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Abstract
The prioritization of patient-centered care in contemporary healthcare and politics
has resulted in an increased focus on patient empowerment. At the same time,
information and communication technologies are becoming more prevalent in healthcare and are recognized to improve cost-effectiveness, the quality and accessibility of care delivery. As a consequence, patient portals have become widespread
as promising means to support patient empowerment in hospitals worldwide.
These portals have the potential to support patients in acting more autonomously
and to a greater extent engage in their care. However, patients do not necessarily
want to take this responsibility, and the adoption of these portals have reported to
be limited. For this reason, questions remain about how designers can encourage
adoption of patient portals and what factors might contribute to empowerment of
patients. Currently, the Copenhagen University Hospital is in the process of implementing a patient portal called MyChart as an initiative to promote patient empowerment. Therefore, the purpose of this thesis is to examine how the patient portal,
MyChart, can be redesigned to facilitate patient empowerment in the context of
the nephrological outpatient clinic at the Copenhagen University Hospital.

data indicate that patients’ capacity and motivation for participating in their CKD
care point towards different levels and perceptions of empowerment representing
four personas. The same patients share a common experience of a service failure
related to long waiting time and having a close relationship with their healthcare
professionals as part of going to check-ups at the nephrological outpatient clinic.
Therefore, RemoteControl is a service recovery strategy to make visible the waiting time for the patients in order to both give them more control over their time of
waiting and reduce a major pain point in this context. In addition, patients do not
reflect upon their disease during the waiting time and try to ignore in everyday life.
For this reason, RemoteControl aims at supporting patients to be able to tune in to
specific topics the patients wish to talk about with the doctor. The proposed design addresses the patients’ needs, while also accommodating healthcare professionals’ busy work schedule and critical attitudes towards MyChart. Furthermore,
considers contextual factors, such as other patient empowerment initiatives on a
community level, and a general positive trend among citizens to take responsibility
for their care by integrating flexibility and context-specific elements in the design.

This thesis outlines a service design project that concerns the patient portal, MyChart, and the concept of patient empowerment in collaboration with the nephro-

The thesis concludes with a recommendation for future research to involve doctors
in the design process of patient portals, in a similar way include them in the further
development of RemoteControl. For further research, it is relevant to examine, if
RemoteControl can bring value to the nephrological outpatient clinic prior to continue the research in other outpatient clinics sharing a similar a challenge of waiting
time.

logical outpatient department at the University Hospital of Copenhagen. Through
the service design project, various qualitative methods in combination with service
design tools have been used to uncover opportunities and barriers for redesigning MyChart; identify patients’ needs and experiences of being empowered in
their care; and examine how patients’ service experience of the outpatient clinic
influence their sense of empowerment. As a result, the concept of RemoteControl
is proposed as a redesign of MyChart to assist in empowering patients with CKD
in managing their care based on empirical data. The findings from the empirical
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1
Introduction

Problem area
Problem statement
Structure of thesis

The world’s population are aging, and chronic lifestyle diseases are becoming a
global health burden (van Dipten et al., 2018; Nugent, 2008) increasing the demands of the healthcare sector (Fry, 2018). As a consequence, healthcare is in
need of change to rethink ways in which care can be delivered (Fry, 2018; Chamberlain & Partridge, 2017). Information and communication technologies have great
potential to improve cost-effectiveness, the quality and accessibility of healthcare
by facilitating effective communication and collaboration between healthcare professionals and patients (Kensing et al., 2004). For example, patient portals make
it possible for patients to access their health records, and some even establish a
digital communication channel with healthcare professionals and allow for reporting own measurements. In addition, other technologies support patients in acting
more autonomously, such as social networking sites facilitating communication
between patients with similar health conditions; and online search engines making
it possible for patients to get answers to health-related questions within seconds.
These technologies enable patients to take a more active role in their care by providing them with the ability to access health information. In consequence, patients
can act more autonomously and to a greater extent engage in their care, often
referred to patient empowerment (Grando, Rozenblum & Bates, 2015). Research
has found that patient empowerment can lead to positive health outcomes, patient
satisfaction, more efficient care delivery, and improved quality of care (Holmström
& Röling, 2010; Grando, Rozenblum & Bates, 2015; Palumbo, 2017). In addition,
increasing patients’ quality of life as to minimizing their number of visits at the
hospital (Anderson & Funnell, 2010; Castro et al., 2016). Patient empowerment
is emerging as a focal point in healthcare research, but also in healthcare reform.
Health policy makers and healthcare organizations have started to recognize its
potential social and economic benefits, as parts of the burden on the hospital
staff are reassigned for the patients to manage themselves (Grando, Rozenblum
& Bates, 2015; Holmström & Röing, 2010; Kujalaa et al., 2018; Palumbo, 2017).
However, the notion of patient empowerment has no widely agreed definition leading to several interpretations of the term (Calvillo, Román & Roa, 2013; Castro
et al., 2016; Dickerson, 1998; Schneider-Kamp & Askegaard, 2019; Williams,
2002). Therefore, it is a challenge to measure and evaluate patient empowerment
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(Castro et al., 2016; Risling et al., 2017), which is why there is limited evidence on

it necessary to critically examine the potential context of use to understand the

the benefits of the implementation of patient empowerment initiatives (Palumbo,
2017). Salmon & Hall (2004) also criticize the concept of patient empowerment for
often being a political construction that does not take into account the patients’
experience of being empowered, whether they want to or even feel empowered.
Especially, using technologies as patient portals to facilitate patient empowerment
is found to be challenging as they often fail due to limited adoption (Kujalaa et al.,
2018). This calls for improved definition of patient empowerment and measures to
evaluate patient portals, but also points towards a need for examining contextual
factors influencing the adoption of these.

patients’ ability and interest in managing their care through MyChart in order to
increase the adoption of MyChart.

Problem area
In the Danish healthcare system, patient empowerment has also been depicted
as a critical policy issue to realize increased effectiveness and cost saving. Currently, the Copenhagen University Hospital is in the process of implementing a
patient portal called MyChart as an initiative to promote patient empowerment.
MyChart is envisioned to “facilitate patient empowerment through access to parts
of the clinicians’ notes and tests results, communication with clinicians, managing
appointments at the local hospital” (Kensing, Lomborg, & Moring, 2017, p. 3).
MyChart is primarily intended for outpatients as they are visiting the hospital on a
regular basis (Kensing, 2017). Therefore, the thesis has been done in collaboration
with the nephrological outpatient clinic at the Copenhagen University Hospital. In
general, the nephrological outpatient clinic performs diagnostics, treatment, care,
and control for individuals with acute or chronic kidney disease, or after they have
had kidney transplantation. More specifically, the thesis focuses on patients with a
mild to moderate chronic kidney disease condition, who regularly attend for control at the outpatient clinic at least every third month. The majority of the clinic’s
patients are currently not using MyChart, thus the potential of MyChart is far from
fulfilled. In addition, Kensing (2017) also raises critical questions about the design
of MyChart, as it “seems not to be designed based on a proper understanding of
their [the patients] needs and concerns” (p. 9). This calls for an increased attention
on how to design patient portals to fit the needs of the patients. Therefore, we find

Introduction

Problem statement
Based on the problem area, the thesis seeks to answer the following problem
statement:
How can the patient portal, MyChart, be
redesigned to facilitate patient empowerment in the
context of the nephrological outpatient clinic at the
Copenhagen University Hospital?
To address the problem statement, the following questions guide our research:
What are the opportunities and barriers for
MyChart to facilitate patient empowerment
in a Danish healthcare context?
What are the patients’ needs and experiences
of being empowered in their care?
How do the patients’ service experience of the
outpatient clinic influence their sense of empowerment?
The thesis aims at examining how to facilitate patient empowerment at the nephrological outpatient clinic through redesigning the patient portal, MyChart. As
MyChart assists patients in managing their care at the outpatient clinic, the portal
can be seen as a part of the larger public service of the Copenhagen University
Hospital. Thus, we as designers need to carefully consider how a redesign of MyChart affects the patients, but also other stakeholders. A service design approach
is chosen to help uncover the patients’ intangible experience of attending a control
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at the outpatient clinic, as well as examine how this experience is constituted by
several actors in the complex system of the hospital. The object of this thesis is
to address the research and development of the proposed redesign of MyChart
by documenting, analyzing, and discussing the undertaken design process. In
this way, the thesis contributes to current research on patient portals and patient
empowerment, as the thesis provides a case study on the facilitation of patient
empowerment through a patient portal for patients with chronic kidney disease.

Structure of thesis

marizes the main findings of the chapters 7-10. Chapter 12 presents the idea
generation for a concept to facilitate patient empowerment through the use of MyChart. The chapter elaborates on each of the methods used in the idea generation,
from co-creating ideas with users to developing ideas for users. Then, chapter 13
presents a proposed design for MyChart to facilitate patient empowerment at the
outpatient clinic. Followed by chapter 14, reflecting upon the proposed design,
and next step in the design process. Chapter 15 is a discussion about the overall
design process, and the proposed design concept. Last, chapter 16 summarizes
the main findings and contributions to research through a conclusion.

The thesis starts with elaborating on the case by going into details about the the
context of the patient portal, MyChart, and providing a definition of chronic kidney disease in chapter 2. Next, chapter 3 introduces related works focusing
patient empowerment associated with research topics, such as MyChart, patient
portals, people with chronic disease, and hospital services. Chapter 4 presents
the theoretical framework comprising the scientific theoretical position drawing
on pragmatism and design research. Moreover, elaborates on service design and
co-design as research approaches, and clarifies the concepts of user experience and patient empowerment. In chapter 5, an overview of the design process
is presented and the underlying framework guiding our service design project.
Subsequently, chapter 6 explains the methodology used for data collection and
analysis. Contextual inquiry, cultural probes, co-design and interviews have been
used to collect data, while service design tools such as ecosystem map, personas,
journey map and service blueprint have been used to analyze the data. Chapter
7-11 presents the analysis of and findings from the empirical data collected. More
specifically, chapter 7 uncovers opportunities and barriers for MyChart to facilitate patient empowerment in a Danish healthcare context through an ecosystem
map. In chapter 8 the patients’ similarities and differences are uncovered with a
focus on patients’ sense of empowerment, summarized in four distinct personas.
Afterwards, chapter 9 elaborates on how these four personas experience the
service of the outpatient clinic by presenting a patient journey map. Chapter 10
presents a service blueprint of the outpatient clinic to gain an understand of the
organizational aspects of what constitute the service. Finally, chapter 11 sum-

Introduction
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2

To frame the scope of the project, this chapter elaborates on Chronic Kidney Disease in order to gain an understanding of the characteristics of the disease, as
to focus on patients related to the context of the nephrological outpatient clinic.
Further, explains MyChart including its current features and vision to empower
patients.

Chronic kidney disease

Case

Chronic kidney disease
MyChart

Chronic kidney disease (CKD) has evolved over time, but current international
guidelines define this condition as “decreased kidney function shown by glomerular filtration rate (GFR) of less than 60 mL/min per 1·73 m2, or markers of
kidney damage, or both of at least 3 months duration, regardless of underlying
cause.” (Webster et al., 2017, p. 1238). In consequence, CKD is characterized by
any condition that causes a reduction in kidney function or structural kidney damage for three months or more. CKD is a condition with permanent consequences
and changes, which can rarely be cured, therefore requires long-term treatment,
check-up and care (The Kidney Association, 2015).
The causes of CKD in the Danish population have not been fully clarified (Bech,
2013), but lifestyle-related diseases as diabetes and hypertension are common
causes of CKD in all high-income and middle-income countries (Webster et al.,
2017). The progression of CKD can be divided into five stages of kidney damage,
ranging from normal in stage one to kidney failure in stage five, based on level of
GFR and concentration of albuminuria (KDIGO as cited in Webster et al., 2017).
Once people have reached end stage kidney disease also called stage five, the
kidney function is no longer able to sustain life over long term. Options for people
with CKD at stage five are kidney replacement therapy in the form of dialysis or
kidney transplantation (ibid.). In contrast, people in mild stages of CKD will often
need treatment of comorbid conditions, interventions to slow progression of kidney disease, and measures to reduce the risk for cardiovascular disease during
stage one and stage two (Levey et al., 2003). During stage three evaluation and
treatment of other complications of decreased GFR, such as anemia, malnutrition,
bone disease and decreased quality of life should be undertaken as the prevalence
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of complications begins to rise (ibid.). In the next stage, preparation for kidney re-

as for example in UK, The Netherlands and now Denmark. The Health Platform

placement therapy should begin. The consequence of this is that people with CKD
will usually provide a urine sample and blood test, also get blood pressure tested
and be weighed during regular check-up (The Kidney Association, 2015).

is intended to serve local, clinical interest, but also enabling regional integration
and management of the healthcare system in The Capital Region of Denmark and
Region Zealand (Kensing, Lomborg & Moring, 2017). Currently, four of 18 hospitals within the two regions have adapted the Health Platform and MyChart to their
local technical and organizational infrastructures. It will cover more than the half
of the Danish population when the systems have been implemented in all of the
18 hospital, (ibid.). The Health Platform is intended for assisting the healthcare
professionals in their work practices, such as documenting medical and health information, receiving lab tests and booking appointments among others. The thesis
reported here however, focuses on MyChart that serves as a portal for outpatients,
and can be access through a web browser or mobile app (Kensing, 2017). The
patient portal has been introduced in response to the national knowledge sharing
project called Patient as a Partner, involving several strategic efforts to involve patients, such as Better treatment with the Health Platform. The purpose of Patient
as Partner is to strengthen the focus on greater patient involvement by utilizing
the opportunities that MyChart makes available for the collaboration between the
clinic and the patient. MyChart is envisioned to “facilitate patient empowerment
through access to parts of the clinicians’ notes and tests results, communication
with clinicians, managing appointments at the local hospital” (Kensing, Lomborg,
& Moring, 2017, p. 3). More specifically, MyChart includes several features that can
be used at different stages of a hospital encounter, respectively test results, messages, appointments, health information, questionnaires and my measurements
(see figure 1). At the Copenhagen University Hospital, MyChart have had a silent
launch, and currently only a limited number of patients make use of the patient
portal even though all clinics are able to use and promote the portal. Therefore, the
hospital has made an initiative called MyChart Bus which is a pilot project that aims
at promoting MyChart to different clinics.

In general, people suffering from CKD need to attend regular check-ups, change
their diet and lifestyle, and take preventive drugs each day. No specific treatment
for curing CKD is in evidence, but several forms of interventions can help to prevent the progression of kidney disease to kidney failure and possible complications
(The Kidney Association, 2015). Thus, people living with CKD experience different
symptoms due to the disease, course of treatment and complications. In general,
people with mild to moderate stages of CKD tend to not feel ill or notice any symptoms, as the kidney function deteriorates slowly over time (Webster et al., 2017).
This is why CKD has been referred to as the “silent killer”, as the disease is asymptomatic and undetected (Fowler, 2017). However, in the case of kidney disease
getting worse, the need for consultation and co-management with nephrologists
increases (Levey et al., 2003). Thus, people with a moderate to severe CKD might
experience different symptoms such as nausea, fatigue, itching, muscle cramps,
and loss of appetite (The Kidney Association, 2015).

MyChart
Two of the five Danish regions, the Capital Region of Denmark and the Region
Zealand, have recently implemented a new electronic health record (EHR) system
called the Health Platform (in Danish Sundhedsplatformen), and are currently in
the process of implementing one of its subsystems being a patient portal called
MyChart (in Danish Min Sunhedsplatform or in abbreviated form MinSP). The service providers are the Danish company, NNIT, in collaboration with American Epic
Systems Corporation (Kensing, 2017). The patient portal and EHR system, based
on the EPIC software, have been widespread use in the US, and lately in Europe,

Case
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Features of MyChart
Test Results
Overview of the patient’s medical tests, such as the
amount of creatinine in a blood sample.
Messages
A digital communication channel between patients
and healthcare professionals.
Appointments
An overview of the patients previous and future
appointments at the hospital, as well as an opportunity to request or cancel an appointment.
Health information
An overview of the patient’s journal.
Questionnaires
Questionnaires to the patient send by the healthcare
professionals.
Figure 1: MyChart app and website.

My Measurements
The patient can measure aspects of their health at
home and enter the results into the portal.

Case
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3

This chapter presents specific case studies on MyChart as well as more general
literature about patient portal to draw on previous experiences and insights. In
addition, context-specific area of research on people with chronic diseases and
hospital services are presented in relation to patient empowerment based on several literature reviews and case studies.

MyChart in Denmark and other countries

Related works

Limited research exists on MyChart in a Danish context due to the research taking
place in the platform’s early implementation phase. However, case studies of MyChart can be found in other countries such as The Netherlands and US.

MyChart in Denmark and other countries

Kensing (2017) present a longitudinal study of MyChart in a Danish context focusing on patients and nurses at a heart clinic. His findings provide indication of
patients being positive towards the easy access of information, but sometimes
expressing difficulties with finding the type of information that they look for, or in a
format that to them is meaningful (ibid.). In addition, Kensing, Lomborg & Moring
(2017) examine how MyChart is used as an infrastructure for information, communication and action by the rehabilitation patients after a blood clot. Their preliminary
findings indicate that patients request accessing information about their treatment,
as well as show interest in information about their physical state and different ways
of communicating about their symptoms, progress and well-being.

Adoption and effects of patient portals
Empowering patients with chronic disease
Realizing patient empowerment
within hospital services

Wildenbos et al.’s (2018) study of MyChart in The Netherlands focuses on registration rates and experiences of patients between 56-95 years old using MyChart.
Through a survey they found that the option of reviewing medical record information and checking the planning of upcoming appointments had a positive effect on
the portal use. In contrast, factors that inhibited portal use was difficulties in interaction with the platform and a lack of timely response from healthcare professionals
on their questions asked via the portal. In general, the activation rates of MyChart
amongst older adults between 56-75 were relatively high based on automated
data extraction over a period of one year.

12

Otte-Trojel et al. (2015) report on a study of the Kaiser Permanente version of My-

suggest that patient portals have potential improve organizational performance, as

Chart, which has evolved over 15 years and is used by healthcare professionals
and patients in the US. Their study is based on interviews with physician leaders
and executives to learn about how the patient portal works and what organizational factors affect its workings (ibid.). The findings indicate that MyChart is considered to be a factor in patient satisfaction, enhanced disease management and
health plan retention by improving ease of access, transparency of information
and patient-physician interaction (ibid.). In general, the outcomes of MyChart are
perceived to be positive, yet some healthcare professional also direct attention to
negative impacts to be enhanced, such as disrupted workflow or reduced personal contact between professionals and patients (Otte-Trojel et al., 2015).

for example by decreasing the need for in-person visits by letting patients manage
more activities online (Bates & Wells, 2012; Walters, Barnard & Paris, 2006). Some
studies have also found a correlation between the use of patient portals and better
chronic disease management (Osborn et al., 2010; Archer et al., 2011; Tenforde,
Jain & Hicker, 2011). Despite the potential of patient portals to improve patient
health and organizational performance, Ammenwerth, Schnell-Inderst & Hoerbst
(2012) present a systematic review of studies finding the effects of patient portals
to show mixed results. Otte-Trojel et al. (2015) also emphasize the difficulty to
realize and measure this potential as to the different contexts of use and variety of
users. Similarly, Irizarry et al. (2015) argue that future directions of research should
focus on identifying specific populations and contextual considerations to improve
the encouragement and support of patient engagement through patient portals.
Their review on patient portals point towards factors that include attention to areas of patient adoption, provider endorsement, health literacy, usability, and utility
(ibid.). This is supported by Baldwin et al. (2017) who find evidence that the most
negatively-perceived feature is user-friendliness, making the patient portals difficult
to navigate. A literature review of patient empowerment in relation to the use of patient portals make clear the uncertainty about the effect of patient portals utilization
on patient empowerment (Risling et al., 2017). Their review finds several empirical
studies discussing the experiences, barriers, and characteristics of users and health outcomes associated with patient empowerment, engagement and activation.
In this context, Risling et al. (2017) stress an absence in discussing and clarifying
these concepts in the studies. Yet, their review indicates that patient portals can
lead to positive changes in patient empowerment (ibid.).

The above studies suggest that patients have certain expectations about being
informed by the hospital, doctors or nurses regarding their illness and/or treatment
(Kensing, 2017; Kensing, Lomborg & Moring, 2017). The studies support the need
of focusing on utility and usability of MyChart that may be barriers for the patient
portal adoption. Further, it is important to ensure that the patients portal is accessible to all patient groups and to minimize disparities in their use (Wildenbos et al.,
2018). In addition, physician leaders and executives experience with MyChat is
generally positive in relation to performance metrics as patient satisfaction, enhanced disease management and health plan retention. However, concerns for some
healthcare professional are enhanced and disrupted workflow or reduced personal
contact between professionals and patients.

Adoption and effects of patient portals
Grando, Rozenblum & Bates (2015) define patient portals as “web-based solutions
that allow patients to securely and remotely access their personal health information” (p. 80). Patient portals are recognized as promising platforms to support
greater patient engagement (Irizarry et al., 2015). In addition, a study on the impact
of patient portals shows a number of outcomes to which patient portals can contribute, hereof clinical, patient-provider communication, patient satisfaction, and patient empowerment (Ammenwerth, Schnell-Inderst & Hoerbst, 2012). Researchers

Related works

The role of patient empowerment in chronic disease
According to Schneider-Kamp & Askegaard (2019), studies on patient empowerment is commonly concerned with patients as a homogenous group sharing
the same disease. Further, several researchers argue that patient empowerment
is often used in the context of patients with a chronic medical condition, rather
than acute episodes of life-threatening diseases (Calvillo, Román & Roa, 2013;
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Feste & Anderson, 1995; Holmström & Röing, 2010). One reason is that chronic
patients are visiting the hospital on a regular basis, and deal with their disease at
home, especially self-management has gained particular attention (Calvillo, Román
& Roa, 2013). Through a literature review, Diamantidis & Becker (2014) have found
only limited of research on technology facilitating patient empowerment for patients specifically with chronic kidney disease. In addition, research within patient
empowerment in relation to CKD predominantly focuses on the role of healthcare professional to facilitate empowerment (McCarley, 2009; Thomas-Hawkins &
Zazworsky, 2005; Nygårdh et al., 2012). For example, the majority of mobile apps
are provided by healthcare professionals to motivate people with CKD in relation
to record their dietary intake, track their renal function, and communicate with their
care provider (Diamantidis & Becker, 2014).

Realizing patient empowerment within hospital services
To realize patient empowerment, the healthcare professionals play a key role in
promoting patient empowerment (Calvillo, Román & Roa, 2013; Palumbo, 2017;
Williams, 2002). The healthcare professionals are required to change their traditional approach to the medical encounter, so that it is not exclusively led by healthcare professionals, but is performed as a co-production between the healthcare
professional and the patient (Palumbo, 2017) Patient empowerment not only affects the patients in being more empowered, but also the surrounding context,
such as the work routines of healthcare professionals (Williams, 2002). Williams
(2002) argue that “an antecedent to patient empowerment is staff empowerment”
(p. 102) as healthcare professionals need to have experience with empowerment
in their work practices before being able to adopt an empowering mindset, and
transfer and share power to the patients. In addition, Calvillo, Román & Roa (2013)
argue that a “major obstacle is reluctance of doctors to lose their power” (p. 650),
meaning that doctors can be critical towards patient empowerment, and therefore
might be a barrier to the empowerment of patients. Thus, it can be argued that
is crucial to involve not only patients, but also healthcare professionals in order to
change their attitude towards patient empowerment, in turn become promoters for
empowering patients.

Related works
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4
Theoretical framework

Scientific theoretical position
Service design
Co-design
User experience
Patient empowerment

Working within the field of service design, the thesis relies on theories from various
fields of research. Therefore, this chapter outlines the different theoretical approaches in which the thesis takes point of departure. The chapter elaborates on the
scientific theoretical position drawing on pragmatism and design research as a
basis for selecting and evaluating the methods used to collect the empirical data.
Moreover, elaborates on the underlying principles of service design and co-design
that guide the design process. Finally, clarifies concepts of user experience and
patient empowerment as perspectives to analyse the empirical data.

Scientific theoretical position
Cross (1999) argues for designers to reflect upon the paradigm in which they conduct research. Considering design as a research area that includes a wide variety of different disciplines, it is essential to be transparent about the production
of knowledge through design research practices. This is supported by Goldkuhl
(2015), arguing for a need of clarifying the meta-scientific foundations of what design researchers do. Therefore, this section reflects upon the scientific theoretical
position of the thesis.
Pragmatism
This thesis draws on the paradigm of pragmatism as scientific theoretical position. Pragmatism is a practice-oriented approach from which the researcher seeks
to understand the acts of individuals in concrete contexts. Working pragmatically
means that the “researcher is not only guessing or proposing what might be, but
he/she also tries to install it through action. It is a process of “knowing through
making” (Goldkuhl, 2015, p. 88). Rather than focusing on phenomena as they
are, the pragmatic approach tends to concern with solving problems, thus future of possible solutions (Creswell, 2007; Goldkuhl, 2015). In other words, Goldkuhl (2015) explains that in pragmatism “Knowledge development is conducted
through inquiry processes starting with problematic situations. [...] The purpose
of knowledge is to improve existence through action” (Goldkuhl, 2015, p. 92). The
pragmatic paradigm claims that reality is socially constructed, but also depends
on an objective reality (Creswell, 2007; Egholm, 2014). Whereas the paradigm of
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positivism claims that reality is objective and exists independently of how human

does not imply that only one truth exists, rather it is a reconstruction of multiple

beings rationalize it (Bryman, 2012), social constructivism claims that reality does
not exist in advance as it is socially constructed (Amineh & Asl, 2015; Bryman,
2012; Guba, 1990). The pragmatic paradigm exists within the continuum between
these two worldviews, as it is based on the assumption that phenomena are rationalized by individuals’ subjective perceptions, however limited by the objective
reality in which individuals’ experience these phenomena (Creswell, 2007; Egholm,
2014). The pragmatic researcher often uses mixed methods of quantitative and
qualitative approaches to collect and analyze data (Creswell, 2007). Pragmatists
tend to focus on the outcomes of the research rather than the antecedent methodological approaches (ibid.).

worldviews. As these worldviews only exists in the minds of people, we as design
researchers translate these, thus need to be aware of our own interpretations and
perspectives.

