied policy-processes and their potential of 

being implemented will be discussed, followed by methodological and ethical 

considerations. Finally the conclusions from the four papers will be presented 

and the discussion will end with a few suggestions on future research.  

5.1 Top-Down and Bottom-up Perspectives 

Historically policy implementation processes have been understood from a top-

down or a bottom-up perspective [136-138]. This rudimentary choice of 

perspective has major implications for how research enquiries of the policy 

processes are designed and analysed and what implications they may have. A 

top-down perspective would for example imply focus on concluding advice on 

how governments could reach desired change among local policy targets, such 

as local authorities or populations [139]. The proponents for bottom-up 

perspectives turned the hierarchy suggesting that policy implementation 

ultimately depends on the people who will actually use it [140]. The bottom-up 

perspective emphasises the role of frontline staff in realizing policy goals and 

place interest in the role of practitioner’s behaviour, decision-making or 

contextual variables. The policy implementation field has since the 1980s 

evolved towards models and theories that aim to integrate these two 

perspectives [137,138].   

 

This thesis employs top-down and bottom-up perspectives. Papers 1, 2 and 

parts of paper 3 (connected to research question 1) employs a top-down 

perspective with the ambition to understand the policy implementation process 

from the perspective of the national policy actors. This first part of the inquiry 

focuses on the early phases of policymaking. Research question 2 – addressed in 

Paper 4 and parts of Paper 3 – investigates the final phases of the policy process 

from the health professional’s perspective. Paper 3 could also be located at an 

intersection between top-down and bottom-up perspectives, where local level 

practitioners are operating within the national policy actor’s arena, see Figure 7. 
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Figure 7: Top-down and Bottom-up-perspectives in the thesis 

5.2 The sources of evidence  

One of the main findings was the various use of evidence in the policy processes 

studied. The definition and methods to source and use evidence varied between 

policy actors (Paper 1) and within the policy process (Paper 1 and 3). There are 

several factors that may explain this variation. The policy actors in the studied 

cases are intertwined in the context of the knowledge-based policymaking that 

has emerged within the Swedish health system since the 1990s. “Knowledge-

based policymaking is a prerequisite for an evidence-based practice, meaning 

that patients and users are provided care and interventions based on the best 

available knowledge. An evidence-based practice implies that ineffective or 

harmful practices are abandoned, leading to greater security and safety for 

patients and care users and major economic effects” ([109]:5). 

 

The connection to EBP is explicit in this effort, with the key features being the 

identification, dissemination and implementation of evidence. In this context 

EBP is defined as: “An evidence-based practice is a result of continuously and 

systematic learning where knowledge from the user and the patient, practitioner 

and from research are weighed together and used” ([109]:52). 

This definition of knowledge-based policymaking reflects a broad perspective on 

evidence underlining that the best available knowledge originates from three 

sources:  the patient, the practitioner, and research. This combination of 

sources is also recognizable in the policy processes studied even though the 

emphasis on either one of them varied significantly between policy actors. So 

did the degree of systematics and transparency in the methodology employed. 



 

49 

Clinical practice guidelines (exemplified in Case 1) are, as described in the 

introduction, tools to realize the goals of EPM and EBP in health practice. 

Consequently they share the epistemology and methodology with this tradition 

to a large extent. Substantial parts of the guideline development literature have 

focused on quality issues, and the acceptable methodological standards have 

circled around the rigorous use of research evidence (e.g. [23, 87, 141]). The 

prominent position of research evidence in guideline development was also 

shown in paper 1, 2 and 3. The ambition to let research evidence inform both 

the content (i.e. guideline recommendation) and the development procedure are 

in this sense to a large degree in accordance with quality thresholds, which is a 

hallmark for the traditions of EBP and guideline development (e.g. [23,87]). 

The critics raised against the evidence-hierarchy applied in evidence-based 

policymaking, EBP and EBM (e.g. [24, 28, 142]), are also relevant to be able to 

understand how research evidence was perceived and used in the policy 

processes studied. The influences from the “evidence hierarchy” in Case 1 

implied that evidence sourced from randomized study designs were prioritized. 

Interventions and health conditions that were less researched or were 

investigated with other research designs were – according to the evidence 

hierarchy – given lower priority. On several occasions the use of research 

evidence collided with values and beliefs held by the NBHW and/or by the 

health professionals (e.g. ethical considerations, clinical knowledge and 

experience).  

The lack of research evidence for vulnerable groups was identified as a recurrent 

dilemma, to the degree that the pre-set guideline development model was 

adapted to respond to this issue (Paper 3). The need of vulnerable groups is not 

a formal decision criterion in the guideline development model studied. This 

aspect is, however, close to the key purpose of the guidelines and the aim of 

knowledge-based policymaking – equity in health care. Internationally, there 

are initiatives that explicitly address the issue of vulnerable populations in 

guideline development – for example by acknowledging socio-economic 

evidence [143,144] and this might also be a possible development of the Swedish 

model.   

 

Even though research evidence was a source in all studied cases, non-research 

evidence was also a frequent additional source. As established in the 

introduction, theories on evidence-based policy processes acknowledge a broad 

definition of evidence, including evidence based on knowledge, ideas, politics 

and economics [134]. It has been argued that research alone cannot answer 

policy questions; policy-making will always to some degree be entangled in 

political, ethical, and practical judgements [72,145]. The policy typology - as 

suggested by Black [57] - provides an understanding of diverse perceptions of 
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evidence. The systematic review from SBU and the DIP-projects efforts (Case 3) 

shares many characteristics with the practice policy, as it mainly targets 

practitioners and has a strong focus on proving clinical effectiveness based on 

research evidence. 

 

The policy processes investigated in Cases 1 and B were more complex, for 

example in terms of target organizations and their evidence base. These policies 

do not lend themselves as easily to the policy typology, but rather represent 

hybrids of the policy types. The policy in Case 1 was not only a review of 

evidence that targeted health professionals (i.e. a practice policy, clinical 

practice guideline), but also and perhaps primarily, a tool for guiding resource 

allocation (i.e. a service policy). It has also been argued that the national 

guidelines serve a type of governance that aims to influence organizational and 

financial structures (i.e. a governance policy) [96,108]. The policy in Case 2 

represents an integration of service and governance policies, implying a weaker 

relation to research evidence.   

 

The Advocacy Coalition Framework (ACF) [65,67] (presented in the 

introduction) suggests that beliefs held by policy actors plays important roles in 

understanding policy process. The policy actors in Case 1 expressed beliefs that 

the best available research evidence created most value for patients and for the 

health system. This core belief was congruent with a strong emphasis on this 

type of evidence (Paper 1 -3). A parallel strong belief in Case 1 was that research 

evidence needs to be balanced against local evidence, i.e. values connected to 

patients’ needs and health system resources. These two central beliefs were 

partially contradictory, causing tension in the policy process (Paper 3).  

 

In Case 2, a core belief was that what matters is what works. That knowledge 

proven to work in a practical setting is what creates values for the patients. This 

belief opened up the policy to several types of evidence and supported a 

pragmatic and result oriented policy process that was more emergent than 

systematic (Paper 1). 

5.3 Features of the studied cases – Determinants for 
implementation?  

To further explore the empirical cases in relation to each other and also frame 

the results in a theoretical framework, the results from the four papers were 

analysed guided by the Consolidated Framework for Implementation Research 

(CFIR) [47]. The framework was chosen as it houses some of the complexity of 

the determinants in the cases and also because of its generic qualities. Based on 

the analysis the strengths and limitations of the cases will be discussed.  
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This analysis has limitations. The type and amount of data for the three cases 

varied. For this reason there are gaps concerning some domains and constructs. 

Three of the four papers included in the analysis are located on a national level 

(e.g. NBHW, SALAR). The perception of the implementation object and process 

may be biased in the sense that it to a large extent reflects the perception of the 

policy makers. The analysis was performed by the author alone, which reduces 

its credibility. Bearing these limitations in mind, the analysis offers an 

indication of how early (Case 1-2) and late stages (Case 3) of policy processes 

are connected to determinants of implementation. The analysis will propose 

strengths and limitations concerning the implementation potential reflected in 

the four papers.   

