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Abstract

Objective: To analyse institutional logics’ role in adopting virtual reality in mental health care.

Methods: Data were collected via qualitative, semi-structured interviews with four frontline staff and seven administrative
and service staff, two focus group interviews with three frontline staff and four administrative and service staff, and via par-
ticipant observation in meetings between stakeholders working on virtual reality. Data were collected from May 2021 to
February 2022, analysed using thematic analysis, and theoretically driven by the framework of Institutional logics.

Results: We identified two different forms of institutional logics being drawn upon by frontline staff and administrative and
service staff, respectively, when working with the adoption of virtual reality in mental health care. Frontline staff drew mainly
on a Professional logic; administrative and service staff drew on a Diffusion logic. Each logic defined a unique focal point,
causal pathway, and perceptions of a meaningful adoption process for virtual reality.

Conclusions: By taking institutional logics as our theoretical and analytical point of departure, this study demonstrates how
the meaning of virtual reality and its adoption in mental health care is grounded in multiple and sometimes conflicting insti-
tutional logics. Acknowledging the existence and influence of often multiple institutional logics in the adoption process is
crucial to guide the future adoption of virtual reality in mental health care. Organising collaborative venues for stakeholders
where their multiple institutional logics are made the subject of joint reflection is essential to counter frictions.
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Introduction
Virtual reality (VR) may be broadly understood as a three-
dimensional (3D) computer-generated environment, allow-
ing users to engage in immersive multisensory experiences
using specified equipment (e.g., specialised head displays,
hand-held controllers, and dedicated programmes). It
allows users to engage in immersive settings, producing
feelings of presence in selected environments.1 These qual-
ities mean that VR has gained increased focus in mental
health care as a potentially important therapeutic instrument
to accompany existing pharmacotherapy and psychother-
apy treatments for psychiatric disorders by offering health
professionals the possibility to test established mental

health treatments in a safe virtual environment.2 VR exhi-
bits positive outcomes when used as part of the treatment
of post-traumatic stress disorder (PTSD),3 phobia,4
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anxiety, depression5,6 and when used as both an
assessment-, therapeutic- and rehabilitation tool for psych-
osis treatment in mental health care settings.7,8 Allowing
such potential to emerge depends on a successful process
of moving from specialised and often highly controlled
research environments9 towards use in an everyday
mental health clinical setting.10

However, research suggests that adopting VR in future
mental health practices could be challenging due to
several well-known structural conditions such as costs,
lack of support infrastructures, and relevant clinical train-
ing programmes.11,12 Moreover, clinical concerns, disin-
terest, and lack of engagement may further prevent the
adoption of VR as a clinical tool. It is, therefore, crucial
to operationalise VR as a meaningful tool into the every-
day understanding of professional roles and tasks to
advance its adoption.10,12 However, this requires a more
profound knowledge of the vital processes that stake-
holders engage in during the adoption process to make
technology meaningful.

According to Greenhalgh et al.,13 the clinical adoption of
technologies such as VR involves a process of ongoing
negotiations between networks of often multiple indivi-
duals within an organisation (See also literary works14,15).
In these negotiation processes, different actors base their
understandings on various’ institutional logics’ understood
as underlying rationales that guide what counts as meaning-
ful behaviour and thus work to support or hinder the adop-
tion of new technology in multiple ways.16–18

Current research strongly recommends studies to
guide future implementation practices concerning VR.10

Crucially, such studies need to accommodate the under-
standings and the practices of often multiple stakeholders
such as administrative and service staff (ASS) and frontline
health care professional staff (FS) involved in the process.1

However, despite acknowledging the essential role of struc-
tural conditions, the crucial role of operationalising VR as a
meaningful tool to ensure stakeholder engagement as a pre-
condition for the successful adoption of VR in mental
health care in current VR adoption literature, and despite
several scholars studied the role of institutional logics
when adopting new programmes, technologies, and clinical
protocols in other domains, few, if any, have bridged these
approaches and questions and studied the vital role that
institutional logics may play in stakeholder meaning-
making processes when adopting VR in mental health
care to guide future adoption efforts.

Theoretical framework

This paper draws upon the analytical concept of institu-
tional logics to approach the meaning-making process
between stakeholders in the adoption process of VR in
mental health care.19,20 According to Thornton and
Ocasio,19 institutional logics are socially constructed

pattern of cultural symbols and material practices. These
patterns are embedded in specific assumptions and values
that guide how meaning or sense is applied to everyday
activities and how individuals and organisations reproduce
lives and experiences.20 For individuals and organisations,
institutional logics are foundational symbolic schemas that
provide sense and order to social reality and thus define the
boundaries of appropriate institutional practices.16,18,21 In
innovation, institutional logics thus provides actors with a
specific understanding of the appropriate form and function
of innovations, e.g., VR technologies. Using institutional
logics as a theoretical framework to study the adoption
process of VR involves studying the specific symbolic
meanings ascribed to the form and use of VR in everyday
practices.