Multiple ‘truths’
The paradigm of pragmatism is consistent with the view of social constructivists
“that research always occurs in social, historical, political, and other contexts.”
(Creswell, 2007, p. 23). Further, Amineh & Asl (2015) explains that “human beings
rationalize their experience by creating a model of the social world and the way that
it functions” (p. 13). In this way, the ontology of pragmatism takes the position of
pluralism, thus acknowledges that multiple ‘truths’ exist, as reality is rationalized
from one person to another and therefore, reality exists in different ways in the
minds of people (Creswell, 2007; Fuglsang, 2004). In addition, as phenomena
are constantly sensed and understood by individuals in an ever-changing context, human beings’ understanding of a phenomenon are “in a constant state of
revision.” (Bryman, 2012, p. 33). Therefore, when researching through qualitative
methods, the pragmatist follows in the footsteps of the social constructivist by
putting an emphasis on creating a setting where individuals can articulate how
they sense and understand the phenomenon (Creswell, 2007). Furthermore, as a
phenomenon is to be understood socially, the context in which this phenomenon
takes place are researched as well (ibid.).
From the position of pluralism, we strive to create a joint perspective of multiple stakeholders, such as healthcare professionals and patients. This perspective
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Design research
Working more specifically within the field of design, the thesis further takes point of
departure in design research. In general terms, design research is the production
of knowledge through practicing design (Binder & Redström, 2006). According
to Goldkuhl (2015) design research draws on pragmatism, as design research
also use problems as a starting point for inquiry and aims at improving existence
through action. Thus, design research has its starting point in a problem, and through the use of quantitative and qualitative methods tries to solve this problem.
In this context, qualitative methods are used to gain an understanding of how a
design plays out in practice through investigating social, contextual and cognitive
factors, whereas quantitative methods are used to evaluate the design through
large-scale studies (Collins, Joseph, & Bielaczyc, 2004).
Binder & Redström (2006) and Cross (1999) both argue for three areas of knowledge production within design research: Design theory, design studies and science
of the artificial. Design theory aims at understanding how individuals make sense
of a design, both designers and users of a design. Design studies focus on understanding and developing tools for the process of designing. As design studies
operates on a metalevel, the outcome of the design process itself is not was is
considered important. Finally, science of the artificial involves studying and shaping
a design artefact, hence the final outcome of a product or service.
A general accepted view of design research is that the processes of designing
needs to extract reliable knowledge to be shared with the design community (Collins, Joseph, & Bielaczyc, 2004; Cross, 1999; Goldkuhl, 2015). More specifically,
Cross (1999) elaborates that “to qualify as research, there must be reflection by the
practitioner on the work, and communication of some re-usable results from that
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reflection.” (p. 9). Further, Goldkuhl (2015) argues for going beyond local practice

an otherwise intangible service visible, now often termed touchpoints (Stickdorn

when doing design research. Thus, even though design research often has it starting point in a problem within a specific context, the outcomes of this research has
to be generalized in a way that it can be used in other fields or contexts of design.

et al., 2018). The identification of touchpoints as an object of service design is a
clear step away from the imposition of the goods-dominant (G-D) logic of the past
(Lusch, Vargo & O’Brien, 2007). Lusch, Vargo & O’Brien (2007) argue that G-D
logic views the concept of a service as mere accessories to goods with inherent
utility (Lusch, Vargo & O’Brien, 2007). In contrast the notion of services has changed during the past several years, and now relates to a service-dominant (S-D)
logic that is based on:

Service design
Service design involves a process of shaping service ecosystems by bringing together interdisciplinary contributions (Vink et al., 2019). Being interdisciplinary means that service design adapts and combines different concepts and approaches
from various fields, such as design, management, marketing, and information systems (Kimbell, 2011; Stickdorn et al., 2011; Patrício et al., 2011; Polaine, Lövlie
& Reason, 2013). The interdisciplinary nature of service design contributes with
complementary perspectives on dealing with the growing complexity and variability
of service ecosystems (Sangiorgi & Prendiville, 2017). Service design is recognized
as a catalyst for organizational change and transformation within the public sector
(Malmberg et al., 2019). For this reason, service design has relevance for the study
of MyChart, in that redesigning MyChart as part of a public service will require and
affect changes for several involved in the complex system of the hospital.
While service design is now recognized within the design community as a field
of research and practice, it is still an emerging field and evolving practice. One
should be aware of the fact that service design can be considered as a new way
of thinking as opposed to a well-established academic discipline (Stickdorn et
al., 2011). Therefore, rather than providing a definite definition of service design,
the section outlines a framework for our understanding of service design. Service
design has its origin in the seminal writings of Shostack (1977; 1984), which are
widely recognized to provide an account of the design of services. Shostack (1984)
points out the difference between products and services stating that a product is
defined by its existence in both space and time, and is tangible, whereas a service
does not have a spatial element to it but is defined in time. According to Shostack
(1977), customer’s sensory aspects of experience is a crucial factor in describing
a service. Service design offers several tools to make the tangible constituents of
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“an understanding of the interwoven fabric of individuals and
organizations, brought together into networks and societies,
specializing in and exchanging the application of their competences for the applied competences they need for their own
well being.” (Lusch, Vargo & O’Brien, 2007, p. 5)
It is a perspective that recognizes services as collaborative processes between
actors, who are engaged in the co-creation of value through service encounters.
In addition, Lusch, Vargo & O’Brien (2007) emphasize that S-D logic views the
external environment of a service as potential sources of opportunities for collaboration to co-create value, thus being an integral part of the service. Therefore,
services can be seen as intangible, temporal and complex networks of inter-related
structures and resources that support and enable value co-creation among actors.
Service design is based on core principles of holism, human-centeredness, and
collaboration to guide the creation of new services or improving existing ones
(Stickdorn et al., 2011; Sangiorgi & Prendiville, 2017; Stickdorn et al., 2018). These
principles are elaborated below.
Holism
Service design aspires to understand and shape the wider context in which a
service takes place from different perspectives. A holistic view of a given service
means to consider how value is co-created by actors within a service context de-
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pending on the particular objective (Stickdorn et al., 2011). According to Kimbell
& Blomberg (2017), service design has different objectives, which can be divided
into three levels of abstraction, (1) service encounter, (2) value co-creating system,
and (3) socio-material configuration.
The service encounter level focuses on the experience of the user interacting with
the service. In contrast, the level of value co-creating system focuses on the dynamic exchange of resources and processes supporting a service. This level looks
at how the service is defined, monitored, and assessed before, during and after
the service delivery. Finally, the level of socio-material configuration is concerned
with the ways that “actors are mutually constituted and through their co-articulation with social practices and institutions come to have agency and capabilities.”
(Kimbell & Blomberg, 2017, p. 91). Here the emphasis is on acknowledging the
socio-cultural context shaping service interactions, and how these create value.
In this context, examines the interrelationships between local actors involved in
supporting or shaping the service as well as other actors that lie beyond the immediate service.
It is necessary to make recurrent leaps between designing in detail and designing
holistically within the above-mentioned perspectives. This means that whilst working on the details of a touchpoint one needs to consider the interplay and relationships between various actors that make up the service experience (Stickdorn
et al., 2018). Furthermore, one will always have to cope with dilemmas and paradoxes, since one cannot pay attention to every aspect, insight, or point of view.
Thereofre, one will often have to make decisions which have profound implications
for the value proposition of the service innovation.
Human-centeredness
Service design draws upon human-centered design traditions. This emphasizes
human perspectives throughout the design process, to drive and refine the process, by using methods and tools to include and understand the experiences of
people involved in a given service (Polaine, Lövlie & Reason, 2013; Stickdorn et al.,
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2018). Meroni & Sangiorgi (2011) states that:
“A human centred design approach to services manifests itself
in the capacity and methods to investigate and understand
people’s experiences, interactions and practices as main sources of inspiration for redesigning or imagining new services
[…] On another level a human centred approach to services
manifest itself in the capacity to engage people in the design
and transformation processes.” (p. 203)
This dual dimension of understanding and involving people in the design process
are what qualifies the human-centeredness of service design. Therefore, developing empathy with people is important, as empathy requires setting aside one’s
own assumptions while gathering insights into the experiences, motivations, behaviors, and needs of people who will be or are involved in a service (Polaine, Lövlie
& Reason, 2013). Similarly, Polaine, Lövlie & Reason (2013) place an emphasis on
people as the core of services, as they shape the nature and quality of services.
Further, they argue that service design is about designing with and not just for
people, transforming the conception of people as passive receivers of services to
the one of active participants and collaborators (ibid.).
Collaboration
Services in particular are:
“complex items that demand complex processes be tackled, processes in which it is necessary to involve a variety
of players who are largely interdependent and therefore
who must collaborate in order to achieve any goal”
(Meroni, Selloni & Rossi, 2018, p. 13)
Therefore, it is necessary to integrate different views into the design process by
involving relevant stakeholders of different backgrounds and functions (Stickdorn
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et al., 2018). An important aspect of working collaboratively is using service design

tory design focuses on democratizing the design process by involving the future

tools, such as ecosystem map, journey map or service blueprint. These tools can
be used to make implicit knowledge, opinions and assumptions visible, and have
the potential to deliver a powerful means of sharing thinking and decisions-making across a wider community beyond the designers themselves (Stickdorn et al.,
2011). A benefit of using these tools is that they can connect people from different
departments working in silos by simplifying complex process by offering a common starting point to collaborate on (Stickdorn et al., 2018). In addition to tools,
service design uses a variety of supportive methods for engaging stakeholders,
of which Polaine, Lövlie & Reason (2013) and Stickdorn et al., (2018) emphasize
co-design being useful to facilitate collaboration, as people are given the opportunity to present their perspective and experiences. Co-design can facilitate longterm engagement as to increase the involved stakeholders’ sense of ownership
as well as increase their knowledge about the service design tools (ibid.). In that
sense, co-design workshops can create champions of the organization, that is a
person who is working close to the problem area, and who is motivated to create
a lasting and continuous change (Wilson et al., 2005).

users and other relevant stakeholders into the decision-making process of designing (Bødker & Pekkola, 2010; Mattelmäki & Visser, 2011; Robertson & Simonsen,
2013). Through active participation, the future users of a design are enabled to
have a say on how the design they are going to use is shaped.

Co-design
The field of design research has shifted from a user-centered design approach
focusing on designing for the user, to an approach of co-designing with the user
(Rizzo, 2010; Sanders & Stappers, 2008). Thereby, the user has gone from being
a passive objective of a study to an active participant in researching and designing
their own future. This approach of involving users into the design process is often
referred to as co-design (Sanders & Stappers, 2008). Co-design can be seen as
a mindset and a methodology (Mattelmäki & Visser, 2011). In this section, the
mindset of co-design is elaborated on, whereas the methodology of co-design is
outlined in chapter 6.
Historical roots
Co-design has its origin in participatory design dating back to about 50 years ago
in Scandinavia (Mattelmäki & Visser, 2011; Sanders, & Stappers, 2008). Participa-

In the 1972, Kristen Nygaard and Olav-Terje Bergo pioneered the field of participatory design with the NJMF1 project in Norway (Robertson & Simonsen, 2013;
Sundblad, 2010). The project was conducted in collaboration with the Norwegian
Iron and Metal Workers Union and was the first known research project that involved users, to build up a platform as a knowledge base to empower the metal
workers when talking with management (Robertson & Simonsen, 2013). During
the 1980’s, other participatory design projects arose, such as the UTOPIA project
in Sweden and Denmark (1981-1986), and the Florence project in Norway (19841987). Whereas the previous projects were focusing on empowering the workers
through establishing a knowledge base, these projects actively engaged the users
in the whole process of designing to aim for more empowerment (Bødker & Pekkola, 2010; Robertson & Simonsen, 2013). From the previous work done on participatory design it is evident that the philosophy and approach puts an emphasis on
ethics, politics, democracy and empowerment (Mattelmäki & Visser, 2011; Rizzo,
2010; Robertson & Simonsen, 2013). However, within recent years, the traditional
field of participatory design have changed towards more a broad field of research
(Robertson & Simonsen, 2013).
Definition of co-design
Sanders & Stappers (2008) argue that “co-design as it is practiced and discussed today takes on quite different manifestations, depending upon the expertise
and mindsets of its practitioners.” (p. 8). However, co-design often refers to the
collaboration between future users, other relevant stakeholders, and designers in
rehearsing the future throughout a design process (Halse et al., 2010; Mattelmäki
& Visser, 2011; Sanders & Stappers, 2008). In contrast to participatory design,
co-design does not need to have a political starting point (Mattelmäki & Visser,
1. NJMF is a Swedish acronym for Democratic Control and Planning in Working Life.
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2011). Rather, the focus of co-design is to involve relevant stakeholders in the

interactive products and services but is often criticized for the lack of a commonly

process of designing so that they become participants in creating a design. In
addition to facilitating co-design workshops, designers’ role is still to contribute in
designing as to “participate in the process as one of the contributors.” (Mattelmäki
& Visser, 2011, p. 2). Thus, designers contribute with design theory and practices,
and engage in the design process on an equal basis of future users. Future users
are seen as experts in their own experiences and field of knowledge (Halse et al.,
2010; Mattelmäki & Visser, 2011; Sanders & Stappers, 2008). By working together
designers and people not trained in design, co-design requires a mindset that
all people are creative (Sanders & Stappers, 2008), and that people can contribute to a design if they are given the opportunity to (Mattelmäki & Visser, 2011).
However, it can be “difficult for many people to believe that they are creative and
to behave accordingly.” (Sanders & Stappers, 2008, p. 9). Therefore, to evoke
creativity, different activities are carried out, often in a series of meetings referred
to as co-design workshops (Mattelmäki & Visser, 2011) or co-design events (Halse
et al., 2010). These workshops are linked as “the outcome of one event becomes
the starting point for the preparation of the next event.” (Halse et al., 2010, p. 71).
Having multiple stakeholders voice their interests, might lead to a risk of conflicting
perspectives (Halse et al., 2010). However, the activities in the co-design workshops help in creating a shared language across fields of knowledge, and a mutual
learning between the participants (Robertson & Simonsen, 2013). Mutual learning
increases the participants knowledge on different expert fields, as well as increase
empathy for each other as to gain an understanding of each other’s different perspectives. In turn, shared language and mutual learning might help in equalizing
power relations and conflicting interests.

agreed definition of the notion of experience, and for being identical to usability
(Karapanos, 2013). Further, it can easily become confused with similar, but different concepts such as perception or attitude, for which reason it is necessary to
clarify what user experience means, and how user experience can be designed
for and evaluated. To gain an understanding of the concept of user experience,
Karapanos (2013) proposes a distinction between reductionist approaches that
have their roots in cognitive psychology, and holistic approaches that are grounded
in pragmatist philosophy and phenomenology. However, as the thesis adheres to
the paradigm of pragmatism, the analysis takes point of departure in the holistic
approach to experience.

User Experience
Service design aims at placing people at the center of designing services by focuses on their interactions, relations and experiences as a way to designing services
that creates value. From a S-D logic perspective, value creation is inherently relational, uniquely and contextually interpreted determined by the user’s experience
with a service. User experience has become central to the design and evaluation of
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Holistic approaches
Holistic approaches criticize reductionist approaches in that they reduce the complexity and richness of a user experience to “a set of manipulable and measurable
variables” and impose “abstract models and classifications onto rich and complex
models like affect and emotion” (Wright & Blythe, 2007, p. 68). On the contrary,
holistic approaches place an emphasis on how experience is formed, adapted and
communicated in social contexts influenced by phenomenological and pragmatic
perspectives (Karapanos, 2013). From a pragmatic standpoint, experiences are
rationalized individually based on social interactions, and depending on the context
in which an experience takes place (Creswell, 2007; Egholm, 2014). McCarthy
& Wright (2004) elaborates on this pragmatic view by looking at four threads of
experience, respectively sensual, emotional, compositional and spatio-temporal.
Rather than trying to achieve a definitive definition, they present these as components that can be used to understand an experience (ibid.).
The sensual component refers to the way individuals experience the material world
through their senses before reflection upon the situation has occurred. Thus, senses constitute an initial way for human being to understand a situation. McCarthy
& Wright (2004) exemplifies this in the situation of a conversation being more than
just meaning of words.
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(p. 85). Experience is a subjective phenomenon that never can be accessed or obThe emotional component refers to individuals’ emotions occurring in a situation.
McCarthy & Wright (2004) argue that “no emotion exists independent of the particular circumstances connected with it and the character of the experienced event
permeates the emotion” (p. 83). Thus, emotions are highly connected to the specific circumstances of a situation. For example, every word of emotion might differ
depending on the situation in which these occur: “The joy of solving a problem is
not the same as the joy of requited love.” (McCarthy & Wright, 2004, p. 83).
The compositional component refers to the “relationships between the parts and
the whole of an experience” (McCarthy & Wright, 2004, p. 87). This includes how
individuals make sense of a situation based on what happened before, during and
after the situation has occurred, including the “narrative structure, action possibility, plausibility, consequences, and explanations of actions.“ (McCarthy & Wright,
2004, p. 87).
The spatio-temporal component concerns with the space and time. A situation
is to be understood in relation to its physical space in which it occurs, as well as
when and for how long it occurs, and how this time is grasped. The latter refers to
a sense of time, and how this might differ from the actual time a situation occurred.
Experiences of space and time is constructed by interactions and emotional engagement, as these affect what is focused on in a situation and how it is understood.
Although presented as distinct components, these are interconnected. Further,
McCarthy & Wright (2004) argue that a given system of activity does not exists.
Even though, designing a specific way of approaching a service, a situation is
always influenced by its sensual, emotional, compositional and spatio-temporal
components, that are components individually experienced from one person to
another, and possibly in a different time and contexts. McCarthy & Wright (2004)
elaborates on this: “Activity entails feelings and a moral response that make different people’s experiences with the same system, or even the same people’s experiences of a system at different times and in different activities, radically different”
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served directly, but only indirectly through people’s memories and interpretations
of the past (Bate & Robert, 2006). In this sense, experiences can be described as
reflective and retrospective activities, in which people try to recall elapsed time also
known as tacit knowledge. This refers to the difficulty of articulating previous often
habitual and unconscious activities, as “people have experience that they can’t
recall or explain abstractly when asked” (Goodman, Kuniavsky & Moed, 2012, p.
216). It may seem to be a paradox trying to capture the multifaceted, felt experiences, since these are limited to how users communicate them. To understand
these experiences, holistic approaches acknowledge that experience is not limited
to a given interaction but extend to the process of forming expectations of and
reflecting on experiential episodes.
Experience in service design
From a service design perspective, the perceived quality of a service is constituted
by the difference between an individual’s expectations towards the service and
what the individual actually experiences during a service encounter (Polaine, Lövlie & Reason, 2013). Therefore, Polaine, Lövlie & Reason (2013) emphasize that
“every interaction with the service sets the right level of expectation for the next
interaction.” (p. 137). By this they argue for balancing expectations, thus creating
a service encounter where all touchpoints are aligned in order to avoid disappointment. However, it is unavoidable for service providers to always meet the expectations of their users (Hess, Ganesan & Klein, 2003). An unfulfilled expectation in a
service delivery is defined as a service failure (Hess, Ganesan & Klein, 2003; Michel
& Meuter, 2008). In response to these service failures, strategies are developed to
recover the service experience defined as a service recovery (ibid.). Strategies of
service recovery involve different actions of the service provider to “minimize customer dissatisfaction following a failure and thus retain the customer’s business.”
(Hess, Ganesan & Klein, 2003, p. 127). Further, both service failure and service
recovery are influenced by the relationship between service provider and service
receiver being the “past interactions and the expectation of continued future interaction.” (Hess, Ganesan & Klein, 2003, p. 129). Hess, Ganesan & Klein (2003) argue
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that a good relationship between a service receiver and a service provider can

dent taking on different forms for different people in different contexts. He operati-

improve the tolerance of the service failures. Paradoxical, Hess, Ganesan & Klein
(2003) further argue that repeated service failures experienced by the same individual “may decrease their recovery expectations for the current outcome because
they lose confidence that equity will be restored in the long term.” (p. 141).

onalizes empowerment by distinguishing between three levels of analysis including
individual, organizational and community empowerment (ibid.). Each level of analysis, although described separately, is mutually dependent, and are both a cause
and a consequence of each other.

Patient empowerment

Individual empowerment
Empowerment at the individual level of analysis focuses on psychological mechanisms including intrapersonal, behavioral and interactional variables. In cases where individuals feel highly empowered, all three of the variables would be expected
to play a significant role, but some indication of any of the variables would suggest
some level of empowerment. In addition, these variables do not necessarily have a
causal relationship or interdependence with each other. For example, an individual
might have a high critical awareness (interactional variable) but is not motivated
(intrapersonal variable) to take action to influence one’s life. Similarly, it is possible
to participate in collective actions (behavioral variable) but have little critical awareness (interactional variable) or sense of control (intrapersonal variable).

This thesis seeks to understand how MyChart can assist in empowering patients.
Therefore, this section outlines a definition of empowerment based on Zimmerman’s (2012) three levels of empowerment, respectively individual, organizational
and community. The section continues by elaborating on how empowerment is
used within the healthcare sector, and how we are conceptualizing it throughout
the project.
Definition of empowerment
In contrast to the concept of power, which is generally understood as a controlling factor based on the notion of “the more power one person has, the less the
other has” (Rowlands, 1997, p. 9-10), empowerment can be characterized as an
inclusive factor as to giving power to people who normally remain outside the decision-making process (Rowlands, 1997). Thus, empowerment does not necessarily
minimize the power of others but can be seen as an enabling process involving a
shift in the balance of power, or as an outcome of this process. Empowerment as
a term was popularized by Freire’s (2005) philosophy of emancipatory education,
for which empowerment is seen as a response to oppression and social inequality.
Freire (2005) argues for empowerment as a practice of freedom, referring to individuals being able to reflect and act upon their situation in life. Today, the literature
contains a wide range of meanings, definitions and interpretations of the concept, thus transforming empowerment into a multidimensional concept (Cerezo,
Juvé-Udina & Delgado-Hito, 2016). Swift & Levine (1987) define empowerment as
both processes and outcomes based on the fact that activities or structures might
be empowering, and that the outcome of such processes result in a level of being
empowered. According to Zimmerman (2012), empowerment is context-depen-
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Intrapersonal
The intrapersonal variable refers to individuals’ perceived control to influence outcomes as to achieve a goal or avoid an undesirable situation. More specifically,
perceived control relies on three interrelated concepts: self-efficacy, locus of control, and motivation. Self-efficacy refers to individuals’ belief about their innate ability to achieve an outcome. This is related to locus of control reflecting the degree to
which people believe that they have control or no control over an outcome based
on past experience. Individuals with a internal locus of control believe that they
can influence the outcome of a situation, whereas individuals with a external locus
of control would tend to praise or blame external factors for the outcome. Finally,
motivation is reflected in choice of actions, and in the intensity and persistence of
effort, thus individuals’ ability and motivation influence their behavior. For example,
motivational deficits are associated with a perceived lack of control. On the contrary, a strong motivation triggers a desire to exercise control, given that a strong fee-
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ling of control satisfies an intrinsic need to influence one’s immediate environment.

by providing a setting for members with opportunities to be a part of a community
with shared roles and responsibilities.

