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Abstract

Background: Traditional primary care is characterized by patient consultations via phone and physical visits. However, the
current development in Swedish primary care is to blend digital solutions with traditional solutions. This paper addresses this
development by examining the normalization of embedding and integrating a digital health care platform into everyday care
routines in a primary care clinic. The digital health care platform enables both synchronous (video calls) and asynchronous (chat)
communication, as well as self-registration of patient data using automated questions and forms requiring the patient’s input.

Objective: This study aims to explore the work that health care professionals (HCPs) have to undertake to implement and sustain
a digital health care platform as part of their everyday work practice.

Methods: HCPs were observed and interviewed to assess their individual and collective engagement and the mechanisms
involved in the implementation of the digital platform and its effects on everyday work routines. The normalization process theory
(NPT) was used to frame the data analysis.

Results: The analysis identified several themes related to the four NPT constructs: coherence, cognitive participation, collective
action, and reflexive monitoring. The use of these constructs enabled the analysis to identify ways of supporting implementation.
For example, it showed the benefits of having implementation champions and scheduling work hours for HCPs to use the platform.
The analysis also revealed a theme of materiality that deviated from the NPT constructs, as NPT gives ontological priority to
human actors and social structures.

Conclusions: Digital health care platform implementation is a complex process. Our findings provide insights into how individual
and collective actions can be supported to embed and integrate a digital platform into everyday care routines. Primary health care
organizations need to involve HCPs throughout the implementation process by reorganizing work and providing frequent feedback
loops. HCPs are more likely to engage with and commit to changing practices if they perceive the digital platform to be beneficial
compared with the current practice. However, they also need resources (eg, time, training, and continuous support) to put the
platform into practice. Patient engagement and appraisal are important elements in implementation. Unless patients are willing
to use the platform, there is no motivation for HCPs to embed the digital platform into everyday care practice.
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Introduction

Background
Sweden, similar to many other countries, is undergoing
demographic changes, resulting in an increasing older population
and a shortage of health care professionals (HCPs). Thus, the
Swedish health care system is in transition, aiming to move
from reactive to proactive care, with a strong focus on preventive
care that is aimed at keeping people out of hospitals. The change
from inpatient care to outpatient care means that the locus of
care is increasingly shifting toward primary care and patients’
homes.

Enhanced digitalization in primary care is seen as a way of
meeting current and future challenges [1,2]. The digital
transformation of health care is associated with the promise of
an improved public sector, with self-care and greater
self-management of the health of individuals, resulting in
increased cost efficiency. Digitalization in primary care entails
converting parts of the care process from analog to digital to
meet the needs of citizens, patients, decision-makers, HCPs,
and clinics. In Sweden, the digital transformation of primary
care has involved several different kinds of digital solutions,
including web-based physicians (general practitioners
performing digital consultations) [3], self-monitoring mobile
apps [4], patient access to their electronic medical records
(OpenNotes) [5], digital reminders for medication [6], and
digital platforms for patient management [7,8]. This paper
concerns the normalization process of a digital platform for
patient management. The platform, which will be referred to as
Wolf in this paper, was developed by a Swedish company and
is procured and used by both private and publicly run primary
health care centers and other primary care operations. In
Sweden, all types of primary care are tax funded. Both public
and private primary care providers enjoy a large degree of
economic autonomy. This means that capital investment
decisions, such as the one studied here, are made by the owners
of the primary care providers, who also finance the investments.
Such investments have no direct effect on user fees and are
made in the hopes of providing more efficient and less costly
services.

The same digital platforms as studied in this paper have been
studied in different primary care settings [7-9]. However, the
findings show diverse results and have not explicitly focused
on the normalization process. For example, Entezarjou et al [9]
investigated how family medicine physicians and nurses at
primary care centers experienced the implementation and use
of digital communication in the form of automated patient
interviewing software and chat-based patient–provider
communication. Their findings indicated that the use of the
digital platform streamlined consultations with patients and
improved interdisciplinary communication. The study also found
that digitalization was perceived as essential because of the
expectations of patients and HCPs. However, their interviewees
acknowledged that digital communication did not suit all
patients and all kinds of patient requests, and thus, they
perceived the platform as only a partial solution [9]. Cajander
et al [7] studied a digital platform, which they called a

digitalized and automated patient-centric service, in their
research on how it affected work engagement among nurses in
a national telephone nursing service. They found that nurses
felt stressed by having to deal with many patients in parallel,
knowing that patients were waiting in the queue to chat with
them. As the chat function offered asynchronous
communication, the nurses spent time waiting for patients to
respond and checking over and over to see whether any patients
in parallel, ongoing conversations had responded while, at the
same time, a queue of new patients was piling up. Another
disadvantage highlighted by the nurses was the lack of feedback
from physicians and patients. This finding contrasts with the
findings of Entezarjou et al [9], who indicated that the digital
platform increased interdisciplinary communication and
streamlined patient consultations. However, it is not clear
whether the lack of feedback was because of the use of the
digital platform or whether this was also common in the ordinary
care routine before the implementation of the platform [7].
Another study [8] of the same platform, conducted at primary
care centers, indicated that written communication with patients
was perceived as more time consuming than communication
by phone. It also produced large amounts of text, which made
it more difficult to quickly scan information to get an overview
of patient concerns. These findings are also somewhat at odds
with the finding of Cajander et al [7] that nurses felt that written
communication with patients was less emotionally demanding.
The prime advantage of using the digital platform, according
to Eldh et al [8], was the possibility for patients to upload
photos, which reduced physical patient visits. Their findings
indicated that the system of automated triage facilitated response
and consultation with patients. They conclude that the HCPs in
the study lacked the resources needed to benefit from the
platform and settled upon different routines themselves, with
varied results [8].

The findings of the aforementioned studies indicate that several
intertwined factors rather than just the digital platform per se
affect the outcome in care practice. Thus, technology adaption
and implementation in primary care are not straightforward;
rather, it is a complex process that is affected by multiple factors
(technological, social, structural, historical, economic, and
political), different actors (HCPs, patients, next-of-kin,
management, and politicians), organizations, ecologies of
technologies, and core ideas (eg, patient safety, patient access,
and efficiency). These are interrelated and afford certain kinds
of care and working conditions while restraining others [10-12].
Past research shows that the implementation of this type of
digital platform is a complex process involving a wide range
of actors who translate means, actions, and objectives into care
practices in different ways [13] and do not always render the
expected effects [7]. Furthermore, early research on digital
implementation in health care has been accused of being rich
in data but information poor [10]. However, several theoretical
tools for comprehending and illuminating implementation
failures or successes have been developed [10,13-16]. One such
explanatory framework is the normalization process theory
(NPT) [15]. NPT identifies and explains the important
mechanisms that promote or inhibit the implementation process.
It allows for a systematic exploration of how and why (or not)
a digital health care platform becomes normalized and sustained
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in health care practice. NPT “characterizes and explains
implementation processes as interactions between ‘emergent
expressions of agency’ (i.e. the things that people do to make
something happen, and the ways they work with different
components of a complex intervention to do so); and as
‘dynamic elements of context’ (the social-structural and
social-cognitive resources that people draw on to realize that
agency)” [17]. Other theoretical frameworks that have been
used to better understand the implementation processes
concerned with digital technologies in health care are the Rogers
[18,19] diffusion of innovations theory and the technology
acceptance model [20,21]. Although the latter is primarily
concerned with the characteristics at the individual level that
affect individuals’ intentions to use the technology, the former
attempts to connect the macro level to the micro level or context
of use. However, although the Rogers [18,19] diffusion of
innovation theory considers the context, it does not account for
the dynamics of the context in the way that NPT does.