Purpose

The purpose of this study is to explore the role of institu-
tional logics in the stakeholders’ understandings of the
adoption process of VR technology in Danish mental
health care to guide the future development and adoption
of VR interventions.

Methods
To explore the multiple stakeholders’ personal experiences
and perspectives, we applied a qualitative anthropological
approach with a social constructivist perspective. This
approach understands and approaches knowledge as pro-
duced by negotiations within specific contexts. It is, therefore,
well-suited to explore a socially negotiated phenomenon and
how it becomes grounded, such as when studying the role of
institutional logics in adoption processes.22 The study design
was based on participant observations and qualitative inter-
views. The research was conducted by a multidisciplinary
team consisting of two anthropologists (male PhD and
female PhD), a sociologist (female PhD), and two political
scientists (female PhD and female MA).

Study setting

A recent mapping of VR in public health care systems iden-
tified 55 health initiatives using VR as part of their interven-
tion in Denmark,23 of which seven were initiated at regional
mental health hospitals. At the hospital where this study
was carried out, adopting new technologies in mental
health care involves two main organisational stakeholders.
On the political-administrative level, a healthcare develop-
ment and innovation section is responsible for identifying
new healthcare innovations for clinical practice and intro-
ducing them to potential stakeholders at regional hospitals.
On the psychiatric hospital level, a department of informa-
tion technology (IT) is equally responsible for identifying
and implementing innovations at the local hospitals,
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together with FS and management representatives.
However, it has furthermore the task of ensuring that inno-
vations are compatible with existing IT solutions and pro-
viding support to FS in their everyday use of innovations.
Both departments may provide funding for local innovation
initiatives. The Department of Innovation and the
Department of IT meet regularly to coordinate their innov-
ation initiatives.

The present study follows the adoption process in two
different VR initiatives at the Psychiatric Hospital. Project
A was initiated bottoms-up by an interdisciplinary group
of healthcare professionals to use VR technology for train-
ing new clinical staff. Project B was initiated top-down,
with the hospital administration deciding to support the
implementation of VR solutions. In Project B, interdiscip-
linary healthcare professionals were invited to develop
and implement the VR solution in psychiatric care.

Data collection

We derived data from two focus group interviews and 11
individual interviews and conducted participant observa-
tions in four meetings between stakeholders concerning
the adoption of VR technology (See Table 1).

We used purposive sampling when recruiting partici-
pants for interviews.24

Participants were identified to attain a multilevel
representation of both FS and ASS tasked with implement-
ing VR technology in practice. Our approach contributed to
a broad representation and in-depth insights into the adop-
tion process.24 When invited, the participants were
informed about the research purpose and information
about the researchers. Participants were approached either

by email, telephone, or face-to-face. All participants
approached agreed to participate in the study. The partici-
pants and researchers did not know each other prior to
study commencement, and recruitment continued until suf-
ficient data material for a robust analysis was estimated by
the researchers to have been met.

Due to the coronavirus disease 2019 (COVID-19) pan-
demic, focus groups, individual interviews, and most par-
ticipant observations took place via online video
conference. Interviews were semi-structured and followed
an interview guide informed by existing literature and
insights from observations and dialogues. In the interview
guide, the participants were asked to reflect on questions
concerning their understanding of the technology, its
purpose and future application, their experience with the
implementation process, and the challenges and opportun-
ities they accounted for in this process. To elicit the partici-
pants’ experiences with and perceptions of VR, we used
open questions such as: How do you see the future of
VR? How do you perceive VR as a tool in mental health
care? Could you tell me about your personal experiences
working with VR? Have you encountered specific chal-
lenges/benefits in working with VR, and if so, what were
they? The same guide was used for all interviews, but the
extent of probing to different topics varied between the
participants.

Interviews lasted between 50 min and 1 h and 39 min.
Interviews were recorded and transcribed verbatim.
Overall we collected data for ten months (from May 2021
to February 2022). MDT, SB, and SL undertook participa-
tion observations, while SB and MDT conducted inter-
views. All researchers involved are social scientists with a
substantial experience in qualitative data collection and
analysis.