Behavioral
The behavioral variable is about exerting control rather than having a sense of
control. In short, the behavioral variable includes the “experiences to exert control by participation in decision-making or problem-solving in one’s immediate environment.” (Zimmerman, 2012, p. 47). In this case, empowerment refers to the
development of participatory competence including the skills and knowledge. This
assist individuals to either solve problems or enhance resources by collaborating
with others, such that they can gain control in their lives. Being involved with others
and attempting to exert control is recognized as more important than the specific
actions one takes to achieve desired goals.
Interactional
The interactional variable refers to the capability to analyze and understand one’s
social and political environment. This involves “an ability to identify those with power, their resources, their connection to the issue of concern, and the factors that
influence their decision-making.” (Zimmerman, 2012, p. 47). In consequence, empowerment is related to individuals that exhibit a critical awareness. More specifically, individuals that develop and use analytical skills through participation in activities and organizations to influence their environment. For example, knowing when
to engage in a conflict and when to avoid it, but also have the ability to identify and
exploit resources needed to achieve desired goals.
Organizational empowerment
At the organizational level, a distinction between empowering and empowered
organizations is made, still organizations might have both characteristics. An empowering organization might have different levels of influence on policy but can
provide members with opportunities to participate in decision-making as a starting
point. They also provide a setting in which members with similar interests share
information and experiences and develop a sense of identity with others. Thus,
organizational structures and practices play a central role in empowering members
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Community empowerment
This level of analysis focuses on the collective action between organizations and
citizens to improve the quality of life in a community and ensure that their communities address local needs and concerns. An empowered community is “one that
initiates efforts to improve the community, responds to threats to quality of life, and
provides opportunities for citizen participation.” (Zimmerman, 2012, p. 54). Moreover, an empowered community can be characterized to comprise empowered
and empowering organizations that are well-connected. Also, provide settings for
citizens to have the skills, desire, and resources to engage in activities to improve
community life. Empowered outcomes are thus citizens’ participatory skills and
organizational coalitions on condition that the community has a wide range of voluntary organizations; resource accessibility for all members of the community; and
provides an equal opportunity for involvement.
Empowering patients
Patient empowerment is a widely used term within the field of healthcare (Calvillo,
Román & Roa, 2013). The term has been used by different disciplines focusing on
different aspects of patient empowerment leading to several interpretations (Castro
et al., 2016; Holmström & Röing, 2010; Palumbo, 2017). While several authors
argue for no widely agreed definition of the term (Calvillo, Román & Roa, 2013;
Castro et al., 2016; Dickerson, 1998; Williams, 2002), Castro et al., (2016) try to
propose a common definition based on their literature review:
“Individual patient empowerment is a process that enables
patients to exert more influence over their individual health by
increasing their capacities to gain more control over issues they
themselves define as important.” (p. 1927)
Even further, patient empowerment is associated with a plethora of similar terms,
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such as patient-centeredness and patient participation (Castro et al., 2016). Patient-centeredness is an approach to customize care “according to individual needs, desires and circumstances of patients” (Castro et al., 2016, p. 1926). It requires the hospital encounter to be centered around not only the diagnosis of the
patient’s disease, but also the patients behaviour, social environment and other
factors influencing the patient’s life (Castro et al., 2016; Holmström & Röing, 2010;
Palumbo, 2017). In order for the healthcare professionals to understand the patient’s situation in life, the patient is encouraged to share experiences and reflections of health and well-being (Feste & Anderson, 1995). Therefore, patient participation in the decision-making process is a central part of patient-centeredness.
Patient participation promotes patients in taking “an active role in the management
of their own health.” (Calvillo, Román & Roa, 2013, p. 643). This way supports
a self-directed change in patients’ behavior (Anderson & Funnell, 2010). Castro
et al. (2016) state more specifically the difference between these approaches as
“Patient participation can be seen as a strategy to achieve a patient-centered care,
which in turn can promote patient empowerment.” (p. 1931). This suggests that
patient-centeredness and patient participation is antecedents to achieve patient
empowerment.
Dimensions of patient empowerment
Several researchers have found that most definitions of patient empowerment describe the term as a process and an outcome (Anderson & Funnell, 2010; Cerezo,
Juvé-Udina & Delgado-Hito, 2016; Swift & Levine, 1987). However, not necessarily
interdependent as one can be included in a process intended to empower without
reaching the feeling of being empowered. Still, this twofold definition encompasses diverging views on dimensions associated with patient empowerment (Calvillo,
Román & Roa, 2013; Castro et al., 2016; Cerezo, Juvé-Udina & Delgado-Hito,
2016; Fumagalli et al., 2015;). Therefore, the following section proposes three dimensions of patient empowerment, respectively autonomy, health literacy, and
engagement (see figure 2). These should be viewed as guidelines and indicators
for patient empowerment, not a comprehensive and final definition.

Theoretical framework

Engagement

Autonomy

Health
Litercay

Figure 2: Dimensions of patient empowerment
(authors contribution).

Autonomy
An essential aspect of patient empowerment includes the patient’s capacity to act
independently, while also given the right circumstances for acting this way (Calvillo, Román & Roa, 2013; Palumbo, 2017). This means that autonomy is highly
influenced by psychological mechanisms such as locus of control, self-efficacy
and motivation. As consequence, these impacts how patients deal with and manage their disease, which respectively can be characterized as coping strategies
and level of self-management. Coping strategies can be divided into two types,
such as maladaptive and adaptive coping (Amnie, 2018). Maladaptive coping refers to “coping that fails to regulate distress or manage the underlying problem”
(Amnie, 2018, 157), including attitudes such as surrender and denial. In contrast,

24

adaptive coping refers to more active coping strategies such as problem solving

transmission of factual information on health risks and health services utilization.

and acceptance (ibid.). These coping strategies influence patients’ capacity to act
autonomously, hence perform self-management. Self-management in a healthcare
context is often referred to as self-care, understood as the patient taking a responsibility for their own health and treatment (Anderson, 1996). On one hand, patients
independently perform measurements with regards to their health and report the
results to the healthcare professionals. On the other hand, self-care also refers to
the patient reflecting and acting upon their health by changing lifestyle, for example
by modifying their food habits or increase exercising (Palumbo, 2017). However,
Anderson & Funnell (2010) argue for distinguishing “between existential responsibility (being in charge) and the psychological issue of accepting responsibility (taking
charge) of self-management decisions” (p. 283). Thus, suggests that the patients
always are in charge of managing their own health, but are not always willing to
accept this responsibility.

This level enables people to gain an improved knowledge on prescribed actions.
Second, interactive health literacy refers to the development of more advanced,
personal skills in a supportive environment, such as community self-help, social
support groups, and different channels of communication. These form the basis
for people to improve motivation and capacity to act independently on knowledge,
and to share this knowledge with others. Third, critical health literacy builds on the
previous levels, and involves a capacity to reflect on determinants of health including social, economic and environmental factors (ibid.). The progression between
levels reflect greater patient autonomy and engagement in decision-making, which
not only depends on individuals, but also their surrounding environment, as the
exchange of information from other actors affect the exposure to information and
messages (ibid.). Therefore, healthcare professionals and patients’ social environment play a central role in empowering patients. Healthcare professionals become
promoters, such that they encourage and help patient to be empowered (Calvillo,
Román & Roa, 2013; Feste & Anderson, 1995); and the patient’s social environment, e.g. relatives and friends, giving advice and comfort, affects the patients’
sense of empowerment (Schneider-Kamp & Askegaard, 2019).

Health literacy
The role of health literacy is critical to patient empowerment, as several authors
argue that people’s access to health information, and their capacity to use it effectively, are essential conditions for empowering patients (Funnell et al., 1991; Nutbeam, 2000; Calvillo, Román & Roa, 2013; Cerezo, Juvé-Udina & Delgado-Hito,
2016). Health literacy can be defined as:
“the cognitive and social skills which determine the motivation
and ability of individuals to gain access to, understand and use
information in ways which promote and maintain good health.”
(Nutbeam, 2000, p. 264)
This definition suggests health literacy to rely on the individual’s ability to acquire,
evaluate and act on health-related information. Nutbeam (2000) states more specifically different levels of health literacy (1) functional, (2) interactive, and (3) critical, which progressively allow for greater autonomy and personal empowerment.
First, functional health literacy reflects basic skills and education based on the
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Engagement
Patients play a key role in the empowerment process, as they are encouraged to
engage as active participants in the decision-making process (Anderson & Funnell, 2010; Dickerson, 1998; Schneider-Kamp & Askegaard, 2019). The traditional
uneven distribution of power between patient and healthcare professional is neutralized by having the patient to participate as an expert in the patient’s own life
in equal terms with healthcare professionals who supports the hospital encounter
with expert knowledge about medical treatment (Palumbo, 2017). In consequence, patients become self-determined, as they are capable of deciding “which services [patients] receive, as well as how and when [patients] participate in these
services.” (Dickerson, 1998, p. 260). In addition, patients change roles from being
a consumer of the healthcare service to a provider of knowledge, experiences
and advice for other patients (Dickerson, 1998). Thus, act as a service provider
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by “re-assigning some medical responsibility to patients” (Calvillo, Román & Roa,

decision-making and knowledge belonging exclusively to the health professional.

2013, p. 3). However, patients’ engagement still relies on their relationship with
healthcare professionals (Palumbo, 2017). In this context, Emanuel & Emanuel
(1992) propose four models of such relationships: Paternalistic, deliberative, interpretive and informative as illustrated in figure 3. Paternalistic refers to power of

Deliberative includes shared decision-making and knowledge. Interpretive involves
the patients to decide while health professionals interpret their decision. Informative refers to health professionals providing information, which the patient can take
a decision on the basis hereof.

ENGAGEMENT

LEVELS OF INDIVIDUAL EMPOWERMENT
Interpretive

Deliberative

”What patient wants, patient gets.”

”Patient has final word.”

Driver - desires, values, beliefs
Patientrole - push for what is wanted and needed

Driver - patient choice
Patientrole - assume responsibility for own

Relationship - distrust, negotiation
Responsibility - physician/patient

care and choices
Relationship - equal, challenging

Success factor - acquiescence

Responsibility - patient
Success factor - mutual request

Paternalistic

Informative

”Doctor knows best.”

”What do you think about..?”

Driver - doctor decision

Driver - doctor choice

Patientrole - comply with decision and
prescribed treatment
Relationship - unequal, compliance

Patientrole - seek information, get recommendation, consent
Relationship - unequal, challenging

Responsibility - physician
Success factor - trust

Responsibility - phsycian/patient
Success factor - patient input

Figure 3: Levels of individual
empowerment inspired by
Emanuel & Emanuel (1992).

HEALTH LITERACY
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5

This chapter is divided into two sections. First section outlines the design-based
framework used throughout the service design project. Second section elaborates
on how the design approach have been applied in practice throughout the project
process.

Framework for designing

Design approach

Framework for designing
Project process

Service design, including its four principles, provides a framework for dealing with
the complexity of social challenges. In this context, the challenge of designing for
patient empowerment through a redesign of MyChart app as part of a hospital
service. Polaine, Løvlie & Reason (2013) see a role of service design in addressing
key challenges that public services face. Here, challenges are defined as the emerging and enduring issues that destabilizes the current functioning, performance
or sustainability of services. The challenges facing healthcare are among others
aging populations and the prevalence of chronic disease, for which reason Polaine, Løvlie & Reason (2013) emphasize a need for rethinking hospital services.
Otherwise, these can fail to meet the needs of the people they are meant to help
over time. The nature of these challenges can be termed wicked problems. Wicked problems contain a number of characteristics introduced by Rittel & Webber
(1973), among them being indeterminant and ambiguous. Indeterminant refers to
problems that are not clearly defined but are depending on the individual’s framing.
Further, ambiguous characterizes problems that persist and are subject to redefinition and resolution in different ways over time, as a given problem is understood
within the wider, dynamic context of diverse factors and stakeholders (Buchanan,
1992; Rittel & Webber, 1973). Therefore, the problem-solving process includes a
complex inquiry phase, and a suspension of decisions and even suspension of
the problem definition itself. Service design can help to overcome these wicked
problems by its holistic, human-centered, and collaborative approach, in that the
approach extends the plain problem-solution dichotomy by engaging in the activity
of framing and reframing the problem. Frame creation is a key aspect of design
practice understood as:
“very complex sets of statements that include the specific perception
of a problem situation, the (implicit) adoption of certain concepts to
describe the situation” (Dorst, 2011, p. 525)
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A frame can be ascribed to the way that a designer is “reading” and “translating” a

(4) deliver, testing and implementing design solutions (The British Design Coun-

particular problem situation, therefore framing and frame creation can be seen as a
specific way of sense-making. Dorst (2011) argues that frame creation can be useful in organizational change as to the organization often adopt a pragmatic mindset
focusing on solving problems with the least effort and fewest resources. In contrast, the creation of new frames is important to break down the problem-as-presented as to deal with opposition of views, standpoints or requirements through
engagement with the broader problem context. A ’rich’ description of the context
is important to understand the underlying phenomenon one seeks to understand
consistent with pragmatism as philosophical position. This way of reasoning is
also termed abduction (Dorst, 2011), or abductive thinking (Stickdorn et al., 2018).
Stickdorn et al., (2018) state more specifically that abductive thinking:

cil, 2007). The model indicates that iteration can occur during stages, and that
previous stages may be revisited during the process. This is a proposition which
takes into account different modes of thinking; generative, externally-focused divergent loops, followed by evaluative, internal-facing convergent loops, occurring
throughout the process. In this way, each diamond makes visible the divergent
and convergent thinking, which are the core of any design process (Stickdorn et
al., 2018). Stickdorn et al., (2018) argue that a design process inevitably involves
the interplay between divergence with regards to seeking or creating opportunities, and convergence referring to reducing options and making decisions similar
to the iterative nature of service design (Stickdorn et al., 2018). In addition to the
four stages, the model can also be described as two overall phases of respectively
finding the right problem and finding the right solution (Norman, 2013). Similarly,
Norman (2013) sees the model supporting an ongoing alternation between problem space and solution space in an iterative cycle. The aim is to use the double
diamond model for consciously planning and managing which methods to use,
and who to involve in the design process, hence guiding the design process. Here
guiding implies that the designer changes and adjust the design process continuous dependent on the specific situation. In consequence, a design process is
unpredictable and fuzzy affected by contextual factors that inherently pose limitations on describing the design process (Löwgren & Stolterman, 2007). However,
a framework of a design process ensures transparency and subject to reflection.
The double diamond model can seem linear; therefore, it is important to note that
the design process is iterating between phases and within a particular phase as
illustrated in the figure 4. This means that ideas and visualization tools are developed, tested and refined a number of times in the design process. On one hand,
one can argue to apply another model of the design process that emphasizes
design as an iterative and flexible process rather than a sequence of orderly steps,
as for example Brown’s (2008) design thinking model. This illustrates a system of
overlapping spaces that consist of three spaces including inspiration, ideation, and
implementation, however function as inter-related design activities (ibid.). On the
other hand, this framework implies a never-ending iterative cycle that can lead to

“is the logic of what might be. It’s about synthesizing the data
and making sense of it in a way that possibly hasn’t been
done before and thus finding a new best plausible explanation
given the observations and based on your own personal and
professional experience.” (p. 161)
This is consistent with the view of this thesis, which considers design practice as
a process of interrelated activities of seeking opportunities and possibilities; continuously learning from trials and errors, rather than the belief that finding a definitive
solution as part of the iterative principle of service design.
To support this abductive thinking and the service design approach, The British
Design Council’s (2007) double diamond model (see figure 4) is used as a framework for guiding the service design project, as the model entails emphasis on
problem analysis as the basis for creating a solution. Moreover, the model helps to
guide an otherwise messy design process through four stages, but still remains flexible, such that the design process can be adapted to the specific challenge. The
four stages are (1) discover, seeking to understand the challenge; (2) define, analyzing and framing the challenge; (3) develop, identifying design opportunities; and
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a slow-paced innovation process. Iterations continually refines the concept and

meeting with a head nurse and a specialist nurse at the nephrological outpatient

reveals additional opportunities for refinement without no requirements, hence end
objectives (Lidwell, Holden & Butler, 2010). Therefore, the double diamond model
serves as a high-level structure to anchor the design process with different stages
and definitive points, which must be clearly defined along the time continuum of
the project of redesigning MyChart.

clinic; and a briefing meeting with all nurses at the nephrological outpatient clinic
(see figure 6). The different meetings were preparatory research to understand our
client and healthcare professionals’ framing of the challenge – what issues were
important to investigate further from their point of view. Second, continuously desk
research, an expert interview, and voluntary work at the WHO Symposium on the
Future of Digital Health Systems in the European Region (see figure 7) provided a
basis for studying MyChart and patient empowerment as part of a broader context. Third, we tried to gain an understanding of patients’ attitudes, knowledge and
participation related to their CKD through using cultural probes and interviews (see
figure 8). Fourth, healthcare professionals’ work practices and workplace were understood through contextual inquiry (see figure 9). The reason for combining different methods was to include stakeholders’ multiple perspectives, such that we can
gained ’rich’ descriptions of the challenge. Similarly, Stickdorn et al., (2018) emphasize that “researchers can improve the accuracy and richness of their research
by using different methods to collect data on the same phenomenon.” (p.107).

Project process
The following section outlines our project process based on the double diamond
model to be transparent about the different decisions made throughout this project. For that reason, figure 5 provides an overview of the different design activities,
including planning, research, analysis, ideation, prototyping and testing, and related research methods and tools. Even though, the figure presents the activities
along a linear path, the tools are oppositely developed continuously interacting
with new insights. Therefore, one should note that the project process does not
provide a comprehensive description of the entire design process, as iterations
and interplay between users, stakeholders, methods and tools are excluded due
to the complexity. However, this interplay is elaborated below and will further be
explained in the following chapters. The section serves to guide the reader in how
the project have unfolded, before going into details with the research design, findings and service development.
Discover
During the discover stage, it is evident that a number of methods were used to
understand the nature of the challenge itself. Therefore, desk research, contextual
inquiry, cultural probes, interviews, and an expert interview were conducted with
the aim of uncovering the underlying and interrelated factors that constitute the
challenge, as part of abductive thinking. Similarly, pragmatism embraces pluralism
and recognizes that multiple perspectives can provide different understandings or
’truths’. Therefore, the methods involved different stakeholders, for the purpose
of combining different ’truths’ or perspectives. First, we set up different meetings;
a kick-off meeting with Centre for Cancer and Organ Diseases; an initial briefing

Design approach

Define
At the define stage, service design tools were used to analyse and visualize the
above-mentioned data collection. In addition, we facilitated two co-design workshops with both patients and healthcare professionals to involve them in the framing
of the challenge. More specifically, healthcare professionals were participating in
the decision-making process about the redesign of MyChart, and the patients
were involved in defining the focus of the service development. Subsequently, personas (see figure 10) and journey map (see figure 11) were used in combination
to provide an account for patients’ experience of the nephrological outpatient clinic and their sense of empowerment. Ecosystem map was used to study patient
empowerment from a broad perspective to understand the social and organizational structures that affect patient empowerment focusing on MyChart. Visualizing
data through these service design tools helped identifying patterns and uncovering
existing gaps, hence design opportunities, which are essential to frame creation.
The service design tools were continuously adapted to the dynamic nature of ser-
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Voluntary work
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of design

HMW questions
Contextual Inquiry

Service Blueprint

Figure 5: Overview of the project process for this service design project.
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vices by layering complexity and for revealing changes as it occurs, thus were used
as ’living’ documents (Stickdorn et al., 2018). Furthermore, How-Might-We (HMW)
questions was used to narrow down the different insights by translating these
into a number of questions that helped guide the direction of the idea generation
process.
Develop
During the develop stage, the design process shifted from finding the right problem
to finding the right solution. Through the two co-design workshops, different ideas
were developed together with the participants (see figure 12). From this thesis’
position of co-design, the involvement of patients and healthcare professionals is
crucial based on the principal values of participation and empowerment. Therefore, we as designers took on the role of facilitators, such that we could help patients
and healthcare professionals to express their insights and ideas. The co-design
workshops were intended to define and explore the problem area by involving
patients and healthcare professionals as co-creators, such that they were a part
of translating insights into design suggestions. Through both workshops, we as
designers supported the participants by providing tools for ideation and expression, but we still played a critical role in giving form to the ideas. In this way, the
ideas from the co-design workshops provided a basis for further develop solutions
by applying brainstorm, attribute listing and analogue reasoning as different techniques for idea generation (see figure 13). Following the divergent thinking, the
design process needed to converge, which is why idea portfolio as a prioritizing
method supported the idea selection based on predefined criteria to reflect on the
ideas with the most potential for creating value (see figure 14). To shape the ideas,
sketching was used as a quick, low-fidelity way to explore design limitations and
possibilities related the selected idea, before we created mock-ups of the proposed design.

Design approach

Deliver
The deliver stage is the last stage in the double diamond model, but the process
of designing is ongoing after ’delivery’. Here, design activities such as prototyping and testing would be evident to find out whether our ideas solved the initial
challenge or answered our HMW questions. Notably, the influence of users and
stakeholders is at the forefront of the evaluation of ideas. In essence, how well the
solution meets the needs of the intended user, in this context patients and healthcare professionals, rests upon a range of interaction, as value is co-created in
the given context. Therefore, a necessary next step is to test the proposed design
with patients and healthcare professionals, which is reflected upon in chapter 14.
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Figure 6: Briefing
meeting with all
nurses at the
nephrological
outpatient clinic.

Figure 8: Preparation
of cultural probe kits.

Figure 7: Voluntary work at the WHO
Symposium on the Future of Digital
Health Systems in the European Region.

Figure 9: Conducting contextual inquiry
at the nephrological outpatient clinic.

Figure 11: Creating a
patient journey map.

Figure 10: Analyzing
empirical data to
create personas.

Figure 13: Brainstorming on
ideas for service optimization.

Figure 12: Co-design
workshop with patients.

Figure 14: Creating
an idea portfolio.

6
Methodological
framework

Data collection
Data analysis

This chapter elaborates on the methods used for collecting and analyzing empirical data. Therefore, the chapter is divided into two overall sections, respectively
data collection and data analysis, elaborating on the first two stages, discover and
define, in the project process. The methods used in the thesis are respectively
contextual inquiry, cultural probes, interviews, co-design workshops and service
design tools, based on the overall theoretical framework of pragmatism and design
research. The methods used for collecting data are qualitative ways of researching
individuals in concrete contexts while acknowledging their individual experience of
the contexts. Furthermore, the methods used for analyzing data is based on the
theoretical framework of service design.
When working within the context of healthcare, ethical considerations are of importance as data about patients are often sensitive (Fry, 2018; Lewis, 2003). Thus,
before conducting any of the methods for data collection, the respondents were
asked to sign a consent that informed them about the study details and gave
assurance about ethical principles, such as anonymity and confidentiality (see appendix 1). In addition, all participants have been anonymized from the thesis.

Data collection
This section presents four methods that have been used for collecting empirical
data. The sub-sections elaborate on the methods, how these have been utilized,
and related considerations. All interviews and workshops have been conducted
and transcribed in Danish. Therefore, all quotes within this thesis are translated
from Danish to English.
Contextual inquiry
To study the practices and experiences of the healthcare professionals at the nephrological outpatient clinic, contextual inquiry by Holtzblatt & Beyer (2015) was
chosen as an approach. The approach allows for interviewing and observing the
work practices of the healthcare professionals in their ’natural’ environment, in this
way the interviewer can involve and immerse in the context of the participant, hence create empathy. The reason for using contextual inquiry is to help participants
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to articulate underlying motivations and emotional experiences, while performing

hours one day is that work practices might differ depending on week day or other

otherwise habitual and unconscious work practices. Holtzblatt & Beyer (2015) highlight this difficulty for people to provide day-to-day details about everyday experiences and practices and suggest contextual inquiry to reveal these unconscious
aspects of life, hence tacit knowledge. They argue that participants do not have
to articulate their practices, as the approach supports detailed retrospective accounts of their activities in the recent past (ibid.). In this way, contextual inquiries
help interviewers to articulate problems and needs as they are in the situational
context to uncover the participants’ tacit knowledge. To gather detailed descriptions of experiences and work practices of healthcare professionals, Holtzblatt &
Beyer (2015) propose four principles that guide the approach including (1) context,
(2) partnership, (3) interpretation, and (4) focus. First, context can be understood
through artifacts and retrospective accounts, as the interviewer discusses and observes, what the participants are doing and why. Second, partnership refers to the
collaboration between interviewer and participant. In contrast to interviews, the
interviewer does not take lead, but follows the participant’s in doing their activities,
while asking questions about their observations. Third, the interviewer shares his or
her interpretations with the participant, such that the interviewer’s understanding of
the situation is confirmed by the participant along the inquiry. Fourth, the inquiry is
based on a specific focus that steers the conversation to meaningful topics by only
paying attention to what falls within the project scope.

factors, such as workload and time pressure. Even though, we did not prioritize to
conduct the contextual inquiry other days at the week, we were aware of this fact,
which is why probing questions often were used to follow up on the frequency of
given activities. In addition, the conducted contextual inquiry excludes the doctor’s perspective due to ethical issues, as our attendance during the consultation
between the patients and doctor might be an intrusion into the patients’ privacy.

In practice, the focus of our contextual inquiry was to uncover current work practices of healthcare professionals by using field notes to document the artifacts and
retrospective accounts that are of importance hereof (see appendix 2). The contextual inquiry was conducted at the nephrological outpatient clinic following the
nurses (see figure 15-18). The inquiry can be divided into two parts, first we were
allowed to follow two nurses taking calls from patients for one hour. Subsequently,
we split up and were allowed to follow one nurses each in separate examination
rooms for another hour, while they interacted with patients. In total, the contextual
inquiry lasted around two hours, which is also the common duration according to
Holtzblatt & Beyer (2015). The disadvantage in only following the nurses for few
Figure 15: Nurse taking a call from a patient.
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Figure 16: Conducting
contextual inqury
following the nurses
at the nephrological
outpatient clinic.

Figure 17:
The nurse’s
room where
patients get their
blood pressure
and weight
measured.

Figure 18: Workstation
in the nurse’s room.

Cultural probes
Cultural probes have become a common method in design research to gather
qualitative data, in which participants are asked to self-document different tasks
given by a researcher, such as reporting specific events, feelings, or interactions
through the use of probes (Stickdorn et al., 2018). The approach is inherently
participatory as participants are active data contributors rather than passive study
subjects. This method was first introduced by Gaver, Dunne & Pacenti (1999), who
described cultural probes as a collection of materials that are designed to provoke
inspirational responses. It is a method used to inspire ideas in a design process
and serves as a means of gathering inspirational information about people’s lives,
values and thoughts (ibid.). Further, Brown et al., (2014) define cultural probes as
“a tool to help build a rich picture of the lives and experiences of potential users of
products.” (p. 35). Therefore, cultural probes can arguably be a fruitful approach
for creating empathy with the patients, in that the approach can help to gain insight
into the patients’ ’truths’ by encouraging patients to freely articulate their thoughts
and experiences without being directed by the questions of a researcher. Another
advantage of this method is that the participants do not feel observed, and therefore might provide more personal information, since participants use the probes
in privacy (Thoring, Luippold & Mueller, 2013). This is particularly relevant for this
study, given that CKD may be a sensitive topic for some patients depending on
their disease progression and disease history. On the other hand, this requires the
items and tasks to be self-explaining or provided with a good instruction. In addition, follow-up interviews with the participants are necessary to clear upcoming
questions and avoid misinterpretations (ibid.).
The aim of using cultural probes was to have the patients reflecting upon and sharing their experiences of living with CKD. The cultural probes were implemented at
a level of sensitivity which try to consider the patients’ different medical conditions,
such that they could decide when and how they wanted to perform the different
tasks each day at their own pace without being intrusive. All items of the cultural
probe kit were stored in a canvas bag with a name tag, an info tag, and a contact
tag. The items were an information letter; a mood book; a disposable camera;
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postcards with unfinished sentences; a chocolate bar as a gift; and supporting
materials for the participants to complete the items (see figure 19). More specifically the different items were designed to different purposes inspired by Thoring,
Luippold & Mueller (2013). They suggest using instructive, documentary, visionary,
motivational and practical probes, when developing the contents of a cultural probe kit.
Instructive
Items that served mainly as an explanation about how to use the cultural probes,
for this reason an information letter that consisted of information about us, the
purpose of the study and different tasks, as these needed to be self-explaining, as
participants complete them alone.
Documentary
The purpose of the disposable camera and mood book were to have patients
respectively, document events when they received assistance from something or
someone, and report their moods each day for a week. Both items provided the
possibility to capture, store and display the collected data through visual and written communication.
Visionary
Postcards with unfinished sentences supported the participants to reflect on their
CKD. The unfinished sentences provided a starting point for the participants to
interpret these in different directions. The sentences were inspired by Guided
Self-Determination (GSD) developed by Zoffmann (2004). This is a recognized
method for supporting patients in reflecting upon their disease. Two examples
hereof were “I want to learn more about…” and “The most challenging by being
diagnosed with CKD is…”. The purpose was in part to document needs and attitudes about the participants’ disease, but also to learn more about participants’
visions and wishes.
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Information letter
Mood book

Disposable
camera

Materials
for mood book

Name tag

Snack

Info tag

One letter per day
Contact tag
Figure 19: Materials in the cultural probe kit.

