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Abstract  
Background: Application of Patient-Reported Outcome Measures (PROM) seems to be a step 

toward person-centered care and identifying patients’ unmet needs. 

 

Objective: To investigate the experiences of nurses when PROMs were introduced in a 

hematological clinical practice as part of a multimethod intervention study. 

 

Methods: The qualitative framework was guided by the Interpretive Description methodology 

(ID), including a focused ethnographic approach with participant observations and interviews. The 

instruments introduced were the European Organization for Research and Treatment of Cancer 

Quality of Life Questionnaire Core 30 and the Outcomes and Experiences Questionnaire. Analysis 

was inspired by Habermas’ critical theory. 

 

Results: The analysis revealed two predominant themes of nurses’ experiences: “PROMs are only 

used when there is time – which there rarely is” and “PROMs cannot be used without a strategy, 

just because they are present”. 

 

Conclusions: Nurses’ experiences with PROMs depended on the systems’ rationale, resulting in 

limited capacity to use and explore PROMs. Nurses believed that PROMs might have the potential 

to support clinical practice, as PROMs added new information about patients’ conditions but also 

identified needs within supportive care, leaving the potential of PROMs uncertain. Simply 

introducing PROMs to practice does not necessarily actuate their potential because use of PROMs 

is dependent on institutional conditions and mandatory tasks are prioritized. 

 

Implications for Practice: This study contributes knowledge of nurses’ experiences when 

introducing PROMs in a hematological outpatient clinical practice. Findings can guide future 

PROMs research within the field of nursing. 
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Introduction 

Patient associations, politicians and organizations such as the European Organization for Research 

and Treatment of Cancer (EORTC) are calling for increased use of Patient Reported Outcomes 

Measures (PROMs),1,2 understood as “any report of the status of a patient’s health condition that 

comes directly from the patient, without interpretation of the patient’s response by a clinician or 

anyone else”.3 This call for increased use can be associated with the finding that use of PROMs on 

a regular basis seems to improve an integration of patient experiences and perspectives into patient-

centered care, including  improving communication and promoting shared decision-making in 

clinical practice.2,4–7 Consequently, research regarding the impact of PROMs is rapidly growing4,8 

though there is still a great degree of uncertainty regarding routinely collected PROMs, including 

application in disease-specific contexts and nurses’ experiences with use of PROMs.2,9,10  

In the field of hematology, nursing is complex and includes caring for individuals with 

rehabilitation, supportive care and palliative care, aiming for a holistic approach.11,12 In order to 

provide this, the nurses must understand their patients’ different needs, use their expertise and 

clinical intuition,13 and work closely together with each patient.12 This practice could potentially 

be supported and made more transparent through information gained with systematically collected 

PROMs.8 

 

Aim 

We aimed to investigate the nurses’ experiences when PROMs were introduced in clinical practice 

in a hematological outpatient setting as part of a multimethod intervention study. 

 

Methods 

Design 

The present qualitative study is the second of three studies in preparation for a doctoral degree 

included in a multimethod project14 (Appendices 1 and 2), defined as “studies that include the use 

of more than one method of data collection or research in a research study or set of related 

studies”.15 The aim of the multimethod project was to explore different aspects of clinical care 

when PROMs were introduced in the follow-up care of patients diagnosed with chronic 

hematological cancer (Appendix 2). The PROM tools used were two predeveloped questionnaires: 

the European Organization for Research and Treatment of Cancer Quality of Life Questionnaire 
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Core 30 (EORTC QLQ-C30) measuring patient’s quality of life, functioning and symptom 

burden,16 combined with the Outcomes and Experiences Questionnaire (OEQ) measuring patients’ 

assessments and satisfaction.17 For an example of the PROMs as presented in the electronic 

medical record system, see Table 1. Patients taking part in the present qualitative study were 

recruited via the multimethod project. The qualitative part of the project focused on the nurses’ 

experiences and is described in more detail in the next section. 

 
Qualitative study 

The part of the study presented here was guided by a generic qualitative framework using the 

Interpretive Description methodology (ID)18, including a focused ethnographic approach inspired 

by Knoblauch,19 to gain knowledge about nurses’ experiences with PROMs for applied practice. 