Aims and Objectives
This paper adds to the growing body of research on digital
platforms in primary care and the understanding of how to
facilitate implementation. We seek to explore whether and how
a digital platform becomes part of the everyday primary care
practice and the mechanisms involved in its implementation.
NPT pays attention to what work people do, or need to do, for
complex interventions to become a normal part of everyday
work [15,16]. Therefore, in this paper, we explore whether and
how the constructs of NPT are visible in the implementation of
a digital platform in Swedish primary care and whether the use
of NPT offers additional insights into more inductive
approaches.

Methods

Overview
This study is part of a large project on the impacts of
digitalization on the working environment of primary HCPs
when transforming traditional primary care practices into
combined digital and physical care practices. As part of the
project, this qualitative study explores, through interviews and
observations, the implementation process of a digital patient
management platform in regard to NPT [15].

Theoretical Framework: NPT
NPT [15,17] is a middle-range theory that goes beyond
identifying barriers to and facilitators of a specific
implementation and focuses on the means by which people,
individually and together, act and try to configure an
implementation process. NPT describes four constructs that
shape an implementation process: coherence, which is the extent
to which an innovation is understood as meaningful, desirable,
and practicable; cognitive participation, which is the enrollment
of key individuals to drive the implementation of the innovation;
collective action, which is the work that operationalizes the
innovation into practice; and reflexive monitoring, which is the
ongoing process of adjusting and appraising the innovation to
sustain routines [17].

Our motive for using NPT is that the theory offers a way of
understanding how HCPs individually and mutually engage in
or foresee engagement with a digital platform in primary care
and how specific organizational and social norms and values
are being invented or reinvented in the interactions with the
digital platform and other people [17,22,23]. As such, it allows
for the anticipation of and reflection on the implications of
technology implementation in practice to ensure informed
implementation, use, and the governance of digital primary care
solutions.

The Setting
The provision of health care in Sweden is the responsibility of
the 21 autonomous health care regions, the largest of which are
the region of Stockholm, region of Västra Götaland (including
the city of Gothenburg), and region of Skåne (including the city
of Malmö). The regions ensure the universal provision of health
care to the citizens of the regions through the direct ownership
of clinics and hospitals or by means of contracting with private
providers. Most hospitals are publicly owned by the regions,
whereas approximately 40% of primary care providers are
private. Most private primary care providers are owned by larger
companies that run chains of primary care clinics.

In 2019, Sweden spent approximately 11% of the Gross
Domestic Product on health care (compared with the
Organization for Economic Cooperation and Development
average of 8%). Health care is funded primarily by means of
regional income taxes (approximately 82% of total health care
expenditure). Approximately 15% of the overall spending is in
the form of out-of-pocket expenditures, largely because of user
fees for health care and cost sharing with respect to
pharmaceuticals. Only a small, albeit increasing, portion of the
total health care spending goes to private health insurance.

Our study focuses on HCPs employed at Albra, a primary health
care center in Sweden (the health care center, the digital
platform, the company, and interviewees are anonymized. The
names Albra, Wolf, and company D are thus fictitious). It has
approximately 40 employees representing different health care
professions. These physicians, nurses, psychologists,
rehabilitation coordinators, and health care administrators
provide care to approximately 10,000 patients, which makes
Albra an average-sized Swedish primary care center. Albra has
a team-based approach with close collaboration between
different HCPs. Similar to many other primary care centers in
Sweden, Albra uses a nurse-based triage of patient errands. This
means that the first point of contact is a nurse, who, during the
telephone conversation, assesses whether the patient needs to
see a physician or another HCP in the team. Primary care nurses
in Sweden are both registered nurses and nurses with specialist
competence in primary care (district nurses). District nurses can
prescribe some medications, such as topical steroids and
antihistamines, usually after an in-person assessment. In addition
to a varying number of remote patient contacts (usually by
phone) and other patient-related administrative tasks, physicians
usually meet between 10 and 20 patients daily, with visits
varying between 15 and 45 minutes depending on the type of
visit (emergency or planned follow-up of chronic diseases).
These patients are often triaged by the first-contact nurses before

JMIR Form Res 2022 | vol. 6 | iss. 2 | e30527 | p. 3https://formative.jmir.org/2022/2/e30527
(page number not for citation purposes)

Frennert et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


the booking. Primary and secondary care use different electronic
medical records, and patients have limited access to medical
information from their records by accessing a national platform
called 1177 with a bank ID.

Albra was struggling with long patient queues and a stressful
work environment, especially for nurses who were answering
patients’ phone calls. Therefore, in December 2019, the
management and staff decided to implement a digital health
care platform known as Wolf, in an attempt to address these
problems. The purpose of the implementation was to increase
patient accessibility, improve resource use, and decrease the
workload for HCPs (primarily nurses).

The Platform
The digital platform, Wolf, was developed in Sweden in 2016
by people with backgrounds in health care to support work and
patient management in primary and outpatient care. The platform
has been widely implemented by private and public primary
care centers in Sweden. It is also used in Norway, the Czech
Republic, Poland, and England.

The purpose of the platform is to improve medical quality,
resource use, and patient experience. In contrast to traditional
Swedish primary care routines, the platform enables digital
patient contact. Through the platform, patients can initiate
contact with the health care center digitally instead of through
phone calls. First, patients enter their symptoms and receive
automated questions depending on their responses. The patient
data are compiled as a medical report and communicated to the
health care center via the platform. At the health care center, a
nurse enters the platform, reads the medical report, and allocates
the patient matter to appropriate health care personnel for
attendance. Thereafter, communication and patient meetings
take place either synchronously or asynchronously in the form
of digital (video or chat) or physical meetings with different
categories of HCPs.

Data Collection
The collected data covered the initial phase of implementation
and its outcomes. The data were collected using the following
settings:

• Two half-day observations during the HCP training sessions
with the digital platform provider

• Observation at a formal workplace meeting in which the
HCPs could comment and reflect on the platform together
with colleagues and management

• Qualitative interviews with HCPs (N=11)
• A qualitative interview with one of the main initiators and

developers of the platform

All 3 observations were conducted by a researcher who sat in
the 2 training sessions and the workplace meeting. The observed
personnel were aware of the researcher’s identity and the reason
for her presence. Notes were taken during all 3 observations.
The notes were rewritten and added to the analysis.

