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cause of death in the Scandinavian countries, and at the
ment options are available. Based on the increasing demand, high expectations and limited resources, crises in
public legitimacy of cancer care evolved in the three
Scandinavian countries. Similar cancer care reforms were
introduced in the period 2007–2015 to address the crisis.
In this article we explore processes triggering these reforms in countries with similar and well‐developed health
care systems. The common objective was the need to
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ways for cancer diagnosis, that is Cancer Patient Pathways.
This study investigates the process by drawing on interviews with key actors and public documents. We identified
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and explored how institutional entrepreneurs skillfully
aligned these logics. The article contributes by describing
the triggering processes on politically initiated similar re-
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initiated health care reforms with the intention to change
medical practice in hospitals.
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1 | INTRODUCTION
Cancer is among the leading causes of death in the Scandinavian countries that witness an increasing number of
patients diagnosed with cancer. Modern cancer diagnostics are more and more complex and treatment is multimodal, that is a combination of surgery, radiotherapy and/or medical therapy. This requires coordination within and
between hospitals because in a progressive and potentially deadly disease unnecessary delays are a psychological
burden and may worsen the prognosis for the patients. The field of cancer comprises vibrant issues that include a
strong and highly professionalised medical community, complex patient trajectories between hospitals and across
organisational structures within hospitals, increased expenses and expectations due to new technologies and drugs
and a strong patient's voice. The increase in number of patients, treatment opportunities and insufficient coordination all lead to unacceptable waiting times that led to elevated political attention and a need for action to solve
the crisis. In Denmark these processes developed through the first decade of this century and in Norway and
Sweden emergence can be set to the beginning of the second decade with political decisions mad respectively in
2007, 2014 and 2015.
Politically imposed changes in health care involve highly complex processes for changing behaviour at the
clinician level in hospitals.1,2 This makes this domain particularly interesting to study. Some of the measures
launched to address these challenges are expressions of international trends. One example is ‘integrated care
pathways’.3,4 The concept of integrated care pathways (ICP) developed in the US during the 1980s and 1990s and
subsequently evolved in several European countries and in a variety of diagnoses and patient groups.5‐9 ICPs vary
in their content, which can include introducing specific roles responsible for patient coordination, developing local
standardised processes, establishing recommended monitoring indicators, and designing arenas of cross‐
disciplinarity in diagnostic work and treatment plans. Moreover, they can be motivated by different factors,
ranging from economic considerations to medical and care quality and patient satisfaction. Often an ICP is launched
as a panacea solution to several problems and today there is not one dominant way of implementing an ICP.
In addition to their diverse content, ICP processes can be distinguished as either top‐down or bottom‐up in
their development and implementation. Several scholars have investigated this dichotomy.10‐12 Top‐down processes are often connected to the implementation of general guidelines from evidence‐based medicine, growth in
expenditures, the need for increased risk control, or to reduce variation or transaction costs. The bottom‐up
approach is more often motivated by increased interdependence in decision making, patient logistics, and medical development with the aim of improving medical outcome or as a part of a local quality improvement process.
Some scholars interpret ICPs, explicitly10 or implicitly,3 as a phenomenon that bridges bottom‐up and top‐down
motives, while others argue that these are basically two different types of processes, which should be distinguished from each other.
Through the period from 2007 to 2015, the governments in the three Scandinavian countries Denmark,
Norway and Sweden all introduced similar reforms called cancer patient pathways (CPP), triggered by intolerable
waiting times for cancer patients. These pathways reflect the implementation of ICPs in cancer care. In each
country CPPs were expressed through documented main patient trajectories for all major cancer diagnoses. CPPs
set national standards for the time from referral to the start of treatment for each cancer type, in addition to
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establishing mandatory structures and positions for care coordination and multidisciplinary team meetings. Examples of normative time frames from received referral to start first treatment are shown in Table 1 below and the
phases of breast cancer CPP are shown in Figure 1.
When examined together, the similar reforms in these three Scandinavian countries with analogous health care
systems provide a unique opportunity to elaborate on the mechanisms behind the emergence of politically initiated
reforms in this kind of health care system. Previous research has described the cancer care reforms in Denmark and
Sweden, respectively.13‐15 This paper will contribute by addressing the following research question: How did the
need for these reforms emerge as necessary and what created the opportunity for political action?

