
Page 1/18

When do physicians perceive the success of a new
care model differently? A qualitative study on
personal values of physicians and their expected
advantages through the implementation of a new
care model in a primary care setting
Simone Richter  (  Simone.Richter@uk-koeln.de )

Institute of Medical Sociology, Health Services Research, and Rehabilitation Science (IMVR), Faculty of
Human Sciences and Faculty of Medicine, University of Cologne
Ibrahim Demirer 

Institute of Medical Sociology, Health Services Research, and Rehabilitation Science (IMVR), Faculty of
Human Sciences and Faculty of Medicine, University of Cologne
Maya Nocon 

Institute of Medical Sociology, Health Services Research, and Rehabilitation Science (IMVR), Faculty of
Human Sciences and Faculty of Medicine, University of Cologne
Holger Pfaff 

Institute of Medical Sociology, Health Services Research, and Rehabilitation Science (IMVR), Faculty of
Human Sciences and Faculty of Medicine, University of Cologne
Ute Karbach 

TU Dortmund University, Faculty of Rehabilitation Sciences

Research Article

Keywords: health services research, qualitative approach, relative advantage, outpatient care, diffusion of
Innovations, theory of planned behaviour, operant conditioning, care management, case management

Posted Date: December 28th, 2020

DOI: https://doi.org/10.21203/rs.3.rs-125775/v1

License:   This work is licensed under a Creative Commons Attribution 4.0 International License.  
Read Full License

https://doi.org/10.21203/rs.3.rs-125775/v1
mailto:Simone.Richter@uk-koeln.de
https://doi.org/10.21203/rs.3.rs-125775/v1
https://creativecommons.org/licenses/by/4.0/


Page 2/18

Abstract

Background
The health care innovation "MamBo – people with multimorbidity in outpatient care: patient-focused and
needs-oriented healthcare management” aims to improve the e�ciency and quality of care for
multimorbid patients by delegating tasks (e.g. taking over house calls or coordinating specialist
appointments) to a monitoring and coordination assistant (MoniKa). Participating physicians are very
important for the success of the health care innovation due to their direct involvement as practitioners
and their task of enrolling patients. The aim of this part of the evaluation study is therefore to identify the
physician’s personal values, which in�uence the individual perception of the project’s advantages and
thus possibly the acceptance and sustainable implementation of new care structures.

Methods
Two Focus groups (n = 4; n = 6) and three individual interviews with general practitioners and specialists
who decided to implement the health care innovation within the �rst year were conducted. The semi-
structured guidelines were developed by the research team. The interviews were analysed according to
the content analysis by Mayring. We used the learning model of operant conditioning to place our study
results in a theoretical context.

Result
Two central personal values of the participants, which determine the desired advantages of the health
care innovation were identi�ed: More patient-oriented and more economic-oriented values. Participants
with more patient-oriented values quickly perceived advantages, which seems to be bene�cial for the
acceptance of the new care structures. Economic-oriented participants tended to be more critical. The
bene�ts of the health care innovation, which was expressed, for example, in an improvement of the
practice routine, has not yet been perceived by this group, or only to a limited extent.

Conclusion
The results suggest that the respective values of the participants de�ne the individual perceived
advantages and thus, the assessment of the success of the health care innovation in general. These
�ndings could be used in the implementation process by increasing the motivation of the project
participants through typi�ed supervision.

Trial registration:
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The study has been registered in the German Clinical Trials Register (DRKS00014047).