The ID methodological framework was developed by Thorne et al.20 to meet a need for credible 

and contextualized knowledge within nursing research. ID draws on experiences and evidence 

from clinical practice leading to findings with clear implications for clinical practice, rather than 

research that aims to theorize18,20–23. The ID framework is constituted on constructivist 

epistemological assumptions, meaning that knowledge is not absolute: knowledge is socially 

constructed through the subjective person who experiences it.18 ID’s epistemology therefore relies 

on the structures of core nursing knowledge.24 Recently, ID has become acknowledged as a useful 

qualitative approach as it challenges the necessity of following the rules and structures of 

traditional qualitative methodological traditions. Instead, ID borrows and merges elements from 

traditional methodologies, including grounded theory, naturalistic inquiry, and phenomenology, 

encouraging data collection and triangulation through multiple sources.20,21 Hence, constructing 

an ID study leads to research designs that fit the epistemological stance, discipline, and specific 

research questions.22  

In  this  study, considerations of design and analytic quality were incorporated to enhance 

credibility, transparency, and internal logic. This was demonstrated by defensible reasoning, from 

assumptions about the nature of knowledge to the methodological rules (ibid).    

The focused ethnographic approach was applied to support data production throughout participant 

observations during nurse meetings with patients at the hematological outpatient clinic. Focused 

ethnography is an applied research methodology that builds on conventional ethnography,19 but 

there are specific features. The approach is problem-focused and context specific, with a limited 
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number of participants during episodic observations where participants usually hold specific 

knowledge.25 Focused ethnography has been widely used in nursing research26 and in the 

investigation of fields specific to contemporary society, which is socially and culturally highly 

differentiated and fragmented.19 The intention of this approach is to concentrate on specific 

research questions19 and accomplish the research within a more limited timeline than conventional 

ethnography, given the short meetings nurses have with patients at the outpatient clinic.19 The 

focused ethnography included participant observations,27 focusing on nurses’ practice, and use of 

PROMs during interactions with patients in the outpatient clinic. Furthermore, interviews were 

conducted with nurses regarding their experiences with PROMs in general and specifically during 

the observations.28 Additionally, a focus group interview with nurses from the outpatient clinic 

was conducted (see Figure 1 for the data collection process). This was a systematic and reflective 

form of group interview on the specific topic facilitated by a moderator, to generate data from the 

interactions that occurred among participants.18,29 The informants included in the focus group 

interview are focused as well, as they are commonly sampled using purposeful sampling, in this 

case nurses from the hematological outpatient clinic.  
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Table 1. Example of PROMs as Presented in the Electronic Medical Record System for each 

PROM Completion 
 
Research Project 
 
PROMs integrated in the follow-up of patients diagnosed with chronic haematological Cancer 
 
PROMs completed by the patient 18th September 2019 
 

EORTC Questionnaire QLQ-C30 
 
Scale 
 

Score  

Global health status/Quality of life 
 

42 (Reduced) 

Physical functioning 47 (Reduced) 
Role functioning 33 (Reduced) 
Emotional functioning 83 (Reduced) 
Cognitive functioning 100 (Unchanged) 
Social functioning 
 

67 (Unchanged) 

Fatigue 67 (Worsening) 
Nausea and vomiting 0 (Unchanged) 
Pain 33 (Worsening) 
Dyspnoea 33 (Worsening) 
Insomnia 0 (Unchanged) 
Appetite loss 33 (Worsening) 
Constipation 33 (Worsening) 
Diarrhoea 
 

0 (Unchanged) 

Financial difficulties 
 

0 (Unchanged) 

A high score for a functional scale represents a high/healthy level of functioning whereas a high score for a symptom scale or item 
represents a high level of symptomatology or problems. 
   
OEQ-E Questionnaire 
 

  

Scale  Score 
Patients’ reports of their experiences in the department of haematology 16 
Scores range from 0 to 18. High scores indicates a good experience 
 
Question  Answer 
How helpful has your most recent visit to hospital been in dealing with the problem(s) you came to hospital for? Helpful 
How would you now rate the problem(s) you recently came to hospital for? The same 
How helpful was your most recent visit to hospital in helping you manage any aspects of the problem(s) that 
continued after you left hospital? 

Helpful 

How would you rate your health now as a result of your hospital visit?  A little better 
When you had important questions to ask staff, did you get answers that you could understand? Yes, always 
How helpful was the information you were given about your treatment and condition at your most recent hospital 
visit? 

Helpful 

Were you involved as much as you wanted to be in decisions about your care and treatment at your most recent 
hospital visit? 

As much as I wanted 
to be 

How much did hospital staff respond to your individual needs during your most recent hospital visit? At all times 
Were you able to discuss any worries and fears with staff during your most recent hospital visit? As much as I wanted 
Did the different people treating and caring for you work well together to give you the best possible care? Yes, always 
Overall, how would you rate the outcome of your most recent visit to hospital? 
 