Motivational
A chocolate bar was used as a little reward and thanks, as the participants were
expected to spend some time and effort on the different task. This might also help
to engage participants in the study.
Practical
A box with a pen and smileys had just a practical function, also all probes were
handed out in a canvas bag for the participants to easily carry the cultural probe kit.
In this study, the patients were asked to take the cultural probes kit home for
a week (see appendix 3). The patients were recruited in the waiting area at the
outpatient clinic. Seven patients decided to participate, however three patients
backed out due to different reasons, such as lack of energy or finding it difficult to
complete the tasks. In consequence, four patients completed the cultural probe kit
after a week, which were collected at the patients’ addresses. In this context, we
asked follow up questions of their experience using the different probes.
Interviews
Interview is a common method of data collection used in qualitative research,
where knowledge is constructed in a conversation between an interviewer and a
respondent about themes of mutual interest (Kvale & Brinkmann, 2009). Edwards
& Holland (2013) state that qualitative interviewing is based on the conception of
knowledge as situated and contextual, requiring the interviewer to ensure that relevant contexts are brought into focus. Meanings and understandings are created in
interaction, which is a co-production, involving the construction or reconstruction
of knowledge. This position is consistent with pragmatism recognizing that multiple perspectives can provide different understandings or ’truths’ about the same
phenomenon. Therefore, the interviewer needs to be aware of his or her role in the
conversation, as the interviewer defines and guides the conversation, in this way
sets the framework for the structure and purpose of the conversation (ibid.).
One form of research interview is semi-structured interviews, which Kvale & Brink-
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mann (2009) define as “an interview with the purpose of obtaining descriptions of
the life world of the interviewee in order to interpret the meaning of the described
phenomena.” (p. 3). This approach starts from the assumption that phenomena
are contingent upon what the respondents can experience and find meaningful
(Kvale & Brinkmann, 2009). This is aligned to pragmatism with its understanding
of phenomena as dynamic, thus are interpreted by the individual, and are always
bound to given contexts or situations (Egholm, 2014). Therefore, the semi-structured interview form was chosen, as the flexible form allows for discovery or elaboration of information being important to the respondent; but might not have previously been thought of as pertinent by the interviewer (Edwards & Holland, 2013).
Our semi-structured interviews were intended to both empathize with the patients
and explore patients’ sense of empowerment in their course of treatment, as well
as learn more about MyChart on a strategic level. The semi-structured interviews
were carried out with patients at the nephrological outpatient clinic, and the project
manager of MyChart. To distinguish between them, the interviews are respectively
termed semi-structured interviews with patients and expert interview.
Semi-structured interviews with patients
10 semi-structured interviews with patients were conducted based on the principle of qualitative sampling. This refers to a sample size large enough to recognize
patterns and yield limited difference in respondents answers to sufficiently describe
the phenomenon of interest, and address the research questions (Bryman, 2012;
Kvale & Brinkmann, 2009). During the interview, an interview guide was used to
direct the conversation toward patient empowerment (see appendix 4). More specifically, the interview guide consisted of questions about patients’ actions and
experiences of attending for control at the outpatient clinic, as an essential part
of managing their CKD. These were guided by four overall themes related to the
time before, during and after the patients’ check-up, and more general to patients’
everyday experiences with managing their CKD. The questions were open-ended,
often accompanied by follow-up why or how questions to gain rich descriptions
from the patients. The context for the interviews was the waiting area at the nephrological outpatient clinic, because of practical reasons of recruitment, but also
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to trigger their thoughts by being situated in the context that the interview revol-

on this knowledge, we developed an interview guide to structure the interview

ved around. In this context, the respondents had the option of being interviewed
in a private setting a bit removed from the waiting area or being interviewed at
their seat. To ensure that comprehensive and representative data are collected
during the interview, the interviews were tape recorded and transcribed verbatim
afterwards (see appendix 5).

with the project manager (see appendix 6). The interview was tape recorded and
transcribed verbatim afterwards (see appendix 7).

Expert interview
Bogner, Littig & Wolfgang (2009) argue for conducting expert interviews in the
exploratory phase of a project as to shorten the time-consuming data gathering
process of gaining knowledge about a specific topic. Therefore, the desk research
was supplemented with an expert interview with the project manager of MyChart
affiliated with the Centre for Cancer and Organ Diseases at the Copenhagen University Hospital. She is responsible for the project called MyChart Bus focusing
on the roll out of MyChart. Froschauer & Lueger (2009) define experts as persons
who are:
“equipped with explicit specialist knowledge gained through
specific training which provides them with an in-depth understanding of a particular topic or field and enables them to provide clarification or resolve specific issues or problems.“ (p. 220)
According to this definition, the project manager can be perceived as an expert
stakeholder as she holds insider knowledge about MyChart in relation to its implementation. Kvale & Brinkmann (2009) refer to these kinds of interviews with
experts as elite interviews and highlight that the expert often has a powerful position, which is why the interviewer has to challenge the statements of the expert.
This is supported by Froschauer & Lueger (2009) arguing that experts cannot tell
the objective truth, but only the knowledge that the expert possess. Further, Kvale
& Brinkmann (2009) suggest that the interviewer should be well prepared with
knowledge about the topic so that the interviewer can be critical towards what the
expert says. We made desk research about MyChart before the interviews. Based
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Co-design
Robertson & Simonsen (2013) emphasize that the methods supporting design
activities with potential users should be “carefully selected, adapted and appropriated to the specific project and situation at hand.” (p. 306). Thus, every co-design
workshop is adjusted to the context and circumstances of the design project.
However, Robertson & Simonsen (2013) present three overall approaches to involve people into the design process, respectively telling, making and enacting. Telling
activities are drivers for participating in a co-design workshop through dialogue
and discussion; making activities are used to generate possible futures; and enacting activities are drivers for rehearsing possible futures. In the following, the two
co-design workshops are explained in detail. We refer to the workshop involving
healthcare professionals as the first co-design workshop, and the workshop involving patients as the second co-design workshop.
First co-design workshop
Seven persons attended the first co-design workshop, hereof one doctor and three
nurses from the nephrological outpatient clinic, two designers, and one observer
taking photographs. The healthcare professionals were able to set aside one hour
for the workshop. Therefore, the workshop was held at the hospital in a room close
to the outpatient clinic. In addition, a specific topic was chosen for the workshop
to be able to go into depth with one area of interest. The purpose of the workshop
was to open up a discussion about the healthcare professionals’ attitudes towards the features of MyChart and start generating ideas for optimizing the current
features of MyChart. To structure the workshop, a workshop script was created
including a timetable as well as an overview of the activities and appertaining props
(see appendix 8). The workshop consisted of two overall activities of prioritization
and idea generation based on different materials (see figure 20). The co-design
was tape recorded and transcribed verbatim afterwards (see appendix 9).
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Red post-it’s
for negative associations

Cardboard iPhone
with velcro for
prioritization

Green post-it’s
for positive associations

Box containing
MyChart functions
with velcro

Yellow post-it’s
for ideas

Inspiration cards
for idea generation

Figure 20: Materials for the first co-design
workshop with healthcare professionals.

To open up a discussion about MyChart and its features, the workshop began with
a prioritization activity of the features in MyChart (see figure 21). The healthcare
professionals were each given a large cardboard iPhone with velcro, as well as
a box containing existing features of MyChart. First, the healthcare professionals
were asked to prioritize each of the features individually using the materials given. Then, each participant elaborated on their prioritization and compared it with
each other in plenum. During both exercises, the healthcare professionals had the
opportunity to write down their thoughts on green and red post-it’s, symbolizing
positive and negative associations respectively.
Based on the preceding activity, the healthcare professionals were asked to generate ideas for optimizing the existing features in MyChart or creating new features
(see figure 22-24). First, the idea generation started with a brainwriting exercise in
which the healthcare professionals individually had to generate ideas on post-it’s.
To inspire the healthcare professionals, inspiration cards were created to trigger
reflections and ideas. In plenum, the healthcare professionals elaborated on their
ideas, and a joint brainstorming unfolded focusing on discussing and developing
on the proposed ideas. At the end of the co-design workshop, a dotmocracy was
performed, which involved each of the healthcare professionals to prioritize the
discussed features based on what they found would bring most value for patients
and for the healthcare professionals themselves.
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Figure 21:
Prioritization
activity of the
features in
MyChart.

Figure 22:
Brainwriting
activity.
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Figure 24: Dotmocracy on
the features of MyChart

Figure 23: Inspiration cards to trigger
reflections and idea generation.

Second co-design workshop
In total, 11 persons attended the second co-design workshop, respectively, seven
patients, one relative, two designers and one observer. We contacted the Kidney
Association (in Danish Nyreforeningen) in order to recruit participants through their
communication channels. The invitation for the co-design workshop were posted
in several of the associations’ closed Facebook groups for people with CKD, however unsuccessfully. In addition, the recruitment agency James Lind Institute helped us recruit all patients except one for the workshop. This one patient participated in the cultural probe study prior to the workshop, and attended with a spouse.
The workshop was held in a room at the hospital normally used for educational
purposes and lasted for 2.5 hours including a dinner break. The purpose of the
workshop was twofold; to gain an understanding of their experiences of a hospital
encounter, and to explore possible futures by creating tangible solutions that could
assist patients in managing their kidney disease in relation to their check-ups at the
hospital. The scope of the workshop was broad, such that the participants were
part of narrowing down the scope. At figure 25, an overview of all the materials
used in the workshop are presented.
Similarly to the first co-design workshop, a script was created (see appendix 10).
The workshop began with a short warm-up exercise for the participants to get to
know each other and break the ice. The warm-up exercise was a set of questions
that had to be answered in plenum, including name, age, how often the patients
visits the nephrological outpatient clinic, and a fun fact about themselves. That
way, the participants got to know what they had in common (that they visit the
nephrological outpatient clinic relatively often) and got a feeling that they easily
could participate (by telling a fun fact about themselves, unrelated to the topic
of the workshop). The intention of this exercise was to create a starting point for
developing mutual trust.

semi-structured interviews with patients. The participants were given green and
red post-it’s on which they could write their experiences of the activities presented
at the map. The experiences were written in turn, first focusing on positive experiences, then negative experiences (see figure 26). First, the participants had to write
down individually their thoughts, then present and discuss them in plenum. During
this exercise, the participants also evaluated the activities of the map, discussing
which activities were missing and which should be removed. This exercise was a
way for us to evaluate and iterate the patient journey map.
Afterwards, the participants were separated into two groups of five participants
with a designer in each of the groups. The groups were asked to explore possible
futures by jointly creating and discussing ideas that could increase their gain or
ease their pain before, during or after visiting the outpatient clinic (see figure 2728). To evoke creativity and inspire the participants, what if cards were generated
(Halse et al., 2010). Furthermore, generative tools in the form of physical materials
were placed at the centre of each group for the participants to visualize their ideas.
Robertson & Simonsen (2013) define generative tools as “a limited set of components that, when used in combination, has the potential for an infinite variety
of expressions about future ways of living.” (p. 390). Thus, the participants were
encouraged to create tangible solutions. After creating ideas, each group had to
decide on three ideas and present these to the opponent group. Then, the groups
switched seats and had to further develop on the opponent groups’ three ideas.
Afterwards, each participant got one sticker to perform dotmocracy on the three
ideas in each group, and the workshop ended by a joint recap of the final ideas
generated.

The participants were then presented for a simple patient journey map only consisting of locations and activities (see figure 25). The initial journey map was created based on insights gathered from the contextual inquiry, cultural probe kits, and
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Patient journey

Before
Blood sampling clinic

Have a blood
sample taken

Takes medicine

Doing
Home

Looks at
test results

Receives
SMS reminder

Café

Counting
medicine

Green post-it’s
for positive
experiences

Transport

Buying food
or coffee

After

Outpatient clinic

Check-in

Waiting

Blood pressure
and weight

Waiting

Home

Consultation

Waiting

New date

Transport

Status to
relatives

Pharmacy

Takes medicine

Different materials to
evoke creativilty

What if questions

Red post-it’s
for negative
experiences
Figure 25: Materials for the second
co-design workshop with patients.

Buying
medicine

Figure 27:
Participants
exploring possible
futures in groups.

Figure 26: Further development
of the patient journey map.
Figure 28: Participants
exploring possible
futures in groups.

Data Analysis
This section presents the service design tools for analyzing the empirical data. The
tools are presented with regards to their common use, however in general they are
often adjusted to the context of use. Therefore, throughout their use in the analysis,
we will present how some of the tools have been modified to fit the empirical data.
Ecosystem map
Ecosystem map (Stickdorn et al., 2018), also called service ecology map (Polaine,
Løvlie & Reason, 2013), is an analytical tool used to provide a framework for understanding a specific service and its context from different levels of analysis. This
involves mapping human and non-human actors who play a part in the service to
a greater or lesser extent and revealing existing relationships between them. In this
context, human actors refer to stakeholders of the service, such as authorities,
organizations or individuals, while non-human actors reflect physical and non-physical aspects of the service, for instance technology or systems, which have direct
or indirect impact on the service experience (Stickdorn et al., 2018). In general, the
level of detail must be considered when mapping stakeholders, since ecosystem
maps quickly can be excessive in size or number, if one should elaborate on all
stakeholders and relationships being involved in the service and its context. For
this reason, Polaine, Løvlie & Reason (2013) place an emphasis on clarifying the
purpose prior to identifying stakeholders, such that the stakeholders are chosen
based on a well-defined perspective on the service experience. This means to strike the right balance between simple and complex, given that too many details can
be hard to assess and interpret, and not enough details can result in a superficial
and inadequate overview. In consequence, ecosystem map can be used in many
ways with no clearly defined guidelines for illustrations of actors and relationships.
In addition, an ecosystem map will always represent a snapshot of the current
state of a particular service and its context. Therefore, a continuous assessment of
the map is necessary to be of any relevance, if any actors or relationships change
and evolve over time (Polaine, Løvlie & Reason, 2013).
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Personas
A common understanding of personas is fictional persons created to represent
groups of people, who share common characteristics, often based on research
and collected data (Nielsen, 2013; Stickdorn et al., 2018). Persona is a design tool
to communicate data about users, and to aid in the perception of users. The use
of personas can ensure and enhance the human-centeredness of service design,
given that the tool can create empathy, such that designers and stakeholders share a common understanding of the users (Nielsen, 2013; Stickdorn et al., 2018).
However, there are different ways of working with personas, similarly different understandings of personas as a concept, among others goal-directed personas
(Cooper, 1999), role-based personas (Pruitt & Aldin, 2006) and engaging personas
(Nielsen, 2004; Nielsen, 2013). The latter focuses on vivid and realistic descriptions
of fictional characters created based upon user research and analysis hereof, to
represent different user types (Nielsen, 2013). In consequence, enables identification with the personas through active engagement in the description based on
data and fictitious information (ibid.). In contrast to the other persona perspectives,
which are criticized for causing a risk of stereotypical descriptions by only focusing on behavior, engaging personas also focus on the emotions, psychology and
background of the users (ibid.). Therefore, engaging persona is used as a technique to communicate user data about patients to move beyond assumptions and
biases and empathize with the patients. Within the context of healthcare, personas
can be useful for making data anonymous and supporting inclusive design (Vincent
& Blandford, 2014). Moreover, can assist in creating a shared understanding of
whom the patients are, and within what contexts patients manage their treatment
and health. In this way, help us to make better-informed decisions on design requirements that create value for the patients during the design process.
Affinity diagram
A challenge for the method of personas is the process from collecting data to
deciding the number of personas, for this purpose Nielsen (2013) proposes affinity
diagram as an analytical tool for creating personas. The purpose of affinity diagram
is to induce emerging themes from qualitative data by organizing data into clusters
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with common relationships, where each cluster is grouped according to its relationship to other clusters (Nielsen, 2013). As a result, a hierarchy of clusters illustrates the affinity patterns among the data. According to Holtzblatt & Beyer (2015)
affinity diagram is considered to be a useful tool for analyzing large amounts of
qualitative and ethnographic data. Therefore, collected data from the semi-structured interviews with patients and cultural probes were analyzed with the use of the
affinity diagrams. Here, relationships were depicted without considerations for how
many research participants there were in each cluster, but were clustered based
on dimensions of empowerment including autonomy, health literacy and engagement. This means that themes and relationships of no or limited importance to the
project objective being patient empowerment have not included.
Journey map
A journey map is an analytical tool that visualizes a users’ experience of a service (Polaine, Løvlie & Reason, 2013; Reason, Løvlie & Flu, 2016; Stickdorn et al.,
2018; Stickdorn et al., 2011). Thus, a journey map focuses on the service from
the users’ point of view and can help identifying areas of the service that does not
meet the expectations of its users (Stickdorn et al., 2018). To gain an understanding of the user’s experience of the service, the map presents the user’s journey in
chronological order over a chosen period of time (Bitner, Ostrom & Morgan, 2007).
To visualize the time, headlines are added to the map, often containing the phases
of aware, join, use, develop and leave. However, these are often modified to the
specific context of use (Polaine, Løvlie & Reason, 2013). Furthermore, a typical
journey map consists of four overall components, respectively customer activities,
customer goals, touchpoints and customer experience.
The title of the map depends of the research context, thus often the map is referred to customer journey map or user journey map (Reason, Løvlie & Flu, 2016).
However, as to work within the field of healthcare, the focus has been on the patients experience of the outpatient clinic. Therefore, we refer to the map as patient
journey map.
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Components of a journey map
Customer activities
The component of customer activities outlines the
actions performed by the user. Only actions related to
the service experience are mapped, however the level
of detail depends of the context of research.
Customer goals
Customer goals focus on the motive of the user to
perform the customer activities as to understand why
an action is performed.
Touchpoints
The component of touchpoints elaborates on what
aspects of the service the user is in direct contact
with (Stickdorn et al., 2018).
Customer experience
The component of customer experience maps the
users’ reactions towards the service for each touchpoint. This component often takes different forms
depending on the context of research.
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Components of a service blueprint
Service blueprint
A service blueprint is an analytical tool for mapping the actions of an organization
that constitutes the service and are visuzalied as a map. The map has its starting
point in the journey map, extending it by adding frontstage and backstage actions
as well as support processes (Polaine, Løvlie & Reason, 2013; Reason, Løvlie &
Flu, 2016; Stickdorn et al., 2011; Stickdorn et al., 2018). Hence, a service blueprint includes some of the human and non-human actors as presented in the
ecosystem map. In consequence, the map gives “a visual overview of all bits that
constitute a service” (Reason, Løvlie & Flu, 2016, p. 12). In turn, helps identifying
redundant or missing actions affecting the service experience.
A typical service blueprint consists of five overall components, respectively physical
evidence, customer activities, frontstage actions, backstage actions and support
processes (Bitner, Ostrom & Morgan, 2007; Stickdorn et al., 2018). These components of the service blueprint are visualized in horizontal swim lanes. Furthermore,
time can be added as a component to the service blueprint to visualize the duration of each action. This is supported by Shostach (1984) arguing for establishing
a time frame as all services depends on time due to its intangible nature. Furthermore, arrows can be placed between the actions in order to visualize connected
actions.

Physical evidence
Even though a service in its nature is intangible, physical evidence is
mapped in the service blueprint as to understand the tangible goods, the
patient meets during the service experience.
Customer activities
The component of customer activities is the same as in the journey map.
Line of interaction
On the map, the customer activities are visually separated from the
frontstage actions by the line of interaction.
Frontstage actions
The component of frontstage actions are acts performed by human staff
or technology within an organization that are visible to the user of the
service.
Line of visibility
On the map, the frontstage actions are visually separated from the backstage actions by the line of visibility.
Backstage actions
Some activities performed by the frontline employees are not visible to
the service receiver. These are referred to as backstage actions as the
activities performed are done behind the scenes of the service delivery.
Line of internal interaction
On the map, the backstage actions are visually separated from the support processes by the line of internal interaction.
Support processes
Support processes are “activities executed by the rest of the organization or external partners” (Stickdorn et al., 2018, p. 56), that support the
frontline employees or the visible technology in providing the service.

Methodological framework

51

7
Patient empowerment
in Danish healthcare

Healthcare system
Hospital system
Patient System
Reflections

This chapter addresses the research question of opportunities and barriers for MyChart to facilitate patient empowerment in a Danish healthcare context. Therefore,
Zimmerman’s (2012) framework of empowerment is used to uncover empowering
processes on different levels from community, organizational to individual. Efforts
to understand empowerment is not complete unless multiple levels of analysis
are studied and integrated (Zimmerman, 2012). Thus, the framework is useful for
analyzing Danish citizens’ needs for managing their care (personal level); MyChart
as part of the larger public service of the Copenhagen University Hospital (organizational level); but also part of a regional strategy by the Capital Region of
Denmark (community level). For this reason, MyChart can be characterized as
component in a complex network of actors that indirectly and directly affect the
extent to which MyChart can facilitate patient empowerment. According to Mager
(2009), mapping the service ecology is a fundamental step in understanding the
broader context one designs within. Therefore, the following present the findings
from the desk research, expert interview and first co-design workshop with healthcare professionals as a basis for analyzing the broader context of MyChart through
an ecosystem map visualized in figure 29. The ecosystem map is used to identify
key stakeholders to involve in the process of redesigning MyChart, as well as understand the current context of MyChart. The map helps to identify service optimization by uncovering potential new relationships, or opportunities to reorganize
existing relationships. More specifically, the ecosystem map represents key actors
indirectly or directly related to MyChart. These actors are divided into three circles
representing the healthcare system (outer circle), hospital system (middle circle),
and personal system (centre circle). In addition, the lines connecting the actors are
inter-relationships representing information flows.

Healthcare system
The Danish healthcare system is universal and based on the principles of free and
equal access to healthcare for all citizens. In consequence, all citizens have access
to a wide range of health and social services, the majority of which are financed by
general taxes (Olejaz et al., 2012). The Danish healthcare system can be characterized as fairly decentralized as to operating across three political and administrative
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Figure 29: Ecosystem map of
patient empowerment in relation to
the Copenhagen University Hospital.

Patient empowerment in Danish healthcare
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levels, the state, the regions, and the municipalities (ibid.). In consequence, the

of healthcare professionals and patients in creating written information material

state sets the overall framework of the system, while the regions and municipalities
are planners and providers of healthcare services. Denmark is widely regarded
as leading country in terms of healthcare delivery services and health-related information and communication technology integration (referred herein as eHealth)
(Kierkegaard, 2013). The push for eHealth adoption over that past 20 years in the
Danish health sector has led to the deployment of multiple eHealth technologies,
such as the national prescription server (Receptserveren); Sundhed.dk providing
national access to information about health services; and E-Journal being designed to extract information from hospitals in all regions (ibid.).

and development of IT tools. In 2016, the Health Platform and MyChart were implemented with objective of supporting a coherent communication and knowledge
sharing about patients’ EHR across hospitals in the Capital Region of Denmark
and Region Zealand.

At the state level, the Ministry of Health is in charge of securing the dignity, integrity
and right of self-determination for patients, which have been incorporated into
the Health Act (Olejaz et al., 2012). Besides legal rights, all citizens can access
information about health, rights and personal health records through Sundhed.dk.
Further, patients can provide inputs to healthcare system through the National Survey of Patient Experience (Danish acronym: LUP) and Patient Reported Outcome
(PRO). The latter is a national initiative to promote in daily clinical practices and in
quality management. In addition, the ministry has proposed increased efforts for
patient involvement through the health reform 2019 (Ministry of Health, 2019). For
example, a proposal is health communities consisting of representatives from municipalities, hospital management, and general practitioners, who are tasked with
involvement of the patients, relatives and citizens through focus groups and user
committees among others (ibid.).
At the region level, the Capital Region of Denmark has committed 1.8 million Danish
kroner to efforts of patient empowerment in 2012 (the Capital Region of Denmark,
2012). Their vision was to improve patient empowerment as regards supporting
the patients to be satisfied, safe and involved in the hospital system, assisting healthcare professionals to collaborate with patients and relatives as active and equal
participants (ibid.). Examples of future efforts are developing screening tools and
providing easy access to communication and information. Moreover, involvement
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These two actors act as hubs connecting the other actors in the healthcare system, such as news media, the Internet and non-governmental organizations
(NGOs). These actors affect the healthcare system in terms of taking part in the
political debate and influencing the public opinion. The Internet is used increasingly
in searching for health information and for contacting health professionals. In 2008,
around a third of the population had used the Internet to search for health information within a three-month period, by 2010, that number had doubled (Olejaz et
al., 2012). In addition, patient groups, such as the Kidney Association, act as the
patients’ voice in media towards the authorities and politicians, frequently giving
input on the health debate so that patients’ views are not neglected. Another actor
is World Health Organization (WHO) has developed guidelines that emphasize that
patients’ voices should be heard (World Health Organization, 2010).