 

A qualitative directed content analysis [131] of the four papers was conducted in 

several steps. Text-sections from the four papers including the empirical 

setting/case description, results and conclusions were selected for further 

analysis. Four domains of the framework were assessed to fit the scope of the 

four papers (i.e. Intervention characteristics, Outer setting, Inner setting and 

Process). Data were coded with the domains from the CFIR-framework used as 

predetermined categories (i.e. intervention characteristics, outer setting, inner 

setting, process). Within the domains, the results were organized in constructs 

and sub-constructs. Where applicable, the results were summarized as 

categorical ordinal variables in a low-medium-high continuum based on 

qualitative assessments and comparisons between the three cases. The results 

are summarized in Table 9. 
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Table 9: Determinants potentially influencing implementation, Analysis of 

Paper 1-4 

 Case 1  
Preventive guidelines  
NBHW - Paper 1 ,2 and 3 
(P1/P2/P3) 

Case 2 
Improved care for the 
elderly 
SALAR - Paper 1  

Case 3 
Treatment of 
depression 
SBU/DIP - Paper 4  

Intervention characteristics 

Intervention 
source  

External (P2) Semi-external External  

Strength and 
quality of 
evidence 

High 

Based on research evidence of 
high quality (P2 + P3) 

Non-research evidence (e.g. 
ethics, health-economy.) 

Medium 

– Non-systematic use of 
research evidence 

– Non-research evidence 
(e.g. out-put data)  

High 

– Based on systematic 
review, high strength and 
quality 

Adaptability 

 

Medium  

– Core components not 
adaptable  (e.g. guideline 
recommendation)  
– Periphery components 
optional (e.g. how and by who) 
(P1) 

High 

– Pragmatic, flexible 
approach to the 
innovations’ components 

Low 

– Core components not 
adaptable (e.g. design, 
content, method, 
timeframe) 

– Periphery components 
partly flexible (e.g.  level of 
support) 

Complexity High (P1)  High High 

Outer setting  

Patient needs and 
resources 

– Patients perspectives 
represented by health 
professionals (P3) 

– Patient organizations were not 
involved in formulation (P2) 

– Policy actors had difficulties 
identifying target population 
(P2) 

– Patient needs was taken 
into account  

– Outcome data (i.e. 
patient data) presented in 
quality registries informed 
the policy 

– Patient views were taken 
into account 

– Patient characteristics 
(e.g. co-morbidity) 
perceived as not 
acknowledged enough 

External policies 
and incentives 

National public health policy 
2002 (P1) 

Targeted performance 
based incentives 

Not assessed 

Inner setting  

Tension for 
change 

 

High 

– Perceptions of “high urgency 
to act” to develop preventive 
practices among health care 
practitioners and policymakers 
(P3) 

High 

– Widely acknowledged 
need to improve care for 
elderly people  

Medium 

– Perceived needs to 
improve treatment of 
depression in primary care 

– Lack of agreement with 
the innovation presented 

Compatibility Medium 

– High agreement among 
involved stakeholders 
concerning the preventive 
guidelines (P1– P2) 

– The preventive scope expected 
to challenge the medical 
paradigm (P1) 

High 

– High agreement among 
stakeholders concerning 
the need of improvement of 
the targeted patient group.  

 

Medium 

– Health care professionals 
agreed on the DIP-
intervention purpose  

– Aspects of the DIP-
intervention not 
compatible with values, 
habits and structure among 
participants  

Goals, 
organizational 
incentives and 
rewards  

– Development of quality 
indicators and use of “open 
comparisons” was an 
organizational incentive to 
increase policy adherence (P1) 

– Performance– based 
grants related to goals were 
key components  

– Open review of the 
adherence to policy used as 
incentives 

– The participating 
primary health care centres 
received financial 
compensation and 
education 

Learning climate Not assessed 

 

Not assessed – Health practitioners 
working conditions 
hampered implementation 
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Leadership 
engagement 

– Decision makers were 
involved in the policy 
implementation process in 
county councils.  

– NBHW provided 
implementation support to 
managers (P1) 

– Involvement of managers 
through a national network  

– Managers had key roles 
during implementation and 
capacity building. 

– Leadership at the 
primary health care level 
perceived as ambivalent 
and ineffective.  

 

Process (Implementation) 

Planning 
(implementation 
strategy) 

– Information about policy 
target users (i.e. county 
councils) capacity to implement 
was sought for ex. through 
regional seminars and surveys. 

– Main implementation strategy 
stated by the government in 
appropriation directions (P1) 

– Information about policy 
target users (i.e. 
municipalities) capacity to 
implement was sought 
through for ex. dialogues 
and web-tools.  

– Implementation strategy 
negotiated with the 
government 

– Planned in negotiation 
with policy target users. 

 

– Implementation partially 
based on experiences from 
a pilot study.  

 

Engaging and 
Executing 

– Involvement of networks and 
health professionals during 
development and 
implementation (P1– 2) 

–  Involvement of and support 
to decision makers during 
implementation (P1) 

–  Tools and forums for 
knowledge exchange created 
(P1)  

– Awareness through national 
and regional meetings. 
Printed/web-based material 
distributed (P1– 2) 

– Involvement of 
stakeholders in a network 
structure for 
implementation and 
evaluation  

– Implementation support 
distributed through the 
network for leaders and 
internal improvement 
coaches.  

– Awareness through 
national and regional 
meetings. Printed/web-
based material distributed 

– Education, clinical 
research support, and 
computerized decision 
support system 

– Implementation support 
was continuously offered 
during the project period 
through workshops, 
education, supervision and 
outreach visits. 

Reflecting and 
evaluating 

– Qualitative and quantitative 
measurements on 
implementation collected 
through quality indicators, 
national surveys and interviews. 
(P1) 

 

– Implementation 
outcomes were 
continuously assessed 
through national quality 
registries. 

– The success or failure to 
implement DIP assessed by 
the number of enrolled 
patients, closely monitored 
according to protocol and 
shared at some meetings  

– Implementation 
strategies were altered to 
respond to participants’ 
requests. 

 

The analysis indicates that the policy processes investigated were characterized 

by strengths and limitations in terms of their potential of being implemented.  

Use of evidence 

The systematic and transparent methodology to identify and assess research 

evidence was a strong feature in Case 1 and 3 that potentially could promote 

implementation of these policies. The use of a systematic methodology could 

increase the possibility that the guidelines will be perceived as valid and 

trustworthy by stakeholders. Evidence that is perceived to support the idea that 

the intervention will have desired outcomes promotes implementation [47]. The 

framework does acknowledge a broad typology of evidence, including reports, 

anecdotes and experience. The strength and quality of non-research evidence in 

Case 1 and 2 was though difficult to assess (e.g. implicit methods to identify, 
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assess and translate evidence to recommendations), as the transparency and 

methodology concerning this type of evidence were unclear. This could 

jeopardize validity and trustworthiness of the policies.  

Adaptability 

The adaptability (i.e. the extent to which the intervention can be modified to 

meet local needs) of the policy in Case 2 was assessed as high by the policy 

makers. This policy process was characterized by negotiations between actors 

on national, regional and local levels located in various policy sub-systems. The 

policy content in Case 2 had an emergent characteristic, adapting to outcomes 

and input from the government, policy actors, stakeholders, and from the target 

organizations for the policy. The involvement of stakeholders in the policy 

process was also a present feature in the policy process in Case 1. This 

collaborative network approach to the policy process applied in various extents 

in Case 1 and 2 could be beneficial from an implementation perspective as 

implies a potential for adjustments of policy content and implementation 

strategies in accordance to local needs.  

In Case 3 policy actors and health professionals perceived both the systematic 

review from SBU and the DIP-project as difficult to adapt to the clinical practice 

at the health centre. The design of the DIP-project did not allow for adaptation 

of core-components even though efforts to adapt periphery components were 

made. This rigor was part of the methodological strength of the innovation in 

Case 3 but it also implied major barriers for implementation. 

Complexity 

All three cases involved extensive and complex scopes – disease prevention, 

coordinated care for the most ill elderly and treatment of depression. The 

policies in Case 1 and 2 involved large number of target organizations and 

modifications of central work processes. The three investigated policy processes 

were perceived by the policymakers and the health practitioners to entail (very) 

complex innovations, either by one or both groups. The complexity of the 

implementation object (i.e. duration, scope and radicalness) is well recognized 

as an independent variable in implementation research [38, 47, 146]. The 

complexity of the implementation objects is a major challenge for 

implementation. This finding raises the question about the effectiveness of large 

scale guideline development programs covering large health areas (i.e. 

preventive guidelines) and targets multiple levels in health systems.   
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Tension for change 

A strength in all cases was the fact the stakeholders and policy makers shared 

the perception of a need to change and develop the health practice for the 

selected policy areas (e.g. preventive health care, treatment of depression), thus 

a tension for change existed. The policy areas in Case 1 and 2 were anchored and 

adjusted in collaboration with stakeholders and target users. In addition to this 

the policies in Case 1 and 2 was supported by national policies and external 

incentives.   

