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Abstract
Background Quality improvement collaboratives (QICs) are used extensively to implement quality improvement 
in healthcare, and current research is demonstrating positive yet varying evidence. To interpret the effectiveness 
results, it is necessary to illuminate the dynamics of QIC implementation in specific contexts. Using Scandinavian 
institutionalist translation theory as a theoretical framework, this study aims to make two contributions. First, we 
provide insights into the dynamics of the translation processes inherent in QIC implementation. Second, we discuss 
the implications of the translation processes as experienced by participating actors.

Methods We used empirical data from a qualitative case study investigating the implementation of QICs as an 
approach to quality improvement within a national Danish healthcare quality program. We included two diverse QICs 
to allow for exploration of the significance of organizational complexity for the translation processes. Data comprised 
qualitative interviews, participant observation and documentary material.

Results Translation was an inherent part of QIC implementation. Key actors at different organizational levels 
engaged in translation of their implementation roles, and the QIC content and methodology. They drew on different 
translation strategies and practices that mainly materialized as kinds of modification. The translations were motivated 
by deliberate, strategic, and pragmatic rationales, contingent on combinations of features of the actors’ organizational 
contexts, and the transformability and organizational complexity of the QICs. The findings point to a transformative 
power of translation, as different translations led to various regional and local QIC versions. Furthermore, the findings 
indicate that translation affects the outcomes of the implementation process and the QIC intervention. Translation 
may positively affect the institutionalization of the QICs and the creation of professional engagement and negatively 
influence the QIC effects.

Conclusion The findings extends the current research concerning the understanding of the dynamics of the 
translation processes embedded in the local implementation of QICs, and thus constitute a valuable contribution to a 
more sustainable and effective implementation of QICs in healthcare improvement. For researchers and practitioners, 
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Background
Deficiencies in the quality of healthcare and the risk 
providing low-quality patient treatment continue to be 
of significant concern as evidence documenting gaps 
between actual and recommended clinical practices con-
tinues to accumulate [1–3]. As a consequence, consider-
able emphasis has been placed on improving healthcare 
through the implementation of evidence-based practices, 
and policymakers and healthcare leaders seek effective 
approaches to improve healthcare processes and, ulti-
mately, patient outcomes [1–3]. The quality improvement 
collaborative model (QICs) is one approach that has 
become extensively used for quality improvement and 
implementation of evidence-based practices in health-
care [2–6]. Although different approaches exist, the best-
known version is the Breakthrough Series Collaborative 
Model developed in the United States by the Institute 
for Healthcare Improvement (IHI). In this model, a QIC 
is a bottom-up-driven approach consisting of a learn-
ing collaborative of multidisciplinary-assembled teams 
of professionals from different organizational sites, that 
cooperate within and across teams to improve healthcare 
processes and outcomes for a targeted area of care [6, 7].

The scientific evidence of QICs’ effects generally shows 
positive, but varying results. A recent systematic review 
concluded that QICs were largely effective in reaching 
their stated aims, with 83% claiming improvement in at 
least one of the outcomes addressed [5, also 3, 4, 6]. How-
ever, in the QIC literature, there has only been limited 
attention to the processes of implementation of QICs, 
including how QICs work in specific settings. This chal-
lenges the interpretation of effect results in terms of the 
scope and boundary conditions for successful QIC imple-
mentation [2, 5, 6, 8, 9].

Recently, a small number of studies have begun to 
extend our insights into the nature of QIC implementa-
tion (e.g. [9–14]). Among studies focusing on factors that 
contribute to successful QIC implementation, Wilson et 
al. (2003) [10] found that critical determinants of QICs’ 
effects include the selection of a topic compatible with 
organizational needs; multidisciplinary assembled qual-
ity improvement teams (QI teams); and the support of 
senior organizational leaders. Dückers et al. (2009) [13] 
found that support from change agents, e.g., in arranging 
group meetings and facilitating the use of QIC methodol-
ogy, positively influenced the number of changes made by 
QIC teams. Other studies have focused on specific parts 
of QIC implementation. For example, Shaw et al. (2012) 

[11] investigated how the QICs shaped local quality 
improvement efforts by offering a way of disseminating 
healthcare innovations through multidisciplinary col-
laboration and learning. These studies provide important 
insights regarding QIC implementation; yet they tend to 
treat QICs as a universal approach with predefined, fixed 
elements. This way, implementation is presented as a lin-
ear process in which the QIC intervention is expected to 
uniformly “trickle down” in and across local contexts as a 
one-size-fits-all approach [9, 15, 16].

Broer et al. (2010) [9] applied a more dynamic approach 
by investigating how the QIC content and improvement 
measurements developed during implementation. They 
found a translation of the focus of the QIC and showed 
how the selected quality measurements shaped the 
improvement initiatives and affected the actors involved. 
Stoopendaal and Bal (2013) [17] investigated the prac-
tices required to enable and sustain QIC improvements. 
They found that the QIC goals were not accomplished 
linearly, but rather were shaped by various translation 
processes and depended highly on local negotiations. 
With these results, the studies point to the increasing 
acknowledgment that intervention effects are context-
dependent and that interventions during their imple-
mentation are translated to fit the local contexts [18–21]. 
Thus, to understand the outcomes of QICs and similar 
interventions, empirical research is needed that extends 
our understanding of the translation processes embed-
ded in the implementation of QICs in local contexts, and 
their implications [4–6, 9, 14, 17, 22, 23].

Against this backdrop, the present paper aims to make 
two contributions. First, we provide insights into the 
dynamics of the translation processes inherent in QIC 
implementation. Second, we discuss the implications of 
the translation processes as experienced by participat-
ing actors. Our findings may contribute to promoting a 
more sustainable and effective use of QICs in healthcare 
improvement and thus to more effective investment in 
quality improvement. Theoretically, we draw on trans-
lation theory, which offers an analytical perspective to 
illuminate the context-specific translation processes and 
practices inherent in QIC implementation [24–26]. Our 
empirical data derives from a qualitative case study inves-
tigating the use of QICs within a Danish national pro-
gram for quality in healthcare [27].

this highlights translation as an embedded part of the QIC implementation process, and encourages detailed 
attention to the implications of translation for both organizational institutionalization and realisation of the expected 
intervention outcomes.
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Theoretical framework: implementation as 
translation
Our theoretical framework draws on Scandinavian neo-
institutionalist translation theory, which was developed 
to advance understanding of the spread of organizational 
ideas, concepts, and practices [24, 25, 28, 29]. Within this 
theoretical perspective, translation is about transforma-
tion, as translation refers to the process “(…) in which 
ideas and models are adapted to local contexts as they 
travel across time and space” [24, 26]. Hence, traveling 
organizational ideas, such as QICs, do not simply “trickle 
down” in a linear way when transferred from the source 
context to the recipient contexts. Instead, they are refor-
mulated and redefined every time they are implemented 
by organizations [16, 24, 26, 28–31]. Thus, with this theo-
retical framework, we understand implementation as a 
process of adaptation.