Hospital system
The hospital system focuses on the organizational structures related to MyChart,
and its use at the nephrological outpatient clinic. Here, key actors are doctors and
nurses, as they play a crucial role in the patient care. Further, these can be characterized as gatekeepers, in that they are necessary for the management, if they want
to make any changes for the patients. Also, the patient depends on their guidance
on health-related issues, for which reason their relationships can be characterized
as strong. In contrast, the relationship between the healthcare professionals and
the board of management can be characterized as weaker, because they interact
through an intermediate actor, Centre for Cancer and Organ Diseases, who are
responsible for the project, MyChart Bus. Thus, the Centre for Cancer and Organ
Diseases has a major influence on MyChart, as the center aims at promoting MyChart to different clinics by handing out handbooks for healthcare professionals
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and involving them in pilot projects. In addition, MyChart is also affected by another

use MyChart, they are not sure whether these ideas are feasible. This example

key actor, the Centre for IT, Medico and Telephony (CIMT), who is responsible for
constant maintenance, development, and communicative materials related to MyChart. The below section elaborates on findings from the expert interview and first
co-design workshop focusing on the healthcare professionals’ attitudes towards
MyChart, in combination with an evaluation on MyChart that has been performed
by the Capital Region of Denmark (The Capital Region of Denmark, n.d.).

suggests that the doctor’s resistance towards MyChart can relate to a lack of
knowledge. This lack of awareness is also evident in the previous evaluations of
MyChart (The Capital Region of Denmark, n.d.), in which a common issue is motivation, as a number of healthcare professionals raise the question: “what’s in it
for me?” (The Capital Region of Denmark, n.d., p. 7). Similarly, a collection of past
experience shows a general trend among doctors to be more skeptical of MyChart
than other healthcare professionals (The Capital Region of Denmark, n.d.). In view
of the above examples, one can argue that a current barrier is that the healthcare
professionals, especially the doctors, need to gain a better understanding of how
MyChart can be an integral part of their work practices, even further benefit these.

Limited knowledge about MyChart
The healthcare professionals find it difficult to recall and explain some of the features of MyChart during the first co-design workshop. It might be ascribed to the
fact that they do not actively use MyChart in work practices as such. Moreover,
the extent to which the healthcare professionals are familiarized with MyChart is
very different, although the clinic previously participated in a pilot project with MyChart. The difference is that the nurses act as experts of MyChart compared to the
doctor who seem to be a first-time user hereof. For example, the doctor raises a
number of critical questions related to MyChart functions, yet is inclined to change
his opinion after some of the nurses could give further particulars of the features of
MyChart. This finds expression in the following example:

Nurse 2: “Health information is something like this…”
Doctor: ”Yes, what is it?”
Nurse 2: ”I’m so tall and so thick and I have this and that.”
Doctor: “Ah, is that it? Why isn’t it my measurements?”
Nurse 3: ”Well, I actually thought my Health Information...
I actually thought it was the medical record.”
Nurse 2: ”Yes, but that’s it!”
Doctor: “What does ‘Health Information’ cover?”
Nurse: ”Something about you as a person, I think, your profile.” (appendix 9)
Even if the nurses know more about MyChart, and have a wide range of ideas to
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System integration
According to the evaluation of MyChart, the implementation of questionnaires and
booking have turned out to be a more time-consuming process compared to the
other features of MyChart (The Capital Region of Denmark, n.d.). The reason for
this is the process of developing, accepting and ensuring a high quality of the
questionnaires have been drawn-out, as the clinics did not coordinate, which lead
to unnecessary duplication of questions (The Capital Region of Denmark, n.d.).
Another bottleneck for using MyChart is the booking feature, in this case one of the
nurses participating in the first co-design workshop raises a concern related to the
current capacity of their booking system: ”Still, we really need to finish 1000 patients before we have the capacity for doing this [implementing MyChart]. Because
as it is for now our lists… these are filled.” (nurse 1, appendix 9). This suggests
that if the booking feature should be used, then there is a transition phase from
already existing appointments as their calendar is already booked far ahead. These
examples indicate some challenge with coordinating the use of MyChart across
clinics at the hospital.
Fear of increased workload
Another barrier for using MyChart relates to the healthcare professionals, especially
the doctors, and their concerns about receiving additional questions if patients find
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it difficult to interpret their test results through MyChart. This is evident from the first

between patient and doctor to a great extent is going through mail, for which

co-design workshop where the doctor expresses:

reason communication through MyChart will save a lot of time on documentation.
Similarly, appointments is mentioned as a feature in the evaluation of MyChart and
workshop, that can assist the healthcare professionals in allocating their resources
better. For example, one nurse reflects on the opportunity with the appointments
feature by stating: “If we were not going to sit two nurses and take the phone all
day, but only one, then maybe you could use that nurse for something else” (nurse
2, appendix 9). Moreover, the nurses explain their current working conditions, in
which they have several incoming calls about appointments for this reason the
appointments feature could take over this function. This is supported by healthcare
professionals in the evaluation of MyChart, who had experience with less cancelled
appointments and questions in that context (The Capital Region of Denmark, n.d.).

“I think it is a good idea that they can see their test results.
Well, a relatively good idea [...]. At least if they can relate to
it, because it is like that with information, you can end up
getting so much, that you cannot sort in it. We have already
having patients that calls in during the weekend if they have
seen their creatine or another test result that differ from their
previous one. Then they cannot figure out if it means anything.
Therefore, they call… and expect an answer right away.”
(appendix 9)
This is supported by the evaluation of MyChart, providing evidence that healthcare
professionals express the same worries about the feature giving rise to more questions from the patients (The Capital Region of Denmark, n.d.). Moreover, the project manager of MyChart confirms this worry and explains how the MyChart Bus will
focus on educating patients about their test results. Another concern among the
healthcare professionals and project manager relates to the messages feature of
MyChart. For example, the project manager has received feedback from doctors,
who feel under an obligation to provide a quick response to patients’ messages.
Time-saving
In contrast to the concerns about messages, the majority of the healthcare professionals in the first co-design workshop find the feature useful in regard to reduce the number of calls. For example, the nurses state that they can reduce lost
time, as they can avoid spending time on calling back and forth, if the patients do
not answer. In addition, the evaluation of MyChart indicates that the healthcare
professionals have experience with saving time on making notes from telephone
conversations, as the messages feature automatically document the conversation
in the Health Platform (The Capital Region of Denmark, n.d.). The project manager also highlights this benefit of MyChart by stating that the communication
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Increased knowledge about patients
The healthcare professionals express a great desire to use the questionnaire feature as a mean of collecting data from specific patient groups. While the doctor
from the first co-design workshop sees great potential in using the questionnaire
feature, the doctor expresses a skepticism about validation, as he or she is worried
about the possibility of all healthcare professionals sending questions out without
clear guidelines or criteria. In contrast, one nurse state that:
“But I really think, it is a good idea that you can... all patients
between ten and twenty, who are transplanted in January
month whatever, they get this questionnaire. I think this can be
a really good idea.” (nurse 2, appendix 9).
This represent an example of how the nurses in general are positive towards this
feature.

Patient system
The ecosystem map shows how a patient’s use of MyChart to a great extent is
reliant on the healthcare professionals’ attitudes. In consequence, a reason for
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why MyChart might not be used can be ascribed to the healthcare professionals,

for shifting the day-to-day burden of disease management to patients, but not ne-

especially doctors, and their concerns about MyChart. Another explanation for a
patient’s limited use of MyChart can be due to existing platforms providing similar
services to some extent, such as Sundhed.dk. Through this service, patients can
check their test results and get an overview of medication (Sundhed.dk, 2019).
The evaluation of MyChart also points to the fact that patients do not understand
the difference between MyChart and Sundhed.dk, even further think that Sundhed.dk has a better interface, for which reason the majority chose this platform
(The Capital Region of Denmark, n.d.).
A study conducted by Mandag Morgen & TrygFonden (2016) indicates that Danish
citizens, as patients, to a great extent want to take an active part in the treatment
of their own disease, and want to contribute to research work. Moreover, consider
decision-making process related to their health as a shared responsibility between
them and their doctor. They do not necessarily want to control the conversation,
but a large majority would like to have a discussion with the doctor if they disagree
with his or her assessment (ibid.). Further, three out of four Danish citizens feel
most comfortable with co-responsibility and co-influence, when they get all the
options presented and can decide for themselves. In contrast, every fourth vice
versa become uncomfortable with too many options and feel most comfortable
with the doctor making the decisions (ibid). Also, two out of three, believe that it
almost always contributes positively to the treatment if they seek information about
their illness prior to the consultation.

cessarily attractive from the patients’ perspectives (Scambler et al., 2014). Patient
empowerment can be used as a strategy to optimize resources and offload health
professionals as part of the patient-centered care vision by governmental actors.
However, Kierkegaard (2013) highlights a negative side-effect of the push for eHealth systems in Denmark causing disruptions in healthcare professionals’ workflow.
In addition, patient empowerment strategies by governmental actors often focus
on the impact of the patients, but not how these strategies affect the healthcare
professionals. Healthcare professionals have divergent concerns and expectations
towards MyChart. On the one hand, the doctors view MyChart with skepticism,
which can bring a number of barriers, such as fear of increased workload and system integration. On the other, the nurses have a number of arguments in favor of
using many features of MyChart in their daily workflows, such as time-saving and
increased knowledge about patients. Thus, can be potential resources in adapting MyChart. In addition, healthcare policy makers and healthcare providers might
have different agendas, and therefore use patient empowerment differently. The
healthcare policy maker may focus on patients and allocation of health services,
while the healthcare provider may focus on a caring and trustful relationship with
his or her patient.

Reflections
The Danish healthcare system can be termed an empowered community according to Zimmerman’s (2012) definition, because of the decentralized and open
governmental structure providing citizens with the options of influencing their care.
Being an empowered community is also supported by the majority of citizens
having the desire to engage in their care. While there is positive trend among Danish citizens to take an active part in their care, they have different needs in regard
to participating in their care. Therefore, it is important to note that patient empowerment in the form of self-management is attractive to policymakers, as it allows
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8
Same diagnosis,
different needs

Autonomy
Health literacy
Engagement
Personas
Reflections

This chapter presents the findings from the analysis of the semi-structured interviews with patients and cultural probes using affinity diagram and personas. The analysis focuses on the patients’ capacity for and experiences of participating in their
own care, in order to gain a better understanding of how patients’ might develop
sense of empowerment. Here, the conceptual framework of patient empowerment
is used to understand how the process of becoming empowered, can result in a
state of being empowered from the patients’ perspectives, based on the overall
themes of autonomy, health literacy and engagement. In addition, Zimmerman’s
(2012) psychological definition of empowerment strengthens the basis for understanding the patients’ sense of control of the treatment of their CKD. The analysis
is concerned with empowerment as an individual construct, as a consequence
touches on patients experiences to manage, learn about, and participate in the
decision-making about their CKD. In the below sections, major themes identified
from the affinity diagram are presented and relevant quotes from the data collection are used to provide specific examples within each theme. These themes are
then used as starting points for the development of the personas. Each theme
serves as an attribute to the different personas and is used to express certain
attributes related to patient empowerment. As a result, four distinct personas with
some overlapping attributes are presented in the end of the analysis and used in
the following stages of the design process.
At the early stage of being diagnosed with CKD, people may be depressed and
anxious because of their changed identity from being healthy to ill. They face many
physical and emotional challenges, as a result of their diagnosis, comorbid conditions, and treatment-related side effects (Tong et al., 2009). Further, patients’
self-image and self-esteem can also change due to the changes in their physical
status, lifestyle, and social roles (ibid.). In consequence, patients might experience
a loss of control, as they cannot recover fully, but only try to prevent the disease
progression. Patients with CKD have to maintain self-care behaviors to prevent the
chronic condition from worsening or attempt to reduce potential complications.
This often causes health-related stressors, given that physical health is closely
related to emotional and mental health (Felton & Revenson, 1984).
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Autonomy
A common theme for the majority of patients in our study is reestablishing a sense
of normality in their lives. For example, some patients place great emphasis on
keeping the patient in the hospital apart from whom they are outside the hospital.
This is apparent in the following example: ”I try to separate the illness from my
personal life, when I come home from here [the outpatient clinic], then I try to be
as normal as possible” (respondent 6, appendix 5). In addition, other patients try
to continue with everyday activities regardless of their side effects being evident in
the following example: ”The kidney disease should not take control over me, I am
trying to do as many things as I can in everyday life” (respondent 2, appendix 3).
However, the patients have different coping styles, which influence their actions to
preserve and improve their CKD being in a spectrum between a sense of duty and
a self-desire, which emerge from the below themes.
Carefree
A number of patients have a mild condition with no or few symptoms and seem to
be unaffected by their CKD. For that reason, describe the way of managing their
disease as follows:
“They [the kidney test results] regulate themselves, I think
so. I do not anything special in that connection. I attend for
control, be weighed and measured, whatever is needed.”
(respondent 8, appendix 5)
This suggests that the patient does what he or she finds necessary by complying
with the decision and prescribed treatment of the healthcare professionals. In addition, it also appears that the patient might not feel a need to make notable changes
to his or her everyday life, in that the test results are attached no importance. This
example represents a common attitude towards participating in the treatment of
CKD for some of the patients. These also share an attitude towards not wanting
to be labelled ill as illustrated in the following example of a patient stating: “I do not
perceive myself as someone who is ill. This is not me at all” (respondent 5, appen-
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dix 3). This shows a certain resistance to be labelled ill, and suggests that being
diagnosed with CKD is not part of their self-image. Therefore, suggests that these
patients to some extent use a maladaptive coping style, as to a resistance of being
labelled ill. This might be because of the fact that these patients associate the
state of being ill with a physical effect, as for example represented in the following
statement: “to be sick is not about the numbers, but how I feel.“ (respondent 5,
appendix 3). These examples imply that these patients’ diagnosis of CKD disappear from their consciousness and recede into the background, in that they do not
feel any physical effect due to their current stage of disease. For this reason, these
patients can be described as carefree, as they seem not to worry about their test
results and condition at this stage.
Positive
The majority of patients have been diagnosed with CKD for several years, and
have previous experience with either dialysis treatment, kidney transplants or both.
These patients mention that they may feel tired every now and then, and some
also suffers side effects and disorders. In response, these patients have a positive
attitude towards their CKD and use an adaptive coping style. They reframe negative aspects of course of treatment in a positive light and have come to accept
the requirements and conditions associated with their disease. This coping style
become evident in the following example in which a patient states that:
“I enter the clinic with a positive attitude every time. It
[going for a check-up] is rarely a bad experience, in my
opinion at least, it has been very nice to come here.”
(respondent 3, appendix 5)
This statement provides an example of how they seem satisfied with their course of
treatment, but also intentionally choose to adopt a positive attitude. An example of
acceptance is, when the patients express some dissatisfaction with the outpatient
clinic, such as a long wait or crowded waiting room, but quickly come to terms with
these issues. This is evident in the following quotes:
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“I cannot do anything about it [challenges or frustrations related to check-ups], because I can only get frustrated, if I allow
myself to be frustrated” (respondent 10, appendix 5)
“I can be scheduled to nine o‘clock, then come in half past
ten. And this is something that you find frustrating, but I know
why [and therefore it okay]” (respondent 7, appendix 5)
One possible reason for these tolerant responses are that the patients have several
years of experience of the hospital services, and therefore are familiarized with the
processes around the care pathway.
Hopeful
One patient has recently been diagnosed with a severe CKD condition, which
means that the patient for the first time needs to be on dialysis or receive a kidney
transplant. In consequence, the patient experiences daytime tiredness, and is in
pain, such as swollen feet and legs, tender muscles and cramps during the night.
In this way, not only experiences physical strains, but also emotional, as the patient
describes the condition to take a lot of doing both of the patient self, but also of
the patient’s family and friends. The patient expresses a strong desire to feel better
by stating:
”The thing that I wish for the most, is to get as well as soon as
possible, especially now, in which everything points the same way”
(respondent 1, appendix 3)
Moreover, the patient expresses a lot of frustrations about his or her current condition, because the patient feels overwhelmed by these health-related changes to his
or her physical condition, and asks oneself: ”Why me?” (respondent 1, appendix
3). In response, the patient engages in distracting activities, as for example speaks
of spending time on going out and socialize with friends and family trying to keep
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up his or her spirit. In addition, turns to others for support besides from healthcare

“In this way, being here [at the outpatient clinic] is just another

professionals and relatives, as for example the patient’s mother is driving him or her
to the hospital, and supports him or her in the course of treatment. In view of aforementioned examples, an adaptive coping style holds true for this type of patient
due to a support seeking, and distraction seeking behavior to deal with one’s CKD.

day at the office. It is just something that is necessary. Like
you brush your teeths and take a shower. Well, it is part of it. It
is just a part of my everyday life.” (respondent 10, appendix 5)

Sense of duty
The majority of patients respond to their CKD by making lifestyle changes. For
example, one patient states that:
”What I do well concerning my kidney disease is to ignore it in
everyday life. I eat healthy and try to avoid too much alcohol.”
(respondent 4, appendix 3)
This illustrates a paradox of ignoring the disease, but at the same time recognizing
the disease in regard to taking preventive actions. Thus, can be interpreted as the
patient finding these changes to be a matter of course. This is supported by another statement of self-care:
“As long as they [the doctors] say that there is nothing wrong
with my numbers, then I will continue to live as before, and
use my common sense.” (respondent 7, appendix 5)
Both examples indicate that a lot of the patients have a relatively high level of
self-efficacy related to self-care, in that the statements down play efforts to manage CKD in terms of being common sense or being a matter of course. This can be
interpreted as confidence, given that they do not consider health-related changes
as a challenge, maybe because of the fact that these patients are not affected by
any side effects. Thus, are in no need of making great changes to their everyday
life. Even though, these patients take some responsible for affecting their health as
regard to their locus of control, they are driven by a sense of duty. This is evident
in the following statement:

Same diagnosis, different needs

Here, hospital visits are compared with everyday tasks implying that the tasks are
inevitable and cannot be questioned, even if these sometimes can be annoying as
suggested by the negative tone. Another example is a patient expressing changing
his or her lifestyle out of necessity more than want: “That’s the way it is, we are all
human, right?” (respondent 9, appendix 5). This indicate that the patient tries to justify for him- or herself that it is okay to deviate from the doctor’s recommendations
by emphasizing the saying to err is human.
Self-desire
While the majority of patients accept responsibility, some patients also takes responsibility in terms of keeping track of medicine, sometimes preparing questions
before a check-up, and checking test results by using Sundhed.dk. For example,
a patient describes the way of managing her or his CKD by taking on responsibility
for remembering medication, and obtaining answers to questions:
“I write it down on a list and take it with me [at the outpatient
clinic], so I remember to take my medicine with me. So I’m not
suddenly missing any medicine on a day off, right? After all, it is
very important that you have your medicine. And ... and if I have
some questions [...] of course I will write it down on a piece of
paper, and take it with me, so I’m absolutely sure to remember it.”
(respondent 5, appendix 5)
This suggests that the patient has a relatively high self-efficacy, in that he or she
has a greater need for being in control over his or her course of treatment than
other patients. This is supported by the following example:
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“I want to see... keep up with things. Then I can sit at home in...
as I said a week before, I have to attend for control just to see, if
there are some things, I have to ask questions about.”
(respondent 2, appendix 5)
This indicate that the patient engages in his or her course of treatment because
the patient likes to have a sense of control and gets a personal satisfaction from
this. The previous examples represent how some patients can be ascribable to a
high level of engagement in their course of treatment compared to the patients
feeling a sense of duty, and whose motivation to a greater extent is external. This
can be due to a strong motivation that triggers a desire to exercise control, in that
a strong feeling of control satisfies an intrinsic need to influence one’s immediate
environment.

In addition, another patient states that:
“I can ask all the questions, that I want to, when I’m here [at
the outpatient clinic] right? Ehm… And you can also call.”
(respondent 5, appendix 5)
The previous statements suggest that the healthcare professionals play a
key role in translating the medical information for the patients.

Health literacy
To a great extent, all patients rely on the doctors and nurses for information, as the
patients emphasize how they provide instant, reliable and elaborating responses
to their questions. Several patients mention that they often call, if they have immediate worries, or doubts about health-related issues. Otherwise, they prefer a
face-to-face relationship with their healthcare professionals. For example, one of
the patient states:
“I think that you quickly can misunderstand stuff on the internet, and when you have the doctor and nurse, then it is so
much easier to know, what we are talking about.”
(respondent 6, appendix 5)
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However, the extent to which the patients have a need for searching for more in-

Sundhed.dk, before attending for control at the hospital. This is in evidence in the

formation about their illness is different. In addition, most likely dependent on their
disease progression and experience with the healthcare system, which can be
characterized as functional health literacy and interactive health literacy

following example:

Functional health literacy
Some patients rely almost entirely on the healthcare professional for information,
as they see no reason to spend time on understanding their illness, given that they
feel fine. These are the same patients who can be characterized with a carefree
attitude. They have arguably a functional health literacy, as they take on a passive
role in receiving information from the healthcare professionals. Therefore, these
patients expect the healthcare professionals to inform them about relevant information. Even though, the patient with a hopeful attitude has a stronger motivation
for understanding his or her CKD, the patient can also be ascribed to a functional
health literacy. For example, the patient states:
“I want to learn more about the process of dialysis treatment
and the time after I get a new kidney, also how the kidney
functions in general.” (respondent 1, appendix 3)
Here, the patient expresses a need of wanting more information, thus suggests
that the patients have limited experience with his or her CKD.
Interactive health literacy
The majority of patients draw on acquired knowledge and experience of CKD at
different stages of disease progression. For example, several patients mention that
they have attended the Kidney School at the Copenhagen University Hospital.
Here, patients with CKD and their relatives take lessons on how to manage the
CKD. They have also continually sought information and gained experience with
regulating medicine dosage and undergoing different treatment procedures. In
consequence, they can be ascribed an interactive health literacy in terms of using
medical terms to describe their health, and checking their kidney tests results via
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“Well, I don’t have that many questions, because I feel well taken
care of, and I can even check the test results […], those being
of interest to me are creatine, phosphate and potassium, there
are many of the others, that you obviously don’t know… and of
course that is why it is the doctor who looks at them.”
(respondent 10, appendix 5)
This provide an example of how several patients can be considered to have a relatively high level of self-efficacy. The reason being that they have great knowledge
about which actions they need to take related to their illness.

Engagement
For most of patients with CKD, progression towards the end stage of their kidney
disease can be anticipated (Webster et al., 2017), enabling patients’ preferences
for treatment to be incorporated into their care. From the patients’ perspective, to
participate in their treatment means different things, as they have different expectations towards their role in the decision-making process about their treatment. The
following presents two ways the patients engage with their doctor.
Paternalistic relationship
Some patients do not think of any questions or take any actions before they attend
for control at the outpatient clinic. This is evident in the example of a patient stating:
“If I am just told everything from the doctor, then that’s all, that
is important to me. There is not much else to do.”
(respondent 9, appendix 5)
This suggests that this patient mainly complies with decisions and prescribed treatment by the doctor, in that the latter sentence can be interpreted as a percep-
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tion of the doctor being the driver for the decision-making process. This example
relates to patients with a functional health literacy and low level of engagement.
These can be ascribed with a paternalistic perspective, as they are comfortable
by leaving decision-making and management of their disease to the health care
professionals. One possible explanation is that these patients have a rather low
self-efficacy related to managing their disease. It seems that the patients either
do not believe that they can have an influence on the decision-making about their
health or have a low motivation for taking an active part in managing their CKD, in
that they solely rely on the doctor’s decision.
Informative relationship
The majority of patients have a relatively high level of health literacy associated
with their management of disease. Therefore, they arguably have a greater say in
the decision-making process compared to other patients with a functional health
literacy in regard to the ability to following up on test results and asking questions.
This is evident in the following examples:
“You can sit down and explain to the doctor that during this
period, I have felt that, I have had more fluid in my body, so
I would like to take several of these diuretic commissions or
something. It does give some control.”
(respondent 6, appendix 5)
“I of course take part of being responsible for my illness that
is obvious. But you can say, it’s not me, who decides that it
is probably time to get ready for a kidney transplant, right?”
(respondent 10, appendix 5)
These examples illustrate that several patients participate in decision-making by
making suggestions. Still, the second example indicate that the doctor is the main
driver for making decisions.
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One patient is in between these two ways of engaging in the decision-making, as the patient has a high engagement, but functional health literacy.
For example, the patient has contacted the nephrological outpatient clinic,
and asked about the possibility to start dialysis treatment. In this context,
the patient explains the reason hereof:
”I feel that I need to maintain the pressure a bit to start dialysis
treatment. I want my body to feel better, and for now the only
option is dialysis, as we can’t set any date to receive a new
kidney.” (respondent 1, appendix 3)
This suggests that the patient actively participates in the course of treatment, as the patient takes initiative by suggesting dialysis treatment for his
or her doctor. In this view, the patient can be characterized to have internal
locus of control because of the fact that the patient takes responsibility for
his or her course of treatment and not solely relies on the doctor’s advice.

Personas
To summarize the above findings, four distinctive personas have been
created, respectively Anna, Peter, Daniel and Jacob (see figure 30-31).
These personas illustrate the differences between the patients.
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ANNA

53 years old, teacher, stage 2
Health literacy
Functional

Engagement
Paternalistic

Attitude
Carefree

PETER

25 years old, student, stage 4
Health literacy
Functional

Engagement
Informative

Attitude
Hopeful

Anna does not think about her kidney

Peter’s kidney disease has become

disease, as she is not affected by any

worse, and now waits for a kidney

physical symptoms. It is only in the

transplantation. He feels powerless and

mornings when she needs to take her

is frustrated about his current condition.

medication, that she is reminded of her

He tries to focus on a future with a new

illness. She has great trust in her

kidney, and is thankful for the support of

doctor being the expert, letting her

his friends and family. Peter has a great

know, when her numbers are bad and

interested in getting the treatment of

taking the right decisions.

dialysis as soon as possible.