Data-Analysis

We analysed data using Braun and Clarke’s25,26 thematic
analysis. The method includes several data readings while
gradually developing and validating the analysis. MDT
and SB performed the data analysis supported by discus-
sions with the remaining research team. Initially, we read
the interviews several times to familiarise ourselves with
the data. During this reading, we recorded initial ideas for
further exploration. MDT and SB developed codes and con-
ducted a test coding of an interview. Based on the test
coding, MDT and SB compared their understandings of
the codes and discussed differences to align and ensure a
common understanding when coding the material. MDT
and SB then systematically coded interesting features
across the data set in NVivoTM,27 and data relevant to
each initial code were carefully collected. We then arranged
our data in meaningful groups and started identifying
themes. During this step, we found a strong resonance
between the codes and a potential theoretical

Table 1. Data material.

Individual
interviews

Four healthcare professionals (Working in
clinical practice, as researchers, or in
both fields)

Two heads of departments (clinical and
administrative)

Three innovation consultants

Two IT consultants

Focus group
interviews

Three healthcare professionals

Four innovation consultants

Participant
observations

Four meetings between stakeholders
concerning the adoption of VR
technology

IT: information technology; VR: virtual reality.
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framework28,29 based on the concept of institutional
logics.19,20 We, therefore, re-coded the material, sorted
the codes into new potential themes, and combined the rele-
vant coded extracts into the identified themes. As our next
step, we reviewed our themes and refined them accordingly.
Some themes were discarded, some were kept as is, and
others collapsed into a single theme. We then worked on
defining and naming the themes identified. We named
and defined two main themes: (a) Diffusion logic and (b)
professional logic. Each theme contained several sub-
themes. Our final step was to select coded quotations that
displayed the essence of the themes and sub-themes.25 To
enhance our analysis, we used different triangulation
modes during this phase. When identifying themes and
results, we used researcher-triangulation consisting of
multiple discussions between researchers in the research
group. Moreover, we presented a preliminary interpret-
ation of our results to a group of participants from the
study to ensure that our results resonated with our partici-
pant’s understandings.

Ethics

The project followed the American Anthropological
Association’s guidelines for qualitative research (www.
ethics.americananthro.org). We obtained informed recorded
consent before every video or telephone interview. By using
recorded consent, we adhered to the guidelines for informed
consent formulated by the Danish Data Protection Agency,
stating that consent can be oral, written, or digital as long as
the researcher may prove that consent was given. Following
a similar storage practice as in the case of written consent,
we stored the consent recordings in secure folders.
Participantswere here instructed that they could alwayswith-
draw their consent. We anonymised the results by removing
names and other identifiable details. In Denmark, studies
that do not include human biological material and are based
on questionnaires and interviews do not require permission
from the Ethical Committee, according to the Promulgation
of the Law on Ethical Management of Health Science
Research Projects.

Results
All informants agreed that VR was a technology with great
potential in mental health care. VR’s current technological
maturity and affordability were seen as having been
achieved in a few years, and it was expected that the tech-
nology and price would only improve. All informants
expected VR to be a significant part of the future mental
health care system.

Nevertheless, while all agreed on the potentialities of
VR, the analysis showed how the ASS and FS framed
their expectations and understandings within two very dif-
ferent logics. We have identified these logics empirically

as Diffusion logic and Professional logic. These logics
varied in terms of focal points and understandings of how
the adoption process of VR technology should proceed.
Table 2 displays these two empirically derived logics.
The analysis showed that all informants drew on both
logics in their framings of VR. However, they did so with
different emphases, often making one logic more dominant
than the other.

Diffusion logic

The analysis identified a logic of diffusion, that under-
pinned specific understandings of VR technology as a
generic instrument able to meet the needs of a universal
end-user; in this case, the healthcare organisation as a
whole. Within this logic, successful adoption of VR tech-
nology entailed the ideal of expanding VR technology to
the whole organisation. Higher uptake of VR technology
in general was thus a central measure of success.

The organisation as a whole. When describing VR technol-
ogy’s use and potential for mental health care, both FS and
ASS described the overall goal as providing VR solutions
that were amenable to the needs of patients in the mental
health care sector as a whole. This whole mental health
care sector was often presented under various terms such
as the organisation, the health care system, and psychiatry.
Though all informants occasionally mentioned the import-
ance of catering to the individual needs of specific patient
groups, the overall goal in this logic of diffusion was to
serve broader patient group needs. As an example, one
ASS said:

It makes little sense to develop a solution for a specific
department. Then a different department also has to
develop the same solution. So, in that way, we have a fun-
damental view always to consider whether there is an
opportunity to test this in some ways so that more people
can benefit from what is being made. (ASS interview)

Table 2. Institutional logics.