1 Background
Demographic change will lead to ageing of society and, in this context, to an increasing proportion of
people suffering from several chronic diseases. There is a growth in the number and proportion of older
people in practically every country in the world. In highly industrialized countries, the population is
signi�cantly older than in other parts of the world. However, the fastest growth in the older population
between 2019 and 2050 is likely to occur in the least developed countries [1]. Also, in Germany, the age
structure is shifting. Around every �fth person is aged 65 or over. The number of people aged 80 and over
is forecasted to rise from 4.4 million in 2013 to around 6 million people in 2020 [2]. This development is
accompanied by an increasing of non-communicable diseases, chronic conditions and multimorbidity. As
a result, the demand for healthcare services is rising. Besides that, the health care of chronically ill and
multimorbid patient’s is complex and requires interprofessional cooperation between general practitioners
(GPs), specialists, the inpatient sector and nursing care [3, 4]. Patients with serious illnesses or chronic
conditions and thus with complex care needs often report a lack of integrated and well-coordinated care.
This is seen in many countries including Canada, Germany, France, the Netherlands, Great Britain or the
United States. When different professions and disciplines are involved, it is often unclear who is
responsible for patient coordination. This is where the GPs play an important role [3, 5, 6]. As one way of
assigning this responsibility more clearly, many countries have a gatekeeper system. In Germany, there is
no overall legal regulation for it [7]. However, McKinglay et al. pointed out that, although general
practitioners are believed to be best placed to coordinate the care, the situation is further complicated
when several professionals and, in addition, authorities are involved [6]. Besides the clinical di�culties
faced by general practitioners in the care of multimorbid patients, the load from non-medical tasks is
increasing, and delegation of tasks is therefore playing a greater role [8].

To meet these challenges, scientists and health professionals are working on the development,
implementation and evaluation of innovations in the healthcare sector. In line with this, the care model
“MamBo- People with Multimorbidity in Outpatient Care: Patient-Focused and Needs-Oriented Healthcare
Management” has been introduced in an urban region in Germany, in 2017. The core element of an
implemented care management is the case-related, cross-sectoral coordination of multimorbid patients
by the case management – including monitoring and coordination assistants (MoniKas) who conduct
house calls, delegated by physicians. At the patients’ home, the Monikas �rst assess the needs of the
patients, including medical, nursing and social-legal needs. Then the MoniKas take over the coordination
with numerous actors in the health and social care sector while being in regular contact with the treating
physicians. The implementation of the health care innovation “MamBo” is accompanied by an evaluation
study with a project duration of 3.5 years. Forty-one out of about 100 potential physicians (only
physicians who are part of a regional physicians network) participate in the project and in October 2020,
2615 patients were enrolled. During the project, two to three MoniKas were employed in the physician
network. Further information on the evaluation study of Mambo can be found in our study protocol [9].
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Participating GPs are in charge of delegating house calls, caring for and enrolling patients. Thus, their
acceptance of the new structures is essential for the successful and sustainable implementation of
healthcare innovation. Experiences show that the implementation of innovations, like the establishment
of case management, often takes a long time and remains a challenge, especially concerning achieving
adoption in the primary care setting. In this respect, it is crucial to understand which factors in�uence the
sustainablilty of an implementation of complex health care innovation [10–12].

According to Roger's Diffusion of Innovations Theory [13], the relative advantage desired by potential
users is a characteristic of an innovation that strongly in�uences the individual's decision to implement it.
It is the degree to which an innovation is perceived as being better than the idea it replaces. In the theory
of planned behaviour, the behaviour is determined by behavioural beliefs, and the perception of positive
or negative outcomes through the behaviour form the behavioural beliefs [14]. Accordingly, well-known
theories referred to implementation research show that the relative advantage is an essential factor for
the implementation of an innovation. Innovations that have a decisive advantage over the conventional
standard are more easily adopted and implemented [13, 15, 16].

Not only theoretical but also current research evidence indicates that the relative advantage is an
essential factor for the adoption of an innovation [12, 16–18]. In a quantitative analysis of the
association of certain attributes on physicians’ intention and actual use of an intervention, Scott and
colleagues[17] found two of its qualities to be more in�uential than the others, namely relative advantage
and observability. But the bene�t of e.g. the implementation of a new care model conceptualize
differently between the potential adopters for instance in terms of economy, social reputation or user-
friendliness [16, 17, 19]. Denis and colleagues pointed out that potential adopters do not act in an entirely
rational manner, but according to their interests or values and power dependencies [19]. Also Greenhalgh
et al. identi�ed in their systematic review cognitive and social psychology factors such as the individual’s
motivation, values and learning styles, which in�uence the implementation of innovations [16].
Furthermore, after implementing a new innovation, participants must decide whether to continue or
discontinue the adoption [13]. In our case, physicians may also choose to take a more passive role and
not, for example, continue with all aspects of MamBo such as patient’s enrolment.

