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Abstract
Background: The purpose of the study was to contribute to research and practice on how the use and exchange of
knowledge can facilitate change in health care, specifically methods supporting managers. The study also aimed to
investigate barriers related to governance principles that may affect organizational ability to improve quality of care.
To achieve the purpose, the study followed a project of hospital-based home rehabilitation after a stroke at a hospital
in Norrbotten County, Sweden.
Methods: Seven individual interviews were performed to obtain information from the project members and the
managers involved in the project. A group interview with the team and their immediate manager were conducted
after the project ended. A thematic analysis was performed to identify and present patterns that formed the results of
the study.
Results: The study shows how knowledge was identified, gathered, used, and disseminated in the project. The
analysis pointed out how knowledge played an important role from two perspectives: in evidence-based practice in
rehabilitation work and for change management. Knowledge exchange and learning across organizational boundaries increased the pace, efficiency, and effectiveness, but collaboration on knowledge, in the sense of joint activities
based on a common purpose, only took place within the rehabilitation work. Furthermore, there were indications that
governance principles, such as the distribution of financial responsibility and the requirements for official recommendations, influenced the pace of change.
Conclusions: It was shown that the exchange of knowledge and collaboration can facilitate change in health care,
but that communication needs to be planned and prioritised. Readiness for change was the basis for the success of
the project and for ensuring commitment among those involved. There is also a need for the management to understand how governance principles may affect the efficiency of change work.
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Background
As a result of technological development, an aging population, and better treatment of diseases, health care institutions worldwide are calling for change to achieve higher
quality and efficiency, and Swedish health care is no
exception; however, many such initiatives fail and greater
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knowledge of both successes and failures is needed [1]
Furthermore, there is uncertainty about how the change
work has contributed to better care due to a lack of adequate evaluations [2]. There are also requirements that
care should be based on evidence-based practice (EBP),
meaning that the professionals weigh their own expertise with the best available scientific knowledge and the
patient’s situation, experiences, and desires when deciding on treatment and efforts [3]. Despite the increased
use of EBP, patients do not always receive the most effective treatments, resulting in a need to reduce the gap
between what has proved to be effective and what is actually practised [4]. Research on change and improvements
of quality in health care has developed in recent decades
in research topics such as Improvement Science [2, 5–7]
and Implementation Science [4, 8, 9]. The change work
can have different purposes; implementing published evidence where effectiveness is assumed, testing a method
or intervention that is known to be effective in other contexts, or initiating new methods or interventions where
the effects are unknown [10].
Regardless of purpose, change means that employees
need to be involved in the process as change challenges
the pursuit of stability [1, 11–13]. To achieve higher
quality and efficiency in care, change work, therefore,
needs to be a natural part of daily work [5]. This means
that change management and learning in the organization come into focus where the goal is to achieve shared
understanding and joint action [14]. The identification,
gathering, and use of various forms of knowledge, as well
as knowledge exchange between employees and organizations, is, therefore, important for efficient change work.
Knowledge can be defined as “justified personal beliefs”
and be divided into tacit or explicit knowledge. Another
way to distinguish knowledge is about “know what”,
“know how”, and “know why”. Knowledge would be seen
as an asset for the organization and should therefore be
managed efficiently to support change, decision-making,
and learning [15]. The use of knowledge would also be
seen as a two-way process between relevant stakeholders
aimed at translating knowledge into action [16].
To increase the probability that the change work will
be successful and lead to higher quality for the patients,
knowledge of how to achieve organizational readiness for
change is essential, i.e., a combination of shared determination and belief in the ability to effect change. The
higher the level of readiness, the more likely new initiatives will be taken [11]. Taking employees’ own initiatives
into account can increase the possibility of a successful
change [12]. To ensure that the actors concerned will
participate, three interdependent conditions must be
met: expectation, motivation, and commitment [13]. In
summary, change is thus facilitated if the actors have the