Good 
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Focus and Participants 

During the individual and focus group interviews with the nurses, the focus was nursing practice 

and PROMs.  In total, 9 experienced, permanently employed nurses from the hematological 

outpatient clinic participated in the study (Table 2). Six of these nurses were observed during the 

field studies. The 9 nurses included were all women, as no men were employed as nurses at the 

outpatient clinic during data collection. All nurses were included by convenient and purposive 

sampling, as they were included if they had meetings with patients14 included in the multimethod 

project. The nurses observed were asked for their permission for the researchers’ participation on 

the same day the patient was expected to attend the haematologic outpatient clinic. Nurses were 

notified about patients’ participation in the multimethod project and how to find the patients’ 

PROM data in the electronic medical record system (Table 2).  

After the first and second field study, nurses employed since the beginning of the multimethod 

project were invited by e-mail to the focus group interview, for a total of nine nurses. Five out of 

the nine nurses agreed to participate. One nurse declined to participate due to disagreements with 

department priorities and three nurses had resigned their positions. On the day of the focus group 

interview, one of the participants was on sick leave (Figure 1).  

 

Table 2. Nurse Participants Background Demographics  
Nurse Gender Hematological experience* Experience as a nurse* 

N1 Female 8  28  

N2 Female 10  17  

N3 Female 7  11  

N4 Female 18  18  

N5 Female 4  14  

N6 Female 7  14  

N7 Female 3  3  

N8 Female 5  7  

N9 Female 11  11  

*Whole years of experience counted 
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Setting 

The study was conducted at a large hematological outpatient clinic at a Danish university hospital. 

The outpatient clinic consists of a secretary who assists patients during arrival and with new 

appointments, a waiting room, ten rooms for meetings with physicians and two rooms for nursing 

meetings. Nurse rooms were the primary setting during the participant observations, consisting of 

two large rooms, each with the capacity for two patients in beds and six patients resting in chairs.  

Prior to the introduction of two PROMs , nurses at the department were offered one-hour sessions 

on the purposes, design and guidance on how to interpret the PROM data.  

The nurses were encouraged to integrate the information provided within the PROMs during 

conversations with patients, in clinical decisions and for individualized care.14 In addition, a 

newsletter on this topic was produced and circulated via e-mail to all nurses and physicians.  

Data from the EORTC QLQ-C30 and OEQ instruments were made available to the nurses within 

the electronic medical record system in a standardized short form (illustrated in Table 1) as 

prescribed by the EORTC Scoring Manual,30while the OEQ was presented in full. The 

multimethod project did not prescribe a strategy for nurses or physicians on how to incorporate 

the PROMs or an evaluation form regarding their usage; instead the management decided that 

PROMs should be applied during follow-up meetings according to national guidelines.31,32 The 

PROMs presented in the electronic medical record system also did not provide guidance for nurses 

on what scores should alert issues for intervention, or when to provide an intervention: 

interpretation was left to the individual nurses. Additionally, the department has formulated a 

nursing strategy aiming for a person-centered practice, which also guided nursing practice.33  The 

introduction of PROMs was made simultaneously with the introduction of a large restructuring of 

the hospital’s information technology, including launching Epic®,34 a new multipurpose electronic 

medical record system.  

 

Data collection 

Data collection was conducted over 21 months starting in March 2017 and ending in December 

2018. In total, seven focused ethnographic observations of six different nurses were conducted. 

Field notes were taken during the observations, with the acknowledgment that field notes are more 

than notes to remember, they are the beginning of analysis.35 
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The observations took place at the outpatient clinic during nurse meetings with patients who had 

been included in the PROM intervention study (Appendix 1) and were followed by individual 

interviews. Individual interviews were conducted in a quiet space immediately after the patient 

had left the outpatient clinic, intending to explore nurses’ rationale of their practices related to 

PROMs. The interviews were audio recorded and lasted from 8 to 38 minutes. They were guided 

by a semi-structured interview guide including descriptive, structural and contrast questions about 

nurses’ experiences with and reflections on PROMs (Table 3).25,28.  

As ID methodology prescribes an ongoing interrelation between data collection and analysis,18 

data collection included two rounds of participant observations alternating with analysis, and 

finally the focus group interview. The focus group interview was planned after field studies 1 and 

2, aiming to obtain and explore shared ideas, attitudes, understandings, reflections and perceptions 

of nurses’ experiences from clinical practice.18,25,29 The small nursing team at the outpatient clinic 

was well acquainted and this led to a confident and engaged atmosphere. The focus group interview 

was held at the beginning of a workday and was planned to last 1 hour.  

Individual interviews and the focus group interview were audio recorded, followed by field notes 

taken by the first author including analytical comments.35 All electronic data, notes and audio files 

were stored in encrypted locations. Paper notes were locked in a secure file cabinet at the 

department. Only anonymized data were shared with the research team.  