The interviewees were recruited and interviewed by one of the
authors. Data collection took place between January 2020 and
June 2020. Each participant was interviewed individually by
phone or video call because of the current COVID-19 pandemic.

The interviews averaged 40 minutes and were digitally recorded
and transcribed in full for in-depth analysis. The interview
questions were directed at eliciting the views and experiences
of Wolf and its implementation. They were asked to describe
the implementation process and their role in it, how they learned
about the digital platform and how to use it, their expectations
about how the platform would affect their everyday practice,
and how they then experienced the digital platform and its effect
on their work.

Analysis
Our analytical emphasis was on the meanings our interviewees
gave to the digital platform, its implementation, and its perceived
effect on their work. The constructs of NPT (ie, coherence,
collective participation, collective action, and reflexive
monitoring) served as a framework for identifying the work and
meanings that the HCPs associated with the embedding and
integration of the digital platform into everyday care practice
[15]. According to NPT, an innovation is likely to become
successfully integrated if (1) those affected by it and its
implementation understand and agree on its adaption and
usefulness in practice (coherence), (2) those affected by it and
its implementation engage and commit to using the new
innovation (cognitive participation), (3) operational work is
done to enact the innovation as part of the practice (collective
action), and (4) those affected by it and its implementation
positively and continuously appraise the utility and usefulness
of the platform (reflexive monitoring) [15,17].

We reviewed all transcripts and highlighted all texts that
appeared to describe important issues related to the platform
and its implementation. All highlighted text was then coded
using an inductive approach [24] to identify themes. MM, GE,
and SF each coded the material independently, and the identified
themes were then discussed and scrutinized until consensus was
reached. Fifteen themes were identified: beneficial for patients,
assistance for nurses, as a supplement, close collaboration,
implementation champions, patient engagement, familiarity,
parallel work practices, new communication patterns, ease of
use, enhancingteamwork, relief and less distress, flexibility,
workarounds, and materiality.

After the coding, data for each theme were examined to
determine whether the categories of NPT described by May et
al [15,17] were present.

Themes that could not be coded into one of these NPT categories
were coded under another label that captured the essence of
individual and collective actions and the mechanisms involved
in the implementation. We compared the extent to which the
data were supportive of the constructs described by the NPT
versus how much they represented different mechanisms
involved in the implementation of the digital platform.

Ethics
According to the Swedish Ethical Review Act (SFS 2003:460)
[25], research that involves retrieval and handling of sensitive
personal data or is likely to cause physical and psychological
impact or in other ways harm the subjects is required to undergo
ethical review. Data regarding participants' race, ethnic origin,
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political opinion, religious conviction and the like, is considered
as having a sensitive character.

In the study presented in this article, no ethical approval was
required according to the Swedish Ethical Review Act (SFS
2003:460), as we did not ask interviewees about their own health
or other sensitive topics (see above what is considered as
sensitive data).

Participation was optional, and all participants provided written
consent. The participants were informed that they could
withdraw at any time, for any reason, or for no reason at all. To
guarantee anonymity, no names or places are mentioned in the
text. The researchers followed the guidelines on research ethics
issued by the Swedish Research Council [26].

Results

Overview
The group of 11 interviewees comprised 1 of the main initiators
and developers of the platform, 4 nurses, 3 physicians, 2
managers, 1 psychologist, and 1 rehabilitation coordinator from
the health care center. All participants were female, except for
2 of the physicians and the developer. They all provided rich
and often highly reflexive accounts of their experiences of, and
views about, the digital platform and its implementation. To

unpack these issues, we present their experiences and views
through the four constructs (coherence, cognitive participation,
collective action, and reflexive monitoring) described by May
et al [15,17]. We also present the theme of materiality, which
deviates from NPT constructs.

Coherence: Sense-Making Work HCPs Do When
Implementing the Digital Platform
The first construct in NPT is coherence. Coherence or
sense-making work refers to the process by which people give
meaning and value to a new practice instigated by the utility of
new technology and its implementation [15]. The sense-making
process starts as soon as the ideas of a new implementation
emerge. Thus, people not only make sense of an implementation
based on their experience of it but also draw on promises, hopes,
worries, and fears in regard to the new technology [27,28]. As
a result, before the implementation starts, people already have
ideas about what the technology is and how and whether it fits
into their worldview, habits, and work. These ideas are not fixed
and stable but are part of an iterative and collective
sense-making process. The analysis revealed that the
interviewees had a shared understanding of the aim of
implementing the digital platform. Important coherence-related
themes that emerged from the interview data were beneficial
for patients, assistance for nurses, and as a supplement (Table
1).
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Table 1. Overview: themes that adhered to the normalization process theory (NPT) constructs and the theme that deviated from the NPT.

ExcerptsNPT constructs and subthemes

Coherence

“That it becomes easily accessible for the patients, that they can contact us when it isn’t...when we aren’t
open, but rather when it suits them...that it is a way for them to reach us” [rehab coordinator 1]

Beneficial for patients

“First, to make the nurses’ situation easier—it is onerous for them to sit long days on the phone dealing
with a lot of tasks. So it was about giving them good tools for triage and more variety in their work
team.” [physician 3]

Assistance for nurses

“...the idea is that we should transfer as many tasks as possible, and those tasks that are appropriate...We
would like to shift as many as possible over to Wolf, but not everyone can use digital contacts, not ev-
eryone has that option, for various reasons. So the telephone will always be with us, that’s the way it
is.” [operations area manager]

As a supplement

Cognitive participation

“I think that the staff from Wolf who come to us, it is very...it feels very positive. They are deeply engaged
and able to answer questions and so on.” [psychologist 1]

Close collaboration

“We have had a physician here who has been positively disposed and sort of pulled us along. And I think
that it has been much easier to get underway, given that it has actually been one of the physicians that
has been the driving force.” [nurse 1]

Implementation champions

“I think it works really well. It’s actually been a positive surprise; I thought it would be much more dif-
ficult. But I think it has worked well. And the patients, sometimes they have doubts, but once they’re
used it, they feel very comfortable with it, and often come back to that approach.” [nurse 3]

Patient engagement

“I think it is very easy and very good. There are...the colours that are present are clear and good. And
the dialogue boxes and how you should...one needs...It is easy to understand, it is easy to immerse
yourself in it, so I think it’s great.” [nurse 2]

Familiarity

Collective action

“You have to set aside time for it. It takes time. As long as its entered in our time sheets, which we make
sure to do, then it goes well...Yes, but it has gotten more enjoyable in that it’s a change from sitting
talking on the phone.” [nurse 4]

Parallel work practices

“There are fewer disturbances for both nurses and physicians, given that asking advice from a colleague
involves a push of a button rather than having to run up two flights of stairs and knock on a door, and
then they would be busy and you’d have to do it again later. And a ton of similar bother.” [physician 3]

New communication patterns

Reflexive monitoring

“Over the years I’ve been working, there have been good and bad digital systems, so to speak, and they
don’t always make things easier, but I think that Wolf is one of the systems that actually facilitates the
work.” [physician 1]