Translation theory is chosen as theoretical framework 
because of its clear emphasis on agency. Organizational 
actors are expected to intentionally influence the imple-
mentation of new ideas by translating them to their local 
organizational contexts [25, 26, 29–32]. Such an agency 
perspective fits the present paper’s ambition to examine 
the dynamics of the translation processes inherent in 
QIC implementation, and the implications of the trans-
lation processes as experienced by participating actors. 
Furthermore, the QIC approach is essentially a bottom-
up driven model designed to strengthen the role of health 
professionals in driving quality improvements. This calls 
for a theoretical perspective that focuses on how the pro-
fessionals implement and translate the QICs in their local 
context.

For the purpose of this paper, we rely on Røvik’s (2007, 
2016, 2019) [25, 33, 34] conceptual framework for the 
analysis of the translation of organizational ideas. In con-
trast to other translation scholars such as Latour (1986) 
and Sahlin-Andersson (1996), who primarily focus on 
identifying the actors facilitating translations between 
organizations, Røvik fits the aim of the present paper by 
drawing attention to the organizations’ contextualization 
of the traveling idea and thus the intra-organizational 
translation practices [35]. Particularly, we draw on three 
key aspects of Røviks conceptual framework: (1) intra-
organizational translation as a rule-based activity, (2) the 
contextual conditions influencing the translations, and 
(3) the implications of the translations for the outcome 
of the translated idea. Regarding the first, Røvik argues 
that intra-organizational translation is a rule-based 
activity guided by underlying modes and rules of trans-
lation. Translation mode refers to the specific strategy of 
the translation practice. It may reflect deliberate inten-
tions, but may also be taken for granted, echoing hab-
its, culture, and traditions in the organizational context. 
Translation rule refers to the organizational guidelines 

for the appropriate translation of the idea. They may 
be explicitly stated but are often implicit and expressed 
through practices [25, 33, 34]. A main argument is that 
some translation modes and rules lead to practically no 
transformation, while others can lead to profound trans-
formations of the traveling idea [25]. Røvik distinguishes 
between three different ideal types of translation modes: 
the reproducing, the modifying, and the radical mode. 
Each has its own characteristic rules of translation. In the 
reproducing mode, the recipient organization attempts 
to replicate (copying) the original idea. The modifying 
mode is a mix of replication and adjustment. Thus, it 
may involve toning down or subtracting (omission) some 
elements of the translated idea, and/or supplement-
ing the idea with additional elements (addition). Finally, 
the radical mode involves a significant transformation 
of the original idea (alteration) [25, 33]. Given the com-
plexity of the QIC intervention, we expect to identify 
the use of a mix of different translation modes and rules. 
We empirically examine to what extent these modes and 
rules follow identifiable patterns as suggested by Røvik, 
and whether the outcomes of the local translation pro-
cesses are unique or display some common features. In 
other words, whether translation leads to heterogeneity 
or homogeneity across local contexts.

Regarding the contextual conditions, translation pro-
cesses, including the use of translation modes and rules, 
are according to Røvik influenced by (1) features of the 
source context, meaning the translatability of the trans-
ferred idea; (2) the transformability of the translated idea, 
meaning the degrees of freedom that the translators have 
to interpret and make their own versions of the idea; and 
(3) features of the recipient context and its relationship 
to the source context, meaning characteristics of the 
recipient context and the degree of similarity between 
the recipient and source contexts [25]. Røvik specifies 
how the relations between the contextual conditions and 
the translations are complex. Thus, translation will typi-
cally be influenced by combinations of conditions and 
therefore translations will typically vary across different 
organizational contexts. Moreover, the contextual con-
ditions can be used both consciously and unconsciously 
by actors in the translation [25]. In relation to the QICs 
in our study, we expect that both characteristics of the 
QICs as translated ideas (e.g. their inherent leeway to co- 
or even self-determination of content and methodology) 
and characteristics of the regional and local contexts (e.g. 
managerial strategies, history and traditions, and avail-
able competencies and resources) may constitute influ-
ential contextual conditions for the intra-organizational 
translation practices. We empirically examine the com-
plexity of the relations between the translations and the 
contextual conditions influencing them.
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Finally, with respect to the implications of translation, a 
key point of Røvik’s framework is that translation makes 
a difference for the outcome of the translated idea. Thus, 
it may be possible to identify appropriate and less appro-
priate translations [25, 34]. For example, a translation can 
be so radical that the recipient version is hardly accepted 
as a translation [25]. However, Røvik does not further 
specify what constitutes appropriate and less appropri-
ate translation nor how much translation is acceptable. 
The appropriateness of the translation thus remains an 
empirical question.

Methods
The analysis was based on a qualitative case study investi-
gating the use of QICs within a Danish national program 
for quality in healthcare. The study applied a single-case 
design with two embedded sub-cases to investigate the 
complex and context-dependent translation processes 
[36–38].

Study setting
In 2015, the Danish government introduced a national 
healthcare quality program to support the continuous 
improvement of the entire healthcare system [27, 39]. The 
program introduced QICs as an improvement approach 
[27, 39, 40]. This political decision was based on differ-
ent policy objectives. The QICs were introduced to cre-
ate consistent quality improvement within clinical areas 
characterized by unsatisfactory quality, and as a pro-
posed solution for bridging the quality gap between best 
evidence and current practice. Furthermore, an objective 
was to introduce a bottom-up driven quality improve-
ment approach with local healthcare professionals setting 
the agendas, and driving the implementation [27]. The 
political decision to use QICs was fuelled by previous 
Danish experiences with the use of QICs and the success-
ful use of QICs internationally. Evidence-based discus-
sions of the effectiveness of QICs were rather absent in 
the decision-making processes, and the introduction of 
the QICs was not followed by a formal plan for a system-
atic evaluation of their implementation and effects [27].

Although the decision to apply QICs was made by the 
government and may be seen as an element in centraliz-
ing the quality improvement work in the Danish health-
care system, the five Danish regions were involved in 
developing the organizational set-up. A main motivation 
for this was to acknowledge the expertise of healthcare 
professionals and strengthen a bottom-up and network-
based approach to quality improvement, to accommodate 
an increasing dissatisfaction among healthcare profes-
sionals who had experienced heavy bureaucracy through 
previous approaches to quality improvement [27]. The 
QICs largely follow the structure of IHI’s Breakthrough 
Series Collaboratives [27, 40]. All QICs are implemented 

nationally across the five Danish regions and participa-
tion is mandatory. Each region is responsible for appoint-
ing local QI teams to participate in the QIC. The QI 
teams consist of employees and managers representing 
different professional groups and, if relevant, different 
hospital departments/municipal organizational units, 
jointly responsible for the improvement work. With 
exceptions, a ‘typical’ QIC involves QI teams from 15 to 
25 sites with 3–12 participants each. The overall topic of 
QICs is decided by a national steering committee while 
the QIC objectives, content, and measurements are 
defined and formulated in a project description by the 
national project management and a QIC expert com-
mittee of clinical experts and experts in quality improve-
ment. They are deliberately formulated in broad terms to 
provide space for the QI teams to specify improvement 
projects targeted to their local context, within the over-
all objectives. During QIC implementation, the QI teams 
engage in national learning sessions about best practices 
and improvement methods, and they share their experi-
ences of making local changes. Between learning ses-
sions, the teams work with their local QIC improvement 
projects and monitor their progress. They are supported 
by local and regional coordinators, such as consultants 
from quality departments at the hospital/municipal and 
regional level. The coordinators provide process facilita-
tion and training in QIC methodology as well as data to 
support progress assessment [27, 41]. The tasks and roles 
of the coordinators and QI teams are specified on a con-
ceptual and overall level in role descriptions, formulated 
at the national and in some regions, the regional levels.