Focal point
Causal
pathway

Adoption
process

Diffusion
logic

The organisation
as a whole

Technology as
the point of
departure

Upscaling
process

Professional
logic

Specific patient
groups or
healthcare
professionals

Clinical
problem as
the point of
departure

Scientific
process
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Some ASS here framed their role in developing and
adopting VR for the sake of the organisation in terms of fol-
lowing a specific causal pathway. This causal pathway
entailed taking the technology and its possibility for upscal-
ing it as a point of departure. The aim was to promote VR
technology and to quickly advance its use in the organisa-
tion as a whole:

We have taken this approach to new technologies, where
we come up with them and then say, how can we use
them and get them into our healthcare sector? What
happens when we do that? Instead of us just sitting and
waiting for someone to think that VR could be a solution.
(ASS interview)

Rather than departing from the needs and challenges of a
specific patient group, these ASS described the adoption
process for technology in health care as one of taking a
technology (i.e., VR) and finding a suitable case in the
health care system with problems in which VR could be
the answer, and test it accordingly. If it succeeded and
showed positive outcomes, their next step would be to
focus on upscaling it. If it turned out that VR could not
yield the necessary positive outcomes in the chosen
venue, they would move on and test VR in a different
venue and so forth. If it kept on failing to produce positive
outcomes, they would consider shelving it.

Upscaling process. Ideas of upscaling (sometimes also
framed as spreading VR or making VR implementable)
were seen as a critical component of the VR development
and adoption process to best meet the organisation’s
needs. As one ASS emphasised:

Because it’s one of the things we have an enormous amount
of focus on, that’s what it’s all about. It’s nice enough to try
something in a limited place. Still, we must constantly be
able to spread it out in our colossal organisation across
the Region. (ASS interview)

According to these informants, the development and
testing of VR in one case setting, therefore, could (and
should) be done in ways that would benefit both the
needs of that particular clinical setting and other clinical set-
tings (i.e., health care more generally). Several ASS
members inferred that only by focusing on upscaling
throughout the organisation could it be ensured that the
development and adoption of the technology would be
done in ways that promoted organisational learning. Such
efforts would allow favourable results and experiences to
be aggregated in each case and afterwards spread and repli-
cated in other settings accordingly to benefit the organisa-
tion as a whole. In this way, the focal point of the
organisation as a whole and the demand for upscaling

were highly entangled. One of the ASS explained it as
follows:

It is about organisational learning. The way we get it out
there. That is to say, there is a place that does a project,
then you do a trial operation, and then you have to spread
it out so that it is used everywhere. And that is – that
must be the goal. (ASS interview)

Among the ASS who followed this logic, generic VR
solutions were framed as a way to avoid fragmentation
and ensure the possibility of widespread use across the
organisation. Individual healthcare professional staff and
‘activists’ were viewed as instrumental and vital in develop-
ing and adopting new technologies, including VR. However,
simultaneously these ‘activists’ were considered a potential
barrier to the overall organisational adoption process by
focusing too much on their specific clinical context and
thereby not seeing the bigger organisational picture.

Transferability, generic solutions, and organisational
sustainability. To support upscaling and prevent fragmenta-
tion, several informants emphasised the need to develop
and adopt transferable VR solutions. With this (explicit or
implicit) aim of transferability came an understanding of
the necessity of creating a generic VR platform for mental
health care. This platform was understood as both capable
of being tailored to meet local clinical needs while simul-
taneously being adaptive in terms of content so that it
could easily be altered and used across multiple depart-
ments and patient groups.

Something that has been developed somewhere, you then
have to use it the whole department. That is the first step.
And then you have to get it out into all eight departments.
That’s the next step. But these steps demand a lot. In
other words, implementation requires more than develop-
ment so that it is implemented appropriately in the way it
is intended. Because otherwise, it will be 117 different ver-
sions. (ASS interview)

Within the logic of diffusion, certain partnerships were
seen as more appropriate than others. Thus, it was essential
to seek out VR partnerships and products that the entire
organisation could adopt by providing solutions scalable
outside individual units. It also meant working to hinder
the engagement in collaborations and solutions that fitted
a specific context but did not have future implementation
as its aim:

And then they have started, as it were, to either develop
something themselves or perhaps they have found out via
someone’s cousin who knows someone who could help
them with this. And then it is often entirely random who
you partner with and what solutions you see. So it’s

Terkildsen et al. 5



people like that – those good enthusiasts who have just tried
it out and then found out that it can do something or other
without really deciding what should happen when they are
done trying it out and how it can be integrated or implemen-
ted. (ASS focus group interview)