 

Ethical considerations and researcher subjectivity 

The multimethod project (ClinicalTrials.gov: NCT03056469) was approved by the Danish Data 

Protection Agency (Journal no. 2008-58-0020) and the National Committee on Health Research 

Ethics. The ICN Code of Ethics for Nurses was followed and the study was carried out with a 

focus on moral defensibility, contextual awareness, and pragmatic obligation.18 Nurses consented 

verbally to be observed, interviewed and audio recorded; one nurse declined to participate due to 

personal reasons. Patients’ consent was verbally repeated as they had consented in writing to 

participate in the multimethod study.14  

Further ethical considerations were made as the primary investigator (first author) was formerly 

employed at the hematological outpatient clinic where the study took place. This former role meant 

that the access to the field was unproblematic and welcomed by the nursing staff, but it also meant 

that a specific focus on bias, presumptions and prejudices had to be taken.26 
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Table 3. Observation and Interview Guide 
Observation guide Interview guide - Questions 
 
Researcher’s preparation for the consultation 
Has the patient completed the PROMs? 
What has changed?  

 
Introduction 
This interview aims to explore your experiences as a 
haematologist on involvement of the patient during the 
consultation and how you have applied PROMs. 

 
Descriptive questions 
Who is participating in the situation? 
What are the circumstances? (Where? When? 
Aim?) 
What happens that is not described verbally? 

 
Descriptive questions 
What considerations do you have relation to the content of the 
consultation? 
What was important? 
Was there a theme for the consultation? 

 
Interaction/communication  
Who starts the conversation? 
How are the haematologist and patient positioned? 
What is being done? 
What is being said? 
How is the body language? 
How is time spent? Who is talking most? About 
what? 
Is there a hidden agenda? 

 
Structural questions 
What are your views on patient involvement during the 
consultation? 
Have you used the PROM data completed by the patient? 
How? 
Did the information gained by PROMs make sense – were they 
relevant? 
Did the PROMs work in the context that you and the patient 
were in? 

 
PROM data 
Are PROMs articulated during the consultation? 
How? 
Who brings up PROMs? 
What are the consequences, if any? 
Is the haematologist observed to read the PROM 
data? 

 
Contrast questions 
Was there an increased focus on patients’ needs during the 
consultation? 
Was the result of the consultation meaningful in a patient 
perspective? Were patients’ needs and expectations discussed 
and did that lead to shared-decision making? 
Would you have recommended something different for the 
patients than he/she wished? 

 

Data Analysis 

Analysis began with the first data collection by looking for patterns concerning nurses’ experiences 

and practices with PROMs and became increasingly more specific about nurses’ practices drawn 

from participant observations. The interview and observation data led into a focus group interview 

that informed data collection and primary understanding through theorizing (Figure 1).  

The theoretical framework was inspired by German sociologist and philosopher Jürgen Habermas’ 

critical theory. Critical theory is targeted towards broader society, but it is influential in analysis 

of fragmented parts of society, such as healthcare settings. Habermas introduced the concept of 

society consisting of two distinct spheres: the lifeworld and the system, which cannot be separated, 

thus each term builds upon distinct, interconnected rationales and actions.36,37 The lifeworld is the 

everyday world that humans share with others, in which we lead much of our social and personal 

life through ‘communicative actions’ moving towards inter-human consensus.36,37 Related to 

nursing, the lifeworld is where nursing as an interaction between and among humans unfolds to 
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affect individual life experiences.38 Habermas’ system then refers to common patterns of strategic 

action that serve the interests of institutions and organizations such as healthcare systems and 

hospitals. System actions are essentially instrumental actions related to strategic rationale driven 

by politics, money and power: in the system realm, relations are impersonal and mutual 

understandings do not exist. The concept of systems was positively developed to create structures 

in society, for instance ensuring that patients have the right to treatment in the healthcare system. 

These structures become problematic when the system grows at the expense of the lifeworld, 

constituting, in Habermas’ words, a “colonization of the lifeworld”.36,37 These concepts about 

power, system and lifeworld, along with the concepts of strategic and communicative actions, were 

mainly utilized in the theoretical framework used in this study’s data analysis.     

The audio files from participant observations and interviews were transcribed stepwise by the FA 

as each round of data collection was finished. NVivo PRO™ software was used during 

transcription as audio files were uploaded and transcribed using the media tools. As the material 

was formed into text it was anonymized and organized in electronic files in NVivo PRO™. Then 

data were coded guided by ID, where the first coding was a broad initial coding without locking 

data into predefined conceptual ‘boxes’.18 After each round of data collection, data were pooled to 

reflect a meaningful synthesis of new understandings, leading to an increased focus during the next 

field study. During the third analysis the total data material was pooled again and re-coded to look 

for justification or analytical surprises within the process. During this process, some of the broad 

coding became more detailed as the FA built a more specific understanding of phenomena 

throughout the analytical process.  