Regarding QIC methodology, it was politically decided 
to apply an adjusted version of the IHI’s Breakthrough 
Series collaborative methodology as a common frame-
work for all QICs. This includes key components of the 
Model for Improvement, including Quality Improvement 
Charter, Driver Diagram and Plan-Do-Study-Act Cycles 
(PDSA) [7, 42]. Furthermore, it includes the qualitative 
assessment tool Model for Understanding Success in 
Quality (MUSIQ) [43] (see Table 1 for an overview of the 
framework).

Case selection
We included as sub-cases two QICs: ‘QIC on diabetes in 
children’ (QIC diabetes) and ‘QIC on upper femur hip 
fractures among 65 + aged patients’ (QIC fractures). This 
choice was based on a diverse case selection strategy to 
allow for the exploration of characteristics associated 
with the QICs that could be significant for their transla-
tion process [44, 45]. The variation primarily related to 
differences in organizational complexity. For example, 
the QI teams in QIC diabetes solely included profession-
als from pediatric hospital wards, whereas QIC fractures 
was inter-sectoral, comprising teams from both hospitals 
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and municipalities. Additionally, the QI teams’ compo-
sition of professionals varied. The teams in QIC diabe-
tes mainly consisted of pediatric doctors and nurses, 
whereas the QIC fracture teams involved a broader 
combination of professionals, including doctors, nurses, 
physiotherapists, occupational therapists, and care assis-
tants from various departments. We expected these QICs 
to provide different contextual conditions for translation 
and thus potentially lead to different translation practices 
and implications of these.

Data collection
Data included qualitative interviews, participant obser-
vation, and documentary material collected from spring 
2020 to autumn 2021. Qualitative interviews involved 39 
individual and focus group interviews with a total of 98 
employees and managers involved in the two QICs at the 

national, regional, and local level (see Table 2 for an over-
view of all conducted interviews). The interviews were 
conducted by video (n = 35) or in- person (n = 4) at a loca-
tion chosen by the informants1. They lasted 45–90 min, 
and were all conducted by the first author, who is an 
experienced social scientist and not affiliated with the 
implementation of the QICs. For all focus groups and 
individual interviews, a semi-structured interview guide 
with open-ended questions was used [46]. The interview 
guide was informed by the theoretical framework and 
addressed the informants’ role in the implementation 
process; their use and understanding of QIC methodol-
ogy; their definition and bounding of the QIC content; 
as well as experienced challenges and possibilities of the 
QIC approach. All interviews were digitally recorded, 
transcribed verbatim, and anonymized.

Participant observations included participation in 32 
meetings (approx. 60 h) central to the national, regional 
and local QIC implementation (e.g. national learn-
ing sessions, expert faculty meetings, regional network 
meetings, and local improvement team meetings). The 
observations provided insights into translation in prac-
tice. Field notes consisted of both descriptive information 
(factual data) and reflective information (thoughts, ideas, 
and questions) to support the analysis of the empirical 
data [47–49].

Finally, we collected documentary material (e.g. meet-
ing minutes and administrative and policy documents) to 
provide context information regarding the implementa-
tion process and central elements of QICs. Furthermore, 
the documentary material contributed to corroborating 
and augmenting the interview and observation data [38].

Data analyses
The empirical data was analyzed using reflexive thematic 
analysis [50, 51]. Informed by the three key aspects of 
Røvik’s conceptual framework(outlined in the theoreti-
cal framework section) and based on a preliminary test-
coding and analysis of partial data material, we decided 
to code our material in three broad theoretical codes 
focused on (1) translation practices (with three empirical 
sub-codes: content, methodology, and roles, representing 
the identified areas of translation); (2) contextual condi-
tions for translation; and (3) implications of translation. 
All data were coded by the first author using NVivo 12 
software (QSR International, Melbourne, Australia). The 
coded material was then read and analyzed in accordance 
with Røvik’s conceptual framework. We focused on what 
aspects of the QICs were translated, which types of trans-
lation modes and rules were applied, which rationales for 
translation were articulated, which and how contextual 

1  As data collection took place during the Covid-19 pandemic, the majority 
of interviews had to be conducted by video.

Table 1 Overview of QIC methods and tools
QIC methods and tools Description
Model for 
Improvement

Quality Im-
provement 
Charter

A guiding document that helps the 
QI team structure their improvement 
project and develop and communi-
cate their shared vision. The charter 
concretises the improvement project, 
including the goals and measures, 
and identifies the members of the 
improvement team.

Driver 
Diagram

A visual display of the QI teams’ the-
ory of what drives or contributes to 
the achievement of the aim of their 
local quality improvement project.

Plan-Do-
Study-Act 
cycles 
(PDSA)

A four-stage problem-solving model
to assist the QI team in implementing 
and adapting their ideas for change 
to practice in their specific context.

Model for Understanding Suc-
cess in Quality (MUSIQ)

A qualitative assessment tool 
designed to help the QI teams assess 
aspects of their organizational set-up 
and local context that may affect the 
success of their quality improvement 
project. It provides the opportunity 
to make adjustments to the project 
and support systems during the 
implementation period.

Table 2 Overview of interviews conducted (39 in total)
QIC Diabetes QIC Fractures

National project managers 1 (2)* 1 (1)

Regional coordinators 5 (5) 5 (6)

Local coordinators 5 (9) - **

Expert faculty 1 (3) 1 (5)

Expert faculty chairman 1 (1) 1 (1)

QI teams 8 (22) 10 (43)

In total 21 (42) 18 (56)
* Number of interviews (number of participants)

** Local coordinators in QIC Fractures participated in the focus groups with the 
QI teams
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conditions influenced the translations, and which impli-
cations the translations were experienced to have. During 
this analysis, different clusters of meaning (themes) were 
identified within each code. As a result, the code ‘transla-
tion practices’ was divided into two domains (translators 
and translation practices), each with a set of themes and 
in some cases sub-themes capturing different aspects in 
relation to the domain. The codes ‘contextual conditions’ 
and ‘implications of translation’ were split up and incor-
porated into the two domains. Throughout this analysis 
process, the domains and related themes were investi-
gated in relation to the theoretical framework and the full 
dataset to ensure validity, and the results were discussed 
among all authors. The final domains, themes, and sub-
themes and their connections are displayed in a thematic 
map (Fig.  1), and further described at the beginning of 
the results section below.

Ethics approval and consent to participate
The study was conducted in accordance with the Decla-
ration of Helsinki and registered in the register of public 
research projects in the Central Denmark Region (file no. 
1-16-02-285-19). The Central Denmark Region Commit-
tees on Health Research Ethics deemed our study not to 
be a health research study, according to the Consolida-
tion Act on Research Ethics Review of Health Research 

Projects, Consolidation Act number 1083 of 15 Septem-
ber 2017 Sect.  14, and thus, does not require consider-
ation by an ethics committee. Before all observations, 
written and oral information about the study was pro-
vided to all participants and oral, informed consent was 
obtained. For the interviews, all participants were thor-
oughly informed about the study and informed, and 
written consent was obtained. In the analysis and pre-
sentation of the collected data, all participating QI teams 
and individual participants were anonymized.