opportunity to influence the change, feel prepared for it,
and understand the benefits for the patients [1].
However, change management in the public sector has
been affected by governance principles derived from the
private sector [17], as well as those that emphasise hierarchy and formal authority [18]. But these principles
have been questioned for inconsistencies [19], for example, performance measurement focusing on quantifiable indicators can mean that non-quantifiable aspect of
care is ignored, as the saying “what gets measured gets
done.” Another example is that the decentralisation of
responsibility for finance and operations has increased
the requirements for the accountability of managers
[20, 21]. The use of a business-like discourse and profit
centres within the organization may conflict with the
pursuit of collaboration in processes [22]. On the other
hand, a structured approach for how to initiate and manage change can give managers a sense of control [23] and
experts can support the process of change [24–26]. Introducing processes and methods that have proven effective
elsewhere can also facilitate change [9, 27]. Additionally, access to knowledge of outcomes of patient care and
improvements is a valuable source for learning [5, 6, 28,
29].
Furthermore, managers need to know how to promote collaboration between actors and organizations to
facilitate the change work and the exchange of knowledge [30–32]. As several organizations and professions
often are involved in the chain of care, there is a need
for coordinating knowledge exchange to reduce the fragmentation for patients with the need for higher levels of
care [12, 33]. By identifying something that can act as a
bridge in handovers between actors and organizations (a
boundary object), coordination and knowledge exchange
in different action nets can be facilitated [21, 34, 35].
The sharing of knowledge in an interprofessional team is
assumed to increase the quality for patients [36], but different professional logics can hinder this endeavour, for
example, if one profession’s values and priorities dominate the collaboration in the team [37]. There is also a
risk that team members feel torn between the team and
the workplace, while, as time goes on, a team tends to
become more autonomous [38].
Early supported discharge and rehabilitation at home
after a stroke

It is well known that stroke is one of the major causes for
disability and mortality in Sweden, as it is in most industrial countries [39, 40]. Strokes are characterised by a
sudden start and often followed by limitations in the performance of daily living activities [41]. The view of rehabilitation has been expanded to find strategies for how
individuals solve tasks in a specific environment [42] and

Karlsson and Nordström BMC Health Services Research

(2022) 22:216

Page 3 of 11

suggests that interventions should shift towards more
home rehabilitation [43]. The patient’s perspective of
home rehabilitation after a stroke shows that early home
rehabilitation in a sparsely populated area influences the
person’s ability to return to the life they lived before the
stroke [44].
The Swedish Agency for Health Technology Assessment and Assessment of Social Services (SBU) concluded
that early supported discharge and rehabilitation at home
with an interprofessional team is recommended for
patients with minor to moderate symptoms after a stroke
because it typically results in fewer deaths and reduced
care time and long-term dependence on assistance [45].
The National Board of Health and Welfare (SoS) in Sweden establishes national guidelines for diseases and conditions that affect many people and requires significant
resources. The purpose is to support decision-makers in
resource allocation. The new guidelines recommended
people with mild to moderate symptoms after a stroke to
have their rehabilitation at home, either performed by a
rehabilitation team from the hospital (prioritised) or by
individual care providers from the municipality or primary care [46]. National quality registers with information on medical interventions, procedures, and outcomes
contribute to change work and follow-up evaluations
of national guidelines [29]. One of the registries is the
National Quality Registry for Stroke [47].
Considering that stroke is one of the most common
diseases in the world and hospital-based home rehabilitation is prioritised in the Swedish national guidelines,
studying the process of introducing the new guidelines
from a management perspective can facilitate change
management. Following a project from start to end can
also increase the understanding of the use of knowledge
and collaboration in different phases of the change work.
In parallel with this study, an interview study was conducted of how the patients experienced the rehabilitation
at home [44].

diseases or who recently suffered a stroke. The project
involved two of the municipalities and the purpose was
to test stroke rehabilitation at home by a hospital-based
rehabilitation team. The project aimed to test an organization for the rehabilitation team and to develop procedures for the rehabilitation work and collaboration with
actors involved in the chain of care.
The project was carried out from September 2017
to August 2018 and was planned in the spring of 2017
alongside regular work. After the project period, home
rehabilitation after a stroke was introduced in the regular
operations that covered all four municipalities. The rehabilitation team consisted of a physiotherapist, an occupational therapist, a hospital social worker, and a nurse; two
of these individuals applied to be a member of the team,
while the other two were assigned to the team because of
their current work with stroke patients. Their immediate
manager served as the project manager and a physician
acted as a medical expert.