2 | ANALYTICAL FRAMEWORK
To answer the research question and explore the process behind the triggering of these reforms we looked to
concepts and insights from organisation studies. Research linked to institutionalism is relevant for explaining the
processes behind the Scandinavian CPP reforms. We will present an analytical framework to shed light on how the
driving forces in these cases evolved, how changes were emulated in other national contexts, how the specific
situation precipitating action was generated, and created room for crucial roles filled by the various actors.
First, research on institutional logic is relevant for understanding the basic underlying forces and motivational
structures driving the reforms. Institutional logics are cultural beliefs and roles that determine how practices and
structures are assessed.16,17 Allen10 and Shaw et al.18 consider institutional logics as a useful analytical tool to
understand the processes connected to ICP and coordinated care. Allen10 identified two separate logics in play in
ICP processes: the logic of quality improvement and the logic of evidence‐based medicine the first working bottom‐
up and the second top‐down. Martin et al.19 discuss ICP as an expression of combined influence from both professional logic and a managerial logic. Several publications on ICP implementation discuss the diverse perspectives
on the phenomenon of institutional logics based on either managerial or professional logics.3,20‐23 ICP is presented
as a kind of panacea that dissolves the potential tension between the logics or interests involved. Other contributions underline that whether interests or logics merge or not depends on the context and process of
implementation.9,10,24,25
Second, the dynamics of the change process may be explained as the interplay between competing institutional
logics. Competing logics have been cited as a source of institutional change in institutional theory.26 Several studies
of change processes in health care have applied the concept of several competing institutional logics.27‐30 They
have described distinct logics including the professional logic, the logic of care, the political logic and the scientific
logic. However, the coexistence of multiple institutional logics does not necessarily imply conflict. According to
Besharov,31 whether the coexistence of several logics causes conflict or change or leads to stability depends upon

TABLE 1

Cancer patient pathway target times (days)
Denmarka

Norwayb

Swedenc

Breast cancer, surgery

27

27

28

Prostate cancer, surgery

50

66

68

Lung cancer, medical treatment

41

35

40

Head and neck cancer, surgery

28

28

30

a

2017_aarsrapport‐forloebstider.pdf (cancer.dk).

b

https://www.helsedirektoratet.no/produkter?tema=pakkeforlop.

c

https://cancercentrum.se/globalassets/vara‐uppdrag/kunskapsstyrning/varje‐dag‐raknas/vardforlopp/kva‐koder/
sammanstallning‐av‐angivna‐ledtider‐for‐svf.pdf.

FIGURE 1

Target times for the phases of surgical breast cancer pathway
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the compatibility and centrality of two or more logics. Compatibility refers to multiple logics causing consistent
organisational actions, while centrality implies that logics are connected to core features of an organisation.
Thornton and Ocasio16 identify four mechanisms linking the coexistence of institutional logics to change: institutional entrepreneurs, structural overlap, event sequences, and competition. While Smets et al.32 provide insight in
to how bottom‐up based initiatives contribute to institutional change in a situation characterised by novel institutional complexity, urgency to act and serious consequences of not acting.
Third, this is a study of three cases with similar reforms introduced in three Scandinavian countries. The
transfer of policy from one country to another is often interpreted as a process of mimicking mediated by the
search for successful solutions to a problem.33 If a solution is a success in one country, it is adapted into a new and
somewhat different context to act as a legitimate solution in the second country as well. According to Dobbin,34 this
is a kind of ritualistic process governed by the urge to solve an existing problem. Boxenbaum and Battilana35 show
that this is not just a question of transfer but also of translation. In other words, the original organisational idea
needs to be customised to the new local environment. Mur‐Weeman et al.36 show how the concept of integrated
care is implemented differently according to the characteristics of specific health care systems. Socio‐cultural
linkages, similarities in political institutions, ideological positions of central actors and neighbours are more
likely to be copied without translation.34,37 As Obinger points out, in these cases, there is a risk of processes simply
being emulated without any mutual learning taking place.
Fourth, explaining the process behind these reforms calls for a conceptual understanding of the triggering
mechanisms at the political level. The literature is limited in this respect but Mahoney's38 work on path dependency
analysis and breakpoints is relevant. A breakpoint is defined as the point where a course of action is determined in
some way. Along the same lines, Goerz and Levy39 use the expression ‘critical juncture’, while Tuohy40 talks about
creating a state of punctuated equilibrium. All of these terms refer to the point at which a window of opportunity is
present and specific catalyst factors are active.41 Exworthy and Powell42 argue that opportunity must be present
simultaneously at central and local levels. Hilgartner and Bosk,43 underline that claim makers' success in dominating
the public arena depends on their ability to frame social problems using both ‘facts’ and emotional rhetoric and on
winning the battle between competing framings.
Fifth, reforms need institutional entrepreneurs as agents, exploiting the uncertainty created by the window of
opportunity.44 Several authors within institutional organisational research have identified key players connected to
several organisational logics who are in a position not only to build legitimacy for different interest groups but also
to transfer and translate ideas across organisational borders.35,45‐49 They may do so by crisscrossing different
institutional arenas.43 Within this understanding, entrepreneurs are building on processes and concepts that are
already present.47,50 Their scope of action is defined by the rise of a state of uncertainty.44 By creating a narrative
to interpret this uncertainty and the resulting crises, they identify an opportunity to communicate and build
support for a particular solution.46