Results
In accordance with the structure of the thematic map 
(presented in Fig. 1), the analysis falls in two parts. In the 
first part, the analysis of the domain ‘The translators’, we 
analyze three main groups of translators involved in the 
implementation of the QICs: the regional coordinators, 
local coordinators, and local QI teams, with a focus on 
the translation of their roles in the implementation pro-
cess. In the second part of the analysis, the analysis of the 
domain ‘Translation practices’, we analyze how the trans-
lators translated two key components of the QICs: the 
content and the methodology. In relation to both parts of 
the analysis, we focused on identifying different copying, 
modifying, and radical practices of translation and their 
underlying rationales. Furthermore, we focused on how 

Fig. 1 Thematic map

 



Page 7 of 16Carstensen et al. BMC Health Services Research          (2023) 23:241 

translation practices were influenced by different contex-
tual conditions.

The translators
Regional coordinators
In both QICs, the regional coordinators shared an under-
standing of their role in QIC implementation, which 
largely corresponded to the formal role description pro-
vided at the national and regional levels before imple-
mentation. Thus, all regional coordinators perceived 
themselves as regional process facilitators, and core 
tasks involved coordination and facilitation of regional 
QIC activities; support to local coordinators; facilita-
tion of knowledge sharing among local QI teams; and 
provision of linkage between the national and regional 
level of the QICs. Several coordinators articulated the 
role as a responsibility for providing necessary regional 
infrastructure:

I think of it as providing infrastructure. We help in 
keeping the regional implementation on track and 
running as it is supposed to; that people locally and 
regionally have the necessary support to be able to 
do their improvement work. (Regional coordinator, 
QIC diabetes)

Despite the shared understanding, the regional coordina-
tors translated the role descriptions differently.

Most regional coordinators replicated the formal role 
description and generally did not engage in direct sup-
port of the QI teams, as they perceived this task to be 
within the local coordinators’ jurisdiction. However, a 
few regional coordinators modified their role to include 
the provision of occasional or continuous direct support 
of the local QI teams, despite it not being part of the for-
mal role description. They did so by, for example, partici-
pating in local QIC meetings; providing methodological 
support; acting as a driving force; and acting as the go-to 
person in cases of implementation challenges. Contribu-
tion to the definition and delimitation of QIC content 
was, however, not considered part of the support. One 
regional coordinator explained her direct support as a 
non-deliberate sliding of tasks among her and the local 
coordinators, while another coordinator explained that 
a local coordinator had quit and not been replaced yet. 
Thus, in both cases, translation was made with reference 
to local coordinators’ engagement and role enactment, 
indicating an interrelatedness among the actors’ transla-
tion practices. A third regional coordinator performed 
direct support because her manager encouraged regional 
coordinators to offer consultancy support for local qual-
ity improvement work:

It has become this way because my boss really wants 

us to provide quality improvement consultancy sup-
port, as we have an improvement unit in our office 
that needs to be put into play. (Regional coordinator, 
QIC fractures)

Thus, in this case, translation was a strategic managerial 
decision. Furthermore, the analysis showed that for sev-
eral regional coordinators, the role translation was made 
with reference to an experienced high level of transform-
ability in the formal role descriptions that allowed for co-
determination of the role.

Local coordinators
Across the QICs, the local coordinators’ understanding 
of their role in QIC implementation largely corresponded 
to the formal role description they were provided with 
before implementation. Thus, they perceived them-
selves as facilitators of the local QIC work performed by 
the QI teams, both in terms of process facilitation and 
methodological support. Core tasks involved facilitat-
ing local QIC meetings; providing data support; facili-
tating understanding and use of the QIC methodology; 
and acting as a link between the regional and local QIC 
levels. None of the coordinators perceived the definition 
of the QIC content as part of their tasks. Despite this 
shared understanding, the coordinators translated the 
role descriptions differently, particularly in terms of the 
degree of active involvement in the QI team’s work. As 
with the regional coordinators, a clear motivator for this 
translation was an experienced high level of transform-
ability in the formal role description. The analysis showed 
a continuum of active involvement containing three main 
types: staying on the side-line; acting as driving force; and 
being a front-runner.

‘Staying on the side-line’ characterized a role much in 
line with the role description, oriented towards ensuring 
that the members of the QI team understood their tasks 
and could lead the process themselves, as the following 
quote exemplifies:

To me, supporting the local team is about handing 
over the implementation task to them in a good and 
understandable way, so that it makes sense for them, 
they know what to do and they become comfortable 
with leading the process themselves. (Local coordi-
nator, QIC diabetes)

Furthermore, the coordinators supported the team’s 
understanding of and work with the QIC methodology. 
Finally, they disseminated information from regional and 
national QIC fora and ensured that the information was 
understood by the QI team. The coordinators substanti-
ated their role enactment with a deliberate desire to make 
the QI teams take responsibility for their QIC project and 
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act as the main driver of their implementation process. 
Furthermore, for a few coordinators it was also a prag-
matic matter of available time and resources.

Acting as a driving force characterized most of the 
local coordinators’ role translation and included more 
active involvement in the team’s work. In terms of pro-
cess facilitation, they kept track of the timeline; ensured 
that meetings were held and followed up on; ensured that 
QIC methodology was applied; ensured data measure-
ment and monitoring; and ensured a continuous focus on 
the QIC. One coordinator described the role as follows:

For me, supporting the team is about being a driving 
force on the team, one that keeps track of the pro-
cess and the team’s improvement work. For example, 
how often do we meet? How are things going? Have 
we used the QIC tools properly? Could we do some-
thing more or else? There is a risk that the team will 
lose such focus sometimes, as the members also have 
clinical tasks to take care of. (Local coordinator, QIC 
diabetes)

In terms of methodological support, this group of coor-
dinators also took on a more active role and engaged in a 
larger degree of modification of the formal role descrip-
tion. For example, one coordinator undertook the writing 
tasks as the team members felt too busy to do it them-
selves. The main rationale behind the active engagement 
was a sense of responsibility for getting the QI teams 
successfully through the implementation. Furthermore, 
they felt a responsibility for ensuring that the team made 
proper use of the QIC methodology, as they perceived 
this important for the outcomes of the QIC.

Finally, being a front-runner characterized few local 
coordinators’ role enactments. It involved a more radical 
translation of the formal role description, as these coor-
dinators not only supported the QI teams but also made 
decisions on their behalf. For example, one coordina-
tor critically assessed and decided on behalf of the team 
which parts of the QIC methodology to use and which 
not to use:

The MUSIQ score we don’t use because I’ve assessed 
that it has no value for our work. I think it’s rubbish, 
so why spend precious time on it? I know I become 
some kind of team leader when I make such assess-
ment, but I do it to spare the team and because I 
think they should spend their time on more valuable 
tasks. (Local coordinator, QIC fractures)

Similarly, a few coordinators critically sorted which 
regional and national information to pass on to the 
team and how to communicate it. As evident from the 
quote, the coordinators primarily substantiated this role 

enactment with deliberate considerations of the appro-
priate use of the QI team’s limited resources. In any case, 
this role enactment provided different contextual cir-
cumstances for the implementation and translation of the 
QIC at the QI team level.