Research purpose

The purpose of the study is to contribute to research and
practice on how the use and exchange of knowledge can
facilitate change work in health care, specifically methods
supporting managers. The study also aims to investigate
barriers related to governance principles that may affect
organizational ability to improve quality of care.

Methods
Research setting

The project took place at one of five hospitals in Norrbotten County in Sweden. The hospital covered four
municipalities with about 33,000 inhabitants in 2019 and
provided health care to persons with heart and geriatric

Participants and data collection

A qualitative approach was decided. Individual interviews were performed to obtain information from the
individuals involved in the project. A group interview
with the rehabilitation team and their immediate manager was chosen to complement the individual interviews
and create a dynamic interaction between the participants to capture common aspects of the change work.
The rehabilitation team of four persons had between
7 and 18 years of experience in their profession and the
three managers had between 8 and 25 years of experience as a manager. For the ease of the reader, the term
‘respondent’ is used when statements come from an individual interview, and ‘participant’ is used when the statements refer to the group interview.
The individual interviews were performed in the spring
of 2018 and the group interview in the fall of 2019. All
individual interviews were conducted by the first author,
while both authors were present in the group interview.
The schedule and purpose of the project were discussed
with and verified by the immediate manager several
times. The individual interviews were semi-structured
and lasted between 25 to 85 min, while the group interview lasted approximately 120 min. The interviews were
audio-recorded and transcribed verbatim.
The individual interviews were divided into two parts
(see interview guide in the appendix in Supplementary
material). The first part concerned the project with questions inspired by the framework known as the Knowledge-to-Action process, which comprises activities to
identify and use knowledge and aims to facilitate the
exchange of knowledge between relevant stakeholders
leading to action [16]. The second part of the interviews
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concentrated on the use of knowledge in general. The
interviews with the managers followed the same structure but the dialogue in Part 1 was focused on project
management. The group interview covered the same
topic as the individual interviews in Part 1.

repeated several times before the final analysis matrix
was determined. An example from the analysis can be
seen in Table 2.
A summary analysis was conducted on how the
knowledge required for the rehabilitation work was
linked to the need for knowledge in change work. The
group interview intended to confirm the interpretation of data from the individual interviews. First, the
participants concluded what happened after the individual interviews. Thereafter, the first author presented
the interpretation of the interviews, followed by questions to the participants. The second author presented
the interview study with stroke patients [44], which in
turn led to a deeper discussion about knowledge use in
evidence-based practice.
To ensure the trustworthiness of data, the authors
repeatedly discussed the interview guide and the
interpretation and analysis of the interviews. The first
author made the initial analysis, and, in several meetings with the second author, the analysis was discussed
and gradually improved until a consensus was reached.
In addition, the first author was well acquainted with
research on quality and change work, and the second
author was well versed in research on health care processes. Both authors had extensive experience working
in administrative and senior positions, as well as in project management.

Analysis

Thematic analysis was used for the identification,
analysis, and presentation of patterns within the collected data [48]. The data set includes all instances in
the interviews that concern the project (Part 1) and
refer to the topic of knowledge use. The Knowledge-toAction process comprises activities for identifying and
using knowledge [16], which determined the choice of
labels for the themes. As a start, the transcripts were
read to acquire an overall sense of the content and find
examples of the respondent’s views on knowledge. The
analysis was conducted in four steps, see Table 1. The
first step intended to sort the statements into the two
predefined themes: identifying sources of knowledge
and using the knowledge. In step 2, the statements were
read and analysed without predefined headings to distinguish which sources of knowledge were mentioned.
Step 3 intended to determine when the knowledge was
identified and used. The Knowledge-to-Action framework [16] emphasize the importance of knowledge
exchange between relevant stakeholders, which determined step 4 in the analysis. The analysis process was

Table 1 The analysis process and results of the analysis
Steps in the analysis process

Results of the analysis

Step 1: Sort the statements into two predefined themes.

Identifying sources of knowledge

Step 2: Distinguish which sources of knowledge the respondents referred
to.

Professional knowledge and experiences
Results of the rehabilitation and patient experiences
Official documents and national statistics
Contextual documents
Other hospitals procedures and experiences

Step 3: Determine when the knowledge was gained.

Before project start
During the project period
After project end

Step 4: Search for signs of exchange of knowledge.