3 | METHODS
The scope of this empirical study is the politically initiated reform in cancer care enacted in three Scandinavian
countries. We consider each country's reform process as a case. According to Ragin51 ‘case‐oriented researchers see cases as meaningful but complex configurations of events and structures’. The reform processes
we examine comprise a complex set of events and actions on several institutional levels including the national
political level, the level of health care actors, and the level of hospitals and general practitioners. Moreover,
they took place in a composite structure of processes and organisations. Introducing a similar reform in three
countries with health care systems characterised by public ownership, tax‐based funding and principally equal
and free access gives a unique possibility to identify specific features of such reforms in this type of health
policy context.
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Our empirical material consists of both documents and interviews with interviews as our primary source of
data. This resonates with other studies of institutional logics.16,52‐54 During the data collection process, cross‐
fertilisation between these two sources allowed us to identify additional relevant documents and additional
informants.
The document data consisted of publicly available documents related to the process found at relevant organisations' web sites. Together they constitute the official documents for the political or administrative reform
process.55 Such documents cover the official analyses, rationale and measures of the problem at hand and also
represent opinions about the documents.56 We have not conducted any systematic content analysis or discursive
analysis of the official documents since the meanings expressed in the documents are not the primary scope of this
study. Other documents such as public presentations given by key players during the process and published
research papers served as secondary sources. The information, arguments, and opinions expressed in the documents were a reference for the content of the interviews, as well as a data source for the analyses of each of the
phases of the process.
The informants were recruited through purposive snowball sampling.57 The selection criteria were that they
had played a key role in the whole process or in key events. We regarded the informants as institutional actors56
representing the position and organisation they were connected to during the process. Thus, the positions of the
interviewees during the timeline of the investigation mirror the active organisational entities in each country. In
total, we conducted 26 interviews in the period May to September 2018, nine in Denmark, eight in Norway, and
nine in Sweden. On average the interviews lasted 70 min. The positions of the informants varied: Four represented
health ministries, 10 national coordinating units, six patient organisations, five regional/hospital managements, and
two were researchers. Several of the informants had held other central positions in cancer care before or after the
period in question. The time elapsed between the events studied and the interviews, in particular for the Danish
case, is a potential weakness in the quality of the interview data. However, using documents written concurrently
with the process or closely afterwards reduce time errors and serve as a context that can actively be used as a
reference during the interviews.
In line with an abductive approach, we carried out semi‐structured interviews with open‐ended questions,
allowing flexibility to follow the flow of the conversation and address issues as they arose.58‐60 We developed an
interview guide based on the storyline of the process and adjusted it according to country and interviewee profiles.
We started analysing of the material during the initial reading of core documents and continued during the interviews and the process of transcribing and coding. A multi‐step coding process was used.58 First, we organised
quotes from each country case on the basis of the following groups of topics: Information related to the institutional contexts, information on the staging of a need for reform, information on how a situation of urgency to act
was created, information on how the dominant way of conceptualising the problem was defined, and information on
how actors were mobilised across institutional and country boarders. Second, we started searching for similarities
and differences across the three country cases. This allowed us to identify possible interrelations, iterations,
causalities, and explanations that seem to be valid across the cases. During the analysis, we followed an iterative
approach, going back and forth between the empirical material, inductively based analysis, and the literature. On
this basis we have constructed the account of how these processes unfolded presented in this article.