Capacity building 

To various degrees the local capacity for using the intervention/policy was 

assessed by the policy actors. The assessments continuously informed the 

planning and adjustments of implementation strategies. In Case 1 and 2 top-

down strategies (e.g. directions from the government) and bottom-up strategies 

(e.g. descriptions and reactions from target users’ reflecting their capacity to 

implement) were applied.  

In Case 1 and 2, organizational structures and strategies to build capacity to 

maintain the policies were established and/or supported by the policy actors. By 

adapting and engaging in existing systems for documentation and evaluation, 

the policies aimed to be a sustainable part of the health system organization. In 

both cases the policy outcome- and output-data were presented and compared 

publicly. The use of such organizational incentives and reviews are suggested to 

promote implementation [47]. 

Multiple strategies for implementation 

All studied cases employed planned and multiple implementation strategies. 

Case 1 and 2 used active strategies involving and engaging groups of health 

professionals and decision-makers. Both these cases utilized engaged self-

appointed champions and appointed opinion leaders for the purpose of policy 

dissemination and implementation. The continuous measurements (more 

frequent in Case 2) could apart from follow-ups, function as reminders. In Case 

3 the policy actor SBU used passive diffusion strategies. This called for other 

actors, in this case researchers, to find ways to operationalize the systematic 

review from SBU in various ways. The DIP-project exercised an planned 

strategy employing multiple implementation activities, e.g. education, 

reminder, out-reach visits, that still resulted in an undesired outcome.  
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5.4 Methodological considerations 

As researchers, we make assumptions about the nature of reality (i.e. ontology), 

the relationship between us and what we research (i.e. epistemology) and also 

about how the world can be studied (i.e. methodology) [127]. Some of these 

standpoints are deliberate and intentional; others are probably more implicit. 

Standpoints may to various extents be connected to existing theories and 

frameworks or be based on personal knowledge and lived experience about how 

the world is constructed, what questions it raises and how we can address them. 

Regardless of their origin, the basic perspectives are essential for how we 

approach a research problem and the methodological choices we make. Perhaps 

this is even truer for qualitative researchers, as in this tradition we use ourselves 

as the key instrument in data collection and analysis.  

 

Using the case study design and qualitative methods for data collection and 

analysis reflects my view of the researched phenomenon – that health 

policymaking is a subjective and constructed process that is intertwined in 

context and time. The methodological choice demarcates the specific aspects of 

the policy process that are in focus, mainly the social and 

psychological/cognitive aspects of policymaking, e.g. how the individuals and 

groups intended, perceived, assessed, reasoned and reacted during the process 

of policy formulation and implementation. The subjective perspectives of the 

participants expressed in interviews, questionnaires or in observations, have 

been seen as essential for understanding the investigated the policy processes.   

 

Limitations of the studies 

The thesis has a number of limitations and also strengths. As stated in the 

introduction, policy processes are complex, involving a large number of actors, 

lasting over a decade or longer. In these studies, the number of actors has been 

limited. The case-study approach and the natural setting of the studies allowed 

respondents to present the policy phenomena, and several aspects, expected 

and not expected factors were explored. Still, a limited part of the policy 

processes have been investigated. If we consider the cases as samples of the 

policy processes the relevance of the samples may be a relevant question. How 

representative was for example the NBHW prioritization group meeting for 

understanding the decision-making process during guideline development? Was 

the methodology appropriate?    

  

Reflecting on my own standpoints and their connection to the methodological 

choices I have made in the four papers, strengths and limitations arise. I will 

discuss them in relation to the concept of trustworthiness.  
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The quality of qualitative research methods has been an ongoing discussion 

since the 1970s [147]. To address quality aspects on qualitative research 

methods, concepts as validity and reliability have largely been translated from 

the quantitative research paradigm. In qualitative research, the term 

trustworthiness has been suggested to define aspects of validity and reliability 

[148] and the terms credibility, dependability and transferability have been 

used to further define aspects of trustworthiness. Credibility refers to how well 

methods for data collection and analysis address the intended focus of the study 

[149]. Credibility corresponds largely with the concept of internal validity [148]. 

Dependability shares similarities with the concept of reliability and refers to 

consistency in the process, i.e. how data collection and analysis correspond with 

change over time [130, 148]. Transferability addresses how findings can be 

transferred to other contexts or groups and corresponds to the concept of 

external validity and generalizability [148, 149].  

The aim of this thesis has been to explore policy processes in the fields of 

preventive and mental health services. This was done through studies of 

different stages of the policy processes mediated by the respondents. By doing 

that, I assume that the respondents’ experiences, attitudes and intentions 

formulated in interviews, documents or behaviours acted out during meetings 

were a) possible to aggregate to apply to the policy organizations they 

represented (e.g. NBHW, health professionals) and b) connected to behaviour 

and strategies that actually promoted implementation. These assumptions may 

not be true. To increase the credibility of the studies, data collection was 

performed by several researchers and analysis was discussed in the research 

group. Triangulation of data sources (e.g. interviews and observations, 

collection of documents) was also used to validate findings.  

The sample of cases represents three different policy organizations with 

different scopes. They represent three key health policy actors in the Swedish 

health system. Nevertheless, the sample of cases is limited and how well they 

represent health policymaking is not clear. As the policy theories postulate; 

there may be hundreds of policy actors involved in a specific policy process. One 

important policy actor for the preventive field that is missing in this 

investigation is the Public Health Agency (Folkhälsomyndigheten). The 

empirical base is limited by the cases, and conclusions and transferability of the 

results to other contexts have to be made with caution. To facilitate 

transferability, detailed descriptions of the cases and their contexts were given 

in the studies. The use of various theoretical models and frameworks also 

enhances the transferability of results.  

 

The studies were longitudinal and data collections were extensive, which raises 

the question of dependability. Methods for data collection were relatively 
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consistent over time. As the interviews progressed and the policy process 

evolved over time, follow-up questions in interviews were changed. The 

questionnaire that was distributed on three occasions had one section that 

changed over time, aiming to investigate the full process (Paper 3).  

The qualitative methodology limited the possible numbers of participants, 

which also reduced the number of perspectives reflected in data. It also 

restricted the possible outcome variables. The overall research aim may have 

benefitted from a mixed method approach. A quantitative approach including 

data on implementation outcome or output, for example by collecting data from 

patient records or quality registries, might have extended the understanding of 

the policy makers’ intentions to implement by also including the perspective on 

how intentions actually were realized. Quantitative data helps in addressing and 

describing variation. In an attempt to describe variations over time based on 

qualitative data, summative content analysis was used as an alternative in Paper 

3.  

 

Inductive data collections and deductive data analysis 

The interviews and observations were to a large extent characterized by 

explorative and open-ended approaches. Interview questions were, for example, 

“How has the support been received?” and “Describe the project process” (see 

Appendix 1 and 8). The open approach aimed to capture as many aspects of 

respondents’ experiences of the process as possible.  

During data analysis the focus shifted towards a directed approach, most 

apparently in Paper 1 and 2, but various frameworks were also used in the other 

studies. The deductive approach is motivated by mainly three reasons. The 

research field of policymaking and implementation has formulated a plentiful 

flora of frameworks and models. I intended to build and elaborate on the 

available research to deepen the available knowledge in the context/topics given 

by the cases, rather than expanding or inventing it. Another reason was that 

data collection generated extensive amounts of data. The use of available 

theories and frameworks reduced complexity and structured and refined the 

studies. Finally, using existing frameworks made it possible to discover missing 

but important aspects in the material. The absence of, for example, evaluation 

structures or involvement of stakeholders, was important findings. By using 

existing frameworks, developed in other settings but for similar purposes, 

phenomena – missing data can be discovered [150].  

To combine deductive and inductive perspectives have strengths but also 

limitations. By not following either one of the approaches throughout the 

collection-analysis process, the strengths of each specific approach may not 
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have been fully realized in the thesis. Nevertheless, the combination of 

perspectives offered the opportunity to use of the uniqueness of the cases and 

provided prospects to elaborate on the available theories and models.  

5.5 Ethical considerations 

The four studies in the thesis have been assessed by a Regional Ethical Review 

Board. For studies 1–3, the boards declared that ethical vetting was not 

necessary according the Ethical Review Act (Dnr 2011/1598-31/5 and 2011-64-

31M). Study 4 was approved by the Regional Ethical Review Board in Stockholm 

(Dnr 2007/839-31/2 and 2008/5-32).  