The analysis showed differences in the ways coordina-
tors enacted their roles according to the specific QIC. For 
example, several coordinators enacted a more active and 
facilitating role in QIC fractures that covered multiple 
departments and sectors, as the need was perceived as 
larger:

Actually, I think I have a lot of freedom to decide 
how much to support the team and how to do so. 
However, sometimes I have to support the team 
more actively than others; for example, when the 
QIC is inter-sectoral or there are many departments 
involved, such as in QIC fractures. In these cases, 
I have to take on a larger and more actively facili-
tating role to ensure cohesion and progress in the 
implementation process. (Local coordinator, QIC 
fractures)

This reasoning suggests the significance of the organiza-
tional complexity of the QIC for the performed transla-
tion practices. Furthermore, the analysis showed that 
several local coordinators continuously adjusted their 
role enactment in response to the local QI teams and 
the regional coordinators, suggesting an interrelatedness 
between the translation practices performed by different 
actors. For example, several coordinators described how 
they regulated their level of involvement depending on 
the engagement, resources, and competencies of the local 
team.

Local QI teams
All local QI teams shared an understanding of their role 
in QIC implementation that corresponded to the formal 
role description provided. Thus, all QI teams understood 
themselves as having the practical responsibility for the 
local implementation. Core tasks included turning the 
QIC content into local goals, measures, and change ini-
tiatives; implementing change initiatives through the use 
of QIC methodology; and collecting data to measure the 
impact of the changes.

There were, however, small differences in the way the 
local QI teams translated and enacted their role. This 
particularly related to the extent to which they under-
stood themselves as active actors in the implementation 
process, something that was not stated clearly in the 
formal role description. Most teams saw themselves as 
active agents with responsibility for both development 
and definition and implementation and application of 
QIC content and methodology. They substantiated this 
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with a perceived high level of transformability inherent in 
the QICs, which allowed a large degree of freedom to co- 
or self-determine the QIC content:

I think we have complete freedom to define our con-
tent. Of course, we have taken into consideration the 
goals addressed in the project description, but we 
have worked with what we found important in our 
context. (Local team, QIC diabetes)

For most of these teams, this leeway also applied to the 
QIC methodology. A few teams enacted a less active 
role that included simply carrying out what had been 
decided at the national and regional levels. In contrast to 

the more active QI teams, they experienced a low level 
of transformability in the QICs. Thus, they perceived the 
QIC content as given by the QIC project description, and 
not as something they should contribute to defining and 
developing:

Well, the different elements of the improvement ini-
tiatives were given by the project description, so we 
really just had to implement them. That can be dif-
ficult enough, but we have really just had to take the 
project description and implement the elements step 
by step. (Local team, QIC fractures)

Also, they experienced the QIC content as highly mean-
ingful in their local context.

Translation practices
QIC content
As mentioned, the QIC content, including focus areas, 
goals, and measures, was formally defined on the national 
level. In both QICs, it was mandatory for the QI teams to 
work with all focus areas and measures. However, the QI 
teams were also expected to develop local improvement 
projects and formulate local goals within the project 
framework. Thus, the QIC content encompassed trans-
formability that made translation an inherent part of the 
QIC implementation. As argued in the first part of the 
analysis, the translations mainly took place at the level of 
the local QI teams.

The analysis identified two types of translation: QIC 
project description as an implementation manual; and 
QIC project description as a flexible resource (see Table 3 
for an overview of the two types of translations).

QIC project description as an implementation man-
ual Treating the QIC project description as an imple-
mentation manual was a translation practice performed 
by only a few QI teams, which made an intentional effort 
to implement the focus areas and measures one to one. 
As such, the translation performed by these teams could 
be understood as attempts of replication, reflecting an 
understanding of the QIC project description as an oblig-
atory manual to follow, encompassing a very low level of 
or no transformability. Furthermore, the analysis showed 
that the replicating QI teams found the QIC content 
highly valuable and applicable in their local context. Thus, 
the replicating translation practices were a meaningful, 
intentional local practice.

QIC project description as a flexible resource The main 
group of QI teams treated the QIC project description as 
a flexible resource. This involved translation practices of 
selection and prioritization, i.e., different modifications 
that involved toning down or leaving out certain aspects 

Table 3 Summary of applied translation practices in translation 
of QIC content and methodology

Translation practices
QIC content QIC project description as an implementation 

manual
− Copying strategy involving intentional effort 
to implement the QIC focus areas and measures 
one to one

QIC project description as a flexible resource
− Starting with low-hanging fruit; modification 
strategy involving a deliberate choice of focus 
areas, measures and initiatives that promised 
results without requiring extensive resources
− Continuing along a track already initiated; mod-
ification strategy involving a deliberate choice to 
focus on parts of the QIC content that were also 
in focus in other local improvement projects
− Demonstrating clear results; modification 
strategy involving a deliberate choice to focus 
on QIC content that was not already covered by 
existing projects
− Complying with organizational needs; modi-
fication strategy in which practices of selecting 
and prioritizing QIC content were substantiated 
by organizational considerations and needs

QIC methodology Systematic and consistent use
− Copying strategy involving an intentional effort 
to apply the QIC methodology in a systematic 
and consistent way

Pragmatic use
− Informal use of the model for improve-
ment; modification strategy involving that the 
principles of the model for improvement were 
applied, but where not all formal requirements 
and procedures were strictly followed
− Integration of QIC methodology with existing 
quality improvement methodology; modification 
strategy involving that the QIC methodology was 
combined and aligned with quality improvement 
tools and methods already used in the recipient 
context

Critical use
− Radical translation strategy involving prac-
tices of intentional omission of parts of the QIC 
methodology
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of the QIC content in order to concentrate on other 
aspects. The analysis identified four main types of modifi-
cation strategies used in the translation process: Starting 
with low-hanging fruit; continuing along a track already 
initiated; demonstrating clear results; and complying with 
organizational needs.

Starting with low-hanging fruit was a pragmatic strat-
egy that involved a deliberate choice of focus areas, 
measures, and initiatives that promised results without 
requiring extensive resources. For example, some teams 
in the inter-sectoral QIC fractures began with initiatives 
that involved only one department or sector, as imple-
mentation was considered easier when not depending 
on others. This finding also points to the significance of 
the organizational complexity of the QIC for the transla-
tion practices performed. For other teams, the strategy of 
low-hanging fruit involved starting with initiatives con-
sidered to be the easiest to implement, even though start-
ing with more difficult initiatives could potentially lead to 
greater results:

We decided to approach the project by saying what 
will be the easiest way to start instead of beginning 
with the hardest parts, though these may have been 
where we could achieve the largest improvement. 
(Local team, QIC diabetes)

Central to this choice were considerations of available 
resources and the timing of the QIC. Thus, several teams 
expressed how the mandatory participation in the QIC 
and lack of influence regarding the timing of the QIC 
forced them to engage in such modifications because 
they were short on resources and involved in multiple 
other improvement and research projects at the time of 
the QIC.