Since ID does not prescribe a singular technique for data analysis, a content analysis and systematic 

text condensation inspired by Malterud39 was added during analysis to explore and develop data 

from the descriptive to the analytical. As the primary coding was mostly descriptive, the next level 

was an analytical approach to text chunks and to specify meanings in citations, asking the text 

questions that could be supported by theory. The condensing of the text and the content analysis 

focused on nurses’ experiences and reflections on PROMs, moving towards an interpretive 

description of nurses’ experiences related to PROMs. Three times throughout the three-step data 

analysis, coding and findings were presented to the co-authors, resulting in a critical appraisal of 

arguments, discussions and theorizing of perspectives that supported the FA in conceptualizing 

causality and revealing credible and meaningful findings.  
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Figure 1. Data Collection and Nurses Included 

 
 

Findings 

Two overall themes emerged from the analysis of nurses’ experiences when introducing PROMs 

during interactions with patients who participated in a PROM intervention 1) “PROMs are only 

used when there is time – which there rarely is” and 2) “PROMs cannot be used without a strategy, 

just because they are present”. The themes are described in detail below and supported by 

quotations to give examples of findings from the data material. All the quotes were translated from 

Danish to English and translations were agreed on by the authors. Data are anonymized and nurse 

participants are referred to by pseudonyms constructed by the first author, with ‘N’ for nurse 

followed by an individual number (Figure 1).  Data from field study 1, including interviews, are 

referred to as F1, data from field study 2, including interviews, are referred to as F2, and data from 

the focus group interview are referred to as FG.                                                                                                            

 

“PROMs are only used when there is time for it - which there rarely is” 

Through the analytic process, the theme “PROMs are only used when there is time – which there 

rarely is” was explored and separated into three subthemes: “Nurses need to prioritize patient 

flow”, “Use of PROMs could strengthen nursing practice”, and “Nurses face a dilemma”. These 

findings represent an assembled interpretation of nurse practices with PROMs.  
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“Nurses need to prioritize patient flow” 
During interviews, nurses referred to their clinical practice as very busy, and said that they often 

had to prioritize their duties. Twice during the observations the nurses had to change patients: 

nurses explained this was done with consideration of maintaining patient flow in their clinical 

practice, so that patients were not unduly delayed by waiting times. Both times, patients had 

completed PROMs, but they were not mentioned during the meeting. 

One nurse talked about workload in general, and how she prioritized: ”Mostly we are busy and we 

only have time to read the last note from the patient’s physician…you cannot as a nurse open up 

identified problems if you are not going to follow the matter through” (N8-FG). The same 

individual also discussed use of PROMS, and how that pressure influenced her ability to 

incorporate PROMs during care. Another nurse related that she felt forced to prioritize or maybe 

even compromise her nursing values, referring to the implementation of Epic:  

…I have to say, personally, what I am most concerned about is not to make mistakes. 

It is simply the first thing on my mind every morning when I go to work… I have to 

figure out this IT system, give patients medical treatment and hand out medicine for 

the patient to take home… I cannot make mistakes, I am not allowed to 

misunderstand… That is what takes most of my time and resources… It obscures all 

the good nursing that we can deliver… But this system… It makes me afraid and I 

spend a long time searching for relevant information among all the irrelevant… But 

you can never miss something because you never know if some of the irrelevant 

information could be the most important… (N2-FG) 

 

“Use of PROMs could strengthen nursing practice” 

During the ethnographic observations it happened once that a nurse incorporated information from 

PROMs actively during a meeting with a patient. At the interview afterward, the nurse reflected 

upon the situation:  

As I read the PROMs I became aware how afraid this patient was, he was afraid to 

die from his disease… Then we talked about this and he told me that two of his 

children died when they were 46 and 52 years old from cancer… And I know for 

sure this patient would never had told me that himself because all he expected was 
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to get treated… So I think that PROMs do add information about patients that are 

relevant to our practice. (N1-F2) 

During the participant observations, PROMs were rarely used by the nurses. When asked about 

the use of PROMs during the focus group interview a nurse explained that she was increasingly 

trying to use the PROMs, as she had experienced situations in which PROMs identified important 

problems she was not aware of. Then, as the nurses reflected upon the potential of PROMs, they 

broadly agreed that PROMs could probably strengthen nursing practice, but that they did not have 

any experiences from use of PROMs in their everyday practice. One nurse stated:  

I think that PROMs are going to lead back some substance to nursing practice. The 

most we nurses do at these times is to perform physicians’ prescribed medical 

treatment on patients.(…) Well actually, we could accomplish much more personal 

and individualized care due to information gained from PROMs… We could do 

much better follow-up and document the nursing provided…. Who else should help 

patients with these problems? (N1-F1) 

A similar statement was expressed during the focus group interview: 