Within the rehabilitation work
For managing the project
With external parties

Using the knowledge

Table 2 Example from the analysis of the individual interviews
Statement:

“We could see that in their home, it was completely different, and that
the patient managed it [the rehabilitation] better than in the hospital”.

Step 1: Sort the statements into two predefined themes.

Identifying sources of knowledge

Step 2: Distinguish which sources of knowledge the respondents referred to.

Professional experiences

Step 3: Determine when the knowledge was gained.

Before project start

Step 4: Search for signs of exchange of knowledge.

Within the rehabilitation work (with patient)
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Results
Respondents in the individual interviews described,
through illustrative examples, of how they identified,
gathered, used, and disseminated knowledge before, during, and after the project period. The sources of knowledge mentioned in the statements were professional
knowledge, both tacit and explicit, official documents
such as the national guidelines and nationwide statistics, contextual documents such as procedures, budget,
and follow-up, individual and summarized results of the
rehabilitation and patient experiences, and knowledge
obtained from actors at other hospitals. The statements
also show that the use of knowledge can be described
based on the questions why, what, and how.
Furthermore, the respondents’ statements revealed
several examples of how they collaborated within the
team, with colleagues, with the patient, and with external
actors. While the statements of the team members and
the managers mostly agreed with one another, the differences were visible in the details: the managers’ statements focused on planning and following up, while the
team members’ statements described their roles in the
team and the patient work in-depth. The group interview
illuminated what happened after the project ended.
The overall analysis of the interviews is presented
under four headings that represent different perspectives
on how knowledge was handled: identifying sources of
knowledge, gathering the identified knowledge, using the
knowledge, and collaborating on knowledge. Representative examples of quotes illustrate the analysis.

denied by the top management, partly due to a lack of
funding; therefore, knowledge of budget and staffing was
crucial before deciding on the organization. However, the
postponed start was considered positive, as the project
could start at a more appropriate time for the hospital
without considering external stakeholder requirements.
The need for new procedures was expressed. Information from other hospitals working with home rehabilitation, together with local procedures, was identified as a
starting point for administrative procedures, including
assessment tools. In response to why home rehabilitation
had not started earlier despite successful attempts from
other hospitals, respondents said that old habits were
difficult to change and that there were no official recommendations. However, the participants in the group
interview thought that the project would have started
soon anyway because the preparations had been going on
for a long time.

Identifying sources of knowledge

A large part of the respondents’ statements focused
on what knowledge they identified as important. All
respondents were clear about the purpose and each person explained why the project was initiated using almost
the exact same wording. A team member said: “We could
see that in their home, it was completely different, and
that the patient managed it [the rehabilitation] better
than in the hospital.”
Statistics was an important impetus to the project.
The respondents referred to follow-ups that showed that
the population in the hospital area had a greater proportion of cardiovascular diseases than other hospitals.
The respondents also mentioned that the hospital had
shown good results in the quality register for stroke, but
there had been shortcomings in the rehabilitation after
discharge. The respondents highlighted that the management’s decision of how to organize home rehabilitation was based on the SBU report and the preliminary
national guidelines. The first attempt to get permission
to start a project about a year before the actual start was

Gathering the identified knowledge

The identified knowledge was gathered both before and
during the project period and continued after the project ended. Team members’ own experiences can be
described as tacit knowledge visible in the examples from
everyday life before, during, and after the project period.
The main knowledge sources for the decision to start
the project were the report from SBU and the preliminary national guidelines. Another important knowledge
source was a regional conference on geriatric care. As it
was common knowledge that home rehabilitation had
been performed for a long time at a hospital in the nearby
region, employees from the hospital were invited to present their organization and procedures.
After the decision to start the project, team members
visited a hospital to observe colleagues conducting the
rehabilitation work. Team members also came in contact
with another hospital and had an e-meeting with them.
All documents received were adapted to local conditions
by the team. When asked how they validated the information, the members clarified that they copied, tested,
and changed the procedures as needed. Team meetings
were held regularly to share experiences of the rehabilitation work and improve procedures. An important procedure was the use of assessment tools, and the results
were compiled at the end of the project and presented to
the management. A manager stated: “It is probably very
important that we continue to follow up and measure
and think about what we do.”
The team members’ work with the patients was based
on their knowledge and experience of rehabilitation at
the hospital and the rehabilitation, which was considered
essentially the same when performed at home. To update
personal knowledge of stroke, a skills improvement
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course, as well as opportunities to work with more experienced colleagues, were offered. In the group interview,
participants expressed a need for increased opportunities to continue education, participate in temporary work
at other hospitals, and search for new knowledge for
inspiration.