Continuing along a track already initiated was a strat-
egy that involved a deliberate choice to focus on parts 
of the QIC content that were also in focus in other local 
improvement projects. This strategy exemplifies that 
modification practices are often contingent on factors in 
the recipient context. A clear rationale behind this strat-
egy was the possibility of using the QIC as a catalyst for 
the existing improvement projects. To other teams, it was 
considered motivating and less resource intensive to con-
tinue along a track that was already initiated:

When we got the project description, we discovered 
that some of the recommended change initiatives 
were things that we had already made progress on. 
That whetted our appetite, to see that we were mov-
ing in the right direction and had good experience 
to draw on. I think that makes the QIC work more 
exciting and easier to handle. (Local team, QIC frac-
tures)

Demonstrating clear results was a third modification 
strategy where existing improvement projects were also 
used as a frame of reference, however differently. Thus, 
the strategy involved a deliberate choice to focus on QIC 
content that was not already covered by existing proj-
ects. A main rationale for this was a strategic intention 
to achieve the largest results in areas where improve-
ment initiatives were not already taking place. For oth-
ers, the underlying rationale was to be able to distinguish 
between the results of different coexisting projects to 
determine their individual effects:

As we were already doing a care transition study at 
the diabetes center, we chose to exclude that part 
and focus on the others. It would be too hard to tell 
what was working in the two projects and what was 
responsible for which effects if we did both projects at 
the same time (Local QI team, QIC diabetes)

Complying with organizational needs was a final modi-
fication strategy in which practices of selecting and 
prioritizing were substantiated by organizational consid-
erations and needs. For example, some teams focused on 
QIC content that was considered strategically important 
by either local or regional management. Others priori-
tized areas where the department performed poorly or 
wanted to improve the most. Finally, some teams adjusted 
the QIC content to address the local organizational con-
text and needs. In QIC fractures, some municipal teams, 
for example, broadened their local improvement project 
to cover a larger target group to make the QIC more rel-
evant in the municipal context:

In the QIC, we have chosen to focus on delirium as a 
complication. That is something we see among many 
patients other than those with hip fractures. So, we 
actually decided to let this QIC initiative become 
part of our assessment of other patient groups that 
we receive from the hospital. This decision has made 
the QIC much more relevant for us. (Local team, 
QIC fractures)

Similarly, a few QI teams prioritized focus on change 
initiatives that could help solve existing organizational 
needs, for example, upgrade of qualifications among 
newly appointed nurses. This testifies to the significance 
of the local contextual features in local translation pro-
cesses. Furthermore, it points to a more general concern 
when implementing new organizational ideas; that to be 
considered relevant and engaging, they have to fit with 
local strategies and needs, regardless of whether this 
implies modifications of core elements of the idea.
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QIC methodology
As mentioned, it was politically decided to apply an 
adjusted version of the IHI’s Breakthrough Series col-
laborative methodology as a common framework. In 
both QICs, it was strongly recommended to apply the 
framework in the regional and local QIC implementa-
tion. However, the QIC methodology had a certain level 
of transformability, in terms of methodological latitude 
to apply additional methods and tools in appreciation 
of existing, regional, and local improvement competen-
cies. This transformability gave rise to translation of QIC 
methodology, in terms of varying degrees and types of 
use of the different tools and methods, among regional 
coordinators, local coordinators, and the QI teams.

Three overall types of QIC methodology translation 
practices were identified: systematic and consistent use; 
pragmatic use; and critical use of QIC methodology (see 
Table 3 for an overview of the three types of translations).

Systematic and consistent use Systematic and consis-
tent use of QIC methodology could be conceptualized 
as a replicating translation strategy based on practices of 
copying. This type of translation was only found in a few 
QI teams, who understood the QIC methodology as man-
datory and necessary for successful implementation. To 
these teams, the QIC methodology encompassed a very 
low level of or no transformability. Importantly, the teams 
also reported the methodology to be clinically meaning-
ful. For example, a team in QIC fractures found the Model 
for Improvement helpful in concretizing their improve-
ment project and measurement practices:

We apply the model for improvement quite system-
atically. It’s a really nice tool to focus our improve-
ment project with, both in terms of what we want to 
improve and how we will do it. It just makes it much 
more concrete and manageable. (Local QI team, 
QIC fractures)

Thus, the replicating translation strategy came out as a 
meaningful and intentional practice.

Pragmatic use Pragmatic use of QIC methodology was 
the most common type of translation and could be con-
ceptualized as a modification strategy. It involved various 
adjustments including additions of and integration with 
own methods and tools, and omission of QIC methods 
and tools. Two types of pragmatic use were particularly 
present: informal use of the Model for Improvement; and 
integration of QIC methodology with existing quality 
improvement methodology.

Informal use of the model for improvement was a modi-
fication strategy where the principles of the model were 
applied, but not all formal requirements and procedures 

were strictly followed. Many teams expressed such an 
approach in relation to the driver diagram and PDSA 
methodology, as the following quote illustrates:

We haven’t worked systematically with the tem-
plates for the driver charter and the PDSA cycles. 
However, we have followed the principles of the 
Model for Improvement in practice. Thus, initiatives 
and ideas have continuously been born, tested, and 
implemented, but without any formal completion 
of the PDSA cycles and driver charter. (Local team, 
QIC diabetes)

Thus, these teams did not systematically collect and 
assess data to refine the changes, and they did not always 
document their process in the formal templates. A main 
rationale for this was that a more systematic use was not 
considered essential for the QIC outcomes. Thus, several 
QI teams highlighted the importance of following the 
method in practice, rather than documenting and sys-
tematically monitoring its use. For some QI teams, this 
led local coordinators to take on the monitoring and doc-
umentation task, as they considered it important for the 
outcome of the improvement project. Other reasons for 
informal use included the lack of competencies in the QI 
team and finding it difficult and time-consuming to fully 
integrate the systematics into everyday practice.

Integration of QIC methodology with existing quality 
improvement methodology implied that the QIC method-
ology was combined and aligned with quality improve-
ment tools and methods already used in the recipient 
context. In two regions, this integration was a deliber-
ate, strategic decision made on the regional level and 
supported by the regional coordinators. In other cases, 
integration was decided at the local level and mainly per-
formed by the local coordinators. As evident from the 
quote below, a key rationale for integrating methodolo-
gies was a deliberate attempt to establish methodological 
recognizability and avoid conceptual confusion in the QI 
teams:

We have chosen to try to integrate the QIC methods 
with the methods of our existing regional quality 
improvement approach, and speak that language 
more than the QIC language, to avoid confusing 
the clinicians who are used to working with our 
approach. (Local coordinator, QIC diabetes)

Central to this rationale was also a wish to provide the 
best possible conditions for the institutionalization of the 
QIC methodology in the participating organizations and 
for creating engagement among professionals, a consid-
eration relevant and applicable to the implementation of 
organizational ideas more generally. Another rationale 
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was that existing methods and tools were perceived to 
support and add value to the QIC methodology and thus 
to the QIC implementation and outcomes. Finally, a third 
set of rationales were more pragmatic and concerned use 
of resources and existing local competencies.