I had a patient and I found the PROMs in the electronic medical record system... As 

I read it, I thought… Oh my God, this is totally another approach… This information 

is much more personal about this patient group than what I normally know about 

their conditions… And these patients do not get much attention from nurses. (N8-

FG) 

 

“Nurses face a dilemma” 
During the focus group interview the nurses said they had very limited or no experience using 

PROMs, but reflecting upon PROMs, nurses did see potential. This was a conflict that nurses 

experienced when prioritizing: nurses had to choose between what had to be done, such as 

instrumental treatments, and ‘nice to do’ duties, including use of PROMs and exploring patients’ 

needs within supportive care. This left nurses in a dilemma:  

I think that you get a clue about patient’s condition and what to be aware of... what 

to talk to the patient about…..But today we are two nurses and we are responsible 

for 22 patients… So when I meet a patient, I prefer to talk to them instead of reading 

their file… Actually, I cannot remember how to find the PROM notes… I think that 
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in the future we have to make an effort to use these PROMs… There is a huge 

potential in this information… (N6-F2) 

 

“PROMs cannot be used just because they are present” 

The theme “PROMs cannot be used just because they are present” was found to be an underlying 

premise for nurses’ motivation to use PROMs, as if nurses were not given a specific strategy on 

how to incorporate PROMs, they continued their standard practice. The interpretation flowed into 

two subthemes: “PROMs were not easily available” and “Wishing for a strategy”. 

 

“PROMs were not easily available” 

Throughout the field studies, nurses reported that finding PROMs in the electronic medical record 

system was a challenge; frequently, nurses did not find the patients’ PROMs even though data 

were available. As a nurse expressed: “PROM data is simply drowning” (N8-FG).  

At the focus group interview, nurses were invited to share their thoughts on what could be 

accomplished through the use of PROMs. Nurses stated the importance of PROMs being easy to 

find in the electronic medical record system and that patients’ completion of PROMs should be 

adjusted to patients meeting with nurses as well as physicians, as some patients had more meetings 

with the nurses.  

… I think that if you want to be serious about these PROMs, then data should be 

much easier available to nurses, meaning that we should not doubt if this patient has 

answered PROMs and the data should almost pop up on the screen to make sure that 

this important information does not get lost… We want this data available to support 

our nursing practice… (N2-FG) 
 

“Wishing for a strategy” 
“Wishing for a strategy” became a subtheme as the nurses did not use the PROMs in their daily 

practice but expressed that they wished the department would prescribe a strategy for the use of 

PROMs. 

…I would like you to specify a more clear procedure about how to use PROMs… 

sort of a recipe on how to use this data and how to handle documentation of what 
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issues we have initiated nursing care on… Which information has led to what care… 

I mean, it does not make any sense to work with this if we do not have a common 

procedure… Someone must make room for development. (N5-FG) 

In such a way, nurses proposed that providing a strategy or systemizing nurses’ use of PROMs 

would support nurses’ prioritization of PROMs, as obligatory use of PROMs mandated by the 

leaders would make it permissible for nurses to spend time using PROMs. The nurses' discussion 

of ‘wishing for a strategy’ further speaks to institutional implementation issues. 

 

Discussion  

This study was performed to investigate nurses’ experiences when PROMs were introduced in 

clinical practice in a hematological outpatient setting. No nurses were observed to use or study the 

PROMs in the electronic medical record system, or to mention PROMs during their meetings with 

patients. This raised questions about why PROMs were not used. Two themes emerged: 1) 

“PROMs are only used when there is time – which there rarely is” and 2) “PROMs cannot be used 

without a strategy, just because they are present”. 

Despite the fact that nurses in this study expressed that PROMs may contribute to nursing practice 

by adding new information about patients, nurse participants did not take the initiative to look 

them up when PROMs were introduced in the clinic. Rather the nurses performed their usual 

practice and maintained the daily patient flow. Nurses did not observably doubt during the 

meetings what tasks to prioritize, but as the nurses reflected afterwards during the interviews they 

expressed that nursing elements, including use of PROMs, were limited. In this way, the two 

approaches of data collection added different aspects on nurses’ experiences with PROMs. The 

nurses in this study worked in a highly specialized environment characterized by constant patient 

flow, including giving mandatory information to patients, medical treatment, and documentation 

in the new electronic system. These mandatory tasks did not include the use of PROMs. 

The priority of maintaining patient flow is closely linked with production40 and consistent with the 

system in Habermas’ framework: patient flow is therefore not an issue that individual nurses can 

easily influence despite the fact that they may have different ideals regarding their nursing practice. 