When choosing a VR platform for adoption and partners
for collaboration, selecting highly skilled providers that
were also deemed financially resilient and could be
expected to deliver support and upgrades for years was
essential. As a result, ASS articulated that solutions based
on smaller companies (often expressed as one man in a
basement) were less desirable:

This thing about choosing him in the basement because he
makes some good films, and then suddenly, he is not there
anymore. (ASS focus group interview)

Several ASS members expressed that the development
and adoption of VR for mental health care always needed
to consider the economy. They articulated that the health-
care system was under pressure from a lack of finances
and how developing local VR solutions from scratch was
considered an expensive ordeal:

So it’s also the fact that it’s an expensive technology when
we have to make these recordings from scratch. At least,
that’s how far we’ve come. (ASS interview)

The logic of diffusion promoted an understanding of
local VR developments as economically unsustainable if
developed and adopted without focusing on the organisa-
tion as a whole. Vigilance in managing financial resources
and the constant exertion of financial prudence meant pur-
suing a VR solution that would figure financially sustain-
able in the current system. It also included a focus on the
importance of the establishment of central IT competencies.

Professional logic

In parallel with the logic of diffusion, the analysis also iden-
tified a professional logic that was underpinned by an
understanding of VR technology as a specific instrument
to improve local clinical practices and help patients
(either being used in concrete patient interventions or as a
means of quality improvement via, e.g., education of pro-
fessionals). Within the professional logic, the individual
patient was the ultimate end-user, and the value of VR
was measured by its ability to solve a specific clinical
problem. Often represented by research’ activists’, the pro-
fessional logic was also embedded in a medical research
tradition. As such, this logic involved particular demands
for developing and adopting VR technology where effects
could be documented following a systematic and thorough
scientific approach.

Particular end-users. Among FS, VR technology was
understood first and foremost as a tool that would afford
new ways of helping specific patient groups or improving
clinical practices through education in a particular setting.
The objective of adopting VR technology in mental
health care was to help explicitly defined end-user in
ways that had not been possible before. The success and
potential of the technology were thus linked to its capacity
to demonstrate clinical value and improved outcomes. As
one FS said during interviews when discussing her concrete
clinical work:

But I hope in the long run that it is something where you can
find exactly where it makes sense to use it. And that you use
it wisely. That you can solve something with it (…) That
you can solve some things where you can use it in the
department, that is to help some unwell patients. (…) It’s
about us getting to use it as a treatment tool. And a training
tool and a supplement for different things, but it won’t be
something that takes over everything. (FS interview)

For those who drew on professional logic, it meant that
the employment of VR technology in practice became more
confined to particular settings and specific patient/user
groups. This professional logic thus emphasised a clear
objective for the VR development process as a causal
pathway departing ultimately in a concrete clinical
problem:

That is why you must also address when you want to use
VR, how, which patients, and what you hope to achieve.
If it is the treatment of the patient, you need to know how
the patient reacts so that you might get a better insight
into what you can use this tool for specifically. (ASS
interview)

In describing the future application of VR technology,
those who drew upon a professional logic were constantly
mindful of the fit with clinical practice and which specific
patient or clinical groups would benefit from using VR
technology. For example, they described VR technology
as helping patients suffering from PTSD, anxiety, and
eating disorders. Still, within this logic, VR was not
framed around ideas of upscaling potential. Instead, it was
described as a tool specific to their patients and, therefore,
a particular tool that was irrelevant to other patient groups
or conditions. As one of the FS stated telling of how they
had been working with specific patient groups in order to
minimise arousal:

It is the clinicians who present the problem and say, we
think VR might be a solution to this clinical problem, and
we need this kind of content (…) I may doubt whether
VR is useful if you have significant cognitive difficulties.
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I can also be unsure how VR should be used if you are
psychotic in terms of the content you have to use. What
we have been working with is specifically related to mini-
mising arousal (for our patients). (FS interview)

It was therefore perceived as essential among FS
members that to realise such benefits, special attention
needed to be directed towards stringently developing or choos-
ing VR solutions following the needs of particular end-users in
mind (e.g., patients or clinical staff) when or if adopting VR.
As seen in the quotation, this was based on ideas of how a
development process of VR should ideally function.

A FS further added how, when working to develop and
adopt effective VR solutions, the unique features of each
group of end-users required constant vigilance and focus
on detail to ensure that VR also responded appropriately
to such features:

That’s why it’s so exciting, I think, to work so much into the
details. Because of the smallest parts, if someone asks about
the shortcomings, then you actually have to have had a
pedagogical reflection on which choices have been made
and which non-choices have been made. (FS interview)

Neglecting a strict focus on particularity and choosing a
generic solution across end-user groups was, on the other
hand, seen as putting technology ahead of the user or
dancing after the technology (a Danish expression
meaning to put technology at the centre of attention and
letting technology decide pathways, logic, and actions)
and, therefore, the wrong path to pursue.