Critical use The third type of translation was critical use 
of QIC methodology, which could be conceptualized as 
materialization of radical translation. There were only a 
few examples of critical use, and they came out highly 
intentional. They involved practices of omitting parts of 
the QIC methodology. Particularly, the qualitative assess-
ment tool MUSIQ was subject to omission, but in some 
cases, other tools and methods were also deliberately 
omitted.

Critical use was substantiated by an assessment of the 
perceived added value of the methods compared with the 
resources needed to learn and apply them:

We critically assess which of the methods are mean-
ingful to us to work with. (…) If we were to spend 
time on all the more abstract tools such as MUSIQ, 
then we would still be sitting around trying to fig-
ure out how to do it and what to address. (Local QI 
team, QIC fractures)

In most cases, such reasoning took place among the 
QI teams’ professionals. However, on one team, the local 
coordinator decided to omit selected methods on behalf 
of the QI team.

Other rationales were more pragmatic. For example, 
some teams chose to apply methods and tools already in 
use in their local context or known by team members, as 
was the case in the following example:

We haven’t used the PDSA cycles. Our colleague, 
who has implemented our initiative on mouth 
hygiene, has another quality improvement toolbox 
because of her education, so she uses that one. And 
we have that freedom, though we have commit-
ted ourselves to the Model for Improvement. (Local 
team, QIC fractures)

Where critical use in a few QI teams resulted in no (or 
close to no) use of QIC methodology, other teams used 
several of the QIC methods and tools. These QI teams 
and the local coordinator perceived the QIC methodol-
ogy as a “buffet” from which they could pick and choose, 
or as encompassing a very high level of transformabil-
ity. The performance of such radical translations draws 
attention to the theoretical notion of appropriate and less 
appropriate translation practices and raises the question 
of how radical translations can be before they are no lon-
ger accepted as translations and before they wash out the 

core – and here evidence-based – elements of the inter-
vention, formally chosen because of perceived impor-
tance for the intervention outcomes.

Discussion
Based on a qualitative case study of the use of QICs 
within a Danish national program for quality in health-
care and drawing on Scandinavian institutionalist trans-
lation theory, this study shows how translation is an 
inherent part of QIC implementation. The QICs were not 
implemented in a linear way across organizational levels 
and contexts. Instead, they were adjusted through com-
plex practices of replication, modification, and alteration 
to make them more appropriate in the specific contexts. 
Translation theory offers a perspective and a conceptual 
language to describe this translation process that comes 
along with the implementation of QICs. More specifi-
cally, translation theory made it possible to analyse the 
patterns of translations performed by involved imple-
menters, that is, their applied translation strategies and 
practices, as well as the contextual conditions that influ-
ence these. Such a perspective, we believe, is a valuable 
key to obtaining a deeper understanding of how QIC 
implementation unfolds differently in different local con-
texts, which provides a better foundation for assessing 
the outcomes of QIC implementation that may contrib-
ute to promoting more effective QICs to improve quality 
in healthcare.

The dynamics of translation
Returning to our proposed contribution of providing 
insights into the dynamics of the translation processes 
inherent in QIC implementation, our findings contribute 
with at least three important insights.

First, our findings suggest that the translation processes 
particularly involve the translation of key implement-
ers’ role descriptions, the QIC content, and QIC meth-
odology. In the translation of all three components, the 
translators drew on different translation strategies and 
practices in which they copied, omitted, added to, altered, 
and mixed the QIC components with elements from their 
own local and regional contexts to different extents. The 
translations of all three components mainly materialized 
as kinds of modification, while there were fewer examples 
of copying and radical practices; the latter were only pres-
ent in relation to role descriptions and QIC methodol-
ogy. Our findings confirm the results of implementation 
studies within health services in general [21, 32, 35, 52] 
and the few existing QIC implementation studies, which 
have stated that QICs are not implemented linearly, but 
shaped by various translations and depended on local 
negotiations [9, 17, 21]. However, our identification of the 
specific translation strategies and practices applied con-
tribute to the existing QIC literature with a more detailed 



Page 13 of 16Carstensen et al. BMC Health Services Research          (2023) 23:241 

understanding of the translation processes embedded in 
the implementation of QICs in local contexts. Further-
more, our findings support the theoretical claim made by 
Røvik (2016) [25] that translation is a rule-based activ-
ity guided by underlying modes and rules of translation. 
We, therefore, propose that Røvik’s theoretical concepts 
provide a valuable framework to reflect on implementa-
tion practices and to consider whether a given practice is 
appropriate to obtain the desired effects.

Second, our findings point to the importance of con-
text for translation. Regardless of the specific strategies 
and practices applied, a key rationale for translation was 
to make the QIC relevant, meaningful, and manageable 
in the local or regional context. Particularly, our findings 
suggest five features of the recipient context that influ-
ence the translations performed: previous and concur-
rent improvement projects; existing methods and tools 
for quality improvement; available resources, time, and 
competencies; and management priorities and organi-
zational needs. In addition to these features, our find-
ings demonstrate the importance of the transformability 
of the QICs as a contextual condition. Both QIC role 
descriptions, methodology, and content formally encom-
passed leeway for local and regional adjustments that the 
implementers positively evaluated and took advantage 
of in defining and implementing the QIC components. 
Finally, in addition to the features of the recipient con-
text and the transformability of the QICs, our findings 
indicate that the level of organizational complexity may 
be a third contextual condition influencing the transla-
tion strategies and practices performed. Thus, in QIC 
fractures, several actors performed translation practices 
in direct response to the large complexity of the QIC in 
terms of its inter-sectoral and multi-professional organi-
zation; for example, enacting a more active and facilitat-
ing role as local coordinator or focus on change initiatives 
that only involved the QI team’s own department or sec-
tor. The plurality of contextual conditions influencing the 
translation practices involved in QIC implementation, 
point to how context cannot be understood uniformly, 
but is to be understood as a multidimensional, multi-
faceted configuration of factors [53]. Furthermore, the 
empirical findings show that the translation practices are 
influenced by different contextual conditions at the same 
time, which in accordance with Røvik (2016) suggests 
that context exerts influence through organization-spe-
cific combinations of factors. Also, our findings suggest 
that context is not solely a backdrop to action influenc-
ing translation practices, but also an actively applied ele-
ment in the justification of translations made [25, 53]. 
In the implementation of QICs, these findings thus sug-
gest the importance of paying attention to the significant 
and complex influence of context on translation prac-
tices. Our findings point to the particular significance of 

features of the recipient contexts, and the transferability 
and organizational complexity of the QICs. We encour-
age future research to further examine the significance 
and complexity of context. Particularly, it would be rel-
evant to further examine the significance of the translat-
ability of the QICs and the degree of similarity between 
the source and recipient contexts.