Ease of use

“Yes, but a little more collaboration, I would have to add. We collaborated very well among ourselves
before as well, but it is a bit easier when you can write in the platform and you don’t have to hunt for
one another physically” [physician 2]

Enhancing teamwork

“When you are sitting talking on the phone, then...Wolf is not...It is not as burdensome in that way, because
you don’t have...You have the patients and patient contact, but you have it remotely. And in that way I
find that my work environment has become easier, that we have days when you don’t have quite so much
patient contact, and that is actually restorative. Having them remotely, to be able in some way...Even
though it’s patient contact, it’s not direct patient contact, and that’s great for our recovery.” [nurse 2]

Relief and less distress

“It has gotten a little easier compared to otherwise, when I am at home. Then it is indeed...Then I have
been able to do some of my job tasks from home rather than having to put them off until I am back in
the workplace, so it has made things a little easier for me.” [psychologist 1]

Flexibility

“...we are accustomed to not being [laughs] synchronised with all the systems there are, but what happens
is that we have to cope with this in a similar manner as we have done with certain systems before. So
it’s not actually a surprise to us, but it is clear that it adds an extra work step.” [care manager]

Workarounds

Deviation from NPT constructs

“Yes, I receive more data. Because in Wolf it is the patients who determine completely what they want
to reveal...or what you have on this questionnaire that I assume they are given for various symptoms
they have, that’s what I think. And then it’s guided by the questions you have, so to speak, while with
telephone contact I am the one who guides the actual questioning and zeroes in on the problem as
quickly as I can, naturally.” [nurse 3]

Materiality
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When asked about the expected benefits of using the digital
platform, the interviewees commonly mentioned the possibilities
of increased patient access, easier contact with and access to
patients, less time spent on phone calls, and nurses spending
less time trying to reach physicians for advice about patients
and their symptoms. The physicians particularly highlighted
the expected benefits for nurses: spending less time on the phone
with patients, tools for triage, and increased flexibility. The
nurses, on the other hand, particularly highlighted the expected
benefits for patients—spending less time trying to reach the
health care center by phone and having the option of contacting
it through the digital platform. The interviewees also had very
similar conceptualizations of how the digital platform and its
utility differed from existing practices. NPT emphasizes that
differentiation is part of the sense-making process, as it relates
to understanding how an innovation and its use will produce a
new practice and how the new practice differs from the existing
practice [15]. The idea of new practices resulting from the use
of the digital platform was welcomed by the interviewees. They
perceived that the platform would enable them to relocate some
of the work to patients, who would fill in their own symptoms
and medical history, answer the follow-up questions provided
automatically based on what the patients had filled in, and
upload pictures. The envisaged benefits of using the digital
platform include the digital platform collecting and providing
detailed information about patients, thus providing a foundation
for analysis and decision-making. This, together with the chat
and video functionality, was seen as more efficient than current
practices in which prospective patients generally contact the
Albra primary care center by phone.

Although the value and benefits of using the digital platform
were a positive fit with the interviewees’ worldview and
mindset, it is clear from their responses that they perceived the
platform as a supplement to the current practice, not as a
replacement for it. Many commented that the digital platform
provided new communication possibilities that suited some
patients but not all.

Cognitive Participation: Relationship Work That HCPs
Do to Build and Sustain a New Practice
It is not enough that people understand and have a coherent
view of a new practice. Practice will not change until people
take personal responsibility and are committed to
implementation. May et al [15] referred to this second construct
of NPT as cognitive participation. It concerns individual and
shared commitments and engagements in innovation and its
implementation [15]. We identified four themes that were
prominent for individual and mutual engagement and
commitment in the implementation: close collaboration,
implementation champions, patient engagement, and familiarity,
as shown in Table 1.

It is clear from the data that the digital platform was
implemented by the management in close collaboration with
the HCPs employed at the health care center. The decision to
implement it was taken by the management in close
collaboration with one of the physicians and some of the nurses,
who were all later trained to become implementation champions;
that is, persons who drive the implementation and assist

colleagues when they need help or encounter problems with the
platform) [29]. Furthermore, the platform and its utility in
practice were regularly discussed and scrutinized, both before
and during the implementation, during formal meetings between
the management and the employees, and during informal
meetings between colleagues. Frequent meetings fostered
commitment and engagement in the implementation. Moreover,
the implementation was conducted in close collaboration with
the platform provider. Initially, the platform provider presented
a digital platform to the management and a small group of
employees. Thereafter, the provider conducted half-day training
sessions with the HCPs. Hence, implementation was not left to
the management of the primary health care center or the HCPs
themselves; instead, it was approached as a joint venture with
the platform provider.

Interviewees commonly said that patient engagement with the
platform was crucial. According to NPT, legitimation (ie, beliefs
and ideas about whether HCPs feel that it is right for them to
be involved and whether the new practice corresponds to their
core values) is an important mechanism of cognitive
participation. Another factor that affected the interviewees’
engagement in the use of the platform was familiarity. The
familiarity of the user interface, as well as prior experience with
chat and videoconferencing, affirmed commitment to the
implementation as the interviewees had encountered
synchronous (video calls) and asynchronous (chat and photo
uploads) chats before. The interface and functionalities were
thus perceived as familiar and easy to use.

The familiarity of the functionalities, as well as the willingness
of HCPs and patients to use the platform, appear to have acted
as facilitators for cognitive participation. The interviewees, both
individually and together, engaged in the implementation by
taking part in the discourse on the positive effects of the
digitalization of health care and in feedback loops regarding the
platform, which were scheduled at regular meetings. The act of
articulating and rearticulating the benefits of using the platform
seemed to be an important source of cognitive participation and
a possible contributor to creating and maintaining commitment
and engagement in implementation.

Collective Action (Enacting Work): Operational Work
That People Do to Enact a New Practice
According to NPT, collective action is the third construct of
NPT [15]. Collective action refers to how a practice
operationalizes (or does not) an innovation. It includes the actual
work people do together and in relation to the implementation
and the confidence HCPs have as individuals and as a team in
the new practice. It also includes how work is outlined and
allocated and how innovation is incorporated into institutional
and social structures. The dominant themes related to collective
action were parallel work practices and new communication
patterns (Table 1).

When asked about how the digital platform was enacted in
practice, the interviewees commonly said that there was time
scheduled for nurses and physicians to work on the platform.
During scheduled platform time, both nurses and physicians
worked exclusively in the platform and did not take phone calls
or meet patients in person. Thus, using the digital platform
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became a parallel new work routine alongside the existing
routines; it became the supplement and enhancement to current
practice mentioned during the sense-making work. In most
cases, it was perceived as a change for the better. It enabled
variation in work tasks and provided a source of respite while
meeting the needs of patients at the same time.

Although the interviewees saw the benefits of the new working
routines, some also highlighted the disadvantage of parallel
work practices as the digital platform added to the complexity
of work tasks. However, concerns about the additional
complexity because of having one more system to attend to did
not seem to have a major negative effect on the use of the
platform. The data revealed that the interviewees felt confident
in using the platform and in enacting new routines. They felt
that they had received proper training and that they could receive
help, if needed, from colleagues (implementation champions).
Owing to the digital platform, they developed new patterns of
communication, both between colleagues and with patients.