All study participation was voluntary and based on informed consent. Study 

participants received written information (example in appendix 4) concerning 

the research projects with contact information to responsible researchers. 

Informed consent was obtained verbally prior to interviews. The results of the 

studies have been reported back to the participating organizations and have 

been made publicly available through publication in journals. Papers 1 and 2 

have been presented at international conferences. Participant confidentiality 

has been given priority when the material was made public.  

 

In studies 2 and 4, co-authors were also part of the process being studied (L.W. 

in Paper 2; C.S. and I.K. in Paper 4). LW was the chair of the prioritization 

group during the guideline development in study 2. C.S. and I.K. was part of the 

research group that initiated the studied DIP-project. This was handled by 

limiting these co-authors’ participation in the phases of data collection and 

analysis and by aiming to be transparent about this potential conflict of interest.  

As researchers we enjoy the privilege of suggesting research topics, posing 

questions, interpreting the responses and formulate conclusions about the 

studied phenomena and also about the people, groups and organizations we 

involve in research. The people we engage in research invest their time, effort 

and confidence in the research inquiry. This calls for great caution and 

awareness from researchers. The Swedish research council suggest that the 

following broad rules should apply to research ([151]:8)  

1. Tell the truth about your research. 

2. Consciously review and account for the purpose(s) of your studies. 

3. Openly account for your methods and results. 

4. Openly account for commercial interests and other associations. 

5. Not steal research results from others. 

6. Keep your research organized, for instance through documentation and 

archiving. 
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7. Strive to conduct your research without harming people, animals or the 

environment. 

8. Be fair in your judgement of others’ research. 

At first sight I conclude that none of the points above have been violated in my 

research. But as I go back to them, I see them less right/wrong and acknowledge 

the fact that there are grey zones, in the ethical framework, and also in my own 

research ethics. Then I can use the rules to reflect on the ethical limitations of 

my work. Regarding the second point, I could have been more open with the 

purpose of the study, especially during the non-participant observations. Going 

in to all of the studies, the purpose have been wide and not entirely defined and 

subsequently unclear, this has led to an extensive data collection and also 

ambiguity about the purpose that could be considered as an ethical problem. 

Point number 8 is interesting. I don’t know if I have been fully fair to other 

researchers work. Research is full of values and choices, sometimes politics. At 

times I have found it difficult to separate if my opinions about an article are 

based in what I like and agree upon, or if it is a “sober” judgment of the 

research.  

5.6 Conclusions 

Based on the results from the four papers some conclusions can be drawn. 

 

Paper 1 concluded that the policy actors’ roles and functions were found to 

influence the choices of sources, strategies and collaborators in all policy 

phases. The conceptual model was useful but further elaborated to capture how 

policy actors were involved in the policy process, capacity-building strategies 

and overlapping of policy phases. 

 

Paper 2 arrived at the conclusion that the guideline development model and the 

guideline developers approached the issue of implementation at an early stage 

in the life-cycle the preventive guidelines by for example involving stakeholders 

during agenda setting and throughout the formulation phase. The preventive 

scope was found to influence how implementation challenges were perceived 

and addressed.  

 

Paper 3 concluded that the studied guideline development group made 

compromises between research evidence and their clinical experience and 

knowledge. The guideline development model was detailed on how to assess 

research evidence in the process. However, the model offered few details on how 

other decision-criteria should be sourced, graded and used during guideline 

development.  
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In Paper 4 the barriers of adapting and implementing the conclusions from a 

systematic review in a clinical setting through a clinical trial were obvious as it 

actualized conflicts in regards of goals, motivation and culture. It also illustrated 

the barriers to collaboration and exchange between research and health care.  

 

The concept of evidence holds a key position in terms of goals and means for 

knowledge based policymaking in the Swedish health system. Broad definitions 

of evidence – including research and non-research evidence - were requested 

and to various extents utilized by the policy actors and health practitioners in 

the studied cases. By developing implicit and systematic methods to define, 

identify, and assess non-research evidence in policy processes, the transparency 

and validity of policy processes would be strengthened, potentially accelerating 

the realization of evidence-based practices. 

Particular determinants to implementation, such as the interventions 

characteristic, are to a considerable degree established early in the policy 

process, during agenda setting and policy formulation. This early phase offers 

opportunities to assess and build capacity, initiate and facilitate 

implementation. Implementation could benefit from early analysis and 

considerations of the determinants to implementation in relation to the specific 

policy scope (e.g. disease preventive guidelines) and its implications for 

implementation, target populations, audiences and contexts.  

5.7 Future research  
 

The results of these studies have offered insights concerning health policy 

processes in the fields of preventive and mental health services in the Swedish 

health system. In this thesis frameworks from two separate theoretical 

traditions have been used – implementation science originated from medical 

science and policymaking embedded in political science. The openness to adopt 

theories from other scientific disciplines is a trait of implementation science 

[138], perhaps based in an inherent faith in making use of research. A lot is 

gained by this approach. By framing my four papers in a theoretical context 

containing frameworks from policy and implementation literature, I expanded 

my view on the overall research questions and cultivated the studied cases with 

delimited scopes in a broader societal context.  

 

Based on the findings of the thesis I would like to promote some topics for 

future research. Evidence-based practice is also about politics. By employing a 

policy perspective on the efforts of obtaining an evidence-based practice in 

health care the endeavour are set in a context that includes the political levels of 

health care. The theories and frameworks from the policy literature have been 

found beneficial to understand, describe and to some extent evaluate the 
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process of developing and implementing policies. Based on the findings of Paper 

1 I would like to suggest that future research could further elaborate on and 

empirically test the conceptual model for evidence–informed policy formulation 

and implementation. The role, function and beliefs of the policy actors in 

evidence-informed policy processes can provide valuable contribution to a 

deeper understanding of the pre-requisites for achieving an evidence-based 

practice. 

 

Paper 2 focused on if and how implementation can be addressed during 

guideline development. It would be interesting to further explore how 

implementation can be considered and facilitated in the early phases of the 

guideline life-cycle. Gagliardi and colleagues have developed a conceptual 

framework to identify characteristics that enhances guideline use [88]. In a 

future research project the use of this or similar frameworks may inform 

research questions and suggest methods for how guideline-development 

manuals and models could consider implementability to an even further extent 

than today. In Paper 3 the decision-making processes during guideline 

development was explored. I can see several topics that would be interesting to 

pursue in future research. Factors related to the group processes were perceived 

to have influence over decisions in the prioritization group. This is also a finding 

from previous research [152,153]. Still, the psychological factors that influence 

the guideline development process are sparsely investigated. Various 

psychological factors on individual and group levels may exert influence over 

guideline development processes. In the field of social psychology the feelings, 

thoughts, beliefs, intentions and goals have been found to influence both social 

behaviour and group processes (e.g. [154]). To explore phenomena such as 

group-think [155] or other aspects of group-dynamics determining group 

performance [156] in relation to the guideline development process would 

potentially contribute to the field. 

   

In the fourth paper we sought to understand why an in many aspects ambitious 

attempt to adapt and realize the intentions of a systematic review in primary 

health care failed. This study illustrated the complexity of implementation and 

made use of an idea to re-visit and learn from miscalculations. It also illustrates 

the challenges of performing controlled trials in a primary health care context. 

Failed clinical trials are common. Factors influencing low enrolment of patients 

in clinical trial are relatively well researched (e.g. [157]), but many of these 

studies focuses on individual traits of patients or the strategies to enroll them in 

studies. The role of organizational factors such learning climate, cultural 

aspects, leadership and communication between researchers and health 

professionals for the success of performing clinical trials are less investigated 

and this would be an interesting research topic to explore further. 

 



 

63 

6. Acknowledgements 

Hur många drömmar kan en människa ha 

Våga misslyckas med ett par 

Och ändå drömma nya 

Ja 

 

(Eva Dahlgren, 1999) 

I want to take the opportunity to thank all my colleagues and friends at 

Epidemiology and Global Health at Umeå University! Thank you for all the 

support and fun. Thanks to my wonderful roommates over the years, Yien Ling, 

Julia S, Maria F, Anna-Britt, Kristina E, Trang, Masoud, Isabel, Jerzy, Jenny, 

Brian, Maria. Thank you for all the laughter, coffee and silence. Masoud, we are 

free.    