In this sense, the nurses’ practices were observed to be colonized by the system. Another example 

of colonization was nurses’ suggestions for a strategy for using PROMs. In the interviews, the 
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nurses hypothesized that the use of PROMs should be systematized and mandatory because this 

could enhance person-centered nursing. However, a mandatory and systematic addition of PROMs 

might not nourish a communicative space that expands room for holistic care but rather add another 

layer of bureaucracy representing the system. Similar concerns were explored in a study by Lipsky, 

who found that professionals experienced a dilemma when introducing an institutional frame 

demanding a specific, standardized, bureaucratic form of interaction, and at the same time trying 

to living up to the ideals of meeting an individual person in a unique situation in these settings.41 

These findings indicate that adding PROMs as another layer to nurses’ practice, even accompanied 

by education, might not result in patient-centered communication. However, the hypothesis that 

PROMs add new information about patients, as raised by nurses in this study, should be explored 

in future research, as the multimethod study did not provide data to answer that.  

According to Habermas, relations are always affected by power, which manifests in different ways 

of communication, thinking and organizing. These inherent power mechanisms could explain 

nurses’ underlying work conditions and that nurses do not have a choice when prioritizing their 

duties. A necessary circumstance for nurses was the opportunity to establish communicative 

actions outside of instrumental/strategic communication, to unfold PROMs with patients, which 

Habermas would view as fundamentally influenced by the fact that nurses, in relation to patients, 

represent the system, thus constituting a relation affected by power and dissymmetry with no 

opportunity for human emancipation. The power dynamic also illuminates the fact that nurses are 

positioned on a continuum between lifeworld and the system, which optimally remains balanced; 

but the system rules the lifeworld elements as communicative actions are forced to take place via 

PROMs or other system mandated interactions (Figure 2). Thorne argues that nursing 

epistemology builds on the capacity to apprehend the impact of conditions upon individual holistic 

experience42 and that nursing knowledge builds on natural science, the humanities and social 

science. This leaves the nursing profession in an ambiguous, conflicting position between 

individual subjectivity in relation to their patients and a set of structures regarding their practical 

tasks.24 In this study, the nurses can be described as being in such a conflict as they were governed 

by structures of production: at the end of the day, nurses should have completed the daily patient 

plan, which was a common duty. Nurses were required to spend time documenting their actions in 

the electronic medical record system, so as to avoid sanction. Lack of documentation would be 

problematic, as this activity is closely connected to allocation of money and therefore fundamental 



18 

to the system. These structures represented strategic actions, limiting the possibilities for additional 

communicative actions to be incorporated. Inspired by critical theory, one can say that the nurses 

have to engage and interact through communicative actions with patients in order to provide 

individualized nursing care.13,24 Therefore, as communicative actions in clinical practice were 

limited, the nurses did not explore the PROMs; the system effectively colonized the lifeworld. 

This may also explain why nurses were surprised about patient conditions reported through 

PROMs, as they were receiving information about patients’ lifeworlds, something which did not 

occur through strategic and instrumental actions. In this sense, the nurses were locked in a conflict 

between lifeworld and the system, evolving a set of antagonistic dichotomies that characterized 

nurses’ experiences (Figure 2).   

 

Figure 2. Characteristic Dichotomies in Nurses’ Practice Inspired by Habermas and 

McCormack 

 
 

In the field of hematology, patients’ diagnoses are defined and evaluated via biomedical 

investigation from laboratory tests, pathology and imaging,12 while patients’ experiences of the 

way their disease manifests are incorporated as an interpreter of biomedical changes.43 Therefore, 

due to the system’s structure, there is a focus on patients’ blood values, and influencing these 

values happens throughout different medical treatments, depending on patient diagnosis. 

According to Habermas, this is an instrumental rationality within natural sciences, whereas illness 

is considered from a biomedical model. In that model, measurable values are the most valid 

indicator of patient conditions, while patients’ psychosocial conditions or lived experiences are 

given less attention. This may explain why nurses’ practices were dominated by what Habermas 

referred to as ‘universal pragmatic rationality’ as they performed duties that were objectively 

required, meeting quality demanded by the system to address patients’ disease-related bio-markers, 
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e.g. blood transfusions to raise hemoglobin values. In terms of the critical theoretical perspective, 

nurses’ practices were powered by the system’s rationality and structures. This led to pathologies 

resulting from lifeworld colonization, including decrease in shared understandings, no use of 

PROMs, and lack of integration, as nurses had limited capacity to perform distinctive, 

individualized care.  