Based on the fact that relative advantages play a driven role in the implementation of innovations, this
study aims to identify the personal values of physicians, which determine their bene�ts desired by their
participation. We further address the question of how this may affect a sustainable implementation of
the new care model in our study population.

2 Methods

2.1 Study design
Since little is known, we used an explorative research design to identify personal values and expected
advantages. In the context of the formative evaluation of the evaluation study MamBo, interviews with
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MamBo-physicians were conducted. The interviews were performed in the form of focus groups, which
were supplemented by face-to-face interviews. This study shows the results of the focus groups and
qualitative interviews based on qualitative content analysis with both a deductive and inductive approach
[20, 21]. The Diffusion of Innovation Theory by Rogers was stated to underpin the development and
analysis of the interviews [13]. We have further used the learning model of operant conditioning to place
our study results in a theoretical context [22] [23].

2.2 Research Team and Re�exivity

2.3 Sampling
The recruitment of physicians for the focus groups was based on the Theory Rogers “Diffusion of
Innovation”, i.e. physicians that were active from the beginning (“early adopters”, within the �rst year)
where interviewed separately from physicians that became active later (“late adopters”) [13]. Physicians
who had participated once couldn’t participate in the formative evaluation again. The board of the care
management provided access to physicians. In addition, the research team sent out invitations and
information letters explaining the objectives, ethical aspects and procedure of the study, as well as a letter
of consent via fax and e-mail. Also, an expense allowance (120 €) was offered for participation. This
analysis is based on data from the group of early adopters, collected by two focus groups and additional
face-to-face interviews. For this, all participating physicians, who intended to implement the health care
innovation within the �rst year of its begin, formed the study population and were approached in June
2018 and in January 2019 [24].

2.4 Data collection
The interviews followed a semi-structured guideline [20, 24], which was developed by two well-trained
researches (SR, UK). The interview guide revolved around �ve main topics:

 Intention to participate in the healthcare innovation

 Implementation of the healthcare innovation and its evaluation

 Perceived changes in daily work routine: advantage or disadvantage of the innovation

 Communication channels (way of spreading the word about the innovation)

 Change requests for the further course of the project/ transmission in regular care

For each main topic, open questions were designed to generate narratives from the participants.
Depending on the course of the respective interview, more concrete follow-up questions were asked. Thus,
the interview guide was �exibly adapted to the course of the conversation. Adaptations of the guide,
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according to the background and type of physician, were made prior to the interviews [20, 24]. The
guidelines that were used for the focus groups are attached as additional �le [see Additional �le 1}.

To take �eld notes, two research assistants took part in the �rst focus group in addition to the moderating
researcher and one assistant in the second focus group. The focus groups were conducted in the
premises of a regional physicians' network. The face-to-face interviews were held in the physician’s
practices. All interviews and focus groups were audio- recorded and ruled led transcribed and
pseudonymised [25]. Right after a focus group or interview, a memo was written by the interviewee to
obtain supplementary and contextual information for the analysis [24].