Jag vill rikta ett stort tack till de personer, grupper och organisationer som 

generöst delat med sig av sin tid, sina berättelser och erfarenheter i de fyra 

studierna som ingår i denna avhandling. Jag vill också tacka de engagerade 

tjänstemän och utredare på de studerade myndigheterna som genom de fyra 

åren bistått med sin kunskap och gett snabba utförliga svar på långa och korta 

frågor.  

Ett varmt tack till Stina Wirsén som illustrerat omslaget med sina bilder som 

fångar innehållet mer än jag kan skriva med alla orden. Bilderna har varit en 

källa till kraft och lycka. Tack Gabriella Dekombis, för ditt hantverk med den 

grafiska formgivningen  

 

Tack. Monica Nyström. Min huvudhandledare. Som gav mig den här 

möjligheten och funnits med på resan från början till slut, via Stockholm, 

Gotland och Bjännsjö. Och jag är inte en lätt person att handleda. Jag vill ha 

massor av handledning, jag vill inte ha någon handledning alls. Jag behöver 

massor av handledning, jag behöver ingen handledning alls. Med Monica har 

jag delat ett stort intresse för organiserandets psykologi. Monica har på många 

sätt bidragit till att jag står här idag.   

 

Lars Weinehall. Min kloka bihandledare som generöst öppnat dörren till Epi för 

mig och lånat mig sitt stora fina rum . Tack för alla goda råd på vägen och den 

positiva förväntan du haft på mig. Också tack för din förmåga att få mig att ta 

den plats jag vill ha. Det har tagit mig hit. Varmt tack Lars.    

 



 

64 

Stort tack till Bruno Hägglöf. Min andra visa bihandledare. Bruno har varit min 

länk till klinisk verklighet där pulsen och min motivation finns. Med Bruno har 

jag fått dela intresset för etikfrågor och Barn- och ungdomspsykiatri. Bruno är 

kanske det tydligaste exemplet att broar mellan vetenskap och klinik finns. 

Varmt tack för ditt engagemang och varma professionalitet. Du är en förebild.   

 

Stort tack de anslagsgivare som ekonomiskt stöttat de projekt som jag varit 

involverad i under doktorandtiden. Tack Vinnvård, Forte, Västerbottens läns 

landsting, Jerringfonden, Kempefonden, Capio forskningsstiftelse och Umeå 

Centre for Global Health Research. Och tack till Susanne W och Andreas E som 

hållt ordning på ekonomin.   

 

Jag vill backa lite och tacka läkare Christer Engström som plockade upp min 

nyfikenhet för forskning på mitt första arbete på Psykiatriska kliniken, 

Sundsvalls sjukhus, en sommar med journalstudier. Det ledde mig till 

psykologprogrammet och Umeå universitet. Där mötte jag Britt Wiberg och 

Bengt-Åke Armelius på Inst. för psykologi samt Lars Jacobsson, på Inst. för 

klinisk vetenskap, enheten för psykiatri, som visade på de möjligheter 

psykologisk och socialpsykiatrisk forskning kan innebära. Stort tack.  

 

Jag vill rikta ett varmt tack till Christer Sandahl på Karolinska institutet. Tack 

för ditt stöd genom åren som forskningsgruppledare, kollega och vän. Det har 

betytt mycket och har bidragit till att jag nått hit. Jag har upplevt och lärt 

mycket om ledarskap, grupper och organisation med dig. Också om vikten av 

nyfikenhet och professionalitet. Ofta via skratt, ibland via nycirkus. Tack 

Christer. 

 

Jag vill tacka mina medförfattare – Therese Kardakis, Henna Hasson, Ingvar 

Krakau, från Karolinska institutet samt Rickard Garvare från Luleå Tekniska 

Universitet som alla förtjänstfullt bidragit till de slutprodukter som är samlade i 

avhandlingen. Tack för ett stimulerande och lärorikt samarbete.  

 

Tack Helena Strehlenert medförfattare och vän, som jag fått dela 

doktorandresan med på nära håll trots geografiska avstånd. Jag har njutit av att 

få tänka, skriva och dyka in i policylitteraturen tillsammans med dig! 

Fortsättning följer hoppas jag!  

Tack till de chefer som på olika sätt stöttat och möjliggjort min 

forskarutbildning. Anna Wallgren, Klinikchef på Barn- och 

ungdomspsykiatriska kliniken, Västerbottens läns landsting och Mats 

Brommels, Chef för Medical Management Center vid Karolinska institutet och 

Anneli Ivarsson, enhetschef på enheten för Epidemiologi och Global Hälsa, 

Umeå universitet. 



 

65 

Lars Lindholm, som har varit min examinator och också en närvarande och klok 

lyssnare. Anna-Karin Hurtig som varit studierektor för forskarutbildningen på 

Epi. Tack, ert stöd har betytt mycket. 

 

Tack till Anna Rosén och Annika Nordström, Helen Johansson, Herbert 

Sandström och Jack Lysholm, Anna Westerlund och John Kinsman som varit 

mina granskare vid antagnings- mitt- och slutseminarium 2011-2016. Era 

engagerade bidrag har gett energi och riktning vidare.   

 

Tack till Peter Garpenby, Avdelningen för hälso- och sjukvårdsanalys, 

Institutionen för medicin och hälsa, Linköpings universitet, som delat sin 

kunskap och bollat tankar och idéer kring begreppet kunskapsstyrning. 

 

Tack Malin E Wimelius, Statsvetenskapliga institutionen, Umeå universitet, 

som delat med sig av kloka tankar och inspirerat om policy med sin rika 

statskunskap till en entusiastisk rookie som jag. 

 

Biblioteken! Ett särskilt tack till bibliotekarierna Karina Sjögren och Helene 

Rova på Medicinska Biblioteket, Umeå universitetet för den inspirerande hjälp 

jag fått med litteratursökningar (och hantering av fynden!). 

 

Ibland hamnar man i rätt sammanhang vid rätt tidpunkt. Hösten 2014 på 

Linköpings universitet och kursen Implementation of evidence-based practice 

in health care, var det just så. Det teoretiska engagerade bidraget därifrån tog 

mig vidare i mitt avhandlingsarbete och har betytt mycket. Tack till kursledarna 

Per, Siw och Christian. Tack Petra, Carolina och Sofia som blev mina vänner och 

mitt käraste nätverk av implementeringsforskare. 

 

Varmt tack Anna M, Kristina L, Joacim, Curt L, Anna R, Jing, Kjerstin, 

Kateryna, Malin, Helene, Marie, Eva E, Fredrik, Berit  m.fl. För omtanke, 

uppmuntran och skratt genom åren på Epi. Tack Jonas H och Johanna S för den 

särskilda air av att allt är möjligt och ganska roligt! Tack Elisabeth H för 

lyssnandet och närvaron, också när du flyttade till city. Tack till det fantastiska 

administrativa stöd jag har fått på Epi. Tack Birgitta, Veronika, Susanne och 

Andreas. Tack Carolina N och Ulrika H. Att få dela Mello-lycka och Black Jack 

med er. Vad mer kan man begära? Tack Lena för trädgårdslycka. Ett särskilt 

tack till min nästan egna beskyddare och superninja Karin Johansson. Tack för 

det stora känslomässiga och praktiska stöd du bjudit mig igenom 

avhandlingsarbetet!   

 

Tack Maria Lindqvist och Anna Stecksen mina doktorandsystrar. Som jag 

kunnat dela berg- och dalbanan med. Vi fortsätter med luncherna! Kram! 

 



 

66 

Varmt tack till dig Anna Westerlund. Vi har delat roligt, svårt och fint genom 

åren. Det har betytt mycket för mig. Snart är det du. Kram! Du är en    

 

Varmt tack till mina nuvarande och tidigare kollegor på Barn- och 

Ungdomspsykiatriska kliniken i Västerbotten. Från er har nyfikenhet, 

uppmuntran och lite svalkande likgiltighet kommit. I just de rätta 

proportionerna. Och vid varje besök på BUP-mottagningen har jag genom åren 

fått frågan, ”När kommer du tillbaka på riktigt?”. <3 

 

Mitt varma tack till min dansgrupp som gör tisdagar till veckans bästa dag – 

Nalika, Ange, Jenny, Stephen, Carina, Torgny, Rolf, Ann-Marie, Mepa, 

Marianne, Emma, Eva, Camilla och för den helt särskilda härvaro som kommer 

ur att utforska dans tillsammans. Allting har en dans, t.ex. min kappa   

 

Till mina vänner. Tack för att ni vägt upp arbete med skoj genom åren. Tack 

Jenny & Peter, Emma & Magnus, Lovisa H, Lina H, Henrik & Malin, Lisa F, 

Anna F & Lars Ö, Karin E, Eva L, Camilla & Niclas, Helena & Stephan, Pelle L, 

Susanne U, Mattias E, Anna E-E, Edvard L, Johan B, Karin T, Jonas Å, Lisa M & 

Johan L. Tack Jessica, Anna-Karin och Sara, barndomsvänner och några av 

mina längsta kärlekar. Tack för att ni finns kvar.  