the increased attention. The respondents stated that the
information they received from other hospitals was crucial in the planning phase, but they admitted that they
did not repay the service.
In the group interview, participants were asked how
the outcomes of the project could benefit evidence-based
practice and person-centred rehabilitation in general,
but they said they had not reflected on it. However, they
believed the research projects were interesting. Participants were also asked if patients could be involved in
improvement work, and they deemed it an interesting
idea.

Using the knowledge

The identified and gathered knowledge, as well as the
tacit knowledge and the team members’ previous experience of rehabilitation, were used to manage the project
and to share the knowledge with relevant actors. The
respondents stated that the patient’s knowledge of their
own situation and their goals for recovery were considered essential knowledge when planning the rehabilitation. This knowledge was transferred to the home
environment and resulted in a rehabilitation plan. The
individual assessment and follow-up during and after the
rehabilitation period was used to plan the patient’s further rehabilitation and to improve the procedures. The
respondents were pleased with the outcomes, which had
reinforced their perception that rehabilitation at home
was beneficial for the patients, but as a team member
said, “when we started, the idea that patients would be
discharged earlier was difficult to communicate with
other professionals [involved in the care of the patient].”
On a question regarding the future, the team members
stated that they wanted the team to continue and that
the knowledge gained was important to preserve and
disseminate, but the interviewed managers were vague
in their comments and only referred to finances. In the
group interview, it was mentioned that the reported outcomes were an important impetus for the management’s
decision to introduce the method in regular work.
Dissemination of knowledge before, during, and after
the project period was considered very important. Information was provided to hospital staff and employees in
the municipalities on several occasions. However, the
team members were self-critical, explaining that they
could have devoted even more time to information activities before the project started to avoid misunderstandings and opposition, but were unable to do so partly
due to the tight schedule. A team member thus recommended the following to other hospitals: “Inform everyone affected or who may be affected. Have information
material for different target groups.”
Furthermore, the respondents were uncertain about
the interest from other hospitals. As a manager said, “I
wish they were a little more curious about what we are
doing.” However, after the top management decided to
introduce home rehabilitation at the other hospitals,
the team members’ experiences were requested. Receiving the improvement scholarship also contributed to

Collaborating on knowledge

The analysis of signs of collaboration revealed that it was
obvious that many professionals were involved either in
the project or in the rehabilitation work. The respondents
described how they exchanged knowledge through contacts within the project, within the rehabilitation work,
and with other partners.
Within the rehabilitation work

The patient was considered to be the most important person to collaborate with in order to achieve the patient’s
goals. A manager reflected on this power relation in the
interview, explaining that “You are the manager in your
own home.” The respondents stated that because the hospital was small with short decision paths, collaboration
with employees and managers in different departments
and with the various health centres and municipalities was uncomplicated. A team member said: “I think it
is easier to understand each other and use each other’s
skills in a small hospital.” However, a need for improved
collaboration on the patient’s rehabilitation plan before
discharge was also mentioned.
For managing the project

The respondents were asked which persons they considered most important for the realisation of the project.
The team mentioned the managers, while the managers’
opinion appeared in the following quote: “It was the commitment and enthusiasm of the staff that made it possible
to start.” One factor for success mentioned by the managers was that the team members were handpicked based
on their expressed interest. The managers pronounced
the importance of involving the employees early on in
change work, but since the top management rejected the
project the first time, the employees’ commitment was
put on hold.
The team members showed a great commitment to the
work in the team and explained how the procedures and
weekly meetings were crucial for knowledge sharing. As
a team member mentioned: “We have a team meeting
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every week, but that is not true, we meet almost every
day.” Over time, the respondents stated that their individual experiences had become common knowledge, which
facilitated collaboration and the opportunity to replace
each other when needed.
A physician acted as a medical expert to the team and
administrative employees were consulted to some extent,
but specially appointed facilitators did not participate
in the project. One reason for this lack of participation
was due to feelings of doubt about what skills the experts
could provide. However, the collaboration with scholars was considered important to gain knowledge about
evidence-based methods for evaluation. The immediate manager acted as a project manager and the other
two managers were regularly informed of the project’s
progress.
With external parties