2.5 Data analysis
To analyse the interviews, qualitative content analysis was used [21]. The analysis contained three
phases: the preparation phase, the familiarisation phase and coding phase. Before working with the
collected data, single words, a sentence or a paragraph relating to the research questions were de�ned as
units of analysis. We have de�ned to consider mainly manifest content in the analysis, but also general
agreement and disagreement among participants on individual statements [26]. We also tried to examine
underlying meanings to identify personal values and interrelations between statements. At the end we
classi�ed our interview partners according to identi�ed value orientations and compared their statements
regarding their perceived advantages and the success of the project. To get completely familiar with the
data two researches (SR, UK and a research assistant in various combinations) read the transcripts
intensely before conducting the initial data analysis. The coding of the material was conducted in two
steps. First, main categories and subcategories were de�ned deductive, based on the guideline topics and
Rogers’s theory “Diffusion of Innovations”. The resulting codebook, including de�nitions, coding-rules and
examples out of the material, were developed by the �rst author and revised by UK, In the second step,
this codebook was used to initially code the material by an inductive approach. Inductively developed
codes either �t into a deductively de�ned category or were included as a new category in the codebook.
The codebook was repetitively discussed and revised among the researches until consensus was
obtained. Table 1 provides an extract and example of the considered categories. The �nal codebook
includes a short description for each code which is relevant for the research question. Further
interpretation was performed by the �rst author and reviewed by as well as discussed with UK. The
coding was assisted by the use of the computer software MAXQDA (VERBI GmbH, Berlin, Germany).

Table 1: Extract of the codebook- Code examples of one Category



Page 7/18

Category Subcategories De�nition Example out of the
material

Intention
to
participate

MamBo as a
solution for
patient-related
challenges

Challenges in the care of multimorbid
patients from different perspectives: 1.
Challenges related to the characteristics of a
multimorbid patient are of interest (impaired
cognitive performance, mobility,
communication, social support). 2. Aspects
of the health care system that make it
di�cult to care for multimorbid patients and
their characteristics. 

"In addition, mobility
is becoming
increasingly
restricted, which
makes
communication with
patients who
otherwise come to the
practice regularly
more di�cult. " (FG1;
paragraph 23)

3 Results
One focus group was conducted in June 2018 with six GPs. A second focus group took part in January
2019 with three GPs and one specialist. Since three doctors expressed their interest in being interviewed,
but no common date for a focus group for all suitable could be found, the second wave was
supplemented by individual face-to-face interviews with two GPs and one specialist. Both focus groups
lasted about 90 minutes, and the face-to-face interviews lasted between 30 and 60 minutes. In all, the
results are based on data of 13 physicians who have been physicians in residential practice for in
average 20 years and who had implemented the new care model.

All participating doctors have used the service of the case management at the time of being interviewed.
Some physicians were less active in delegating tasks and enrolling patients. The main categories
“Compatibility”, “Intention to participate”, “(not) perceived advantages of the innovation” and “System-
related challenges for implementation and transfer” include in total 22 subcategories relevant for the
research question. A detailed description of the categories and their de�nitions is added additionally [see
Additional �le 2]. The personal values and their relation to the perception of advantages as well as the
assessed success of the healthcare innovation were analysed by comparing statements that were
assigned to the four categories mentioned above and their sub-categories.

3.1 Values determining the perception of advantage
All informants acknowledged the work done by the MoniKas, in particular the assumption of non-medical,
but social management tasks. All interviewed doctors received positive feedback from patients and their
relatives and emphasized their satisfaction with the visits of a MoniKa - for example, in terms of patients
feeling better informed and better cared for socially. But also, the challenges of the transfer to standard
care, such as the question of how to cover necessary resources, were addressed in all interviews. Even if
these potentials and challenges are recognized by almost all interviewees, the evaluation of these
according to the personally perceived advantages is different. Thus, we found that the desired relative
advantage, as most relevant for implementing the healthcare innovation, were mainly determined by (a)
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patient-oriented values or (b) economic-oriented values - taking into account that people with stronger
economic-oriented values can also be driven by patient-oriented values or vice versa. However, certain
values have a greater priority than others, which then determines the mainly desired advantage. We also
identi�ed further values and factors in�uencing the intention to participate (e.g. social norms, former
project experience), which, however, do not seem to determine the desired advantage, or not in a
substantial way. We now present the characteristics of participants with patient-oriented and economic-
oriented values.

(A) patient-oriented values

Doctors interviewed, who had strong patient-oriented values, emphasized the importance of holistic
patient care (medical, emotional, social) and were very concerned about the care of elderly people living
alone at home and experiencing poor social support.