The interviewees felt that communication had become more
efficient not only between different kinds of HCPs but also with
patients. Some patient requests could now be handled through
the digital platform, and automated triage, chat, video, and photo
uploads enabled HCPs to help patients without having to book
physical visits. The ability to use written communication
challenged the HCPs’ habits, and they needed to develop or
fine-tune their skills. This was a work in progress at the time
of the interviews. Nevertheless, the interviews revealed that the
platform had become embedded in everyday practice and ran
in synergy with old routines. The different HCPs worked
together with and through the platform. The transition from old
routines to new routines using the platform was well-supported
by the management, as the employees had scheduled time to
use the platform. The HCPs had the same responsibilities as
before (eg, the patient’s initial contact was with a nurse, who
decided whether he or she could attend to the patient’s request
or whether it should be forwarded to other HCPs). However,
they perceived the new system as allowing more efficient
communication with colleagues and patients.

Reflexive Monitoring: Appraisal Work HCPs Do to
Evaluate and Understand How a New Practice Affects
Them and Others
Reflexive monitoring refers to continuous judgments and beliefs
regarding innovation and new practices, its impact on
collaboration within the health care center, and its impact on
service quality and value for individual HCPs and management.
Reflexive monitoring also includes whether and how individuals
alter or suggest changes to a digital platform to enhance its
usefulness [15]. The dominant themes identified in the data that
related to reflexive monitoring were ease of use, enhancing
teamwork, relief and less distress, flexibility, and workarounds
(Table 1).

Reflexive monitoring is an ongoing process of continuous
interaction with other NPT constructs. It is not the last stage of
the implementation but a continual process that reinforces sense
making, commitment, and engagement, as well as how the
implementation is operationalized. During the time we

conducted the study, the interviewees had several positive
appraisals of the digital platform and its effect on their working
environment. A prominent theme was the ease of use. They did
not need to invest much time to understand how to use the
platform, which was perceived as easy to use with an intuitive
interface. The interviewees not only perceived the platform as
easy to use and understand but also praised it for enhancing
teamwork. Several of them mentioned that the platform enabled
and facilitated teamwork between different HCPs. The platform
did not configure them or negatively alter professional relations
with patients or other HCPs; it supported their professional
work, social roles, and responsibilities. The narrative of relief
and less stress was pervasive in nurses’ accounts of using the
platform.

Another positive appraisal regarding the platform was that it
allowed flexibility. It facilitates accessibility without
geographical boundaries (eg, HCPs can work from home, and
patients can see HCPs through video calls without physically
visiting the health care center). This type of accessibility was
important as the implementation was initiated early in the
COVID-19 pandemic. The platform was also perceived as
enabling flexibility in terms of which patients were requested
to handle and when. Nurses could go through the list of patient
requests and decide which ones needed urgent attention; which
they could handle themselves; and which needed to be forwarded
to a physician, psychologist, or other HCP. Another aspect
regarding flexibility was that the HCPs did not have to get hold
of the patients but could communicate via the platform at any
time, whereas the patient could read the message at a time
convenient for them. Thus, the platform extended accessibility
across time and space.

Although the general view of the platform was positive, the
interviewees also emphasized that the new routines required
some workarounds. For example, the digital platform was not
compatible with patients’electronic health care records (EHRs).
As a result, the nurses used two screens when working with the
digital platform: 1 for the EHR and 1 for the digital platform.
They needed to be able to see the patient’s medical history in
the patient health care record and compare it with the data in
the digital platform; they also needed to copy and paste data
from the digital platform into the patient health care records.
This, in turn, raised questions about how much data could just
be copied and pasted from the digital platform or whether
summaries were needed of the data that patients contributed by
answering automated questions and filling in forms. At the time
of our study, most of the interviewees said that they simply
copied and pasted data from the digital platform directly into
the EHRs. They noted that this approach resulted in the
scattering of patient data within patient health care records. The
alternative to copying and pasting would be to extract the data
collected in the digital platform; however, this would require
more work and thus reduce efficiency. However, the
copy-and-paste procedure may result in extra time having to be
spent comprehending the data in the EHRs and thus may have
a negative effect on patient safety in the long run. This was not
something that the interviewees mentioned; instead, the
workarounds were discussed during frequent feedback loops
with colleagues and the management. All were under the
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impression that this might be solved in the future or was
something they would have to adjust to.

Materiality
The materiality (ie, the characteristics) of the platform and how
it shaped and was shaped by the implementation cut across all
NPT constructs. In our analysis, we decided to split the
materiality theme from the NPT constructs as our understanding
of NPT is that it gives ontological priority to humans and social
structures (focusing on social mechanisms such as coherence,
cognitive participation, enactment, and reflexive monitoring),
whereas the materiality of the technology and the role and
significance of the technology in the implementation are
somewhat neglected. May et al [17] described the
implementation process as follows:

Whenever some new way of thinking, acting, or
organising is introduced into a social system of any
kind, it is formed as a complex bundle—or better, an
“ensemble”—of material and cognitive practices.

As described by May et al [17], the social and the material are
intertwined during the implementation, and it is hard to untangle
the bundle. In our analysis, the materiality of the platform did
not fit seamlessly into any of the constructs of NPT. Verbeek
[30] argues that human-technology relations expand beyond
mere functionality and use. To understand how humans and
technology coshape experiences and practices, one has to think
in terms of hybrids [30]. Here, hybrid refers to the way human
experience, perception, and practices result from elements of
technology and contexts (ie, technology mediates human
experience and practices). In our study, the HCPs communicated
with each other and with patients through the digital platform,
which mediated a different kind of communication (written
instead of oral and asynchronous instead of synchronous). The
platform was also used to collect data from the patient’s input,
asking automated follow-up questions based on the patient’s
answers. Consequently, the platform directed what kind of
questions the patient was given, resulting in automated triage.
Thus, the HCPs’ knowledge of the patients and what kind of
care they need was mediated through the platform and its
algorithms.

The materiality of the platform also affected how patients
contacted the primary health care center. They were free to
choose between different kinds of technologies. According to
the interviewees, patients used different logic to achieve
different goals; for example, patients with sexually transmitted
diseases or mental illnesses preferred to seek help through the
platform rather than by phone. Some patients made contact both
by phone and via the digital platform, as the materiality of the
technologies in practice enabled it. This, in turn, highlights that
materiality is closely connected to usability and how design
features are understood and used. However, Orlikowski [31]
has shown in her work that the material and the social cannot
be viewed separately as organizations, practices, people, social
relations, power relations, digital systems, and so on and are
interconnected [31]. In other words, materiality goes beyond
focusing on material properties such as design features and
interfaces. Furthermore, material properties are not stable entities
but are subject to interpretations, reinterpretations, negotiations,

and local adaptions [32]. Orlikowski [33] insists that it does not
matter if a technology can do X, Y, or Z; if people do not
perceive it as capable of doing X, Y, or Z, they will not use it,
and as a result, the technology will not change the way they
work [33].