 

Till min familj: 

Tack till min älskade syster Susanne, systerson Erik och systerdotter Jannice, 

Daniel och Ebbe för att ni stöttat och hjälpt mig och oss på olika sätt. Vi ses 

strax på våra drömmars Alnö.  

 

Tack till mina svärföräldrar Eva och Janne med sina respektive Hans och Elsa 

samt min svägerska Sara med Anders och Ture. Tack för uppmuntran, praktisk 

hjälp, god mat och att finns där för oss! Tack till vår taxflicka Rut som visat att 

man inte behöver skämmas. Nästan vad man än gjort (eller ätit).  

 

Erik. Vi har ju gjort det här tillsammans. Och du gör det med vardagsskimret 

intakt och blicken lugn och full med himmel. Korvstrogana och Hagabagan. 

Middagsberget och hämta henne tidigt på dagis. Tack för allt du gjort för mig 

och oss.   

 

Mitt största tack går till mina barn – Kerstin, Einar Lo och Judit. För att ni finns 

och att jag får vara er mamma. Nu är jag klar.  

 

Sist vill jag tacka mina älskade saknade föräldrar Gudrun och Tore. Tack för att 

ni trodde på mig så att det räckte tvärs igenom aprilhimlen ända hit. Jag ska 

bevara elden.  (”Tore, nu säger hon att hon ska doktorera”) 
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APPENDIX 1 

Intervjuguide – Case 1 

 

 Frågeområden: 

 I. Bakgrund och innebörd i regeringsuppdraget (Fråga 1-3) 

 II. Implementeringsstödets genomförande och beståndsdelar (Fråga 4-8) 

 III. Riktlinjernas och implementeringsstödets mottagande (Fråga 9-20) 

 IV. Hållbarhet, utvärdering och revision av riktlinjer (Fråga 21-25) 

 V- Svårigheter och utvecklingsområden (Fråga 26-29) 

Inledande fråga: Vilken är din roll här (Socialstyrelsen) och vilka uppdrag har 

du specifikt kring de Nationella riktlinjerna för sjukdomsförebyggande 

metoder? 

1. Hur kom det sig att regeringsuppdraget att stödja implementering av 

nationella riktlinjer för sjukdomsförebyggande metoder kom till? 

 

2. Vilket uppdrag har Socialstyrelsen fått i samband med att riktlinjerna för 

sjukdomsförebyggande metoder färdigställdes?  

(Hur kom uppdraget till? Har det funnits andra liknande satsningar? Uppdragets 

avgränsningar?) 

3. Hur verkar Socialstyrelsen i förhållande till departementet i den här frågan? 

(Styrning, självständighet?) 

4. Vad betyder implementering i det här sammanhanget? Vilken roll har 

Socialstyrelsen?  

5. Vad är er (SoS) målsättning med implementeringsstödet? 

6. Vilka andra aktörer är involverade? (Nationellt, regionalt lokalt. 

Professionerna?) 

7. Kan du övergripande beskriva implementeringsstödets genomförande – vilka 

är implementeringsstödets beståndsdelar? 

8. Vilka aktiviteter som syftar till att stödja implementeringen pågår? (Är 

avslutade, planeras?)  

9. Vilka är mottagare av riktlinjerna? (Grupper, organisationer, nivåer) 



                                                  
 

10. Vilka är mottagare av implementeringsstödet? (Se föregående fråga. 

Samma? Diskrepans?) 

11. Om det finns olika målgrupper för riktlinjerna, har de nåtts av olika 

implementeringsstrategier? Hur? 

14. Har tillämpningen av riktlinjerna anpassats till målgruppen i någon 

utsträckning? Ge exempel.  

15. Har implementeringsstödet av riktlinjerna anpassats till målgruppen i någon 

utsträckning? Ge exempel. 

16. Har kringliggande faktorer/aktörer inverkat på implementeringsprocessen? 

Vad, vilka, hur? Exempel. 

18. I generella termer, hur skulle du beskriva att riktlinjerna tagits emot?  

19. Vilken beredskap fanns i landstingen och hur har riktlinjerna etablerat sig? 

Hinder, underlättare? 

20. Hur har implementeringsstödet tagits emot?  

21. Hur resonerar ni kring hållbarhet i riktlinjernas användande över tid? 

22. Vad görs för att det som byggts upp under satsningen ska leva kvar även 

efter stödets avslut?  

23. Vilka aktörer är involverade i att upprätthålla det som byggts upp under 

satsningen?  

24. Hur följs riktlinjernas användande upp?  (Nationell, regional, lokal nivå, 

etablering av indikatorer) 

25. När och hur kommer riktlinjernas innehåll revideras? 

26. Vilka svårigheter har ni stött på så här långt? Vad har underlättat processen?  

28. Om ni skulle planera en liknande insats igen, vad skulle du göra 

annorlunda? 

29. Hur utvärderas stödinsatsen? 

 

Övrigt? 



                                                  
 

APPENDIX 2  

 

Intervjuguide – Case 2 

 

A. BAKGRUND 

 

1. Vad anser du var de viktigaste orsakerna som ledde fram till att 

satsningen kom till och att den fick just den här formen och 

innehållet? 

 

B. FORMULERING AV ÖVERENSKOMMELSEN 

 

2. Kan du berätta om hur det gick till när den första 

överenskommelsen förbereddes och utformades? 

(- När i tiden? Aktörer? Hur gick det till när kvalitetsregistren kom in i 

satsningen?) 

 

3. Hur resonerade ni kring evidens i satsningen? 

(Fanns evidens? Vilka källor? Hur gick det till när det inhämtades, 

utvärderades och sammanställdes? Förhandling? Kompromisser? 

Konkurrens?)  

 

4. Hur har det gått till när de följande överenskommelserna har 

förberetts och utformats? (2011-2014) 

(Inflytande från andra aktörer? Andra faktorer?) 

 

5. Hur ser du på de grundläggande kraven i överenskommelsen?  

 

6. Hur ser organisationen ut kring regeringens satsning på 

sammanhållen vård och omsorg?  

 

C. STRATEGIER FÖR SPRIDNING/IMPLEMENTERING 

 

7. Kan du berätta om resonemangen kring val av strategier för 

spridning och implementering av äldresatsningen?  

(Faktorer påverkade valet av strategi? Vilka aktörer? Kontextens 

betydelse? Politik, ekonomi, juridik? Andra områden?) 

 

D. MOTTAGARKAPACITIET 

 

8. Vilka riktar sig överenskommelsen till?  

(Target audiences, nivåer) 

 



                                                  
 

9. Hur resonerade ni kring mottagarnas möjligheter och kapacitet att 

ta till sig innehållet i satsningen och agera? Sökte ni informationen 

kring det?  

(Hur påverkade det innehåll, utformning, implementering) 

 

E SKAPA MEDVETENHET OM SATSNINGEN (AWARENESS) 

 

10. Hur har ni (SKL) arbetat för att skapa medvetenhet kring 

satsningen och göra den känd? (Målgrupper/Nivåer. Vilka andra 

aktörer har verkat för att göra satsningen känd? Hur? Vilka faktorer har 

spelat in? Kontexten?) 

 

F. ADOPTION 

 

11. Hur har ni (SKL) arbetat för att påverka mottagarna att ta till sig 

satsningen? (Nivåer och aktörer. Faktorer som påverkat? Kontext? När 

och hur?  

 

G. IMPLEMENTERING 

 

12. Kan du beskriva SKLs roll och huvuddragen i hur ni arbetat för att 

implementera överenskommelsen och stödja länen att arbeta med 

områdena i överenskommelsen? (Nivåer och aktörer. När och hur har 

olika aktörer varit involverade? 

 

H. STRUKTURER FÖR UPPFÖLJNING AV RESULTAT/UTFALL (OUTCOMES) 

 

13. Hur följs satsningens resultat och utfall upp?(Strukturer på lokal, 

regional och nationell nivå? Hur används resultat att utvärdera effekterna 

av satsningen? När?) 