4 | RESULTS
4.1 | Background
Cancer came onto the national political agenda in the three Scandinavian countries during the 1990s. In Norway, an
expert group delivered an official national report on cancer care and plans for improvement in 1996, which was
followed by political decisions to put more resources into cancer care.61,62 In Denmark, the National Cancer Board,
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a group appointed by the Danish Health Authority, launched the first national cancer plan in 2000.63 Discussions of
the development of a national cancer plan in Sweden started the following year. Two major underlying forces in all
three countries were the shortage of investments in technological equipment, especially MRI and radiotherapy,
necessary to meet the increasing number of cancer patients, and the ambition to take an be internationally leading
position in cancer diagnostics and treatment. The national reports were all comprehensive, addressing topics like
prevention, screening, education, centralisation, quality registers, palliative care and clinical trials, in addition to
investments in technology. These initiatives were first taken by medical experts and health care administrators but
soon transferred to the political level.
Analytically, we have defined the starting point of each reform process as the first national strategic manifestation of an increased focus on cancer pathways. In Denmark, this was the second national cancer plan from
2005,64 in Sweden, this was the national cancer strategy launched in 2009,65 while in Norway, this was the third
national cancer strategy from 2013.66

4.2 | The emerging need for reform—separate stories with similarities
In all three countries, the process of reforming cancer care started when the legitimacy of the existing system was
questioned. The critique can be summarised into three elements: First, questions were raised about unequal
geographical and socio‐economic access to best medical care. Access to new drugs and technologies in a situation
with increased incidence of disease and restricted budgets was another. The low survival rates compared to other
northern/western European countries, including the other Scandinavian countries, presented a specific challenge
for Denmark.67
Second, there was an emerging concern on the lack of patient focus and patient involvement. Because of this
awareness, the national cancer strategies in all three countries, included measures to increase patient involvement
in cancer care. A Swedish interviewee explained,
Patient involvement has been a principle on all levels of the RCC (Regional Cancer Center) structure.
Thus, their representatives have been present in all arenas where the structure of cancer care has
been discussed and redesigned. (SV8)
Third, the ability of the dominant model of hospital organisation to deliver solutions that could give legitimation
was questioned.68 A Danish informant provided the following explanation:
The way hospitals are organized may have the consequence that no one actually feels responsible for
the totality and no one has the overview of where the bottlenecks are and who should be responsible
for the problem and having the key to the solution. This phenomenon has increased in parallel to the
increase in specialization and functional division of labor. This was an even more severe problem in
cancer than in other fields like heart diseases. (DK2)
The national cancer strategies were partly a response to the reduced legitimacy of cancer care. Several proposed measures were implemented. Concurrently, national strategies and public focus on cancer also increased the
public’s expectations. In certain crucial areas, no major improvements occurred. One of the Danish informants
described the situation as follows:
As a consequence of the first two cancer plans, lots of resources were allocated to cancer. However,
there was a lack of improvement in certain important areas. (DK7)
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The lack of expected change illustrated by a Swedish informant:
During the first years after the National Cancer strategy, much development occurred: national
treatment programs, quality registers and so on. However, hardly any improvement in processes such
as waiting times was reported. (SV3)
To understand the dynamic created by the reduced legitimacy and unfulfilled expectations, two more elements
must be addressed. The first is the structure of national multidisciplinary groups connected to each major cancer
diagnosis. These groups recruited members from the relevant medical disciplines involved in each specific diagnosis.
One Danish informant stated,
The existence of the national multidisciplinary cancer groups was of the utmost importance to the
general improvement of quality parameters and the harmonization of quality standards in cancer
diagnostics and treatment. (DK6)
The first task of these multidisciplinary groups was to produce a unified action program comprising national
guidelines for diagnostics and treatment. In Norway and Sweden, the groups were run and the diagnose‐specific
action‐programs approved by the Norwegian Health Directorate and the Swedish Association of Local Authorities and Regions (SKL), respectively. In Denmark, in contrast, the groups were independent medical non‐
governmental associations.
The second element contributing to change was the emergence of alternative institutional organisations. In
Denmark, innovations in standardised diagnostic processes were developed at some hospitals as a solution to
experienced problems caused by ineffective work processes, unjustifiable waiting times, and bottlenecks in cross
organisational coordination.13
An anecdote told by several of our informants was spread through national media when the stories of the CPP
birth should be told. Based on personal experience with an acquaintance with lung cancer, a radiologist at Vejle
Hospital introduced a standardised system for delivering predictable slots and standardised waiting times for all
lung cancer patients. A Danish informant summed up Vejle's position as a role model:
Vejle Hospital played a major role; not least, they managed to create a culture that expresses the
understanding of what this is all about. They were frontrunners and managed to transform the idea
into practice. (DK8)
The case of the diagnostic cancer pathways at Vejle Hospital was described in a separate appendix to the
Danish 2005 national cancer plan.65
Similar problems as in Denmark were experienced in Sweden and Norway, and several informants recount that
the Danish model was regarded as a role model in the search for solutions. Politicians and managers from these two
countries visited Denmark to learn. Southern Sweden is geographically very close to Denmark, and the existence of
a more or less overlapping labour market facilitated the exchange of ideas across the border. Specifically, the RCC
of southern Sweden arranged seminars inviting speakers to tell about their experiences in Vejle. In Norway, the
national program for hospital leadership development visited Vejle Hospital for several years, partly because of its
diagnostic cancer pathway.
Models focussing more on process‐oriented work organisation were acknowledged and the recommended direction given in the national cancer strategies in all three countries. As one Norwegian informant
explained,
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The CPP experimentation and mind‐set were already present in some departments and hospitals
ahead of the reform. The philosophy of the CPP had started to penetrate into health care. System
thinking with the CCP offered a way to address tragic patient cases. (NO1)
The first phase of what we might call a national cancer reform process can be summarised by three key
conditions leading to reduced legitimacy of cancer care: lack of patient focus, scarcity of access to new technologies
for all patients, and emerging critique of the dominant organisational model. The latter was due to its lack of
coordination across organisational borders in hospitals and between hospitals as not being beneficial for cancer
patients. These conditions created a dynamic that led to the initiation of specific new cancer‐related structures and
the emergence of alternative institutional solutions to facilitate change.