!"From my perspective to be sick is
not about the numbers,
but how I feel

Figure 30: Two of the four personas, Anna and Peter.

!"I am very thankful for the support
of my friends and family

DANIEL
72 years old, retired, stage 3

Health literacy
Interactive

Engagement
Informative

Attitude
Positive

JACOB

47 years old, accountant, stage 3
Health literacy
Interactive

Engagement
Informative

Attitude
Positive

Daniel is determined to not let the

Jacob has been in dialysis for four

disease take control over his life, but

years before his kidney transplant

sometimes feels limited by his

half a year ago. He is not affected by

side-effects and other diseases.

any physical symptoms other than

He has attended the Kidney School at

regular tiredness now and then.

the Copenhagen University Hospital,

Jacob has great relationship with the

and is very much aware of his diet and

healthcare professionals, as he has

nutrition. He is sometimes in doubt

come to the clinic for many years. In

about making health decisions, as his

consequence, he has great experien-

different diseases influences each other.

ce and knowledge about his illness.

!"The kidney disease should
not take control over my life

Figure 31: Two of the four personas, Daniel and Jacob.

!"Dealing with my illness is
just like taking a bath, it’s a
part of my everyday life

Levels of individual empowerment
Even though, the patients share the same disease and attend the outpatient clinic
on the same conditions, the findings suggest that the patients have different levels
of empowerment as illustrated in figure 32.

LEVELS OF INDIVIDUAL EMPOWERMENT

Deliberative

Paternalistic

Informative

ENGAGEMENT

Interpretive

Figure 32: The personas,
Anna, Peter, Daniel and Jacob
placed according to their individual level of empowerment.

HEALTH LITERACY

Same diagnosis, different needs

69

Reflections
The above findings present a set of four personas, which provide an insight into
the diverse and common characteristics of patients, who are potential users of MyChart. The personas have been useful in communicating the patients’ autonomy,
health literacy and engagement associated with managing their CKD. However,
might create a risk of focusing on individual perceptions of empowerment while failing to estimate its dominance and probability of occurrence over the total
patients at the outpatient clinic. Therefore, it is important to note that the four
personas constitute a basis for generating ideas and informing the decision-making in the initial stages of the design process. However, the personas need to be
further validated before they can be used by other researchers. For this reason,
Polaine, Løvlie & Reason (2013) emphasize the importance of using qualitative
methods, together with quantitative methods. They argue that qualitative methods
often zoom in on a few individuals, while the quantitative methods provide a better
overall picture (ibid.). A next step in the design process would be to involve the
healthcare professionals at the outpatient clinic in discussing whether the descriptions and situations are reliable from their perspective. Nielsen (2013) terms this
communicative validation as testing the validity through dialogue between one’s
client and interested parties, which she considers as an important aspect of developing reliable personas. Subsequently, it would be of interest to involve stakehol-

(Nielsen, 2013). Scenarios can be useful in the idea generation to imagine how a
design will fit into the context of use (ibid.). Instead of creating scenarios of the
personas experience of the outpatient clinic, we outline this service experience
in a patient journey map (see chapter 9). One can argue that this tool and the
description of the map contributes to a story of how the personas experience the
outpatient clinic.

ders, such as the project manager and operating department related to MyChart.
One reason is to create acceptance as to ensure that the personas are included
and applied in the further process. Another reason is to strengthen their collaboration, given that the personas can create a common understanding of whom the
outpatient clinic are trying to empower.
Nielsen (2013) also emphasizes the importance of creating scenarios in order to
imagine the personas in a use context. She even describes scenarios as “the focal
point of the entire personas methods” (Nielsen, 2013, p. 99). Scenarios are fictional stories based on research following a character in a specific situation (Carroll,
1999; Pruitt & Grudin, 2006). Through describing the persona in a series of actions
and events, the persona become alive compared to the static persona description
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9
The check-up
experience

Before a check-up
During a check-up
After a check-up
Factors influencing the service experience
Reflections

This chapter aims at examining how the patients’ sense of empowerment are affected by the service experience of the outpatient clinic. Therefore, a patient journey
map has been created to illustrate an encounter at the nephrological outpatient
clinic as well as related activities performed before and after the encounter (see
figure 33). The map is based on the empirical data from contextual inquiry conducted at the outpatient clinic, cultural probes as well as semi-structured interviews
with patients. Further, was evaluated and iterated by patients during the second
co-design workshop. Here, the patients also added experiences in order to complete the map.
A user journey commonly focuses on a specific person who experiences a given
service over a period of time (Polaine, Løvlie & Reason, 2013; Stickdorn et al.,
2018). However, the patients’ activities before and after an encounter at the outpatient clinic differed, while the activities during an encounter were similar. Therefore,
the journey map tries to accommodate the different patients, as illustrated through
the personas, by combining their different journeys in one patient journey map in
order to easily compare similarities and differences.
Horizontally, the map is divided into four swim lanes each representing a journey
of a specific persona. All journeys are guided by the same period of time, respectively before, during and after an encounter at the outpatient clinic, as well as the
same physical evidence, in this context the locations at which the patient activities take place. Each of the swim lanes describe the activities, touchpoints, and
experiences related to each persona. The activities are described in text format,
whereas the touchpoints are indicated by icons, and the persona’s experiences
are indicated by colors. Three colors have been used, respectively red indicating
negative experiences, yellow indicating neutral experiences, and green indicating
positive experiences. Furthermore, the colored circles change in size depending
on the impact of the experience – the larger the circle, the larger the impact on the
service experience.
The following sections describe the patient journey map in chronological order.
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BEFORE
Hospital

AFTER

DURING

Home

Road

Hospital

Receiving a
SMS reminder

Road

Driving

Driving

Checking
results on
Sundhed.dk

Counting
medicine

Driving
with
flextaxa

Arranging
a new
Consultation
time
with doctor with nurse

Having blood
pressure and
weight measured
by nurse

Jacob
Checking in
Checking
results on
Sundhed.dk

Having
a blood
sample
taken

Receiving a
SMS reminder

Picking up
medicine

Giving update
to relatives

Picking up
medicine

A
Waiting

Gives update
to relatives

Waiting

Picking up
medicine
Driving
with
flextaxa

Eating breakfast
with relative

Receiving a
SMS reminder
Counting
medicine
”I am always curious
about my test results. It
is nice that you can get
updated from home”

Driving
with
flextaxa

Driving
with
flextaxa

Preparing for Counting
consultaton medicine

”It is frustrating to wait for
a long time to get your
blood sample taken”

Figure 33: Patient jourey map.

Giving update
to relatives

Receiving a
SMS reminder

Having
a blood
sample
taken

Peter

Pharmacy

”I always visit the same
doctor. We have a personal
relationship, which makes
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Have in mind that the patient journey map only focuses on one hospital encounter,
thus does not reflect the frequency of visits. This means that the patient journey
map does not take into account the disease progression. Further, one could assume that negative test results might also influence the service experience of the
hospital encounter. However, the patient journey map reflects the general experience of the outpatient clinic.

Before attending for a check-up
Before a check-up at the outpatient clinic, the four journeys of the personas differ
in activities and moments in time. Anna and Jacob get their blood sample taken
a week before their hospital encounter, whereas Daniel does it the day before.
These personas often choose a hospital nearby to get their blood sample taking.
Here, they often experience waiting time, making them feel frustrated about the
non-productive time.
As Anna does not experience any physical pain of her disease, she only do what
is required of her before the encounter, which is counting her medicine at home.
In contrast, Jacob and Daniel are both curious about their results, and therefore
uses Sundhed.dk to check their test results, which are available around two hours
after the taking of blood samples. Further, Daniel uses the test results to prepare
questions for his consultation with his doctor. Peter minimizes the visits at the hospital by getting his blood sample taking the same day as the hospital encounter.
A day before their check-up, all four personas each gets notified about the time of
their appointment by SMS. At the day of the hospital encounter, Anna drives in her
car to get to the hospital, while Jacob and Daniel use transportation offered by the
hospital, called flex taxa. Peter is picked up by a relative due to the critical the stage
of his disease. When arriving at the hospital, Peter gets his blood sample taken and
eats breakfast. As the other personas already had their blood sample taken, they
continue directly to the outpatient clinic.

The check-up experience

During the check-up
As visualized in the patient journey map, all four personas journeys are combined,
as they go through the same activities, touchpoints and experiences. First, the
personas check-in at the outpatient clinic by getting in contact with their attached
nurse. Then, they wait in the waiting area for their scheduled appointment. In this
context, they often experience a long waiting time due to more urgent patients
getting ahead of the line. When the personas are next in line, their attached nurse
calls their name. In the nurse’s room, they get their blood pressure measured and
are weighed. Then, they go back to the waiting area, and wait for their consultation
with their attached doctor. When the doctor calls their name, they go to the doctor’s room. During the consultation with their attached doctor they go through the
test results and agree on the dose of medicine. After the consultation, they go directly to the nurse’s room to get their new dose of medicine. The dose of medicine
is calculated by the nurse based on the amount of medicine the personas counted
at home before a check-up. Also, they agree on a new appointment. In total, the
hospital encounter at the outpatient clinic often take several hours, including the
waiting time.

After attending for a check-up
After a check-up at the hospital, the personas are transported home the same way
they arrived to the hospital. Jacob and Daniel, who are using flex taxa, experience
several hours of waiting on the flex taxa. Both are very frustrated with having to
wait again, right after they have waited for their check-up at the outpatient clinic.
When arriving at home, the personas tell their close relatives about the test results.
As Anna does not feel any physical pain, she does it as a routine, thus have neutral
feelings about it. Whereas Jacob, Daniel and Peter appreciate the social support
from their relatives. Especially, Peter values talking with his relatives about his emotions towards his disease. In addition, Peter checks his test results using Sundhed.
dk as his results are now available online. Finally, common for all personas is that
they have to collect their new dose of medicine at a nearby pharmacy.
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Figure 34: Blueprint of the
nephrological outpatient clinic
(authors contribution). Please
note, this is only a sketch, not
exact in size and content.

Factors influencing the service experience
In the patient journey map, it is evident that the waiting time and the consultations
with the healthcare professionals highly influence the service experience of the
outpatient clinic. Therefore, this section elaborates on these two touchpoints. In
order to get a more in-depth understanding of what constitutes these experiences,
the section is based on the empirical data.
Waiting time
All patients experience several hours of waiting at the outpatient clinic. As illustrated at the patient journey map, the waiting time as a crucial pain point. In order to
understand the service experience at the outpatient clinic, one must get familiar
with the physical evidence of the clinic, and how the patients experience and behave according to this. The waiting area are divided in four sections of chairs and
tables, two placed around the elevator lobby, one placed in the passage of the
ward, and one placed further down the ward to an allocated area for waiting (see
figure 34-36).

The check-up experience

Due to the inconvenient nature of the location of the two sections placed at the
elevator lobby, some patients feel uncomfortable. They have difficulties in relaxing
as the room often feels cold, and a lot of people are moving between the wards
and the elevators. A patient finds the constant movement of people while sitting
still to be stressful. Furthermore, some of the patients find it hard to concentrate in
the waiting are. This is expressed by a patient:
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Figure 35:
Waiting area
at the
nephrological
outpatient
clinic.

Figure 36:
Waiting area
at the
nephrological
outpatient
clinic.

“I sit and look in [my tablet] and… in a book… or... that is actually a bit difficult. I cannot really concentrate about reading. I
have tried to have a book with me, but it did not work for me.
A lot happens with ding-dong [elevator sounds] and so.”
(respondent 5, appendix 5)
From this example, it is evident that the patient is highly affected by the sensual
component based on how the patient explains the experience of waiting. Furthermore, some patients think that the waiting area is lacking seats during peak time.
Although, another waiting area, placed down at one of the wards, have comfortable armchairs and a television, the patients seem to prefer to wait in the two waiting sections placed around the elevator lobby close to the four outpatient rooms.
Through the contextual inquiry, it became evident that the patients mostly stay in
this area. This might be due to the fact that the patients are afraid of missing their
appointment, as the patients stay seated while waiting, even if they are aware
of the fact that they have to wait for a long time. Therefore, one can argue that
the patients are in a situation of deadlock, which in turn can create a sense of
disempowerment, as the patients have no control of the situation. Therefore, the
patients’ sense of time can feel longer than reality due to the uncertainty regarding
their delayed appointment. This is elaborated by a patient stating:
“What is most frustrating and hardest for me right now is the
long days I have in here [at the outpatient clinic]. [...] Waiting a
long time on a chair and wait and wait and wait. [...] It is a big
challenge for me, because I am tired when I get home.“
(respondent 5, appendix 5)
From this example, it is evident that the spatio-temporal component plays a key
role in the patients’ experience of the hospital encounter, as the long waiting time
and uncomfortable chairs have a negative impact on the patients’ service experience. Besides the fact that they wait for a couple of hours, another reason for this
might be due to the patients feeling bored when waiting. The waiting area, where

The check-up experience
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the patients usually waits, is placed around the elevator lobby. Here, the patients

spital with the expectation of getting a consultation at a specific time and might al-

occupy themselves with activities to do while waiting for their consultation. The
patients tend to look at news or social media at their mobile phone, and some
might also read a book. Even though, the patients do not have much to do, they
neither reflect upon their disease, or their upcoming consultation. This is expressed
by a patient stating:

ready have planned the rest of their day. However, they experience major delays in
their scheduled appointments. That way, the hospital does not meet the expectations of the patients. For example, a patient explains this in the following statement:

“I do not know if I have any [reflections in the waiting time]. I
have done it so many time before, so for me it is just a routine.“
(respondent 9, appendix 5)
This is supported by another patient, who choose to focus on anything else but
his or her disease:
“[I think of] anything from the everyday life to news that you
read at media or some place. [...] I do not focus [on my diagnosis] when I am here [in the waiting area].”
(respondent 6, appendix 5)
Still, the majority of patients express a curiosity to get know their test results. This
is illustrated in the following example of a patient stating:
“I think it is always exciting when I go to the outpatient clinic to
hear about my blood samples [the kidney test results].”
(respondent 2, appendix 3)
Thus, it is somewhat paradoxical as the patients express that they do not reflect
upon their disease during the waiting time however, are curious about knowing
their test results, and what the doctor has to say about these.
In general, one can argue that the waiting time is a service failure, as the patients
experience a delay on their scheduled hospital encounter. They come to the ho-

The check-up experience

“I always have a book with me to avoid sitting and getting
annoyed. When you have to go to work, you can get tired of
wasting one and a half hours. You might not have calculated
with this waiting time. However, now that you are further into
the process, then you know why [...] some are getting ahead
of the que.” (Respondent 7, appendix 5)
The above statement points out that the hospital service does not meet the patient’s expectations, as he or she expects to have the consultation at the scheduled time. At the same time, the statement also suggests that the patient has come
to terms with the conditions at the hospital of waiting longer than planned. This is
also expressed by several other patients by statements such as “it is what it is” and
“that how it is. I cannot do anything about it” (respectively, respondent 6, appendix
5 and respondent 10, appendix 5). Even though, waiting time is associated with a
negative experience on the patient journey map, the patients cope with this experience, as they have come to terms with the conditions at the hospital. This might
suggest that the patients’ experience of the service failure is influenced by their
relationship with the hospital professionals, which in turn improve their tolerance
towards this service failure at the outpatient clinic. Another reason for the patients
to come to terms with the situation is, that they have experienced this service failure multiple times at the outpatient clinic, as they visit the clinic regularly. This might
be the reason for the patients to lower their expectations of how long they have to
wait for their consultation.
Close relationship with healthcare professionals
All patients highly value their relationship with the healthcare professionals. When
visiting the outpatient clinic on the same week day, the patients are promised to
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supported by patients who find it important to be treated as a human being, and
not just like a number in a system. This is evident in the following example, when
a patient states: “[it is important] that they hold on to you, and that you not just fall
into the crowd” (respondent 3, appendix 5). Furthermore, the patients agree that
the healthcare professionals in general seem friendly, and act like they are interested in them. This is supported by a patient expressing how he or she values the
time with his or her doctor, as the doctor listens to him or her:
“I think it is nice to come and talk a bit with the doctor.
[The doctor] always gives herself time to listen to me.”
(respondent 2, appendix 3)

get treated by the same team of nurse and doctor. This makes the patients to feel
safe, as for example a patient states: “It gives a sense of security to have the same
person” (respondent 2, appendix 5). As the patients visit the outpatient clinic regularly, the relationship with the healthcare professionals have become close over
time. Hence, the compositional component plays a key role as the relationship are
developed over multiple consultations. This is elaborated by a patient:
“I have had [the nurse] from the beginning of, also before I got
transplanted, so there is a personal relationship with them.
[...] It has become much more personal and relatable. I find it
easier to talk about the things. The professional layer is faded
away. [...] Each time I go into the consultation, I am very positive. It is nice to come here. There is a good sense of security
to come and get checked, and feel that they take care of you.”
(respondent 3, appendix 5)

As the patients highly value the relationship with the healthcare professionals, one
can argue that they have high expectations to the hospital encounter. Thus, it
might not take much to influence the relationship negatively. Therefore, there is a
risk of service failure if the healthcare professionals do not meet the high expectations of the patients. This is expressed by some of the patients that appreciate
the close relationship with their doctors however, feel a distance when the doctor
only asks them closed questions. Furthermore, some patients also mention that
they feel that their doctor have a tendency of looking into the computer screen
too much while documenting the consultation. This suggests the importance of
the sensual component as the patients’ value eye contact during the consultation
with the doctor. In contrast, one patient points out that he or she feel that many of
his or her consultations have not been documented properly. This suggests that
the patient feels that the doctor has not listened to him or her. Thus, the digital
documentation of the consultation is somewhat paradoxical since it is perceived
as something negative in the situation of the consultation, however valued by the
patients afterwards when revisiting their journal at home.

Reflections
Thus, suggests that the patient is more willing to share personal details with his or
her healthcare professionals, as the patient know them on a personal level. This is

The check-up experience

A journey map can be used to ensure that touchpoint is aligned, especially in
relation to doing changes through touchpoint optimization (Dherbar, 2013). This
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means that the designer needs to ensure that the service optimization does not
affect other parts of the service experience in a negative manner. Therefore, the
patient journey map visualizes the service experience at the outpatient clinic as well
as activities before and after related to this visit, thus are divided into three overall
periods of time, respectively before, during and after. In addition, it ensured that the
patients got the opportunity to have a say by highlighting issues that they found
important to focus on.
The journey map is a tool for visualizing a service experience of a specific persona
(Polaine, Løvlie & Reason, 2013; Stickdorn et al., 2018). However, the traditional
journey map’s limited focus on one persona, has in this project been redesigned
to visualize the four personas in one map. This was done in order for the reader
to easily compare differences and similarities of the personas. The redesign of the
tool made clear how the four personas have different journeys before and after
their hospital encounter, but similar during the check-up. Also, this redesign of the
tool acknowledges the the patients are different, and not a homogenous group of
people sharing the same disease. Rather they are examined as individuals, who
share the same experience during the check-up at the outpatient clinic. However, a
challenge was to illustrate the time aspect of service experience. For example, the
journeys of Anna and Jacob start a week before the check-up; whereas Daniel’s
journey only starts a day before the encounter; and Peter’s journey starts on the
same day as the check-up. To accommodate this challenge, the touchpoints have
been placed offset as illustrated in the patient journey map. Whereas the check-up
at the outpatient clinic last for some hours, the activities before and after can take
up to a week, which is currently not illustrated in the patient journey map. Thus,
the map has to be read in relation to the written description in order for the reader
to fully understand the difference in time.

The check-up experience
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10
Underlying actions
of the check-up

Arrival
Waiting for a consultation with the nurse
Consultation with the nurse
Consultation with the doctor
Ending the consultation

This chapter focuses on the organizational aspects of the service experience to
uncover the opportunities and barriers for MyChart to facilitate patient empowerment in the potential future. Therefore, a service blueprint has been created
(see figure 37). The service blueprint is based on empirical data from contextual
inquiry conducted at the outpatient clinic, as this method allowed us to observe the
frontstage and backstage actions in-situ by following the work of the nurses. The
time frame shown in the service blueprint is estimated time based on the empirical
data of contextual inquiry, semi-structured interviews and the second co-design
workshop with patient.
Bitner, Ostrom & Morgan (2007) argue that “the level of detail depicted in the blueprint is a function of the purpose for which it is being created” (p. 74). Thus, the
focus of the service blueprint depends on which aspect of the service experience
that is examined. The waiting time seems to have a disempowering effect on the
patients, for which reason the service failure of waiting time is considered as a
critical area to perform a service optimization. Therefore, the service blueprint only
focuses on the during aspect of the patient journey map and is described in the
following in chronological order.

Arrival
When the patient arrives at the outpatient clinic, the patient checks in by looking
into the nurse’s room and say hi. While the patient is on the way back to take a
seat in the waiting area, the nurse registers the arrival by marking the patient with
the color green in the Health Platform. That way, the nurse always keeps track of
how many patients who have arrived and are waiting, as well as those who are
absent. Thus, the digital registration is a backstage action as the patient is not
aware of this.

Factors influencing the service experience

Waiting for consultation with the nurse

Reflections

The registration only takes a minute, whereas the waiting time before a consultation takes up to one hour for the patient to wait. As the patient and healthcare
professionals are separated in different rooms next to each other, no frontstage

79

Time
Physical evidence

1 min

Nurse’s room

1 hour

Waiting area

5 mins

Nurse’s room

30 mins

10 mins

5 mins

Waiting area

Doctor’s room

Nurse’s room

Having blood pressure and
weight measured by nurse

Patient journey

Consultation
with doctor

Arranging a new
time with nurse

Doctor goes to
the waiting area
and calls in the
patient

Nurse calculates
the amount of new
medicine based on the
updated doucment
and the amount of
medicine the patient
have at home

Checking in
Waiting

Waiting

Line of interaction

Frontstage
actions

Nurse welcomes
patient

Nurse goes to the
waiting area and calls
in the patient

Doctor has a
consultation with
the patient

Nurse takes
blood pressure
and weight of the
patient

Nurse hands out
new medicine to
the patient

Nurse suggests a
new date for next
hospital encounter
Line of visibility

Backstage
actions

Nurse changes
status of patient
from no color
to green

Other patients are cheked
by nurse and doctor

Nurse enters the
results from the blood
pressure and weight
in the patients journal

Doctor keeps an eye on when
the status of the patient
changes from green to yellow

Doctor document
consultation in the
patients journal while
talking with patient

Other patients are cheked
by nurse and doctor
Nurse changes the
status of the patient
from green to yellow
Line of internal interaction

Support
processes
Figure 37: Service blueprint.
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actions happen during the waiting time, except from healthcare professionals calling for each patient in the waiting area. Even though, this is visible to the patient,
the patient is still not aware of when he or her is next. The waiting area is a physical
evidence as the patient is sitting in a chair, observing the flow of the healthcare
professionals, and spending the time on pastime. While the patient is waiting, a
support process by the medical laboratory assistant takes place, as the blood
sample of the patient is analyzed and entered into the patient’s journal in the Health
Platform. Through the Health Platform, the nurse and doctor at the outpatient clinic
have access to the test results. Thus, the Health Platform also acts as a support
process to the healthcare professionals in performing their job.

Consultation with the nurse
When the patient is next in line, the nurse goes to the waiting area, and calls in the
patient. Then, the nurse and patient go together into the nurse’s room. In here, the
nurse measures the blood pressure and weight of the patient within a duration of
five minutes, then enters the results into the patient’s journal in the Health Platform.
Thereby, the doctor later has access to the results.

Waiting for consultation with the doctor
The patient goes back to the waiting area, and the nurse changes the color of the
patient from green to yellow in the Health Platform. In this way, the doctor knows
that the patient is ready for consultation. The waiting time between consultation
with the nurse and doctor takes up to 30 minutes for the patient.

Consultation with the doctor
When the patient is next in line, the doctor goes to the waiting area and calls the
name of the patient. Together, they go into the doctor’s room to have the consultation. The doctor goes through the patient’s journal, including the test results, and
they discuss future initiatives, including the dose of medicine. The doctor changes
the status of the patient from yellow to red and enters the new dose of medicine
into the patient’s journal in the Health Platform.

Underlying actions of the check-up

Ending the consultation
When the consultation with the doctor is done, the patient goes to the nurse’s
room. The patient explains to the nurse the amount of medicine that he or she has
at home. The nurse then calculates the new dose of medicine, and hands out the
medicine to the patient. Subsequently, the nurse agrees on a new date with the
patient and enters this into the Health Platform. The check-up at the outpatient
clinic is done, and therefore the patient leaves the hospital.