Especially important were the contacts with another hospital’s employees who were already working with home
rehabilitation, mediated by a former employee. Other
information activities concerned, for example, actors in
municipalities and politicians. A desire to collaborate
with the other hospitals in the region was expressed. As
a team member said: “Twice a year, all hospital social
workers in the region meet in joint working groups.
There you have the opportunity to talk about this [stroke
rehabilitation].” The respondents also expressed the idea
that knowledge gained could be translated to other hospitals and other patient groups.
Sources of knowledge and their use in health care change
work

The project aimed to test how to organize the rehabilitation team and develop new procedures for the rehabilitation in the patient’s home. The analysis of the interviews
showed that knowledge use played an important role in
achieving the aim: (1) in evidence-based practice in the
rehabilitation work, and (2) in change management when
introducing the new method.
Evidence‑based practice

The interviews showed that the care of the patients was
based on a deep knowledge of what researchers consider
to be effective rehabilitation after a stroke and based
on the national guidelines, professional experiences of
stroke rehabilitation, and the patient’s own knowledge
and goals; that is, an evidence-based practice. Available
resources provided the framework for the organization
of rehabilitation. An assessment of the patient’s recovery
provided knowledge for improvements in the rehabilitation work. The outcomes of the patient group gave impetus to future improvement efforts.
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Change management

The analysis also showed how knowledge was identified, gathered, used, and disseminated in the project. The
knowledge used for project management were contextual such as statistics, procedures, and resources, official
documents, and information from other hospitals. The
follow-up procedures and outcomes became important
for the decision-makers and for disseminating knowledge to various stakeholders. After the project period,
systematic improvement work was introduced. Thoughts
of how to apply the knowledge gained to other contexts
were expressed but not yet implemented. Figure 1 summarises how different sources of knowledge were used in
the change work.

Discussion
The study shows that the identification, gathering, use,
and dissemination of knowledge took place in two mutually dependent parts of the change work — (1) the use
of evidence-based practice in rehabilitation for stroke
patients and (2) the management of the project — but
it also shows that the link between the two parts was
quite weak. This emphasizes that capacity and capability
for change need to be built at all levels in the organization and points out the need for systematic collection of
knowledge about care outcomes in daily work.
To facilitate change, management needs to have knowledge of organizational readiness for change [1, 11]. To
investigate these conditions among the actors, we applied
the conditions for creating organizational action: expectation, motivation, and commitment [13]. Expectations
for the introduction of the new method were built up
over a long period of time through external contacts. The
official documents confirmed the scientific basis, provided guidance for management decisions both locally
and centrally, and raised further expectations among
actors. The appointment of team members according to
their stated interest or current work increased motivation. Mutual commitment and confidence in the team’s
ability to manage the project developed as the team
became more autonomous. Disseminating experiences
and receiving the improvement scholarship contributed
to the enthusiasm. In summary, all the prerequisites for
success were found among those directly involved in the
project. However, a readiness for change was not obvious
among the other actors affected, which may be attributed
to the fact that old habits can be difficult to change, as
one manager said.
In addition, the study shows that barriers due to governance principles may affect the pace of change. The
disaggregation of units and decentralisation of financial
accountability may delay change and hindering collaboration in processes and knowledge exchange [12, 19–22].
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However, since the project was carried out within a unit,
the project manager did not have to negotiate resources
with other managers, but this also pointed out the
problem of budgeting rules within the hospital. Hesitancy among top management due to no demands from
authorities indicate insufficient readiness for change
which can delay changes even if there is knowledge of
applications at other hospitals [11, 18, 19]. Information
about outcomes was crucial for politicians, top management, and other actors affected. Early planning for a
structured collection of patient care outcomes and learning about improvements in one’s own and other organizations would therefore facilitate future change work [2,
5, 7, 9, 27–29].
The study showed that the exchange of knowledge and
learning across organizational boundaries increased the
pace, efficiency, and effectiveness of the change work
[30–32]. But collaboration on knowledge, in the sense of
joint activities based on a common purpose, only took
place within the rehabilitation process. The exchange
of knowledge related to the project was not mutual and
mostly took place through temporary informal contacts.
The support of experts can contribute to improved quality of the change work, but the choice of organization
(e.g., in central staff or support function) may hinder
efficient use [21, 25, 26]. Formalised and planned collaboration in networks and projects can both legitimise
and promote knowledge exchange [22, 38]. Strategically organized and structured procedures for change