4.3 | Conceptualisation of the problem and the content of the reform
In Denmark, the lower survival rates and higher incidence of certain cancers had been an underlying driving force
behind the national cancer plans. However, given the perceived state of urgency and the great public and political
awareness in 2007, this was not the main narrative. The narrative that emerged from a combination of patient
stories and statistics was about cancer patients' experiences of not being taken seriously. A Danish informant said,
When the reform was launched, it was not about the relatively poor survival rate. It was about unnecessary waiting times and about immediate action to improve this. This was the political message.
This was the driving force and then also the main issue among oncologists and other cancer‐related
specialists. (DK2)
However, when implementing the first part of the cancer reform, it was not obvious to the actors in the political
landscape that the core narrative should be about eliminating delays in diagnosis or time to start treatment. One
competing narrative was early diagnosis. Other more complex approaches was differentiating between cancers,
cancer stages and diagnostic indications and patients' total medical and personal situation.69 Patient waiting times
during treatment were also an issue, namely the time to diagnosis and to treatment start. This simple message
about no delays in diagnosis was chosen as the premise for a solution.70 At the peak of the political process, the
core narrative of the reform coincided across the three countries. The consequences for patient safety and predictability had to be addressed. For Denmark, as the first country to release the reform, these issues were connected to medical arguments about time delay as an adverse prognostic factor. The battle to define cancer as an
acute disease was a symbolic expression of this discussion. One Danish informant said,
The news was simply filled with horrible stories about patients waiting for diagnostics and treatment
and beneath the pictures was the following sentence: The patient is waiting – the cancer is not! (DK8)
In Norway and Sweden, however, the arguments related to waiting times were more based on patient experiences and putting the patient's perspective in front. The slogan extensively used in Sweden, ‘each day counts’, ‘not
one day wasted’, evokes the medical impact of time. A Norwegian informant describes the patient perspective as
follows:
In spite of a satisfactory relative survival outcome in Norway, politicians were increasingly aware of
the waiting times, and voiced patients' experiences in that situation: ‘I feel very uncomfortable not
knowing’; ‘Do I have cancer or not? And what will happen to me if the answer is yes?’ So the overall
target of the reform was to create a feeling of safety and predictability. (NO5)
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The narrative of this phase of cancer reform also put forth an underlying question: what actually has to be
changed for waiting times to become acceptable? This part of the narrative critiqued some fundamental conditions
of health care and hospitals, calling into question mindsets and work processes. Informants in Denmark talked
about the need to change mindsets, as exemplified by this quote:
The doctors had to adopt the mindset that patients shall be served in due time aligned with the CPP
and not when the doctor thinks there is an available time for a diagnostic procedure or an outpatient
appointment. (DK5)
These deeper narratives of mindset, attitude, and work process are inter‐related and connected to waiting times. The more dramatic narrative regarding waiting times was probably needed to initiate change.
Thus, in all three countries, the political decision was that waiting times must be improved. In Denmark,
possible cancer was to be treated like an acute disease, while Sweden labelled their reform the Waiting Time
Reform.14
How should the challenge of unacceptable waiting times be managed? Several options flourished on the political battleground. Certain existing models had a major impact on the decision to introduce CPPs because they
seemed to give the desired outcome. The model created at Vejle Hospital was one such major source of inspiration
for Demark, and later the Danish reform interpreted as a success functioned as model for Norway and Sweden.14
One Swedish informant said, ‘It was decided to reduce waiting times and we should look to Denmark for the solution’. While Norway and Sweden were able to benefit from close contact with Denmark, Denmark did not follow a
comparable cross national translational process.
The content of the CPPs was similar in the three countries: a standardised process defining normative targeted
time frames from referral to hospital and to the start of first treatment, the introduction of patient case managers,
mandatory multidisciplinary clinical decision meetings in each pathway at every hospital and a standardised referral
guide defining reasoned suspicion of cancer. The introduction of CPPs was often perceived as a reform of logistics,
although some also saw it as a reform of quality because CPPs built on the clinical action program for each
diagnosis and specified the steps to deliver best outcome.
To summarise, even though motives and drivers for the emergence of national cancer reforms differed slightly
among the three countries, when the peak of urgency was reached, there was one dominant narrative behind the
call for action—unacceptable waiting times. While this narrative was originally linked to medical outcomes and the
prognostic impact of waiting times in Denmark, the first country to roll out a reform, subsequently the focus was
overwhelmingly on patients' subjective demands for safety and predictability for all three countries. At a deeper
level of the narrative, we discovered a supplementary demand for change in mindset at the hospital level. In the
prevailing narrative, there was one dominant solution, namely implementing CPPs. This was based on an existing
solution that seemed to work.