Factors influencing the service experience
This section elaborates on central elements of the backstage actions and supporting processes that became evident in the contextual inquiry, and the development
of the service blueprint.
Backstage actions during waiting time
The service blueprint clearly illustrates that there are limited frontstage actions
during the waiting time. This is interesting because no visible strategies for service recovery are currently performed. In contrast, when looking at the backstage
actions and backstage processes, the healthcare professionals need to perform
several actions. Even though, the patient is aware of the fact that several other
patients are handled by the healthcare professionals while waiting, the process is
not transparent of how long the patient has to wait and why. Thus, the patient is
only aware that other patients are getting their consultation, but does not know not
how far in the process these have come, and for how long the patient has to wait
until he or she is next.
Workaround system
The service blueprint also makes clear how the healthcare professionals to a high
degree are depended on the Health Platform to perform their backstage actions.
The Health Platform is used for documentation in patients’ journals, as well as
communication about patients between the healthcare professionals. Thus, the
healthcare professionals can share knowledge about the patients without interrup-
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ting each other. In the Health Platform, the healthcare professionals have created a

Nielsen Norman Group suggests adding emotions to the frontstage and backsta-

workaround system for communicating how far a patient has come in the process
of a consultation. To gain an overview, the healthcare professionals manage appointments for check-ups in three different steps: (1) The patient checking in at the
outpatient clinic, (2) the patient being weighed and taken a blood pressure, and (3)
the patient ending the consultation with the doctor. To visualize these steps in the
Health Platform, the patients are assigned colors depending on how far they have
come. Thus, the patients are assigned respectively with the color of green (step 1),
yellow (step 2) and red (step 3). Further, if a patient is absent, the color blue is assigned to the patient. The workaround is part of how the healthcare professionals
communicate with each other via the Health Platform.

ge actions of a service to make clear how the service providers’ attitude affects the
service experience of the service receiver (Gibbons, 2017, 27th of August). In turn,
making it easier to identify pain points of the healthcare professionals, or identify
contradicting emotions of healthcare professionals and patients. One can argue
that mapping the emotions of healthcare professionals on the service blueprint
might have been beneficial. Especially, as the healthcare professionals’ attitude
to a great extent affect the patients’ service experience. However, this would add
another layer of complexity to the map, thus making it more difficult read.

Reflections
Stickdorn et al. (2018) highlight the importance of co-creating a service blueprint
as a ’living’ document being iterated over a period of time together with the stakeholders of the service. This is supported by Bitner, Ostrom & Morgan (2007)
arguing that “Blueprints are ideally developed by cross-functional teams, possibly
even involving customers.” (p. 74). However, the service blueprint in this project
has been created by us as designers based on the empirical data gathered from
the contextual inquiry. On one hand, contextual inquiry can accommodate the
challenge of tacit knowledge associated with the healthcare professionals’ everyday work practices. As a consequence, the service blueprint only reflects how we
as designers interpreted the context, but we able to validate our interpretations by
asking follow-up questions in-situ. On the other hand, creating the service blueprint in a co-design workshop with relevant stakeholders could have facilitated a
communication between different departments in the hospital. Moreover, increase
these stakeholders’ attitude towards being more patient-oriented, as suggested
by Bitner, Ostrom & Morgan (2007). However, co-designing is a time-consuming
activity, and it can be difficult to fit all stakeholders’ time schedules into one specific
time slot, especially within the context of the healthcare sector.

Underlying actions of the check-up
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11
Main findings

This chapter provides an overview of the main insights from the above analysis
(chapter 7-10) to clarify the problem space, hence areas for service optimization
to enhance the patients’ sense of empowerment. First, the ecosystem map made
visible key actors responsible for resources and barriers to empowering patients.
Second, the personas made clear how patients at the nephrological outpatient
clinic, as potential users of MyChart, currently are engaged in their care. Thus,
provided an indication of the patients’ sense of empowerment. Third, the patient
journey map uncovered the patients’ current service experiences of going for a
check-up at the nephrological outpatient clinic and uncovered a service failure of
the hospital encounter. Fourth, the service blueprint made clear different actions
and processes that constituted the service experience of the outpatient clinic.
The findings indicate a number of barriers for optimizing MyChart to facilitate patient empowerment. One barrier is the healthcare professionals with regard to the
doctors’ resistance towards MyChart, due to a fear of increased workload, and
a limited knowledge about MyChart in general. In addition, the service blueprint
uncovers several backstage actions and process associated with the work practices of healthcare professionals compared to patients’ activities. The healthcare
professionals have a busy work schedule and deal with unscheduled, urgent appointments. This can be a barrier for redesigning MyChart, as a redesign inevitably
leads to change in work practices, and therefore change needs to be incremental
in order to ease the transition. These work routines involve backstage actions,
such as using a workaround to register patients, and a number of frontstage actions, such as doctors consulting patients, and nurses conducting measurements
of patients. The patients value a close relationship with the healthcare professionals giving them a sense of security to get treated by the same nurse and doctor
and have a face-to-face consultation. This forms another barrier for redesigning
MyChart, given that patients, as well as healthcare professional might become
reluctant to changes in how they currently interact. Therefore, the redesign of MyChart will need to consider how to maintain this close relationship, while changing
the patients’ role to be more empowered. Further, a barrier for redesigning MyChart is the competing, national platform, Sundhed.dk, which is many patients
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preferred platform to access data about their health. Therefore, the redesign of

the doctor’s choice, but give input to the decision-making, and seek information

MyChart needs to consider features to differentiate from Sundhed.dk and become
more context-specific to the hospital system. Another barrier is system integration
with the Health Platform that can cause challenges in implementing MyChart in the
daily work practices of the healthcare professionals. For example, they currently
adapt the Health Platform to their own needs in regard to using a color system as
a workaround for gaining an overview of the patients.

on their own. These patients have a positive attitude and come to terms with their
CKD represented by the personas, Jacob and Daniel, while others are hopeful for
getting better, as they are at late stage of their disease progression represented by
the persona, Peter. As a result, the redesign of MyChart needs to accommodate
different needs, thus consider a certain degree of flexibility in the design. In addition, a key opportunity for redesigning MyChart is the major service failure of waiting
time identified. The findings suggest that the patients experience a delay on their
scheduled hospital encounter, causing a long waiting time. The patients experience a lack of control, as they are in a state of uncertainty due to a lack of transparency about the duration of waiting time, given that no frontstage actions are performed while the patients are waiting. Another opportunity for redesigning MyChart
is that the patients do not reflect upon their disease during the waiting time, as the
check-ups have become a routine for them. In addition, they try to avoid focusing
on their illness in their everyday life. Therefore, a key consideration for the redesign
of MyChart is create a basis for more reflections among the patients.

The findings also indicate a number of opportunities for optimizing MyChart to
facilitate patient empowerment. MyChart is a part of a heterogeneous network of
actors involved in supporting patient empowering processes from a community,
to an organizational, to an individual level. At a community level, the decentralized
and open governmental structure in Denmark allows Danish citizens to influence
their care through government policies and initiatives of patient involvement and
legal rights. In addition, actors such as, NGOs, national and regional EHR systems,
MyChart and internet-based technologies, provide a basis for Danish citizens to
influence and take active part in their care. At an organizational level, healthcare
professionals, especially the nurses, see a potential in using MyChart to collect
knowledge about patients and save time on documentation and managing appointments. Therefore, considerations about reducing time on work tasks, and
facilitate and register communication online are essential factors in redesigning
MyChart. While there is a positive trend among Danish citizens to take an active
part in their care, every fourth still feel most comfortable with the doctor making
the decision. Similarly, the findings indicate that patients’ capacity and motivation
for participating in their CKD care point towards different levels and perceptions of
empowerment. These differences have been illustrated in the four distinctive personas, respectively Anna, Jacob, Daniel and Peter. The persona, Anna, represents
patients, who are diagnosed with a mild condition and have a carefree attitude,
and a relatively low health literacy and level of engagement. In addition, these patients have paternalistic level of empowerment in their care, in that they trust and
comply with the doctor’s decision-making. In contrast, the majority of patients with
CKD are associated with an informative level of empowerment, in that they follow

Main findings
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12
Exploring design
opportunities
and limitations

Co-creating ideas with users
Developing ideas for users

This chapter focuses on the stage of develop by clarifying the different methods
used for idea generation and idea selection, which is divided into two parts,
co-creating ideas with users and developing ideas for users. First, the section
co-creating with users presents the initial ideas from the two co-design workshops
with healthcare professionals and patients, as potential users of MyChart. Second,
the section developing ideas for users elaborates on how this has been a valuable
starting point for further developing the ideas and exploring the solution space through different methods including How-Might-We questions, attribute listing, analogical reasoning, brainstorm, idea portfolio, and sketching. The objectives of the
different methods and their outcomes are elaborated below, but overall contribute
to different ways of exploring possibilities for optimizing the service experience of
the outpatient clinic and take into consideration potential limitations.

Co-creating ideas with users
To involve the healthcare professionals and patients as active participants in designing for their own future, the two co-design workshops involved activities for idea
generation. The workshops had different starting points for the idea generation,
as the first co-design workshop with the healthcare professionals was centered
around the topic of MyChart, whereas the second co-design workshop with the
patients was centered around their previous experiences of going to a check-up
at the outpatient clinic. In the following, their ideas are presented, divided into two
sections of ideas by the healthcare professionals, and ideas by the patients.
Idea generation by healthcare professionals
During the first co-design workshop, the healthcare professionals came up with
six ideas for optimizing the current features of MyChart (see figure 38). At the end
of the workshop, the healthcare professionals voted on the current features of
MyChart that they found important. As a consequence, the features of test results,
messages and appointments were voted as the most valuable features by the healthcare professionals. In general, the healthcare professionals expressed a need
for integrating the system of MyChart into the Health Platform to greater extent,
so that more information automatically is stored and synchronized in the Health
Platform.
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Showing test results of
doctors and patients
measurements in one graph

Showing
multiple
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independent of healthcare
professionals. A system
taking into account how
to handle misconduct

Figure 38: Ideas for improvement of MyChart.

Sending pictures
to the doctor
through messages
of symptoms

Intelligent
questionnaires that
are seperated into
categories and only
present relevant
questions for patients

Idea generation by patients
During the second co-design workshop, the patients came up with seven ideas
for creating better experiences at the outpatient clinic (see figure 39). The patients
performed a dotmocracy on their ideas, and all participants except one voted for
a digital questionnaire with open-ended questions for patients to answer before
a consultation. Their shared idea was to have these questions as a guide for the

Video
consultation
at home

Collaboration
across different
outpatient clinics

Improvement of the
consultation rooms
to support a less
intimidating set-up
Improved
waiting area,
for example by
increasing the
number of chairs

Figure 39: Ideas for improvement of the nephrological outpatient clinic.

consultation with the doctor in order to better remember what they have on their
mind when speaking with the doctor. At the same time, they expressed a frustration about consultations only consisting of closed questions which made them feel
distanced towards the doctor.

Notification as
reminder of remember
to have a blood
sample taken before
consultation

Explanation of
questions in
questionnaries
Digital questionnaries with openended questions. This questionnaire
should not be a replacement for the
consultation, but rather a starting
point for the consultation

Developing ideas for users
A crucial stage in the design process is to translate the findings from the analysis
into problem areas to design for – to understand and identify the right problem,
before wasting resources on solving the (wrong) problem right (Stickdorn et al.,
2018). Further, Cross (2011) argues that:

HMW leverage the waiting time of
patients to reduce the workload
of healthcare professionals?

“it is not a matter of recognizing a pre-existing pattern in the
data, but of creating a pattern that re-formulates the problem
suggests direction towards a solution.” (p. 74)
In this way, Cross (2011) places an emphasis on framing the problem in a way that
inspires and fuels ideation. Hence, creates a space to be explored instead of a
clearly defined problem to be solved. Therefore, How-Might-We (HMW) questions
have been used as a technique to help push towards generative problem areas
that can lead to valuable solutions. According to Hasso Plattner Institute of Design
at Stanford (2011), HMW questions reflect smaller actionable questions to provide
a basis for ideation. It is important that the questions are formulated broad enough
to inspire a wide range of solutions, but narrow enough to be provoked to think
of specific ideas (ibid.). The purpose of the creative-thinking technique is to narrow down the broad problem statement: How can the patient portal, MyChart, be
redesigned to facilitate patient empowerment in the context of the nephrological
outpatient clinic at the Copenhagen University Hospital?
As a result, four problem areas are identified using HMW questions as a way to
reframe the initial problem statement. These have been used for the further idea
generation.

Exploring design opportunities and limitations

HMW make the waiting time seem
less disempowering for patients?

HMW help patients to gain
greater perceived control over
their course of treatment?

HMW make patients to reflect
more on their disease progression
to better participate in the
consultation with the doctor?
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Brainstorm
Brainstorm is the most used and misused creative technique that seeks to generate ideas within a short time frame (Rawlinson, 2017). According to Rawlinson
(2017) a rewarding brainstorming depends on the application and enforcement of
four guidelines including suspend judgement, free-wheel, quantity and cross-fertilize. Suspend judgement requires that you adapt a divergent thinking focusing on
opportunities, thus defer judgement and negative comments. Further, free-wheel
and quantity refer to letting go of the barriers or inhibitions and allowing oneself to
generate a large number of ideas regardless of feasibility. Last, cross-fertilization
allows the ideas to be exchanged, developed and changed by other people. These
guidelines have been used to brainstorm a wide range of ideas based on the HMW
questions as illustrated in the figure 40.

Idea portfolio
Some of the different ideas from the brainstorm have been selected based on the
idea portfolio technique by Stickdorn et al., (2018). This technique focuses on
ranking ideas according to two criteria, often impact and feasibility, which are arranged on a graph with the object of identifying quick wins and exploring long-term
goals (ibid.). In this context, impact reflects to what extent the ideas support patient empowerment in regard to autonomy, health literacy and engagement, while
feasibility refers to the necessary requirements for implementing the ideas, hence
operational capabilities and change management. The below section elaborates
on five ideas regarded as being of great value for the patients and healthcare
professionals based on the idea portfolio (see figure 41). The section ends with
discussing the ideas in between and selecting ideas for further development.
Screening patients prior to check-ups
An idea is to use the questionnaire feature of MyChart by adding screening questions prior to the patients’ check-ups. This includes a number of questions about
the patients’ health, symptoms, well-being and current ability to manage their illness. Based on this information, the healthcare professionals can assess whether
the patients need to attend for control at the outpatient clinic or can stay home
and get a call or receive a message. In this way, the questionnaire can be used to
reduce unnecessary hospital visits, hence waiting time for the patients, also the
healthcare professionals can spend more time on patients with urgent needs.
Using a self-service check-in as part of the arrival process
The patients are currently depending on the nurses to inform their arrival, which
can cause interruptions to the nurses’ work practice. Also, patients need to wait
for the nurse to register their arrival time. Therefore, implementing a self-service
check-in can support greater flexibility of the patients as well as remove the nurses
current work task of managing patient arrivals.

Figure 40: Brainstorming.

Exploring design opportunities and limitations

Monitoring and managing blood pressure and weight at home
At the present time, patients need to wait for the nurse and the doctor as part of
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their check-ups, which causes lengthy waiting times. While the patients wait, the
healthcare professionals work in a fast-paced work environment with continuous
work tasks and inquiries from patients. Therefore, an idea is to remove work tasks
as measurements of blood pressure and weight from the nurses to the patients by
providing a visual step-by-step guide to educate the patients to report their own
measurements. In this way, add an extra functionality to the feature of my measurements in MyChart.
Facilitating reflections on health and well-being
The patients pass time by keeping themselves entertained while waiting, as a consequence do not reflect on their treatment and care or prepare for their examination. Therefore, the questionnaire feature of MyChart can be used to facilitate
reflections on their care, as for example expectations about or challenges towards
managing their illness. The idea is to create different questionnaires customized
to the individuals’ disease progression by using incomplete sentences to trigger
reflections.
Making waiting time visible
The patients are uncertain about what time they need to enter the examination
room, which can make the wait seem longer, also evoke a sense of insecurity.
Therefore, adding a new feature to MyChart that can make the work procedures
visible for the patients, such that they can gain a better understanding of the uncertain and unexplained waits. In addition, the patients have the opportunity to better
make use of the waiting time, if they know for how long they are going to distract
themselves.

Figure 41: Idea portfolio.

Exploring design opportunities and limitations

It is evident from the idea portfolio that the idea of facilitating reflections on health
and well-being is a quick win. This is because of the fact that it is relatively easy
to implement and can increase the quality of interpersonal communication in the
consultation, hence support patient participation. However, the idea requires that
both patients and doctor are willing to spend time on preparing for the consultation. On one hand, patients can use these uncertain waits to something useful,

90

hence change their sense of time so that the waiting time does not seem long.

work tasks for the healthcare professional in terms of evaluating patients prior to

On the other hand, doctors are expected to read and use the patients answers
in the consultation, which can cause additional work. However, also reduce time
on documenting the patients’ health and well-being, as the patients’ answers are
automatically saved in the Health Platform. In contrast, the idea of monitoring and
managing blood pressure and weight at home is considered to be a radical change
that requires a great effort from the healthcare professionals, given that the nurses need to change their work practices, and risk that their relationship with the
patients become weaker. In addition, the doctors need to trust the patients in providing valid measurements, which requires a change of attitude, in that the doctor
must give control to the patient, and the patients must accept this responsibility.
Furthermore, one can question the value of the idea, given that the patients’ motivation might be low as became evident in the personas’ negative attitude towards
being labeled as ill. In addition, this would also blur the patients valued separation
between being at home and being at the hospital. However, the idea of making
waiting time visible can have a high value for the patients, since they are able to
follow the progression. In turn, allow them to more freely manage their time during
the waiting time. As a consequence, can support sense of control. In addition, this
idea is also relatively feasible, since the healthcare professionals’ work practices
are not immediately affected by this change, but the idea represents a new functionality in MyChart. Therefore, will require some additional technical and economic
resources compared to some of the other ideas. The idea of using a self-service
check-in as part of the arrival process can have a high impact on the nurses’ work
practice, but also to some extent reducing the patients’ anxiety of missing out their
appointment. This can enhance the perceived control as to receiving a confirmation on their arrival through MyChart. The patient can now move freely at the hospital when checking in, rather than being required to check-in at the outpatient clinic.
Even though, some patients might prefer the interpersonal relationship as suggested in the second workshop, others might find the idea to be helpful in reducing
waiting time between arrival and examination. The final idea, screening patients
prior to check-ups, is relatively easy to implement. Still, its value for the patients
and healthcare professionals is more questionable, because the idea involves extra

their check-ups. In addition, the healthcare professionals might have reservations
about the quality of communication in the examination, if it is not face-to-face.
However, they might see a potential in the possibility to reduce waiting time and
be able to spend more time on accommodating patients with urgent needs. From
the patients’ perspective, they need to make a behavior change, in that they need
to remember to answer the questionnaire as an additional task before visiting the
hospital. In consequence, some patients can find it inconvenient as it breaks with
their current routine. In contrast, some patients might value the possibility for remote consultation, especially patients who are very ill or have a long travel time.

Exploring design opportunities and limitations

As a result of the above reflections on the ideas, the two ideas of screening
patients prior to check-ups and monitoring and managing blood pressure and
weight at home are left out consideration. This means that the three ideas: Using a
self-service check-in as part of the arrival process; facilitating reflections on health
and well-being; and making waiting time visible; are combined. The reason for
this is that we see a great potential in using these ideas as a strategy for service
recovery to address the service failure of waiting time affecting the patients’ sense
of empowerment.
Attribute listing
The creative-thinking technique of attribute listing can be used to break down a
problem into its key attributes, in turn create a larger amount of aspects of the
problem that can be improved (Barrett, 1978; Martin et al., 2010). Thus, instead of
limiting the idea generation to only improving one overall problem, the problem is
viewed from different angles in various of ways.
Attribute listing consists of four overall steps (ibid.): First, a problem needs to be
stated, in this case the service failure of waiting time was chosen as the starting
point of the technique. Second, all attributes associated with the problem needs
to be identified, for this reason attributes of the intangible problem of waiting time
were identified focusing on emotions of patients. Third, alternatives are created
for each attribute, in this case opposite attributes. Fourth, ways to realize these
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Figure 42: Attribute
listing on waiting time.

a i ia it

Solution

alternatives are mapped. The attributes and ideas generated are presented at figure 42. The mapping starts from the center focusing on the problem of waiting
time, of which different aspects of solutions were generated, for example flexibility,
transparency of progress, be informed, relevance, and suggestions. These are
areas of improvement to minimize the negative experiences associated with waiting time, thus the technique helped kick-starting the idea generation for service
optimization.
Analogical Reasoning
The creative-thinking technique of analogical reasoning can be used to transfer
knowledge about a known situation into an area that needs exploration or explanation (Casakin & Goldschmidt, 1999). According to Casakin & Goldschmidt (1999)
analogical reasoning is about using familiarity to design:
“While solving a design problem, the designer makes decisions within an existing context of prior solutions with which the
designer is familiar. The familiar solutions may have an influence on later selections of alternative designs.” (p. 106)
We have been inspired to use this technique from several other projects in healthcare. These projects were inspired by pit-stops in Formula One to change the
changeover procedure from surgery to intensive care (Catchpole et al., 2007;
Sower, Duffy & Kohers, 2008). Just as a Formula One pit stop team has to corporate to perform several tasks of changing tires and fueling the car within a few
seconds, a team of surgeons, anesthetists and intensive care staff has to corporate to move a patient from the operating room to the intensive care unit as fast a
possible (Sower, Duffy & Kohers, 2008).
The outcome of the analogical reasoning is mapped as a collage (see figure 43),
involving different known contexts, from food delivery services where a user has to
wait for his or her food, to airports where travellers are getting mobile notifications
about where to go next. This exploration has both been a way to understand how

Exploring design opportunities and limitations

Figure 43: Analogical reasoning on how
waiting time is handled in other fields.
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waiting time is handled in other contexts, as well as inspiration for how to design
for the context of waiting time.
Sketching
Sketching is a way of sharing mental images with other people (Lane, 2017). Thus,
ideas are generated and externalized through sketching. Lane (2017) defines
sketching as “a tool that supports the tacit, complex cognitive processes involved in sense-making, creative discovery, and problem solving.” (p. 1). As these
mental images are manifested on paper through sketching, these ideas are not
only shared with others, but also stored for later use. In addition, it is a cost and
time efficient method, especially using pen and paper, as to refine, combine and
remove ideas before realizing a design (Buxton, 2007; Lane, 2017). We have used
sketching throughout the process to share different ideas and metal images. In
this section, the early mock-ups of the three ideas are shared, respectively using a
self-service check-in as part of the arrival process; facilitating reflections on health
and well-being; and making waiting time visible (see figure 44). Sketching helped
us to explore tangible design solutions, working with the value proposition on concept level rather than focusing on details.

Figure 44:
Sketching ideas
for MyChart.

Exploring design opportunities and limitations
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13
Proposed design

This chapter elaborates on the proposed design concept for MyChart called RemoteControl. This concept is related to the appointments feature that already
exists in MyChart by adding new functionalities. While MyChart holds a range of
different features that are to be used at different times in the service encounter
with the hospital, RemoteControl is focusing on optimizing the service experience
of waiting at the nephrological outpatient clinic. The concept of RemoteControl
includes three features of (1) a self-service check-in, (2) a progress overview, and
(3) a reflective questionnaire. The design concept is intended to give patients more
control over their time of waiting, while being remote from the outpatient clinic, as
well as be able to tune in to specific topics they wish to talk about with the doctor.
In the following, the features are elaborated on.

The RemoteControl experience

The RemoteControl experience
Visuals of RemoteControl
Future-state map

RemoteControl changes the way patients wait at the outpatient clinic. The possibility of reducing waiting time is not remote as RemoteControl empowers patients
to reclaim the control of the waiting time. The patients wait for their check-ups, but
also for their disease progression to become worse or better. The period of waiting can evoke feelings of frustration and powerlessness, as patients are the ones
standing in line, not the ones controlling the line. With RemoteControl patients
have the option of taking control over their course of treatment while being remote
from the waiting room.
When arriving at the hospital, the patient can use the feature of self-service checkin to announce the arrival without having to be physically present at the outpatient
clinic, as the function are independent on any human interaction. Thus, supports
the patient in having a greater autonomy, as the patient can perform the activity
of checking in anywhere at the hospital. For example, if the patient would like to
drink a coffee at the hospital café or take a walk in the park nearby the hospital.
After checking in, the patient can follow the progression of the check-up through a
progress overview, showing step by step what the upcoming activity is. In the app,
the patient is able to see the queue of patients before the patient self, thus gain an
overview of the overall time the patient has to wait. This transparency contributes
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to removing the feeling of being stuck and disempowered, as a consequence of

rience. Moreover, change the patient’s sense of time as he or she can decide

the uncertainty about the scheduled appointment. Further, also contribute to an
increased perceived control due to a greater independence and flexibility in an
otherwise locked position. In this way, the two features of self-service check-in and
progress overview can provide a confirmation of the patients’ scheduled appointment, hence reduce the anxiety of missing their appointment.

how to spend his or her time while waiting for the check-up due to an increased
transparency. In addition, the time waiting can seem shorter, if the patient chooses
to spend this time on activities, such as completing the unfinished sentences. By
completing these, the patient can become more active in the consultation as he or
she has a stronger basis for participating.