What is interesting is that although the materiality of the digital
platform supported certain actions while constraining others,
the materiality of the platform and its mediating effect on
practice was not questioned by the interviewees, as technological
determinism reverberated in their accounts.

Discussion

Principal Findings
We used the constructs of NPT to make sense of our data and
generalize the findings. The NPT constructs were visible in the
data, and the theory helped us understand the important
mechanisms involved while embedding and integrating the
digital platform into everyday practice. NPT sheds light on the
mechanisms and dynamics of the implementation process in a
way that probably would not have been possible with
frameworks such as the diffusion of innovations theory and the
technology acceptance model or its derivatives [18,20,34]. Our
findings indicate that the platform became normalized into
everyday primary care routines. The work done before and
during the implementation involved several actors and actions.
The platform developers, who were clinicians, developed a
platform to solve problems they faced when managing patients
in everyday care practice. The development of the platform was
iterative and involved HCPs throughout the development
process. Thus, the problem and potential solutions were
anchored in health care practices and easily translated by HCPs.
Furthermore, the problem of inefficient patient management
that the platform was expected to solve is well-known, both to
HCPs and in society. As a result, it was readily accepted by
patients as well.

Throughout the implementation, the management involved their
employees, the HCPs (1) by initial presentations on and
discussion about the digital platform and its potential in practice;
(2) after the decision was made to implement the platform,
training sessions were run by the platform provider; (3) key
individuals were trained as implementation champions; (4) the
HCPs had scheduled hours when they could work uninterrupted
using the platform; and (5) there was ongoing discussion and
reflection on the platform at formal meetings.

The HCPs had an equally important role in embedding the
platform into everyday practice: (1) they interpreted digital
communication with patients as a meaningful addition to current
practice; (2) some took on the role of implementation champions
and fostered the involvement and engagement of their colleagues
by supporting them in their use of the platform and by an
informal discussion of the platform; (3) they enacted the
platform in current practice and communicated through the
platform with colleagues and patients; (4) they reinforced
organizational and social norms and values by praising the
system for enhancing teamwork, increasing patient accessibility,
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and being a source of respite; and (5) they found workarounds
to fit the platform into practice.

We perceived NPT and its constructs as beneficial as it helped
to deepen the analysis and move away from identifying barriers
to and facilitators of understanding general means for supporting
implementations. However, a problem we encountered with
using the constructs of NPT was related to presenting the data.
As the findings are presented sequentially, one can obtain the
impression that the implementation is a clear-cut, linear process.
However, it is an ongoing complex process, as pointed out by
Nilsen [10]. The constructs of NPT are intertwined and
interrelated, and the implementation is a continuous process
that reinforces sense making, commitment and engagement,
and operationalization and appraisal or configuration [15,17].
Translation studies show that translations are never completed
but continuously negotiated and renegotiated. Thus, an initially
successful implementation may turn into a failed or abandoned
implementation [35]. As the study presented in this paper
concerns only the first 6 months of the implementation, it is
difficult to know whether the actors will sustain their
involvement and engagement with the platform and whether
the system will become a sustainable part of everyday care
practice.

A perceived drawback with NPT, as we understand it, is that it
gives ontological priority to humans and social structures while
the materiality of the technology is relegated to the background.
However, the materiality of technology should not be neglected
as every digital health care innovation designs certain kinds of
care and working conditions or at least certain ways of providing
care [36]. In our study, the materiality of the platform enabled
communication between HCPs and both patients and colleagues
across time and space (asynchronous communication without
geographical boundaries). The platform required patient input,
and the patient was guided through automated questions and
forms. As a result, the platform not only stores and transmits
information but also transforms the patient data process by
automated triaging. Consequently, the patient’s experiences of
health and sickness are enacted and reproduced through the
platform and its algorithms. As such, the platform has
performativity and affects the HCPs’ understanding of the
patient’s medical status and, in turn, the care given. Thus, the
platform, the patients, the HCPs, and the social contexts they
are part of are entangled and coconstitutive of each other
[31,37]. In other words, the platform and its materiality (eg,
which actions and decisions it enables vs constrains) affect
knowledge and power dynamics in primary care and, as a result,
shape and mediate relations among HCPs, patients, and the
health care center. This, in turn, raises ethical questions such

as which norms and values are embedded in the platform and
its algorithms. Further research is needed on the ethical
dimensions of the platform and the effects of the platform’s
performativity.

Limitations of the Study
It is difficult to generalize about digital platform
implementations in primary care and their effects on HCPs’
working conditions from a small-scale exploratory study such
as this. However, as the constructs of NPT were used to make
sense of our data, we identified reasons why the digital platform
became embedded and integrated into the practice we studied
and what health care organizations can do to support the
implementation of digital health care platforms. Long-term
research at multiple sites may be valuable to test and validate
our findings, as well as to identify mechanisms promoting or
inhibiting sustainable implementation.

As the data collection and analysis were guided by the
theoretical framework of NPT, we may have been blinded by
the theory and thus failed to identify aspects of implementation
that are not described by NPT. In an attempt to avoid this, we
first analyzed the data using an inductive approach, searching
for themes emerging from the data. After that, we deductively
tested whether the NPT constructs were visible in the data.

Conclusions
Changing primary care practices from patient consultations by
phone and physical visits to digital communication and
automated patient assessments allows for increased patient
accessibility across time and space. At the same time, digital
solutions in primary care challenge current care practices and
affect the working routines of HCPs. In this paper, we have
shown how a digital health care platform became embedded
and integrated into care practice as the HCPs perceived it as
beneficial. They were also actively involved in the
implementation, had scheduled hours for working with patients
through the platform, and had ongoing support from
management and implementation champions. Furthermore, the
platform and its materiality (eg, which actions and decisions it
enables vs constrains) shaped and mediated relations among
HCPs, patients, and the health care center. The findings imply
that implementation outcomes for changing work practices do
not rely only on microlevel actions and engagements, as shown
by the NPT analysis. Implementations also depend on
interrelations with macrolevel conditions such as the current
COVID-19 pandemic (eg, physical distancing) and the dominant
discourse on digitalization as a prerequisite for efficiency and
accessibility. This, in turn, circles back and influences
microlevel actions and engagements.

Acknowledgments
AFA Insurance has provided funding for the research. The authors would like to thank the individuals and primary health care
centers who generously shared their time and experience for this study.

Conflicts of Interest
The research was conducted in the absence of any commercial or financial relationships that could be construed as a potential
conflict of interest.