Compared to other PROM studies, our findings support existing knowledge, affirming that 

introducing PROMs is a complex activity associated with multiple factors influencing the 

process.44–46 A recent study exploring organizational mechanisms in PROM-based follow-up 

found that use of PROMs is highly dependent on the clinicians’ day-to-day management of the 

system. The study concluded that mechanisms relating to the routine use of PROMs in outpatient 

follow-up are complex, as clinicians’ independent navigation within PROMs are crucial for the 

ability of PROMs to function as intended.47 An implication for further practice was that to 

accomplish use of PROMs, management should carefully consider and discuss the implications of 

PROM-based follow-up before introduction to clinical practice (ibid). Similarly, a web-based 

survey found similar issues, stating that nurses are influenced by the provision of outcome 

measurement training, information, and guidance on the use of PROMs, as the most common 

reasons for not using PROMs were time constraints and lack of training.48 This finding is also 

supported by a study within PROMs and hematology that recommended PROMs should be easily 

accessible combined with guidance and training for clinicians’ use of individual PROMs, including 

how to select, use, interpret and implement PROMs.49 However, only one47 of these studies 

included a critical discussion of PROM utility related to applied practice. Moreover, some articles 

seem to indicate that PROMs are a premise for the future of healthcare systems.2,9,10 From a critical 

perspective, one could question if PROMs are the right and only way for nursing to move towards 

more person-centered and holistic care. 

This study finds that the potential of PROMs as an approach to patient-centered care remains 

uncertain, since introducing PROMs did not lead to practical application. Nurses’ experiences 

when introducing PROMs were highly dependent on a setting that did not support opportunities to 

explore PROM data in day to day practice, leaving nurses practically no choice in the face of 

system priorities. Instead, nurse practice was dominated by institutional quality indicators such as 

providing medical treatment, while contribution towards goals of distinction in professional 

nursing was not evaluated. This study has identified problems regarding nurses’ experiences with 
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PROMs which should be considered if future PROM implementation is planned, including the 

need for a system requirement for nurses to use PROMs. The key message for applied practice and 

future research is that nurses require a strategy for the application of PROMs, and patients should 

be actively involved. Furthermore, without a prior understanding of nurses' expectations of 

PROMs, it is difficult to interpret their responses or determine implications for practice. Yet there 

are other approaches that could be feasible in moving toward a more person-centered practice, e.g. 

the framework for person-centered care developed by McCormack that builds on healthful 

relationships between care providers and service users.50  

 

Limitations 

It is important to note that these findings are highly dependent on the current study set-up and 

context. Therefore, the present study’s findings may not be transferable to other settings. A 

potential study limitation was the small number of nurses who participated in the focus group 

interview, though a higher number of participants does not ensure quality in itself.29 Instead, we 

argue that including four purposely sampled informative participants contributed more extensive 

data to the interview than a higher number of irrelevant participants would likely have provided. 

This consideration was precisely the reason for the completion of the focus group interview. 

Additionally, the number of participants demonstrated the complexity of conducting applied 

research in a clinical practice that is sometimes unpredictable. The study may reveal challenges in 

relation to the design and presentation of PROMs within the electronic medical record system. For 

instance, nurses had limited access to PROMs, as patient completion of questionnaires was linked 

with the patient’s visit with the department’s hematologists; this may have influenced nurses to 

only use PROMs ‘when there was time.’ Furthermore, the manner in which the PROMs were 

represented to the nurses could support ease of interpretation and incorporation at the point of care. 

For example, improved signalling of which high scores indicate a high/healthy level of functioning 

versus high scores that indicate a high level of symptomatology or problems to be addressed could 

influence PROM usage rates. Additionally, the PROMs could be tied to clinical decision support 

systems to support nurses in acting on the data and viewing them as more clinically relevant.  

Another important circumstance was that the introduction of PROMs happened contemporaneous 

with a large restructuring of the hospital’s IT system, including the launch of a new electronic 
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medical record system which may have influenced nurses’ capacity and possibilities for 

incorporating new actions in their clinical practice. Finally, an important circumstance and 

limitation was that the multimethod study, which was set up by departments’ management, did not 

prescribe an implementation strategy; instead, PROMs were directly introduced into clinical 

practice.  

 

Conclusion 

In this study we found that nurses’ experiences when PROMs were introduced in clinical practice 

were very limited. Nurses prioritized duties required by the system’s rationale, resulting in a 

limited capacity to use and explore PROMs as they were not actionable for nurses within the 

specific setting. Nurses expressed that PROMs might have potential to support clinical practice, 

as PROMs could add unknown information about patients’ conditions and could identify needs 

within supportive care.  

The contribution of this paper to the current research on the use of PROM is that simply 

introducing PROMs to practice does not necessarily evolve the potential of PROMs due to multiple 

reasons. Implications for practice are that future research on PROMs should address context issues, 

moving towards a feasible and convenient model or framework. Furthermore, if PROMs are 

intended to be implemented, the PROM instruments should cover information fields contributing 

to nurse practice whilst maintaining ease of access and use.  
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