RemoteControl
– changing the way patients wait
The conception of time depends on the patients’ individual experiences, for which
reason the patient can take an active part in changing the sense of time, by spending time on activities that trigger reflections. Therefore, the patient has the option
of answering a questionnaire with incomplete sentences, inspired by the method of
Guided Self-Determination (GSD) – a method that supports the patient in reflecting
upon their disease through specific types of questions (Zoffmann, 2004). Hence,
the incomplete sentences are a way of triggering the patient’s thoughts before a
consultation. This type of questionnaire is to be used in the upcoming consultation
with the doctor as a starting point for dialogue between patient and doctor. In this
way, the patient has the option of taking a more active part in deciding on the subject of conversation for the consultation, thus can result in increased patient participation. This activity can make the waiting time seem shorter, as the patients are
occupied with answering the questions. Furthermore, as MyChart are connected
with the Health Platform, the completed sentences are automatically stored in the
patient journal. This can reduce the doctor’s tasks of documenting the consultation. Thus, increases the doctor’s awareness in the conversation with the patient, in
turn can strengthen the relationship between doctor and patient.
In summary, the features of RemoteControl are designed to provide patients with
an increased perceived control by reducing the uncertainty of the service expe-

Proposed design

Visuals of RemoteControl
To transform the concept of RemoteControl from an idea into a more tangible
concept, mock-ups of the idea have been made (see figure 45-47). The mock-ups
serve as a tool for communicating the concept. The inspiration to the visuals of
RemoteControl is based on the visual identity of the website of MyChart in order
to create a coherent experience between the two platforms. Therefore, the design
uses a primary color of dark blue, and a highlight color of orange. Likewise, the
same icons from the website of MyChart also appears in the mock-ups of the
concept indicating the same functions.
Having in mind that MyChart is to be used in a healthcare context, we place a high
emphasis on the accessibility of the design. This is supported by Hertzum (2010)
arguing that accessibility is particularly relevant in relation to e-health systems.
Thus, the design of RemoteControl takes into account the diverse patients with
different capabilities. For example, Barros, Leitãob & Riberio (2014) suggest that in
order to design for elderly people, one should provide generous spacing between
functions and use text labels to support icons. Similarly, the mock-ups aim at avoiding dense text; marking the most important information with a highlight color; and
uses relatively large font sizes.
Further, a fixed notification is shown on the locked screen of the patient’s smartphone similar to a digital boarding pass when travelling. This is a direct shortcut
for the patient to quickly get the progress overview, instead of always having to
navigate from the front menu, if the smartphone has been used for something else.
In addition, other regular notifications will be shown during the time at the hospital,
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Figure 45: Mock-ups
of RemoteControl.

to remind the patient of certain things. For example, that only one person is in front

journey map. Traditionally, a future-state journey map focuses on making changes

of them and therefore, the patient has to start being ready for consultation.

to the current-state journey map according to the imagined influence of a specific
concept (Stickdorn et al., 2018). We have found it valuable to map out a future-state map on the service blueprint as the concept highly influences the patients, as
well as the frontstage and backstage actions of the healthcare professionals. At
figure 48, the future-state map illustrates how RemoteControl remove the frontstage activity of the nurse’ registering patients, as well as add a backstage activity of
the doctor preparing for a consultation. In addition, by using RemoteControl, patient’s experience of waiting time would arguably change from negative to neutral,
illustrated by the yellow color in the map.

To support the patient’s current positive experience of the personal relationship
with the healthcare professionals, pictures of the attached nurse and doctor are
included. Furthermore, a personal way of communicating has been used, such as
“Hello Daniel!” (intro text) and “Yes, I am coming!” (button), without compromising
the informative aspect of MyChart.

Future-state map
A pre-step to prototype the concept of RemoteControl is to create a future-state

Progress
overview

Self-service
check-in
Reflective
questionnaire

Figure 46: Mock-up
of the self-service
check-in feature in
RemoteControl.

Proposed design

Figure 47: Mock-up
of the progress overview
in RemoteControl.
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Figure 48: Future-state map.
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This chapter presents reflections on the proposed design of RemoteControl by
focusing on potential consequences of the concept, such as breaking with routines and affecting the doctors. Thereafter, presents considerations about the challenge of prototyping within a healthcare context, and prototyping as a next step in
designing RemoteControl.

Breaking with routines

Design considerations

Breaking with routines
Affecting the doctors
Prototyping in healthcare
Prototyping as a next step

The concept of RemoteControl aims at empowering patients through a more
transparent hospital encounter, as well as giving patients the opportunity to take
a more active part in their consultation by increasing their reflections upon their
disease. However, the concept requires the patients to break with their current
routine related to their check-ups, for example by checking in through MyChart
without finding a nurse. Even though, the concept aims at giving the patients a
more flexibility to do other activities while waiting, one can question if they will trust
the technology to such an extent that they want to spend time at another area at
the hospital? Also, does the transparency of the check-up progress makes the
waiting time seem longer? With regard to the reflective questionnaire, one can
question if the patients want to complete it at the hospital or at home. For some
patients it might seem intimidating to answer personal questions in public, while
others might find it useful to spend the waiting time wisely.
RemoteControl is also intended to take advantage of the healthcare professionals
existing work practices to avoid adding extra tasks for them. Therefore, previous
work tasks of registering patients have been removed. These changes are made
in order to give the healthcare professionals more time on preparing for the next
consultation. The concept of RemoteControl also depends on a system integration
with the Health Platform in order to take advantage of the healthcare professionals’
workaround as to the color system of registering patients. This is a prerequisite for
the concept to function.

Affecting the doctors
In general, it is uncertain how RemoteControl might affect the doctors’ work pra-
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ctices, as we had no access to the doctors’ work procedures during a check-up.

can be challenging to persuade top management and healthcare professionals

Therefore, it is difficult to say, if RemoteControl would cause an increased workload
for the doctors due to the reflective questionnaire. As the doctor is expected to
make preparations before a consultation by reading what a patient has written
in a given reflective questionnaire, thus can extend the preparation time for the
doctor. At the same time, RemoteControl can also help the doctor to spend less
time on documentation while and after a consultation with a patient. In a further
development of the concept, it needs to be decided the amount of texts a patient
is allowed to write to every question. On one hand, if the patients write too much,
it will require even more preparation time. On the other hand, if the patients are not
allowed to write much, they might feel that they are limited to express what they
have on their mind. Therefore, the GSD questions presented in the mock-ups of
RemoteControl are only examples of such unfinished sentences. To develop the
concept even further, the unfinished sentences need to be developed in collaboration with healthcare professionals, especially doctors from the nephrological
outpatient clinic. In addition, the number of sentences, the use of sentence, if the
sentences should be customized to specific stages of kidney disease, and variety
of questions are relevant issues to look into.

to focus on intangible gains in a hospital context, where there is a demand for
empirical evidence. Therefore, it can be argued that developing quick and cheap
prototypes can be useful in providing evidence of the effect of a service delivery
before it is implemented. Especially, in a hospital context, where innovation is constrained by managing risk of clinical services and managing costs (ibid.). On the
other hand, prototyping requires participation of patients and healthcare professionals, which has been a main challenge throughout this design process. This might
be because of limitation in time related to healthcare professionals’ work schedule,
but also a difficulty in involving patients. In general, time is shortage and a pressure
for efficient use of resources can prohibit the engagement from the healthcare
professionals in further improvement activities of the hospital services (McKee &
Healy, 2002). Moreover, unforeseen events are a part of a hospital’s nature, why it
is important to have thorough planning and knowledge about the context where
change is being made. Service prototyping often represents change in form of a
new service idea that needs to be tested, however hospitals are particularly resistant to change, both structurally and culturally (McKee & Healy, 2002).

Prototyping in healthcare
Prototyping is used within service design to explore, evaluate and communicate how people might experience a future service situation (Blomkvist & Holmlid,
2010; Stickdorn et al., 2018). According to Blomkvist & Holmlid (2010) service
prototyping is a collaborative activity that is about making services visible. In addition, about learning and communicating design ideas, in order to test the value by
interacting with users and stakeholders. Prototyping is thus an essential activity to
reduce risk and uncertainty, but also to enhance collaboration and participation,
as services by definition are co-created in the use context (Stickdorn et al., 2018).
In this context, Stickdorn et al. (2018) emphasize the importance of prototyping as
early as possible through iterative cycles of prototyping, testing, and refining. The
iterative nature of service design can benefit innovation within the hospital context,
but also lead to some related challenges. On one hand, Fry (2018) argues that it

Design considerations

In retrospect, one can question the iterative nature of our design process, as the
process has not been driven by iterations and prototyping loops in terms of using
and testing tangible service concepts. It is clearly evident that our design process
has been focusing on iterating the problem space. Therefore, RemoteControl as a
proposed concept can be ascribed a certain risk, as the early stage of the concept
does not consider unforeseen challenges and unintended consequences due to
lack of testing in context. On the other hand, the reason why we chose to focus
on the problem space, was that we found it necessary to adapt to and learn the
language and needs of the hospital context. Similarly, Forshaug & Sigurjónsson
(2015) stress that a key factor to prevent failure in innovation is an adequate understanding of people’s needs. This is in line with Norman (2013), who argues that you
need to find the right problem before finding the right solution, hence understand
the context prior to designing the solution.
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Prototyping as a next step
The context of healthcare is sensitive, for which reason a prototype should not
have a disruptive effect for the patients’ experience, or the healthcare professionals’ work practices at the nephrology outpatient clinic. According to Blomkvist &
Holmlid (2010) a service prototyping lab is used when the given service environment is not an option or too risky, for this reason can be a potential way of evaluating RemoteControl in a ’safe’ environment. A lab with props can create a setting to
help transform RemoteControl as an abstract concept into something concrete as
to creating an environment with essential touchpoints and service evidence. When
doing service prototyping, one needs to balance holistic perspectives across multiple steps with a detailed focus on single touchpoints or experiences (Stickdorn et
al., 2018). This way, service prototyping can provide a basis for evaluating not only
RemoteControl as a single touchpoint, but also the whole experience of going to a
check-up at the nephrology outpatient clinic. In addition to understanding the context, one needs to be aware of the nature of the prototype to evaluate the reliability
of the feedback (Blomkvist & Holmlid, 2010). The mock-ups of RemoteControl
can serve as a basis for communicative prototyping and evaluative prototyping.
We suggest using communicative prototyping in relation to the healthcare professionals, such that they can give feedback on the initial concept of RemoteControl
through mock-ups. Further, using evaluative prototyping to understand how the
patients’ experience the future waiting room scenario through qualitative research
methods. In addition, Salmon & Hall (2004) recommend studying patients’ experiences in order to validate the concept of empowerment. However, Karapanos
(2013) argues for combining reductionist and holistic approaches of user experience. Whereas the holistic approaches can inform the validation of artifacts through
rich, situated insights, the reductionist approaches might quantify the importance
of a given experience. In line with this argument, it would also be necessary to test
the concept of RemoteControl on a larger scale using quantitative methods. Still,
the concept needs to be more mature as regards the matter of testing and iterating
the concept a number of times to validate the value.

Design considerations
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Discussion

This chapter is divided into four sections reflecting and discussing the overall design process, and the proposed concept of RemoteControl. First, the discussion
is centered around the potential users of RemoteControl, and to what extent the
design can accommodate their different capabilities and motivations. Second,
we critically reflect upon the theoretical framework of patient empowerment, and
question the underlying assumption of patient empowerment as a desirable outcome. Third, we discuss the doctors’ role in the implementation of MyChart, hence
RemoteControl. Finally, the methods used to involve patients throughout the design process are discussed in relation to patient empowerment.

Empowerment for everyone?

Empowering for everyone?
Rethinking patient empowerment
An antecedent to patient empowerment
is staff empowerment
Design as an empowering process

Patient empowerment is often performed as a part of patient-centered approach
initiated by the government or hospital management (Grando, Rozenblum & Bates,
2015; Palumbo, 2017). Whether this empowering strategy succeed or not is depending on the patient’s own sense of empowerment, hence patient participation
(Castro et al., 2016). Thus, patient empowerment requires the patient to take an
active part in their course of treatment. Similarly, the concept of RemoteControl
depends on the patient’s capabilities to use the patient portal. As RemoteControl
is a digital solution, one might question if the concept excludes elderly patients
as to requiring a smartphone and basic, technical skills to use this. However, a
study from The Danish Center for Social Science Research (2014) indicates that
Danish, older adults between 58-95 years old are capable of and is using digital technologies. Furthermore, Layzell, Manning & Benton (2009) points towards elderly
people in Europe are becoming more familiar with technologies for communication
than previous generations. Still, we as designers needs to consider accessibility
in regard to users’ capabilities and needs. In this context, Calvillo, Román & Roa
(2013) argue:
“For a real empowerment of patients, all citizens must be capable
of accessing systems empowering them, no matter their digital
literacy, economic level, education or disabilities.” (p. 650)
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Even though RemoteControl might not empower every patient at the nephrological

be healthy and to have well-being, people must be able to take more responsibility

outpatient clinic, one could argue that through empowering some patients, more
time can be set aside for the healthcare professional to treat other patients with
more severe symptoms, in this way might empower those who do not use RemoteControl through different means. In addition, the patients’ level of motivation
has an influence on whether they will use RemoteControl or not. This is evident
in the personas created, respectively Anna, Jacob, Daniel and Peter. They share
the same diagnosis and experience of visiting the nephrological outpatient clinic
for regular check-ups. However, the analysis of empowerment among patients
with CKD revealed that patients’ capacity and motivation for participating in their
care are different as to taking responsibility. The analysis indicates that the patients, who often are in the late stage of disease, are more motivated to accepting
responsibility than patients in early stages of their disease. For example, Peter is
highly engaged in his course of treatment, and eager to learn more about his disease. Peter would probably by himself take the initiative of using RemoteControl
as to feel more in control of his diagnosis. In contrast, Anna does not think about
her CKD in her everyday life, thus has a low motivation for engaging herself in her
course of treatment. Therefore, Anna would probably not wish to make use of RemoteControl unless her doctor advises her to. The level of engagement can seem
to be contingent on patients’ disease progression, as patients increasingly face
decisions about treatments and suffers from side effects. It might seem to be a
paradox that patients with severe physical symptoms and side effects have greater
level of engagement in managing their CKD. On one hand, designing for empowerment means to assist patients in increasing their autonomy, health literacy and
engagement. On the other hand, designing with these measurements depends on
the patient’s capabilities and motivation to engage.

of their care and treatment (Feste & Anderson, 1995; Zimmerman, 2012). The philosophy of empowerment presumes that patients are willing to take control of their
care, as patient are actively encouraged to become participants in their course of
treatment. Thus, patient empowerment involves a paradigm shift in healthcare as
to increase patients’ autonomy, rather than encourage compliance or adherence
(Anderson & Funnell, 2011). However, one can question whether patients want
to be actively engaged and given responsibility for their own treatment. Kensing,
Lomborg & Moring (2017) found that the ’drive’ for empowerment through self-care is contradicted by most patients being comfortable by leaving decision-making
and management of their disease to the healthcare professionals, as also noted by
Piper (2010). In this context, Cerezo, Juvé-Udina & Delgado-Hito (2016) argue for
a shift in working with patient empowerment, as they state that:

Rethinking patient empowerment
There is a growing emphasis within the field of healthcare on the importance of
patient empowerment as a way of offering opportunities for patients to increase
their autonomy and involvement in their care and treatment (Calvillo, Román &
Roa, 2013; Castro et al., 2016). The empowerment philosophy assumes that to

Discussion

“The challenge lies in how to incorporate the concept into
health care practice. Understanding strategies for increasing
patient health literacy is not enough to foster empowerment. If
the end goal is behavioral change, it is necessary to incorporate motivational strategies.” (p. 669)
Motivation of the patient is necessary for patient empowerment, as patients might
not be able, or might not wish to be involved in decisions regarding their health.
In a similar manner, patients might have no desire to change their behaviour, and
be empowered. For this reason, one can take a critical stance towards the conceptual framework of patient empowerment, as the motivational aspect is only
evident to a limited extent in this thesis. Therefore, future research on the design of
RemoteControl could arguably draw upon theories about behavioural design. The
reason for this is that RemoteControl is intended to have an emotional, but also
behavioural effect as to patients being in a position of greater control to spend their
time according to their needs. However, one should be aware of ethical concerns
of balancing persuasive techniques and supporting patients to gain more control
over issues, they define as important. In addition to the patients’ perception of
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empowerment, we as designers need to consider the different agendas and inte-

parts of a service as to ensure adoption of the IT system (Freire & Sangiorgi, 2010).

rests in using patient empowerment by policy makers and healthcare providers.
In this context, patient empowerment is often viewed as an attempt to optimize
resources and offload health professionals (Salmon and Hall, 2004). Salmon and
Hall (2004) criticize the focus on the role of professionals and researchers, as patient empowerment too often is a professional construction that does not consider
the patients’ perspective. Thus, the intention of empowering patients carried out
by healthcare professionals risks of being disempowering, if patients do not want
to take on the responsibility of being empowered. Salmon and Hall (2004) argue
that even though patients become ’empowered’, they do not necessarily have
positive feelings associated with being ’empowered’. Thus, one can question the
willingness and ability of patients participating in this thesis, whether they want to
take independent actions to manage their health and care.

For this reason, Fry (2018) argue for involving multidisciplinary teams of healthcare
professionals and patients in co-design sessions in order to succeed in hospital
change management. This involvement can create a long-term engagement with
the technology that are designed, as a consequence the participants can get a
sense of ownership (Polaine, Lövlie & Reason, 2013). Moreover, the healthcare
professionals participating in co-designing health technology can become champions within the hospital organization (Wilson et al., 2005). Pries-Heje (2003) defines
a champion as a person who is capable of convincing and changing other people’s
behavior. In the context of MyChart, it is necessary identify the doctors who have
a positive effect on their fellow colleagues and their patients, and involve them in
co-designing the application. However, Pries-Heje (2003) points towards the difficulty of getting support from a champion in a process of change management:

An antecedent to patient empowerment
is staff empowerment
To realize patient empowerment, healthcare professionals play a key role in promoting patient empowerment (Calvillo, Román & Roa, 2013; Williams, 2002). However, a common theme in the related works is that healthcare professionals, especially doctors, tend to have barriers against using technologies for empowering
patients. A reason for this might be due to the fact that doctors feel that they lose
their current position of power (Calvillo, Román & Roa, 2013). Furthermore, literature also suggest that healthcare professionals in general take a critical stance towards new technology due to work-flow implications (Bernet, Willens & Bauer, 2012;
Buntin et al., 2011; Lluch, 2011; Piscotty, Kalisch, Gracey-Thomas, 2015). This
is supported by the findings from this thesis, which indicate that barriers towards
using MyChart might be caused by prejudices of increased work. These prejudices
might cause by the doctors limited knowledge about the functionalities of MyChart
due to a lack of communication on how the doctors can benefit in their daily workflow from using the platform. This is also evident in a preliminary study of MyChart
(Kensing, 2017). Therefore, when developing new or optimizing existing IT systems
it is important to address deeper assumptions and social norms when changing
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“To ensure that the Champions are eager supporters is easier said
than done. Nobody will support something they don‘t understand
or believes in. Therefore it is important to identify potential Champions early in the project and involve them in the project.” (p. 127)
Thus, from the perspective of both the theoretical framework of co-design and
change management theories, doctors should be involved in the redesign of MyChart. This would arguably support a long-term use of the patient portal, as they
are key actors in the empowering process. Up until now, we have been able to
involve doctors only to a limited extent in the redesign of MyChart due to practicalities of the doctors’ work schedule. Similarly, Alhonsuo (2016) places an emphasis on this issue by arguing that “new methods and well-structured co-creative
workshops are necessary because time is limited with healthcare professionals
and patients” (p. 48). For further development of RemoteControl, we strongly recommend that doctors are involved in the process of iterating and testing the
concept. Especially, because of the fact that doctors are essential stakeholders in
developing the questions for the questionnaires in RemoteControl. However, we
as designers need to balance the needs of the healthcare professionals as well as
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the patients, as Bate & Robert (2006) state that health services often are designed

well and might be low on energy. This is supported by Pearce et al.’s (2011) study

around only the needs of healthcare professionals.

focusing on patients with CKD indicating that:

Design as an empowering process
Swift & Levine (1987) argue for patient empowerment as both a process and an
outcome, as empowerment can continuously develop by the patient performing
specific activities (process), as well as these activities might result in a level of being
empowered for the patient (outcome). Therefore, an interesting area for further
research would be an investigation of and discussion on how to empower patients and healthcare professionals in the process of designing. The theoretical
framework of co-design focuses on involving the future users in the design process, in this way empowering the users to have a say in the design affecting them.
One can argue for conducting design workshops together with the stakeholders
throughout the whole design process to empower them fully in having a say. This
is supported by van Staa et al., (2009) who argue that “few [researchers] challenge
the basic romantic notion that moving toward maximum patient participation in all
aspects of research is optimal.” (p. 104). Examples of advocates of such participation is Bate & Robert (2006) who emphasize the importance of involving users
and professionals throughout the process as co-designers of a service. This is
supported by Robertson & Simonsen (2013) who claim that it is “people’s rights to
participate [through participatory design] in the shaping of the worlds in which they
act.” (p. 49). In contrast, van Staa et al., (2009) argue for people to choose their
own level of participation, instead of assuming that users participating as a partner
is the only option. This is supported by Pearce et al., (2011) discussing the involvement of patients in co-design projects within a healthcare context, as they state:
“when recruiting and retaining users, it is important to take account of how their illness or disability may affect their ability to
participate and design the involvement approach accordingly.”
(Pearce et al., 2011, p. 38)
In view of this one can argue that direct participation of patients within every aspect
of the design process might be too overwhelming for patients who are not feeling
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“Kidney failure is an exhausting and demanding condition,
and chronic fatigue may limit even the most well-motivated
patient’s ability to contribute on a regular basis” (p. 38)
However, a number of patients participating in this thesis visited the outpatient
clinic for a check-up on their current health without feeling ill. This was especially
a challenge when recruiting participants, as we experienced that these patients
did not perceive themselves as patients. Therefore, a challenge of recruiting participants was that the patients did not feel that they met our requirements (even
though they did). This became evident when recruiting participants for the cultural
probe study as to speak with a lot of patients, only ending up recruiting seven.
Furthermore, three of the seven participants dropped out of the study as they
expressed that they could not contribute to our research. As a consequence, we
changed our rhetoric from addressing them as patients to addressing them as
visitors of the outpatient clinic. This change in rhetoric was found to be relatable to
more of the patients. Another learning from the recruitment was that the patients
were eager to talk with us about their disease during their waiting time. Therefore,
we conducted semi-structured interviews during the patients’ waiting time at the
outpatient clinic to be flexible in terms of time and location most suitable for the
patients. As a result, it is evident that empowerment is not only about involving patients in all aspects of the design process in order to let them have a say, but also
a question of how willing and capable they are to participate. For future studies,
it will be relevant to investigate how to involve patients and other relevant stakeholders from the healthcare sector, such that they feel empowered through the
design process. An approach in this direction would be to let the patients themselves reflect upon and define what empowerment means to them. In addition, we
recommend other designers working within the context of healthcare to be flexible
in their research design as to which methods they choose in order to continuously
accommodate to the needs of the patients and healthcare professionals.
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Conclusion

This thesis outlined a service design project, which aimed at examining how the
patient portal MyChart could be redesigned to facilitate patient empowerment, in
the context of the nephrological outpatient clinic at the Copenhagen University
Hospital. Throughout the service design project, patients, healthcare professionals
and other stakeholders were involved to gain insight into the current context of
MyChart, hence to identify opportunities and barriers for patient empowerment.
MyChart was not a part of the everyday practices at the nephrological outpatient
clinic. For this reason, a main focus was to uncover patients’ needs and experiences of being empowered in their care, as well as identify how the patients’ service
experience of the outpatient clinic influenced their sense of empowerment. Through the service design project, various qualitative methods in combination with
service design tools were used to identify opportunities for service optimization of
the check-up experience at the nephrological outpatient clinic. As a result, RemoteControl was proposed as a redesign of MyChart to assist in empowering patients
with CKD in managing their care.
The findings indicate that a heterogeneous network of actors is involved in supporting patient empowering processes from a community, to an organizational, to
an individual level. At a community level, the decentralized and open governmental
structure in Denmark allows Danish citizens to influence their care through government policies and initiatives of patient involvement and legal rights. In addition, actors such as, NGOs, national and regional EHR systems, MyChart and internet-based technologies, provide a basis for Danish citizens to influence and take active
part in their care. While there is a positive trend among Danish citizens to take an
active part in their care, a number of barriers are evident related to healthcare professionals’ attitude towards MyChart at an organizational level. These barriers are
an integration with the current work practices; a fear of increased workload; and
limited knowledge about MyChart among healthcare professionals.
Further, studies on patients’ capacity and motivation for participating in their CKD
care point towards different levels and perceptions of empowerment. Therefore,
different clusters of patients are identified, representing four distinctive personas.
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The persona, Anna, represents patients, who are diagnosed with a mild condition

control over their time of waiting while being remote from the outpatient clinic, as

and have a carefree attitude, and have relatively low health literacy and level of
engagement. In addition, these patients have paternalistic level of empowerment
in their care, in that they trust and comply with the doctor’s decision-making. In
contrast, the majority of patients with CKD are associated with an informative level
of empowerment, in that they follow the doctor’s choice, but give input to the decision-making, and seek information on their own. These patients have a positive
attitude and come to terms with their CKD represented by the personas, Jacob
and Daniel, while others are hopeful for getting better, as they are at late stage of
their disease progression represented by the persona, Peter.

well as be able to tune in to specific topics they wish to talk about with their doctor. Thus, RemoteControl is designed for the patients to become empowered in
their care at the nephrological outpatient clinic, while the concept also integrates
the current work practices of the healthcare professionals. To iterate the concept
and validate its value, we suggest to further develop the concept with healthcare professionals and patients through communicative and evaluative prototyping.
We conclude with a recommendation for future research to involve doctors in the
design process of patient portals, in a similar way include them in the further development of RemoteControl. For further research, it is relevant to examine, if RemoteControl can bring value to the nephrological outpatient clinic prior to continue
the research in other outpatient clinics sharing a similar a challenge of waiting time.

Even though the findings indicate that the patients’ have different sense of empowerment, they share a common experience of going to check-ups at the nephrological outpatient clinic. A service failure of waiting time is identified as the
patients experience a delay on their scheduled hospital encounter, causing a long
waiting time. The patients experience a lack of control, as they are in a state of
uncertainty. This is due to a lack of transparency about the duration of waiting time,
as no frontstage actions are performed while the patients are waiting. In addition,
the patients do not reflect upon their disease as the check-ups have become a
routine for them. The patients also value a close relationship with the healthcare
professional, meaning that they get treated by the same nurse and doctor, and
have a face-to-face consultation. As a consequence, this give them a sense of
security. In contrast to the patients who remain relatively passive during the checkup process, the healthcare professionals have a busy work schedule and deal
with unscheduled, urgent appointments. They work separately, but communicate
through a workaround via the Health Platform.
As a service recovery strategy for the delayed schedules at the nephrological outpatient clinic, the proposed concept of RemoteControl has been developed. RemoteControl is related to the appointments feature that already exists in MyChart,
and includes three features of (1) a self-service check-in, (2) a progress overview,
and (3) a reflective questionnaire. RemoteControl is intended to give patients more

Conclusion
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