JMIR Form Res 2022 | vol. 6 | iss. 2 | e30527 | p. 10https://formative.jmir.org/2022/2/e30527
(page number not for citation purposes)

Frennert et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


References

1. Penedo FJ, Oswald LB, Kronenfeld JP, Garcia SF, Cella D, Yanez B. The increasing value of eHealth in the delivery of
patient-centred cancer care. Lancet Oncol 2020;21(5):e240-e251 [FREE Full text] [doi: 10.1016/S1470-2045(20)30021-8]
[Medline: 32359500]

2. Moerenhout T, Devisch I, Cornelis GC. E-health beyond technology: analyzing the paradigm shift that lies beneath. Med
Health Care Philos 2018;21(1):31-41. [doi: 10.1007/s11019-017-9780-3] [Medline: 28551772]

3. Westerlund T, Marklund B. Community pharmacy and primary health care in Sweden - at a crossroads. Pharm Pract
(Granada) 2020;18(2):1927 [FREE Full text] [doi: 10.18549/PharmPract.2020.2.1927] [Medline: 32477436]

4. Bengtsson U, Kjellgren K, Hallberg I, Lindwall M, Taft C. Improved blood pressure control using an interactive mobile
phone support system. J Clin Hypertens (Greenwich) 2016;18(2):101-108 [FREE Full text] [doi: 10.1111/jch.12682]
[Medline: 26456490]

5. Erlingsdóttir G, Petersson L, Jonnergård K. A theoretical twist on the transparency of open notes: qualitative analysis of
health care professionals' free-text answers. J Med Internet Res 2019;21(9):e14347 [FREE Full text] [doi: 10.2196/14347]
[Medline: 31573905]

6. Andreassen M, Hemmingsson H, Boman IL, Danielsson H, Jaarsma T. Feasibility of an intervention for patients with
cognitive impairment using an interactive digital calendar with mobile phone reminders (RemindMe) to improve the
performance of activities in everyday life. Int J Environ Res Public Health 2020;17(7):2222 [FREE Full text] [doi:
10.3390/ijerph17072222] [Medline: 32224975]

7. Cajander Å, Larusdottir M, Hedström G. The effects of automation of a patient-centric service in primary care on the work
engagement and exhaustion of nurses. Qual User Exp 2020;5(1):9. [doi: 10.1007/s41233-020-00038-x]

8. Eldh AC, Sverker A, Bendtsen P, Nilsson E. Health care professionals' experience of a digital tool for patient exchange,
anamnesis, and triage in primary care: qualitative study. JMIR Hum Factors 2020;7(4):e21698. [doi: 10.2196/21698]
[Medline: 33315014]

9. Entezarjou A, Bolmsjö BB, Calling S, Midlöv P, Milos Nymberg VM. Experiences of digital communication with automated
patient interviews and asynchronous chat in Swedish primary care: a qualitative study. BMJ Open 2020;10(7):e036585
[FREE Full text] [doi: 10.1136/bmjopen-2019-036585] [Medline: 32709650]

10. Nilsen P. Making sense of implementation theories, models and frameworks. Implement Sci 2015;10:53 [FREE Full text]
[doi: 10.1186/s13012-015-0242-0] [Medline: 25895742]

11. Best A, Greenhalgh T, Lewis S, Saul JE, Carroll S, Bitz J. Large-system transformation in health care: a realist review.
Milbank Q 2012;90(3):421-456 [FREE Full text] [doi: 10.1111/j.1468-0009.2012.00670.x] [Medline: 22985277]

12. Greenhalgh T, Papoutsi C. Studying complexity in health services research: desperately seeking an overdue paradigm shift.
BMC Med 2018;16(1):95 [FREE Full text] [doi: 10.1186/s12916-018-1089-4] [Medline: 29921272]

13. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services
research findings into practice: a consolidated framework for advancing implementation science. Implement Sci 2009;4:50
[FREE Full text] [doi: 10.1186/1748-5908-4-50] [Medline: 19664226]

14. Tabak RG, Khoong EC, Chambers DA, Brownson RC. Bridging research and practice: models for dissemination and
implementation research. Am J Prev Med 2012;43(3):337-350 [FREE Full text] [doi: 10.1016/j.amepre.2012.05.024]
[Medline: 22898128]

15. May C, Finch T. Implementing, embedding, and integrating practices: an outline of normalization process theory. Sociology
2009;43(3):535-554. [doi: 10.1177/0038038509103208]

16. May CR, Finch TL, Cornford J, Exley C, Gately C, Kirk S, et al. Integrating telecare for chronic disease management in
the community: what needs to be done? BMC Health Serv Res 2011;11:131 [FREE Full text] [doi:
10.1186/1472-6963-11-131] [Medline: 21619596]

17. May C. Towards a general theory of implementation. Implement Sci 2013;8:18 [FREE Full text] [doi:
10.1186/1748-5908-8-18] [Medline: 23406398]

18. Rogers EM. Diffusion of Innovations. 4th Edition. New York: Simon and Schuster; 2010.
19. Putzer GJ, Park Y. Are physicians likely to adopt emerging mobile technologies? Attitudes and innovation factors affecting

smartphone use in the Southeastern United States. Perspect Health Inf Manag 2012;9(Spring):1b [FREE Full text] [Medline:
22737094]

20. Davis FD. Perceived usefulness, perceived ease of use, and user acceptance of information technology. MIS Q
1989;13(3):319-340. [doi: 10.2307/249008]

21. Holden RJ, Karsh BT. The technology acceptance model: its past and its future in health care. J Biomed Inform
2010;43(1):159-172 [FREE Full text] [doi: 10.1016/j.jbi.2009.07.002] [Medline: 19615467]

22. Murray E, Treweek S, Pope C, MacFarlane A, Ballini L, Dowrick C, et al. Normalisation process theory: a framework for
developing, evaluating and implementing complex interventions. BMC Med 2010;8:63 [FREE Full text] [doi:
10.1186/1741-7015-8-63] [Medline: 20961442]

JMIR Form Res 2022 | vol. 6 | iss. 2 | e30527 | p. 11https://formative.jmir.org/2022/2/e30527
(page number not for citation purposes)

Frennert et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://europepmc.org/abstract/MED/32359500
http://dx.doi.org/10.1016/S1470-2045(20)30021-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32359500&dopt=Abstract
http://dx.doi.org/10.1007/s11019-017-9780-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28551772&dopt=Abstract
http://europepmc.org/abstract/MED/32477436
http://dx.doi.org/10.18549/PharmPract.2020.2.1927
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32477436&dopt=Abstract
https://doi.org/10.1111/jch.12682
http://dx.doi.org/10.1111/jch.12682
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26456490&dopt=Abstract
https://www.jmir.org/2019/9/e14347/
http://dx.doi.org/10.2196/14347
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31573905&dopt=Abstract
https://www.mdpi.com/resolver?pii=ijerph17072222
http://dx.doi.org/10.3390/ijerph17072222
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32224975&dopt=Abstract
http://dx.doi.org/10.1007/s41233-020-00038-x
http://dx.doi.org/10.2196/21698
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33315014&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=32709650
http://dx.doi.org/10.1136/bmjopen-2019-036585
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32709650&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-015-0242-0
http://dx.doi.org/10.1186/s13012-015-0242-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25895742&dopt=Abstract
http://europepmc.org/abstract/MED/22985277
http://dx.doi.org/10.1111/j.1468-0009.2012.00670.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22985277&dopt=Abstract
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-1089-4
http://dx.doi.org/10.1186/s12916-018-1089-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29921272&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-4-50
http://dx.doi.org/10.1186/1748-5908-4-50
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19664226&dopt=Abstract
http://europepmc.org/abstract/MED/22898128
http://dx.doi.org/10.1016/j.amepre.2012.05.024
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22898128&dopt=Abstract
http://dx.doi.org/10.1177/0038038509103208
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-11-131
http://dx.doi.org/10.1186/1472-6963-11-131
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21619596&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-8-18
http://dx.doi.org/10.1186/1748-5908-8-18
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23406398&dopt=Abstract
http://europepmc.org/abstract/MED/22737094
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22737094&dopt=Abstract
http://dx.doi.org/10.2307/249008
https://linkinghub.elsevier.com/retrieve/pii/S1532-0464(09)00096-3
http://dx.doi.org/10.1016/j.jbi.2009.07.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19615467&dopt=Abstract
https://bmcmedicine.biomedcentral.com/articles/10.1186/1741-7015-8-63
http://dx.doi.org/10.1186/1741-7015-8-63
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20961442&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