4.4 | The urgency to act—mobilisation for change
During spring 2007, the situation regarding cancer care in Denmark was marked by an urgent need to act. A Danish
informant summarised as follows,
Lots of stories were exposed in the media expressing experiences of terrible waiting times. This was
combined with medical research claiming that waiting times in certain cancers might influence survival. This coincided with a general trend addressing the demand for a more patient‐focused health
care higher up on the agenda of public debate. (DK7)
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Findings from several PhD projects supporting the decisive arguments were presented at a crucial meeting of
the parliament in March 2007.71 Another Danish informant told us,
We documented that tumors grew from one stage to another during the patient’s waiting time and
that a lot of patients had long waiting times. There was one story for the heart and one story for the
brain. There was a message that left the heart cold and another escalating the engagement of the
brain. (DK3)
In Norway and Sweden, there was hardly any research‐based documentation connected to the situation of
urgency in cancer care. In both Denmark and Norway, scandals had been uncovered regarding waiting times for
cancer patients, and the media played a major role in all three countries by continuously raising this issue, not least
through patient cases.72 A Norwegian informant said,
There were lots of negative stories in the media, especially connected to patients waiting for treatment, people that seemed to be forgotten by the system. Patients got no answer about what was
going to happen, living in uncertainty for a long time not knowing whether they had a cancer or not.
(NO6)
The research and the media coverage in Denmark evolved partly as a result of a well‐organised process between medical researchers in Aarhus and core players in the patient organisation the Danish Cancer Society.
Several informants argued that they managed to exploit the situation and that they created alliances. The national
multidisciplinary cancer groups and the Cancer Union cooperated to organise the important meeting at the
parliament. One Danish informant formulated it like this:
There was this decisive meeting at the parliament in addition to the alliance between the Cancer
Union and the doctors. That is an extraordinarily strategic, strong alliance. This was not the triggering
cause. Nevertheless, this reform would not have happened without this alliance being present. (DK3)
Involvement and engagement of top‐level politicians from the largest parties also played an important role;
they served as both agents, constituting the urgency of the situation, and as actors expected to execute action. This
happened in 2007 concurrently with a major politically imposed administrative reform in Denmark. The counties
were merged into five regions. One argument for this fusion was the need for health care reform. The chair of the
umbrella organisation of the regions was from the Labour Party while the government was led by the conservative
and liberal parties. Solving what was understood as a crisis in cancer care became a decisive task. The national
government and the regions partly competed and partly joined forces to deal with the task. A Danish informant
stated that,
The crucial point in this reform process was the decision at a very high political level. People might
argue against certain elements or the total reform. However, this was totally overruled by the fact
that this was a governmental decision and confirmed by the agreement between the government and
the Danish regions. For the enforcement of the implementation, this was a major advantage. (DK2)
In Norway and Sweden, the political situation also contributed to mobilisation for change and a sense of urgency. In both countries' general elections (Norway in 2013, Sweden in 2014), both political sides addressed
the crisis in cancer care and possible solutions in their campaigns. Despite agreement about the importance of the
problems and the need for action, the politicians disagreed about which tool to use.
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At an administrative level, a contribution to action also came from the structuring of health care administration
at the national level. The national health agencies had ambitions in terms of playing a role in the development of
cancer care. However, in none of the countries did these agencies have an executive line to the hospitals. Coordination between these entities was accomplished through different systems: through the politically elected
regional governments in Denmark, through the corporate structure run by regional health authorities in Norway,
and by the counties and their coordinating structure of regional cancer centres in Sweden. The need for both the
executive structures and health agencies to consolidate and strengthen their position in the strategically important
cancer care domain likely encouraged a combined process of competition and cooperation when the situation
became urgent.
In Norway and Sweden, there were even challengers among patient societies mobilising for urgently needed
rapid change. In Norway, the Cancer Union was challenged by Action 48, a very active group on the Southwest
coast, and their demand for a 48‐h wait time from referral to diagnosis. In Sweden, the organisation Unified against
Cancer emerged alongside the dominant Cancer Fund. Both the new Swedish and Norwegian organisations were
inspired in part by Denmark, and they worked closely with politicians, not least on the topic of waiting times. In
addition, the newly elected health minister in Norway was inspired by the Danish CPP reform. During this period,
the established Norwegian Cancer Union engaged the former president of the Danish Cancer Union as an adviser
to support their work influencing politicians regarding cancer waiting times.
Altogether, political mobilisation increased as a result of persistent media focus, systematic documentation,15
engagement from medical communities and cancer societies, and the demonstration of agency by skilled and well
positioned actors in identifying and capitalising on a situation of political and administrative competition. A Danish
informant expressed it as follows:
The constituting mechanism of this reform was a mixture of some patient cases, some public
dissemination of relevant medical research and the active engagement from central politicians. This
was exceptional compared with the traditional way of preparing political reforms in Denmark through
huge studies and thorough analysis. The combined input was crystalized into a political initiative that
immediately migrated into the system and opened for new ideas. (DK8)
A situation of urgency and a need to act were created through combination of medical reports, heavy
engagement from media and patient organisations and a combination of competition and need for consolidation
among relevant organizations and health administration, all skillfully articulated by strategically situated actors.
Action was accomplished through the launch of waiting time reforms in Denmark in 2007, in Norway in 2014, and
in Sweden in 2015.