Third and finally, our findings demonstrate an interre-
latedness of the translations performed by the different 
actors involved in the QIC implementation. The trans-
lations performed at one level of the QIC became an 
important precondition and frame for the translations 
performed at the other levels. Similar interrelatedness 
has been identified by other translation scholars within 
healthcare and other sectors (e.g. [16, 54]). Nielsen et al. 
(2021), for instance, found that ideas about mobile tech-
nology use for caregivers travelled in multiple directions 
as the adopting homecare organizations and other key 
actors engaged in diverse translation practices, and that 
these multiple translations together shaped the morph-
ing of the ideas. Our study contributes with a focus on 
analyzing interrelatedness within a case where the actors 
are involved in a joined implementation process and thus 
interdependent. Our study clearly shows that translation 
made by one actor influences the space for translation 
action for other actors involved in the same implementa-
tion activities. We suggest paying attention to the inter-
relatedness of translations, as it contributes important 
knowledge about the dynamics of translations. In prac-
tice situations, this means that translation decisions 
made early in the process set a defining framework for 
implementation opportunities in later stages.

The experienced implications of translation
A key assumption within translation theory is that trans-
lation makes a difference. That is, translation has impli-
cations for the shaping and outcomes of the idea under 
implementation [25, 26, 32–35]. The empirical litera-
ture addressing such implications is, however, sparse. 
In responding to our second proposed contribution of 
discussing the experienced implications of the trans-
lation processes, we add to this literature by arguing 
that the translation of QICs has at least two important 
implications.

First, our findings point to the transformative power of 
translation. The various translations performed during 
the QIC implementation led to a transformation of the 
QICs into various regional and local versions. Depend-
ing on the translation strategies and practices applied, 
these versions are characterized by heterogeneity rather 
than homogeneity. A similar transformation process 
is identified by Andersen and Røvik (2021) [32] in rela-
tion to the implementation of lean. They argue that such 
transformation may explain the challenges of measuring 
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the effects of the intervention. We suggest that the same 
may apply to QICs. Because of the translation processes 
embedded in QIC implementation, QICs are not just 
QICs but are numerous materialized versions of the orig-
inal QIC. Such complexity may be difficult to account for 
in effects studies and thus may explain the varying evi-
dence of QIC effects [3–6, 32]. Therefore, we encourage 
future research to examine the relations between local 
translation processes embedded in QIC implementation 
and the effects of the QICs.

Second, our findings suggest that translation may be 
significant for the outcomes of the implementation pro-
cess and the QIC intervention in two important ways. 
On the one hand, translation may positively contribute 
to the organizational institutionalization of the QICs 
and encourage engagement among the professionals 
involved. Among regional and local coordinators, these 
two goals were key rationales for the translation of QIC 
content and methodology. Furthermore, several local QI 
teams highlighted the QIC transformability as positive 
and engaging by providing a leeway to create local QIC 
projects tailored to specific local needs and resources. 
In their study of the transformation of ‘interdisciplinary 
teamwork’ into new everyday professional practices, Reay 
et al. (2013) [55] observed that successful institutionaliza-
tion of new practices had the best possibility of occurring 
in bottom-up processes where professionals designed the 
initiative themselves. Thus, the transformability inherent 
in the QICs may – besides engagement among profes-
sionals – positively contribute to regional and local insti-
tutionalization of the QIC. However, the findings of the 
present study only allow conclusions on intentions and 
perceptions as experienced by QIC participants. Thus, 
we encourage future research to further examine the 
relationship between translation and creation and sus-
tainment of professional engagement and organizational 
institutionalization.

On the other hand, translation may influence the effects 
of the QICs. As suggested by Andersen & Røvik (2021) 
[32], some translations may lead to successful interven-
tions, whereas others may cause the interventions to fail. 
Or as suggested by Røvik (2016) [25], it may be possible 
to identify appropriate and less appropriate translations. 
The QIC content and the QIC methodology were formu-
lated and chosen based on evidence. However, simulta-
neously formal leeway to regional and local adjustment 
was provided with no considerations on how many and 
which adjustments were acceptable in order to be able 
to achieve the stated aims and outcome. As clearly evi-
dent from our findings, regional and local translators 
engaged in rich translations, some of which were rather 
radical, particularly in terms of QIC methodology. As our 
findings do not allow us to conclude on the relationship 
between such translations and the achieved effects of the 

QICs, we propose that future research focus on that rela-
tionship. Furthermore, we encourage researchers as well 
as practitioners planning and working with the imple-
mentation of QICs and similar interventions to pay atten-
tion to the need for balancing the two main concerns: 
providing local leeway to adjustment of the QIC to fit 
the local context, needs, and resources in order to posi-
tively contribute to organizational institutionalization of 
the intervention and professional engagement; and mak-
ing sure that the core and evidence-based elements of the 
intervention are not washed out when implementing and 
translating them in local contexts, leading to potentially 
negative consequences for their effects. Obtaining a bal-
ance between these two concerns is critical for making 
investments in QICs valuable.

Methodological considerations
To evaluate the findings of the present study, some meth-
odological considerations must be taken into account. 
First, we based our analysis on a qualitative case, and 
therefore the potential for transferring the results to 
other settings must be considered. However, by provid-
ing a detailed description of the QICs alongside ample 
contextual information, we have aimed to enable readers 
to meaningfully assess the relevance and applicability of 
the findings to their context. Second, our study reported 
on the experienced implications of translation. However, 
we did not collect quantitative data to assess the actual 
implications of translation for the outcomes of the QIC 
implementation process and intervention. The collection 
of such quantitative data constitutes an important area 
for future studies. Third, a key strength of the present 
study is the comprehensible and triangulated data that 
provided a thorough basis for the analysis. The combina-
tion of documents, participant observation, and inter-
views provided a holistic foundation for gaining insight 
into the micro-practices of implementing QICs and 
addressing the research aims.

Conclusion
The present study investigated the dynamics of the trans-
lation processes inherent in QIC implementation, and the 
implications of the translation processes as experienced 
by the participating actors. Our study demonstrates that 
key actors at different organizational levels engaged in 
translation of their implementation roles, and the QIC 
content and methodology. They drew on different trans-
lation strategies and practices that mainly materialized as 
kinds of modification. The translations were motivated by 
deliberate, strategic, and pragmatic rationales, contingent 
on combinations of features of the actors’ organizational 
contexts, and the transformability and organizational 
complexity of the QICs. The findings point to a transfor-
mative power of translation, as different translations of 
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the QICs led to various regional and local QIC versions. 
Furthermore, the findings indicate that translation affects 
the outcomes of the implementation process and the QIC 
intervention. Thus, translation may simultaneously affect 
the institutionalization of the QICs as well as the creation 
of professional engagement positively while negatively 
influencing the QIC effects.

The findings of our study extend the current research 
concerning the understanding of the dynamics and com-
plexity of the translation processes embedded in the local 
implementation of QICs, by providing a more detailed 
knowledge of the various translation strategies and prac-
tices applied by participating implementation actors, the 
underlying rationales and contextual conditions influenc-
ing the translations, and their experienced implications. 
Thus, our findings constitute a valuable contribution to 
a more sustainable and effective implementation of QICs 
in healthcare improvement. We encourage research-
ers as well as practitioners planning and working with 
the implementation of QICs and similar interventions 
to acknowledge translation as an embedded part of the 
implementation process. Following our results, there is a 
need for detailed attention to central questions such as: 
what translations are acceptable and which types do we 
wish to avoid in order to provide the best circumstances 
for both organizational institutionalization of the inter-
vention and realisation of the expected intervention 
outcomes?
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