Particularity and the process of evidence-based practices. The
analysis showed that when informants drew upon profes-
sional logic, they focused on how the development and
adoption process should ensure measurable and objective
improvement for the strictly defined end-user groups.
Thus, inherent to the logic was the fundamental understand-
ing of scientific evidence as the foundation of treatment and
education in the healthcare sector and, therefore, as a crit-
ical mechanism for the adoption process.

As seen in the prior section, FS stressed that a clinical
problem should always be the departure point for introducing
VR, not the other way around. VR technology, therefore, did
not have an intrinsic value but instead was applicable so far
as it proved an instrumental value for patients:

Because it is that which provides you with a sense of
engagement, it is that which commits you to run it. It is
that we want something for our patients. We want to help
make a difference. This is what drives it for us, who are
both researchers and clinicians. It’s not because we have to
be famous for developing VR. That’s not what’s important.
So if you need to find the strength and motivation to put
some energy into it, going forward in such a process, then

it must be driven by a clinical problem where you think
this could perhaps do something different for my patients.
It could help my patients in a new way. (FS interview)

In continuation of this understanding, following the trad-
itional clinical scientific process was vital to ensure that the
technology would benefit the patients and professionals
learning to work with concrete patients. An FS elaborated
this argument of clinical scientific testing and validation
as a prerequisite for adoption by equating VR to other
forms of treatment or interventions in mental health care,
in which such scientific approaches were viewed as intrinsic
to the adoption process.

And just like when we give drug treatment and all sorts of
other treatments, there is a procedure where we assess the
patient, and we assess, is this the right thing for them?
And I don’t think it’s that much different here. (…)
There, you are trained in what that pill contains and what
the side effects are. And that’s why it (VR) also requires
research to ensure that you register the side effects when
you do that research. (FS interview)

For the FS, the development, use, and adoption of VR
technology in mental health thus petitioned a systematic
process where evidence and research were seen as the
crucial starting point. According to the adherents to this
logic, the success of VR technology was thus dependent
on not only its ability to be tailored and customised to clin-
ical settings and, ultimately, its ability to solve a clinical
problem but also its ability to demonstrate such success sci-
entifically and, via rigorous scientific investigation, provide
positive outcomes, i.e., scientific evidence as a gateway for
further adoption efforts.

For healthcare professionals, this framing was intrinsic
to the adoption process. It was not only mentioned as
seen explicitly in interviews but also illustrated when the
IT department, on their own, bought new VR equipment
for all mental health departments from a vendor capable
of providing a VR solution that could be expanded
because of what was explained as its generic nature.

This approach meant the technology could function and
be supported in multiple settings without being engineered
for each patient group. Two FS commented on how this
approach fundamentally turned the process on its head:

But that was what we were in the process of developing. A
solution for our patient group [The other FS nods in con-
firmation and agrees vocally]. So yes, we were surprised,
yes. They suddenly arrived with different VR goggles
than the ones we had extensively worked with. It is all in
reverse order here! I mean, implementation before
research? It makes no sense? Now it is the goggle and
then the patient. (Informal dialogue with two FS)

Terkildsen et al. 7



To the FS, choosing one generic VR solution to be tried
in multiple fields was perceived as a fundamental breach of
clinical research etiquette. Therefore, a critical breach in
their understanding of the steps of a proper scientific adop-
tion process aimed at benefitting the needs of particular user
groups.

Discussion
When implementing VR solutions in mental health care, we
infer that institutional logics plays a vital role in the adop-
tion process. In the present analysis, we have demonstrated
how ASS and FS draw upon very different logics providing
them with different focal points, causal pathways, and
approaches to adopting VR. Such differences can cause
friction that may hinder the adoption process if not accom-
modated adequately.

Frontline, administrative, and service staff in mental
health care are crucial in adopting innovations and tech-
nologies.13 Thus, understanding their perceptions of tech-
nologies such as VR and the perceived barriers and
facilitators is instrumental in promoting a successful adop-
tion.1 Our analysis shows that applying an institutional
logics perspective to these processes gives novel insights
into the foundational symbolic orders that these actors
draw upon when determining the sense and appropriateness
of VR. Ascribing meaning to technology (i.e., meaning-
making) is well-established as a necessary component of
adopting new technologies in health care.13,14 Conversely,
failure to ascribe acceptable common meanings may result
in organisations abandoning technologies accordingly.13 We
add to these insights by unpacking the meaning-making pro-
cesses of ASS and FS when implementing VR using the the-
oretical notion of Institutional logics. By doing so, we argue
that knowledge is gained about how foundational symbolic
orders shape these meaning-making processes. Following
existing research from related fields of study, this understand-
ing, we emphasise, not only offers crucial insights into the
origin of potential frictions that may hinder adoption (See,
e.g.,16) but, in doing so, also opens up possibilities for man-
aging them accordingly.