5 | DISCUSSION
This article explores how relatively similar cancer care reforms emerged in three Scandinavian countries with
similar health care systems. In our analysis, we identified three distinct institutional logics in play during the reforms. The institutional logics are present in the initiating processes, in the conceptualisation of the problem, in the
choice of measures, and at the crucial point of urgent decision making. First, the medical logic is anchored in best
medical practice, expressed in scientifically based methods and guidelines, with measurable clinical results as
outcome variables. The medical logic is executed through clinical discretion based on experience and scientific
reports. The main carrier of this logic is the medical profession at field level, also represented by multidisciplinary
groups and medical specialist associations. The influence of this logic is mainly bottom‐up.
Second, we identified an economic‐administrative logic connected to effective production through optimal use
of available resources. It is monitored through activity parameters, budget targets, and indicators for optimal
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deployment of resources. This logic is primarily represented by the management and by the administrative agencies
governing health care. This logic works top‐down through the hierarchical, executive line and governance systems.
Third, we identified the patient‐related logic. The patient‐related logic has a subjective, emotional and personalised basis and is anchored in their treatment experience. This logic is expressed mainly outside‐in, by groups
and persons who are not part of the institution. For all three Scandinavian countries, we have described an
increased focus on the perspectives of patients, whose experiences with the lack of coordination in cancer care led
to a demand for improvements.
Our study indicates that in spite of several years of improvement initiatives and more funding allocated to
cancer care, a crisis emerged in all three countries. This crisis was on legitimacy and of outcome versus expectations, and it eventually created a window of opportunity. More resources did not solve the crisis and the origin was
traced to the lack of real institutional change at the ground level, change in behaviour, in work processes, and in
mindset to manage complex patient pathways. A common conceptualisation of the problem emerges across the
three institutional logics in play: unwarranted waiting for treatment, each day counts. This narrative is easy to
communicate and creates meaning, and thus legitimacy, in all the three logics. Medically, cancer is a progressive and
deadly disease and accordingly there may be is a connection between delay to start of treatment and treatment
outcome. The reform narrative is connected to the economic‐administrative logic through arguments for more
optimal deployment of care, including planning and coordination, and more optimal allocation of available resources. In the patient‐related logic the reform narrative creates meaning through the effect on experienced safety
and predictability in a vulnerable time with a recent possible or confirmed cancer diagnosis. There was a demand
for both compatibility and centrality,31 defining a critical juncture.39 A window of opportunity evolved41 through
fairly similar causal steps in all three countries. Starting with increased public and political focus on cancer care,
several centrally defined measures were launched in parallel with local initiatives at the hospital level. Because
growing expectations were not met, and serious dissatisfaction was expressed in the media and medical communities, a crisis of legitimacy and a state of urgency for action emerged. The catalyst factor41 triggering action is then
the coincidence in time and content of the perceived crises, problem definition and solution related to all the three
dominant logics and this creates together a situation alternatively termed breaking point,38 critical juncture39 or
punctured equilibrium.40 The problem was framed in terms of competing alternatives with the winning message
speaking to both the head and the heart.43
Agency is clearly present in these reforms. Resonating previous literature,44,46,47 we can identify several
institutional entrepreneurs characterised in previous literature on this topic.44,46,47 Some of the actors playing a
decisive role on the national level had a connection to several distinct institutional fields, either concurrently or
over the course of their professional career. They thereby had high legitimacy at least for two of the logics in play
and in many ways filled the role of boundary bridging. They were active in taking advantage of the emerging crisis,