management and knowledge exchange, supported by
research, would also benefit managers [1, 4–7, 16, 23].
Continuous communication within the team contributed with tacit knowledge and ensured a common perspective in the rehabilitation work [36, 37]. Dividing
working time between the team and other tasks, facilitated communication with colleagues and reduced the
risk of the team becoming detached while maintaining
a professional identity, but it can also be perceived as
stressful for the employee [37, 38]. A need for support of
the exchange of knowledge in handovers over organizational boundaries was pronounced. Creating a plan that
includes rehabilitation throughout the chain of care can
thus facilitate collaboration and coordination between
actors, organizations, and the patient, thereby avoiding
disruptions in rehabilitation [12, 21, 34, 35].

Fig. 1 Sources of knowledge used in the project

Strengths and limitations

A mayor limitation was that the study was small and
examined a simple change project. This limitation influenced the choice of methods for collecting and analysing data to strengthen the findings. The study included
only seven participants, but information with sufficient
power is more important than the size of the sample [49].
Accordingly, all the directly involved persons in the project were interviewed. The respondents’ experiences due
to their profession, as well as our choice of semi-structured interviews that challenged the respondents’ beliefs,
were expected to reduce the limitation and contribute
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to the relevance of the study. The main strength of the
study was the participants’ view of the project in their
own words and that the statements correspond to the
other participants’ statements. Another strength was that
a model for the use and exchange of knowledge inspired
the interview guide and the analysis process [16]. Situational factors such as the characteristics of the participants, the project, and the context were described. The
analysis process was validated with the criteria proposed
by Braun and Clark [48] and is described in steps to help
the reader to evaluate the results. To further strengthen
the findings, participants were invited to a meeting for
participant validation [50]. The authors’ acquaintance
with qualitative research and their different experiences
of research and practice contributed to a heterogeneous
perspective on change management in health care. To
facilitate transferability, a description of the context was
provided. Furthermore, the authors had no relation to the
specific project and participants.

tion of outcomes placed great demands on team
members to know how to find relevant channels.

Conclusion
The study followed a project of introducing hospitalbased home rehabilitation after a stroke. The study shows
how knowledge was identified, gathered, used, and disseminated in the project. The study intended to contribute to research and practice regarding methods in
supporting managers. Although the project can be considered a success, some lessons might be considered for
future projects:
• Repeatedly ensure that information is received and
understood by all actors affected by the change.
Although the hospital was small with both informal
and formal communication channels, respondents
said they did not provide enough information to
ensure readiness for change among other actors in
the chain of care.
• Plan for a systematic gathering of knowledge about
patient care outcomes and results of change work,
including both failures and successes. Reliable information was an important basis for the decision on
introducing the method at other hospitals in the
region. However, knowledge of how to measure the
efficiency of the specific change was lacking, which
could impede other changes that may contribute to
lower costs.
• Facilitate for change agents to use expert knowledge.
Personal knowledge of expert competence was lacking and contributed to a lower demand for support.
• Facilitate collaboration on knowledge in networks
and projects (e.g., within a profession and between
interprofessional teams). Informal temporary contacts for knowledge exchange and the dissemina-

In addition, there were indications in the interviews
of some issues related to governance principles that
may affect change management. Demands for financial responsibility and scientific evidence delayed the
introduction of the new rehabilitation method, which
indicates that management should be aware that governance principles can affect the possibility of achieving higher quality and efficiency [19]. The study also
showed that there was an organizational readiness for
change among the actors directly involved before the
project was decided, but not among the top management. This indicates the importance of being ready for
change at all organizational levels. Building up expectations about improvements that are not realised can
contribute to reduced motivation and commitment,
thus affecting future change work.
Furthermore, a greater understanding is needed of
how the exchange of knowledge can facilitate change
and how governance principles might counteract this
effort. This could be achieved through increased collaboration between different research themes and with
practitioners in health care.
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