 “And indeed, there are many ways. It doesn't have to be Mambo. The main thing is that the patients are
well cared for.” (Exp. 03)

They also felt that the new care model could be a solution to the challenges associated with the medical
care of multimorbidity, such as reduced mobility, communication problems and low compliance of
multimorbid patients.

“[...] cognitive impairment of the patients, which lead to the fact that they are not in compliance with
instructions, as we wish as physicians. In addition, mobility is becoming increasingly limited, which
makes communication with patients who otherwise regularly come to the practice more di�cult. The
decreasing support from the family, which does not exist in small families. The wife is there because
children often move far away, if there are children at all.“ (FG 1. BB)

 (B) economic-oriented values

We identi�ed that the desired advantage of participants with stronger economic-oriented values was
mainly based on monetary interests and interests to improve processes within their practice. The focus
was on the cost-effectiveness of the new model, which was assessed by comparing the resources used to
implement it with, for example, the reduction of workload or hospital stays of patients. Thus economic-
oriented values could manifest not only in the form of personal cost-bene�ts but also in the interest of
reducing social costs

“I might have to say again that all the non-medical task we do here, they don't get paid. Yes, we do it all
for free. And who will do that in the future? I don't see that. And then what will the care landscape look
like, so it is really urgently necessary to have something like this.” (FG1, GG)

“The second is, I believe, that it is very important that money �ows into this area. If there is no economy,
they can forget everything. That is daydreaming. We have that in masses behind us.” (FG1, DD)
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Table 2 includes identi�ed factors which determine patient-oriented and economic-oriented values.

Table 2: Conceptualisation of patient- and economic- oriented values

patient-oriented values economic-oriented values

· social management

· drug management

· patient information

· patient satisfaction

· patient’s security

· continuous care

· cost reduction

· practice procedure

· social costs

3.2 Perceived advantages and evaluation of the project’s
success
Participants with more patient-oriented valuesexperienced the bene�t for the patient also as an
immediate personal advantage.

“Well, that's what I meant in the �rst place. Seldom something like that is so well accepted. The patients
call and are so happy that they are in the project. Such statements are made spontaneously. And I didn't
hear anybody say, well, listen, that's nothing or something like that. Never. Not once. Well, in that respect, I
can only say positive things, yes.” (Exp 01)

 “And with such a positive tailwind, which they bring with them because, as I said, they feel that they are
in good hands, things run easier. And safer.” (FG 2, AA)

These participants felt a work relief through the delegation of home visits, although most of the tasks
undertaken by MoniKa were social-management rather than medical. They communicated a perceived
advantage in terms of patient safety. On the one hand, they expressed that they have an advantage from
the fact that their patients are safer at home when someone trained has taken a look at the home
environment.

“I think this is useful for me, too, when I know that patients are at least safer at home. There is no longer
the tripping hazard of the carpet, there is perhaps also a nursing classi�cation that is now happening
here. There's someone who looks to see if a severely disabled person's ID card is necessary or something
else.” (FG1, BB)

On the other hand, they feel better when they know that their patients are being cared for safely, for
example, during their practice holidays. By delegating tasks to MoniKa’s continuous care can also be



Page 10/18

ensured in that case.

“That there is a continuity of care when you are on holiday, that the patient does not have to go to the
substitute doctor. The patient is overstrained with such a big thing.” (FG1, EE)

Furthermore, participants with strong patient-oriented values quickly perceived advantages, shortly after
implementation. They were more optimistic about the success of the project and spoke very positively
about the new care model as a whole. Also, they reported that the enrolment of patients also became
more straightforward when a direct bene�t was noticed.

“Basically, I speci�cally addressed those where I saw that they would directly bene�t from it. And after I
noticed that it actually works well, that it is actually a good offer, it was much easier.” (FG2, DD)

In contrast, participants with more economic-oriented values did not see a direct advantage for
themselves from the patient bene�ts, and they experienced (only) little connection to the success of the
project in general.