In the work of Davidoff et al30 classic definition of
evidence-based medicine, particular clinical problems
determine what evidence needs to be sought, methods
that elicit and explain causal relations are seen as the
golden standard, and constant critical evaluation of
designs and results is seen as crucial to determine if out-
comes are valid and specific practices should be adopted
or not.30,31 Our study echoes these insights and illustrates
how such stringent foundations for good evidence-based
practices remained the foundational component of the pro-
fessional logic deployed by the FS. Moreover, we revealed
that by following professional logic, the FS understood
VR’s success as dependent on being developed and
adapted to fit the diagnostic-specific needs of patients and

critically evaluated accordingly to ensure evidence as a
necessary condition for adoption. Our findings here reson-
ate with studies by Chung et al.,1 Bell et al.,11 and
Alzahrani,32 who argue that first proving efficacy via
evidence-based research is considered crucial for clinical
staff when considering the adoption of VR for use in their
practices.

Institutional logics are, however, seldom singular in
organisational settings such as health care.16,18,33–35 In
complex organisations, multiple stakeholders may equally
result in multiple institutional logics co-existing, each pro-
ducing unique understandings of practices and tools.18,36

When implementing a VR solution into a complex organ-
isation such as that of a mental health hospital setting,
finding the existence of multiple logics in play should there-
fore come as less of a surprise. However, notably in the field
of implementation, we showed how the presence of another
institutional logic offered dramatically different focal
points, causal pathways, and adoption processes in turn.
In our study, ASS drew upon what we have defined empir-
ically as diffusion logic. The diffusion logic resonates
strongly with the field of innovation. According to
Torfing,37 innovation, though not to be considered an a
priori good, involves the disruption of existing habitual
knowledge and practices actively promoting new ways of
thinking and doing (see also the work of Osborne and
Brown38). Our study showed that diffusion logic did not
consider evidence a necessary prerequisite for action. On
the contrary, following this logic, action and testing of
new practices and technology could come first without
prior knowledge of the result. Through trial and error, inno-
vations could prove their value, and thus the need for evi-
dence and scientific rigour played a secondary role.
Following the diffusion logic, we demonstrated how the
form and function of VR to the ASS were embedded in scal-
ability ideas to benefit the organisation by providing organ-
isational learning and ensuring sustainability and support
could be provided and reasonably financially afforded
accordingly. Regarding adopting VR, the literature agrees
that understanding and accommodating organisational
factors are crucial to the adoption process.11,39 The atten-
tion afforded by the diffusion logic to the ASS thus reso-
nates with recent studies arguing that to facilitate the
adoption of VR in clinical practice, organisational environ-
mental issues of funding, competency building, and support
need to be acknowledged and accommodated.1,40 However,
despite being presented with different logics, each repre-
senting the possibility of accommodating the needs of
vital actors in mental health care, we argue that all is not
well if such differences are not also accommodated
because, as we demonstrate, they may come to influence
the technological adoption processes in negative ways.

According to Akmal et al.,16 multiple institutional logics
may give rise to institutional frictions when different mean-
ings collide, and practices and objects become the subject of
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contestation. Our study of VR builds upon this and argues
that investigating the different institutional logics that actors
draw upon in the development phase allows us to see and
understand where and why friction between actors, such
as the ASS and FS in our study, may arise when adopting
VR, in a situation where both FS and ASS otherwise
agree on the potentiality of VR solutions in mental health
care. This knowledge may be particularly crucial to cases
where soft technologies such as VR are adopted into health-
care. As opposed to the adoption of new surgical equipment
or pharmaceuticals, adopting VR and other leisure tech-
nologies is still surrounded by looser regulation and less
strict demands for clinical trials and documentation (fea-
tures resonating with the professional logic). Under such
conditions, innovation departments often act as drivers by
exploring technology markets and their products to bring
them into mental health care and ensure broader applica-
tion. To the adoption of VR in diverse mental health care
settings, these specific conditions may, therefore, exacer-
bate the existence and influence of multiple institutional
logics, including diffusion logic in the adoption process.