 

I. SKAPA LÅNGSIKTIGHET (MAINTENANCE) 

 

14. Hur resonerar ni (SKL) kring hållbarhet i satsningen?(Vad görs för 

att det som byggts upp under satsningen ska leva kvar även när 

satsningen avslutats?) 

 

15. Vilka aktörer är involverade i att upprätthålla det som byggts upp 

under satsningen?  



                                                  
 

 

J. SVÅRIGHETER, MÖJLIGHETER, LÄRDOMAR 

 

16. Vilka svårighet har ni stött på så här långt? 

(Barriärer, motsättningar, brister?) 

 

17. Vad har underlättat processen?  

(Strukturer, resurser, aktörer) 

 

18. Om ni skulle planera en liknande satsning igen, vad skulle ni göra 

annorlunda?  

  

 

 



                                                  
 

APPENDIX 3 – INTERVJUGUIDE, STUDIE 2. 

Intervjuguide Socialstyrelsens generella modell för riktlinjeutveckling 
A. Socialstyrelsens generella modell för riktlinjeutveckling 

B. Exemplet – Riktlinjer för sjukdomsförebyggande metoder 

Del A: Generell Modell 

1. Berätta kort om din bakgrund och dina nuvarande arbetsuppgifter? 

2. Vilken roll har du på Socialstyrelsen? Hur är din koppling till Nationella 

Riktlinjer?  

 

3. Vill du beskriva Socialstyrelsens modell för framtagande av Nationella riktlinjer?  

(Historia, syfte, metod, process) 

 

4. Samverkar Socialstyrelsen med andra aktörer i utvecklingsprocessen?  

(Vilka? I vilka skeden? Vilket syfte? Svårigheter, utvecklingspotential? SBUs roll?) 

5. Passar modellen för alla riktlinjeområden? Vilka erfarenheter har ni gjort för 

olika typer av kunskapsområden? 

6. I riktlinjeprocessen på Socialstyrelsen är ett antal grupper involverade. Vilka är 

dessa grupper och vilka roller har de? 

7. Om vi fokuserar en stund på prioriteringsgruppens arbete. Hur skulle du 

beskriva:  
a) valet av deltagare till prioriteringsgruppen 
b) Deras uppgift i riktlinjeprocessen (syfte, ide med deras medverkan) 
c) Beslutsmodellen för riktlinjerna prioriteringsgruppen? 
d) Hur leds arbetet i prioriteringsgruppen 
e)Hur introduceras deltagarna i prioriteringsguppgiften? 
f) Hur förhåller sig prioriteringsgruppen till andra processer och grupper i 
riktlinjeutvecklingen  
g) Kan du se några baksidor, eller nackdelar med prioriteringsgruppens nuvarande 
roll och funktion i riktlinjeprocessen? 

8. Vilken roll har Socialstyrelsen för införandet – implementeringen – av riktlinjer? 
Ge exempel 

9. Vad ser du som utmaningarna med att nå ut med riktlinjerna? 

10. Samverkar ni med några internationella aktörerna på Guideline-området? 



                                                  
 

11. Vilka utvecklingsområden ser du för riktlinjemodellen? 

 

Del B: Riktlinjeprocessen ”Sjukdomsförebyggande metoder” 

1. Hur kom det sig att blev riktlinjer på det preventiva området? 

(Uppdraget, tidpunkten, behov, kriterier för val av områden avvägningar kring 

delområden) 

 

2. Fas 1. Hur skulle du beskriva den inledande fasen? När startade den och vad var 

huvudragen i den processen? (Hur inverkade området, preventiva insatser) 

 

3. Fas 2 Vad kännetecknade nästa fas, dvs expertgruppernas arbete? 

(Tillsättandet, processen, mål, svårigheter, Hur inverkade området) 

 

4. Evidens. Hur har ni använt begreppet evidens i denna process? Har 

riktlinjeområdet någon betydelse för tillgång/användning av evidens? 

 

5. Fas 3 Prioriteringsgruppen. Hur skulle du beskriva prioriteringsgruppens 

process? Från starten tills där de står i dag Hur skulle du processen kring 

prioriteringsgruppens arbete?  

(Urval av medlemmar, utbildning, mål, svårigheter. Hur inverkade området. Början 

– mitt- slut)  

 

6. Vilka är utmaningarna i denna specifika riktlinjeprocess? 

 

7. Har ni samverkat med några externa aktörer? (Vilka? SBUs roll? 

Professionsföreningar? Patientföreningar?) 

 

8. Hur tänker ni kring införandet av dessa riktlinjer? 

(Hinder? Underlättande faktorer?)  

 

8. Vilken roll har Socialstyrelsen ifråga om implementeringen av dessa riktlinjer? 

(Exempel!) 

 

9. Har ni haft eller har ni planer strategier för implementering under 

riktlinjeprocessen? 

(Exempel!) 

 

10. Utifrån riktlinjearbetet med de sjukdomsförebyggande metoderna – ser du 

något särskilt utvecklingsområde?  

 

Övrigt 



                                                  
 

APPENDIX 4  STUDIE 3, enkät 1 

          
 

Socialstyrelsen, Västerbottens (VLL), Jämtlands läns landsting (JLL) och 

Folkhälsoinstitutet deltar i samverkan med en tvärvetenskaplig forskargrupp 

från Umeå universitet, Karolinska institutet och Luleå tekniska universitet i 

Vinnvårdprojektet ”Nationella Riktlinjer för vårdens hälsofrämjande arbete - 

Utmaningen att gå från evidens till klinisk tillämpning”. Projektet pågår 2009-

2012 och dess mål och intentioner uppfyllde Vinnvårdprogrammet syften att: 

Öka nyttiggörandet av kvalitetssäkrad kunskap i vård och omsorg 

• Utveckla innovativa arbetsorganisationer inom vård och omsorg  

• Stimulera framväxten av institutionella lärandestrukturer kring vård- och 

omsorgspraktikens lednings- och verksamhetsfrågor.  

• Etablera plattformar för forskning kring vård- och omsorgspraktikens lednings- och 

verksamhetsfrågor vid svenska universitet och högskolor  

• Etablera samarbete mellan forskning – praktik för att öka kunskapsutveckling och 

kunskapsinteraktion 

Projektet syftar till att på olika nivåer utforska hela innovationskedjan för 

arbetet med Nationella Riktlinjer – Levnadsvanor, från nationell framtagning till 

etablerad tillämpning inom vårdens lokala mikrosystem. Detta för att finna 

vägar att underlätta lärandeprocesser och implementering av kunskap inom 

vårdens organisationer. Fyra huvudområden som representerar delar i en 

innovations- och implementeringskedja berörs:  

1) Interventionens innehåll, form och framtagandeprocess  

2) Mottagandekontexten beredskap och struktur för lärande och 

implementering  

3) Stöd och verktyg för att underlätta implementeringsprocessen  

4) Uppföljningssystemens relation till lärande och förändring  

 

Projektet förväntas ge ny kunskap kring implementeringsprocesser som kan 

användas för andra utvecklingssatsningar och som kan bidra till att finna vägar 



                                                  
 

att påskynda och säkerställa riktlinjers genomslag i det praktiska vårdarbetet. 

Projektet följer därför framtagande och överlämnandeprocessen, 

mottagarkontext i två landsting (VLL, JLL), landstingens 

implementeringsprocess och uppföljningssystem. 

 

Den enkät Du nu erbjuds att delta i är en del i att följa framtagande- och 

överlämnandeprocessen när det gäller Nationella riktlinjer - levnadsvanor. Din 

medverkan är frivillig och Dina svar och Dina resultat kommer att behandlas så 

att inte obehöriga kan ta del av dem. Enkäten är ett försök att fånga perspektiv, 

erfarenheter och synsätt inför, under och efter riktlinjernas införande. Denna 

datainsamling kommer att kompletteras med andra data som samlas in med 

hjälp av intervjuer, observationer, organisatoriska mätningar samt arkivdata. 

Feedback på den information som samlas in och sammanställs kommer att ges 

till deltagande grupper och organisationer. Vi ser fram emot en intressant period 

och hoppas våra resultat ska vara till nytta för er. För frågor eller mer 

information kontakta: 

 
Projektledare 

Monica Nyström PhD, Lektor 

 

Medical Management Center(MMC), 

Institutionen för Lärande, Informatik, 

Management och Etik (LIME) 

Karolinska Institutet, SE-171 77 Stockholm. 