“Nope, so, a care level has now been classi�ed in a case or one or the other care aid has been purchased.
Well, these are then improvements for the patients in the care level. They could also pay someone
or...that's something concrete, yeah. And beyond that I wouldn't know right now if something has
changed.” (Exp. 2)

 “So, for me the use of MamBo is very di�cult to evaluate, because of course the problems remain in my
memory, where something doesn't work. And when I have hired MamBo like MoniKa, I get a feedback and
I think it’s very positive, but I don't notice a direct advantage for me“. (FG1, AA)

For example, one participant with strong economic interests did not see any relief in his work, although he
recognized and positively mentioned the work of the MoniKas who conducted home visits. He explained
this by the fact that so far too few patients of his practice are involved in MamBo and have received a
Monika.

“Well, […] nothing worth mentioning has changed. Because we have two and a half thousand patients a
quarter and from this 40 are, or, I don't know, maybe a little more, are in the Mambo project. Well, that is
an amount that is not really worth mentioning. And the patients, for some of them the one or other
advantage resulted from the visit of Monika, that was quite helpful.” (Exp. 2)

So far, no changes in daily practice or at the societal level have been noticed in the outcomes relevant to
them. They were less convinced of the new care model and expressed scepticism, especially with regard
to proof its cost-effectiveness within the limited study period. Figure 1 models the link between the
desired advantage, depending on the personal value orientation, and the perceived project success.
Furthermore, negative consequences, such as the current expenditure of resources were more present in
the interview when participants represented more substantial economic interests.
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 “Well, for that, Mambo would have to prove that it's somehow cost effective. I think it's going to be very
di�cult. It's going to be hard, just because of the amount of staff involved. I can hardly imagine that it
will be successful in the end. Or it is still way too early for that or there are still too few people included.
Well, you really should be able to prevent a stay in hospital or perhaps improve the medication etc.
somehow, so that people really get a better care and have to go to hospital less often. And I'm sceptical
about whether that will succeed. We're all sceptical about that, I suppose.“ (Exp. 2)

“Nah, I don't see any relief. So what perhaps relieves me is that MoniKa now makes house calls and
makes useful proposals, which I think is good. But I have more documentation and communication work
to do.” (Exp. 2)

3.3 Relevance of a rapid perception of advantages on the
implementation process
Based on our �ndings of the interviews with participating physicians and with reference to a theoretical
learning approach, we assume that quickly noticeable advantages are promotive for a continuous as well
as a sustainable implementation. Accordingly, relative advantages that only become noticeable after a
more extended period, such as economic bene�ts, inhibit the perception of the project’s success and its
continuous implementation. The approach of operant conditioning can be used to support our
assumption. As long as a positive consequence is expected or occurs, it is more likely that the behaviour
will be repeated. However, the shorter the time between the behaviour and its consequence, the stronger
the effect on the repetition of the behaviour [22] [23].

Figure 2 shows the transfer of the approach to our study results. The behaviour “Implementation of
MamBo” should be repeated, or in our case, continued. The perceived advantages, conceptualized by the
respective outcome relevant for either patient-oriented or business-oriented participants, are the
consequence of the behaviour.

Following this approach, MamBo participants with stronger patient-oriented values would be more likely
to continue the adoption of the MamBo structures as the relevant advantages for them are quickly
noticeable after implementation. Moreover, optimistic and convinced participation promotes
communication and thus, the diffusion of innovation [13]. In contrast, it is less likely that economic-
oriented participants will continue the implementation in its complete form. Since so far, no or only little
advantages have been perceived, no desired consequences reinforces the behaviour.

4 Discussion
This study aimed to identify physicians’ values, which in�uence the individual perception of the success
of the health care innovation and thus possibly the acceptance and dissemination of new care structures.
Following what we found in the analysis, differences in a perceived success of the health care innovation
could be explained by different personal values which determine the desired advantage by implementing
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the new care model. Even if positive changes for patients are recognized, this does not necessarily led to
an sustainable implementation of the new care structures by participating physicians. We found that
participants with more patient-oriented values quickly perceived a personal advantage and experienced
great success, which is also in line with the learning theory of operant conditioning. Participants with
more economically oriented values tended to be more critical about the innovation, although patient-
related bene�ts are seen. Advantages have not been perceived by this group yet, as they only become
apparent later.