Though focusing specifically on mental health, our
results may also add to discussions on implementing VR
in the health care sector more broadly. Our identification
of stakeholder frictions resonates with existing studies of
barriers and facilitators when adopting VR in other health
care settings.41 According to Kouijzer et al.,41 it is crucial
to accommodate the needs of all stakeholders (including
both FS and ASS) in the adoption process. We agree and
add to these recommendations that such accommodation
of needs may be advanced by integrating an institutional
logics perspective to facilitate VR adoption in health care
and avoid stakeholder frictions. Technologies are inherently
flexible, and their interpretations are always the products of
ongoing negotiations.42,43 This means that frictions
between multiple institutional logics concerning the adop-
tion of VR may be countered and remedied to the benefit
of adoption. Different institutional logics may fruitfully
co-exist, according to Reay and Hinings33 (See also the
work of Beech and Huxham44). Such co-existence,
however, demands that collaboration between stakeholders
is promoted in ways that both support the uniqueness and
independence of co-existing institutional logics and the
accomplishment of mutual goals.33 Building upon the
insights by Reay and Hinnings,33 we argue that crucial
steps towards managing the different meanings that may
hinder the adoption of VR in various health care settings,
therefore, as a first step involves acknowledging the exist-
ence of multiple institutional logics and what sets them
apart. However, more than a simple acknowledgment of
differences is needed. As recommended by Kouijzer
et al.,41 it is also essential to involve key stakeholders
throughout the entire development and adoption phase to
ensure its success. We agree, and based on our study, we
add that this also involves calling organisations wanting

to adopt VR in various health care setting to actively
provide collaborative venues for participating stakeholders
in which their differences are made the subject of joint
reflection. Such collaborative platforms or meetings based
on an institutional logics perspective may ensure that poten-
tial frictions between stakeholders concerning VR are
brought out in the open and given time for debate, allowing
them time to agree on an acceptable final interpretation to
guide a shared adoption process accordingly.

Strengths and limitations

There are some limitations to our study. The institutional
logics in our study represents the logics drawn upon by
two arrangements of stakeholders, FS and ASS, respect-
ively. However, we acknowledge that these two may not
necessarily be the only stakeholders involved when adopt-
ing VR in mental health care. Though not addressed in this
paper, stakeholders such as VR suppliers and developers
may have influenced the adoption process and the institu-
tional logics presented in the analysis. In our analysis, we
have focused on how human stakeholders negotiate the
meaning of VR grounded in specific institutional logic in
the adoption process. However, we acknowledge that tech-
nologies such as VR also constitute material actors that may
actively and productively contribute to healthcare meaning-
making processes.43,45 To provide clarity and focus for the
analysis, we have, however, omitted analysing this element.
This paper has not included the direct role of patients in the
adoption process other than partially through the perspec-
tives of the included stakeholders. We recognise the import-
ance that patients may also play as stakeholders in the
adoption process and acknowledge their lack of direct
representation as a limitation to our paper. We highly
encourage future papers to study the adoption process
from the patient’s perspective.

This study was conducted during the COVID-19 pan-
demic. The pandemic meant that the participants in our
research and the VR initiatives they were involved in
adopting experienced several incidents of COVID-19 shut-
down, causing several periods of stand-by where they
could not work on their projects. Moreover, following the
COVID-19 pandemic, much focus on mental health care
in Denmark in 2020–2022 was directed toward preventing
the spread of the disease. These conditions meant that many
initiatives not directly related to COVID-19, to an extent,
may have received lesser attention from FS and ASS. We
acknowledge that these conditions could have influenced
the results of our study.

Conclusion
This study explored the role of institutional logics in the
adoption process of VR technology in Danish Mental
health care. We studied how an innovation such as VR
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was perceived and operationalised by stakeholders in this
adoption process and how institutional logic guided the
adoption process. Based on interviews and observations
with frontline-, administrative-, and service staff, we
demonstrated the crucial role institutional logics play in
determining the meaning and use of VR in an adoption
process. Our study revealed that even in cases where stake-
holders fundamentally agree on the potentials of technol-
ogy, different institutional logics may collide, causing
friction and challenges. When guiding the future adoption
of technologies in mental health care, it is essential to
acknowledge and explicate the institutional logics drawn
upon by stakeholders when adopting VR and provide
arenas for stakeholders to reach a shared and accepted
understanding. To the researchers, this calls for more
future studies to identify or, if lacking, develop the
needed evidence-based participatory adoption designs to
advance such collaborative efforts. Moreover, it is essential
that such research studies also acknowledge, study, and
integrate patients as crucial stakeholders.
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