23. O'Reilly P, Lee SH, O'Sullivan M, Cullen W, Kennedy C, MacFarlane A. Assessing the facilitators and barriers of
interdisciplinary team working in primary care using normalisation process theory: an integrative review. PLoS One
2017;12(5):e0177026 [FREE Full text] [doi: 10.1371/journal.pone.0177026] [Medline: 28545038]

24. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: concepts, procedures and measures to achieve
trustworthiness. Nurse Educ Today 2004;24(2):105-112. [doi: 10.1016/j.nedt.2003.10.001] [Medline: 14769454]

25. Act (2003: 460) on ethical review of research involving humans. Swedish Parliament. 2003. URL: https://www.riksdagen.se/
sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2003460-om-etikprovning-av-forskning-som_sfs-2003-460
[accessed 2022-02-17]

26. Good research practice. Swedish Research Council. Stockholm: Swedish Research Council; 2017. URL: https://www.vr.se/
english/analysis/reports/our-reports/2017-08-31-good-research-practice.html [accessed 2021-08-01]

27. Borup M, Brown N, Konrad K, Van Lente H. The sociology of expectations in science and technology. Technol Anal
Strateg Manag 2006;18(3-4):285-298. [doi: 10.1080/09537320600777002]

28. Verbeek PP. Moralizing Technology: Understanding and Designing the Morality of Things. Chicago: University of Chicago
Press; 2011.

29. Miech EJ, Rattray NA, Flanagan ME, Damschroder L, Schmid AA, Damush TM. Inside help: an integrative review of
champions in healthcare-related implementation. SAGE Open Med 2018;6:2050312118773261 [FREE Full text] [doi:
10.1177/2050312118773261] [Medline: 29796266]

30. Verbeek PP. Cover story: beyond interaction: a short introduction to mediation theory. Interactions 2015;22(3):26-31. [doi:
10.1145/2751314]

31. Orlikowski WJ. The sociomateriality of organisational life: considering technology in management research. Cambridge
J Econ 2010;34(1):125-141. [doi: 10.1093/cje/bep058]

32. Mol A, Moser I, Pols J. Care: putting practice into theory. In: Mol A, Moser I, Pols J, editors. Care in Practice: On Tinkering
in Clinics, Homes and Farms. New York: Columbia University Press; 2010:7-26.

33. Orlikowski WJ. Using technology and constituting structures: a practice lens for studying technology in organizations.
Organ Sci 2000;11(4):404-428. [doi: 10.1287/orsc.11.4.404.14600]

34. Venkatesh V, Morris MG, Davis GB, Davis FD. User acceptance of information technology: toward a unified view. MIS
Q 2003;27(3):425-478. [doi: 10.2307/30036540]

35. Callon M. Some elements of a sociology of translation: domestication of the scallops and the fishermen of St Brieuc bay.
Sociol Rev 1984;32(1_suppl):196-233. [doi: 10.1111/j.1467-954x.1984.tb00113.x]

36. Bijker WE, Hughes TP, Pinch T. The Social Construction of Technological Systems, Anniversary Edition: New Directions
in the Sociology and History of Technology. Cambridge: MIT Press; 2012.

37. Barad K. Meeting the Universe Halfway: Quantum Physics and the Entanglement of Matter and Meaning. Durham: Duke
University Press; 2007.

Abbreviations
EHR: electronic health care record
HCP: health care professional
NPT: normalization process theory

Edited by A Mavragani; submitted 18.05.21; peer-reviewed by C Callahan, H van Marwijk; comments to author 02.10.21; revised
version received 21.10.21; accepted 06.01.22; published 22.02.22

Please cite as:
Frennert S, Erlingsdóttir G, Muhic M, Rydenfält C, Milos Nymberg V, Ekman B
Embedding and Integrating a Digital Patient Management Platform Into Everyday Primary Care Routines: Qualitative Case Study
JMIR Form Res 2022;6(2):e30527
URL: https://formative.jmir.org/2022/2/e30527
doi: 10.2196/30527
PMID:

©Susanne Frennert, Gudbjörg Erlingsdóttir, Mirella Muhic, Christofer Rydenfält, Veronica Milos Nymberg, Björn Ekman.
Originally published in JMIR Formative Research (https://formative.jmir.org), 22.02.2022. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in JMIR Formative
Research, is properly cited. The complete bibliographic information, a link to the original publication on https://formative.jmir.org,
as well as this copyright and license information must be included.

JMIR Form Res 2022 | vol. 6 | iss. 2 | e30527 | p. 12https://formative.jmir.org/2022/2/e30527
(page number not for citation purposes)

Frennert et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

https://dx.plos.org/10.1371/journal.pone.0177026
http://dx.doi.org/10.1371/journal.pone.0177026
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28545038&dopt=Abstract
http://dx.doi.org/10.1016/j.nedt.2003.10.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14769454&dopt=Abstract
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2003460-om-etikprovning-av-forskning-som_sfs-2003-460
https://www.riksdagen.se/sv/dokument-lagar/dokument/svensk-forfattningssamling/lag-2003460-om-etikprovning-av-forskning-som_sfs-2003-460
https://www.vr.se/english/analysis/reports/our-reports/2017-08-31-good-research-practice.html
https://www.vr.se/english/analysis/reports/our-reports/2017-08-31-good-research-practice.html
http://dx.doi.org/10.1080/09537320600777002
https://journals.sagepub.com/doi/10.1177/2050312118773261?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%3dpubmed
http://dx.doi.org/10.1177/2050312118773261
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29796266&dopt=Abstract
http://dx.doi.org/10.1145/2751314
http://dx.doi.org/10.1093/cje/bep058
http://dx.doi.org/10.1287/orsc.11.4.404.14600
http://dx.doi.org/10.2307/30036540
http://dx.doi.org/10.1111/j.1467-954x.1984.tb00113.x
https://formative.jmir.org/2022/2/e30527
http://dx.doi.org/10.2196/30527
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