Our study is mainly limited by a small study population, but also by inconsistencies in interview formats
and the long period between the two focus groups. Nevertheless, our �ndings support the observations of
Denis and colleagues in their multiple case study, namely that the perceived advantage is based on
individual interests or values, such as economic interests, social prestige or to follow best clinical practice
[19]. The �ndings of our study also support the suggestion of Scott and colleagues that the advantage
relative to a participant is conceptualized differently by those potential adopters [17]. As Greenhalgh et al.
found out, it is more likely that potential adopters will use an innovation, if it meets their needs [16].

As personal values predict the relative advantage of an innovation, it gives an indication of how the
individual participants would evaluate the success of the health care innovation. By considering the
personal values of potential study participants already during the planning and implementation of new
care structures, a signi�cant contribution can be made to the successful implementation of them.
Typi�ed support could increase the motivation of the participants to adapt to new structures.

By using a qualitative approach, personal values and intentions for participation as well as the
complexity of the innovation were revealed, which would have been di�cult to identify with quantitative
methods. While studies use the theory of operant learning to improve the adherence of treatments, the
application of a learning theory in implementation science seems quite rare - although the adoption of
new structures is a complex learning mechanism. The use of a learning theory like operant conditioning
helps to understand and explain phenomena and dynamics in the adoption process [22][23]. By applying
a learning theory, our �ndings have been further developed theoretically. It is, therefore, helpful to look at
related areas and transfer theories from psychology to implementation research in healthcare.

Initially, purposeful sampling was planned to achieve a variation of the participants in terms of gender
and work experience on the one hand, but also only the early adopters on the other hand [20, 24].
However, since we were unable to convince as many physicians to participate in the project as planned,
the pool of potential participants for a focus group was smaller than assumed. Thus, we had to consider
any interested physician for participation in our study independent from gender and work experience. Due
to a communicated lack of time of the doctors and di�culties to obtaining an answer from the doctors,
even with the support of the board of the Care Management, we could not win more participants for
different focus groups in either of the two waves. To be able to collect more data, we had to conduct
supplemented face-to-face interviews. We interviewed only two specialists and three female physicians,
however, all but one of them had been in the profession for a similar length of time. The associated
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increased risk of selection bias and an incomplete, as well as a small sample in our study, limits the
credibility and transferability of the results. It is also possible that the participants in the �rst wave
experienced the implementation process differently from those in the second survey wave. In any case,
the participants of both groups were de�ned as "early adopters".

Based on previous research, we have focused on relative advantage, as this factor is known to be one of
the most critical determinants for the implementation and diffusion of an innovation [12, 16–18]. Other
determinants of implementation were not considered. Besides the importance of personal values and the
time lag between implementation and consequence, numerous other factors in�uence the successful
implementation of an innovation (e.g. complexity, trialability and observability of an innovation,
information, support) [27]. The interpreted data are trustworthy in that three researchers read the
transcriptions, participated in the discussions about the coding and reviewed the interpretations [26].

5 Conclusion
This study contributes to the investigation of the determinants for the successful implementation of new
forms of care. Our results suggest that the respective personal values of the participants can predict the
individually perceived success of the health care innovation and that a quickly perceived advantage may
affect the sustainable implementation of e.g. a new healthcare model. Since this is a theoretical
assumption based on the subjective perception of individual participants, further investigations with a
more extensive study population must be carried out, including quantitative process data such as the
number of enrolled patients or satisfaction in people with different value orientations. Future research is
encouraged to use learning models as theoretical constructs for implementation research since
implementation is a complex learning process.
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Figures

Figure 1

Theoretical model of the link between personal value orientations, desired advantages, and perceived
project success



Page 18/18

Figure 2

Application of the learning model operant conditioning to the study results
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