Tel: +46 (0)8 524 836 20 

E-mail: monica.nystrom@ki.se 

 

Doktorand 

Linda R Sundberg  

 

Epidemiologi och Folkhälsovenskap, 

Institutionen för Folkhälsa och Klinisk Medicin 

Umeå Universitet, SE-901 85 Umeå. 

Tel: +46 (0)70 4146844 

E-mail: linda.sundberg@epiph.umu.se 

  

  

 

 Ange det alternativ som passar för dig        

 1. Kvinna [  ]     Man [  ]                              2. Profession:……………………  

 

3. Position   4. Arbetsgivare: 
a) Medarbetare  a) Landsting      

b) Team/avd.chef       b) Kommun 

c) Chef mellannivå   c) Privat arbetsgivare  

d) Chef stabsnivå   d) Statlig verksamhet 

e) Övrigt   e) Övrigt 

                                                                           



                                                  
 

 

 

5. Enligt din uppfattning, varför fick du uppdraget att delta i 

prioriteringsprocessen för nationella riktlinjer för 

”sjukdomsförebyggande metoder”? 

 

6. Vilken roll har du inom den organisation du har blivit nominerad 

av/representerar? 

 

7. Vilket levnadsvaneområde har du störst professionell kunskap 

och erfarenhet ifrån? 

 

8. Vilka övriga kunskaper och erfarenheter upplever du att du kan 

bidra med i riktlinjearbetet? 

 

9. Hur har du upplevt förberedelsearbetet inför de 

prioriteringsmöten som du hittills deltagit i?  

 

10. Hur skulle du beskriva huvuddragen i arbetsformen och 

processen för prioriteringsarbetet hittills? 

 

11. Övriga synpunkter? 

 

 

                                    Tack för din medverkan! 



APPENDIX 5 STUDIE 3, Enkät 2 

 

 

 

1. Kvinna [  ]     Man [  ]  

 

 

 

 

 

   

 

  

 5. Hur har du upplevt arbetet i prioriteringsgruppen under processens gång? 

 

6. Vilka fördelar ser du rörande upplägget och genomförandet av arbetsprocessen kring 

prioriteringar? 

 

7. Vilka nackdelar eller förbättringsmöjligheter ser du rörande uppläget och genomförandet av 

arbetsprocessen kring prioriteringar? 

   

8. Hur har du upplevt din egen roll i prioriteringsgruppens arbete? 

    

9. Hur ser du på organiseringen, administrationen och ledningen av arbetsprocessen kring 

prioriteringar?  

 

10. Vad anser du behöver utvecklas när det gäller riktlinjearbetet? 

 

11. Kommer du att delta i implementeringen av dessa riktlinjer? I så fall – på vilket sätt?  

  

12. Övriga synpunkter? 

                                  

A. Bakgrundsfrågor 

    2. Profession: ……………………………. 

3. Position: 

a) Medarbetare      

b) Team/avd.chef      

c) Chef mellannivå      

d) Chef stabsnivå  

e) Övrigt 

  

4. Arbetsgivare: 

a) Landsting 

b) Kommun 

c) Privat arbetsgivare 

d) Statlig verksamhet 

e) Övrigt 

 

B. Prioriteringsgruppens arbete och process 



APPENDIX 6 STUDIE 3, Enkät 3 

 

  

Ange det alternativ som passar för dig: 

1. Kvinna [  ]     Man [  ]  

 

 

 

   

 

 

  

   

 

5. Vid vilka av följande internat under riktlinjeprocessen har du deltagit? 

Möte nr Markera deltagande 

Möte 1 (Maj 2009)  

Möte 2  (Juni 2009)      

Möte 3 (Sept 2009)   

Möte 4 (Okt 2009)  

Möte 5 (Nov 2009)  

Möte 6 (Jan 2010)  

Möte 7 (Mars 2010)  

Möte 8 (April 2010)  

Möte 9 (Maj 2011)  

   

6. Vad har varit underlättande för ditt arbete i prioriteringsgruppen? 

 

 

 

7. Vad har varit hindrande i ditt arbete i prioriteringsgruppen? 

   

2. Profession: ……………………………. 

3. Position 

a) Medarbetare      

b) Team/avd.chef      

c) Chef mellannivå      

d) Chef stabsnivå  

e) Övrigt 

  

4. Arbetsgivare: 

a) Landsting 

b) Kommun 

c) Privat arbetsgivare 

d) Statlig verksamhet 

e) Övrigt 

 

A. Bakgrundsfrågor 

B. Prioriteringsgruppens arbete och process 



 

 

8. Vilka olika beslutsprinciper upplever du har varit rådande under 

 prioriteringsgruppens arbete? 

    

 

 

9. Beskriv hur du använt dessa beslutsprinciper under processens gång 

 

 

10. I vilken utsträckning har du kunnat föra fram dina åsikter i  

prioriteringsgruppens diskussioner? 

Inte alls    [ ]     

I ganska liten utsträckning   [ ]        

I någon utsträckning      [ ]     

I ganska stor utsträckning  [ ]     

I stor utsträckning   [ ]     

 

11. I vilken utsträckning upplever du att den övriga gruppen  

har varit lyhörd för dina synpunkter? 

Inte alls    [ ]     

I ganska liten utsträckning   [ ]        

I någon utsträckning      [ ]     

I ganska stor utsträckning  [ ]     

I stor utsträckning   [ ]   

 

12. Vilka faktorer uppfattar du som särskilt betydelsefulla för att få inflytande i gruppens 

prioriteringsdiskussioner? Ge gärna exempel.  

 



    

 

13. Kommer du att delta i implementeringsprocessen? Om så, på vilket sätt? 

    

 

 

14. Vilka förväntningar har du på införandet av riktlinjerna och vilka särskilda utmaningar ser du? 

 

 

 

15. Tror du att din medverkan i prioriteringsgruppen kommer att stärka eller begränsa dina 

möjligheter att delta vid implementeringen av riktlinjerna?  

 

 

 

16. Hur väl svarar slutresultatet av prioriteringarna mot dina förväntningar?  

Under förväntan      [ ] 

Enligt förväntan    [ ]   

Över förväntan   [ ] 

 

  17. Övrigt du vill förmedla? 

 

 

 

 

Tack för din medverkan! 

C. Implementering - Införandet av riktlinjerna i vårdens verksamheter 



                                                  
 

APPENDIX 7 STUDIE 3, Observationer 

Observationsprotokoll  

Plats:     Observeratör:  

Antal deltagare:  

Agenda: 
 

Tid Innehåll, diskussioner Kommentarer 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 



                                                  
 

APPENDIX 8 STUDIE 4, Intervjuguide 

Intervju - Depressionsbehandling i Primärvården 

I den här intervjun kommer jag ställa frågor som rör ett projekt som du varit 

involverad i - DIP-projektet (Depresionsbehandling i Primärvården). Den 

här studien syftar till att kartlägga DIP-projektet process och utveckling för 

att förstå projektets utfall. Jag kommer ställa frågor kring hur du upplevt 

medverkan i projektet och hur du resonerar kring projektets förutsättningar 

och utfall.  

Info om frivillighet, inspelning, konfidentialitet. 

Kontaktuppgifter: Linda Sundberg, Christer Sandahl 

 
1. Vill du berätta lite om din bakgrund och dina nuvarande arbetsuppgifter?  
 
2.Vilken roll hade du i DIP-projektet?  
 
3. Som du ser det, vad var syftet och målet med projektet? 
 
4. Vilka fördelar, vinster såg du/ser du med projektet? 
 
5. Vilka förväntningar hade du på projektet?  

(För egen del. Patienter. Verksamheten.) 

 

6. Hur skulle du beskriva processen kring projektet, från inledning till avslut? 

(Planering, inledning, arbetsfas, avslutning) 

 

7. Som du ser det, vilka omständigheter påverkade utfallet?  
(I projektet, på VC, utanför VC, Patienter, Personal - Exempel!).  
 
8. Kan du identifiera några styrkor eller fördelar i hur projektet var upplagt? 
 
9. Kan du identifiera några brister/svårigheter i upplägget? 
 
10. Om vi antar att en vårdcentral skulle vilja prova det här arbetssättet idag. 
Utifrån din erfarenhet i DIP-projektet, vad bör man tänka på, i planeringen och 
genomförandet av ett liknande projekt? 
 
11 Har du något ytterligare du vill dela med dig av, utifrån din erfarenhet i 
projektet? 
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