elaborating how it should be perceived and articulating the urgency to act. The entrepreneurs acting on the public
stage used the shared legitimation between the logics as a kind of momentum to initiate immediate action that
managed to involve several levels of the institutional field. These reform cases also illustrate how competition
between actors primarily representing the same logic may impose a course of action.
By literally crossing the Scandinavian national borders some individuals were important boundary‐spanners.
This example of mutual cross‐country influence recalls arguments from previous research about policy transfer,
which conclude that the transfer of specific ideas and measures is more likely to occur between neighbours with
similar political and administrative systems.34,37 As previously outlined, international trends regarding the introduction of ICPs had emerged before the Danish reform process started. Thus the reforms introducing CPPs could
be interpreted as part of an isomorphic process mimicking33 or emulating37 a measure that had seemed to refute a
legitimation crisis internationally. However, each country's reform movement had its own strong and distinctive
sources, and though there were clear elements of translation from the Danish to the Norwegian and Swedish cases
the reforms in the latter two countries contained distinct features based on their unique political processes and the
particular context of their health administrative systems.
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ICP‐type measures may be imposed from both above and below. Aligned with this dual perspective, previous
research have described that institutional change across field levels may be based on a top‐down perspective73 or a
bottom‐up perspective.32 The reform processes in the three countries combine these two models. The CPP was a
solution to reduce long waiting times not least developed as concept at Vejle Hospital and pushed by groups of
clinicians in all three countries. The translation to a field level reform largely followed the elements and dynamics of
the model of Smets and colleagues32 emphasising the bottom‐up perspective. Development projects related to
patient flow at other Danish hospitals and some Norwegian and Swedish hospitals seem to fit into the same pattern.
Hence, the CPP reforms appear to be based on this interplay between bottom‐up and top‐down institutional
change. This finding is in accordance with the more general arguments of Bretton et al.41 and the empirical findings
of Allen.10 Our contribution, however, is putting all these elements together in a comprehensive puzzle: A similar
conceptualising of a problem according to all three institutional logics present, occurring at a critical point when
political action grew urgent. And simultaneously there was an window of opportunity seized by actors in the potential position of bridging interpretation of problem and solutions between representatives of the different logics
and across the three countries while building on existing models of CPP thus combining processes bottom‐up with
top‐down in triggering the political decision of the CPP reform.

6 | CONCLUSION
This study shows that the launching of political reforms in cancer care in three Scandinavian countries, targeted
at changing practice at clinic level of hospitals, can be explained by the presence of several elements. First, a
causal path of events along a timeline undermined the legitimacy of cancer care in general. During a situation
marked by urgency this undermining process was nourished by the national institutional field of cancer care by
applicable sources from below, from above, from outside, and from abroad relating to the three institutional logics
present at this stage. Second, the series of events originated from the different sources created a window of
opportunity for a reform initiative. The specific reform action was precipitated by the articulation of a definition
of the problem and a solution that appeared to be simultaneously aligned with all three prevailing logics. The
emergence of this seemingly triple aim solution was dependent on the presence of institutional entrepreneurs
carrying the discourse that bridged the various logics and had the skill, legitimacy and urge to exploit this window
of opportunity. Based on our analysis of three specific cancer reform cases, we suggest on a more general level
that reform initiatives in health care might be explained and characterised by a situation of urgency where four
dimensions are at least apparently aligned; content of reform, direction of change, interpreting time for action and
actor involvement in three prevailing institutional logics. This can therefore be an interesting avenue for further
research.
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