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Preface

Introductory Remarks

This anthology provides an overview of diverse service design practices. It covers
important core topics pertaining to service design in health care which we would
like to make accessible to a wide audience. The articles demonstrate that research
and development is moving in an environment that strives for success and is subject
to social change, changes in values, technologies and business models. The com-
pact cross section of the topics shows that it is worthwhile to look beyond the
obvious for new ideas. Four dimensions describe the spectrum of the articles in this
book: service design, practice types, healthcare market, and healthcare innovation,
which are addressed in more depth in the following (see Fig. 1).
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Fig. 1 Service design practices for healthcare innovation. Source Author’s own illustration (2021)
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Service Design

The term “service design” describes the process of designing services. Often it is
not just the services themselves that are changed, but also the related products,
processes, systems and technologies. Innovations result from repeated and some-
times disruptive improvement processes stemming from the needs and desires of
customers and the creativity of stakeholders. In addition to target groups and
market-driven design mechanisms, the multidimensionality of service design also
entails non-target groups and market-based components, such as the influence
of the media on the public, the influencing of politicians by special interest groups
with demands for quid pro quo or the justification of de facto rules under false
pretenses for their own agendas.

When applying service design, users must see that the subject matter, the
requirements, the expectations and the specific details are precisely defined. This is
necessary because although the actions are being carried out in the present, it is only
in the future that they lead to measurable outcomes and show their effects. Users
must assign roles for the design process; they must create room for agency and plan
for the use of resources. Resorting to the strategy guru, Ansoff healthcare providers
must master the present and preempt the future in a balanced fashion.

Tools assist designers in improving or optimizing something or systematically
designing or developing value creating problem solutions on behalf of many
stakeholders, being omnipresent in complex healthcare systems. They can be used
in health care to respond to new conditions, react to current changes or to make
adjustments. Tools consist of a series of methods, instruments and materials that
can generate innovative success. In the course of this, users can bring in and realize
ideas, alone or together with other stakeholders.

The added value of service design is created through work tasks that lead to the
reaching of goals. Innovations do not come into being from nothing, but rather
follow clear patterns and processes that can be repeatedly applied. Technical,
organizational, business-oriented, institutional and social problem-solving approa-
ches are the main focus of research and development. Observations, market
impetus, inspiration and scientific concepts are applied to projects to find the best
solution to a problem.

Practice Types

In health care and in healthcare management, specific practices are often missing to
address and take advantage of the existing potential of new services, products,
processes and technologies and to focus them on the patients who stand at the
center of the supply chain. New and promising practices must be tried, tested,
analyzed and evaluated. The application of practices is equivalent to a maturity
model of emerging practices, promising practices and best practices.
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Through the use of service design, it is possible to develop new approaches,
possible implementations and solutions that can be referred to as emerging prac-
tices. These represent the starting point for innovative changes and can evolve into
convincing results. It is important to note that everything that is new must be
subjected to critical scrutiny, robust testing, as well as proven and documented
research in order to avoid unknown risks. For example, emerging practices exist in
the area of personalized medicine, digital assistants in the form of chatbots and in
the development of medications using artificial intelligence.

Promising practices are present if there is sufficient evidence of their efficacy.
Such evidence can refer to safety, reliability, quality, effectiveness, etc. This
available and established evidence can be applied to new areas of application.
However, sufficient evidence is not available to identify these as best practices.

The goal in health care is to follow apply and push best practices for the sake of
establishing a new, better and smarter norma. A characteristic of best practices is
that they have proven themselves to be effective in practice. Best practices are based
on a systematic research design and are scientifically proven, e.g., through repeated
testing. Best practices can frequently be transferred to and applied in other fields,
whereby it is possible to achieve better outcomes than with conventional
approaches.

Healthcare Market

The healthcare market faces many challenges that must be met in the coming years,
among which is the lack of skilled labor, the financing of medical services, digi-
talization and the increasing use of artificial intelligence with all of the questions
about data protection and data security that arise as a result. Alongside these
challenges are threats.

Businesses are often not prepared for immediate threats and are thus challenged
to accumulate a set of dynamic capabilities to be prepared for often cited VUCA
constellations. Business models are vulnerable to natural catastrophes, legislative
changes, increased competition, disruptions in the supply chain, fluctuations in
personnel, data theft, financial risks such as high market prices or outstanding debts
and internal risks such as a predominating management style, corporate culture or
the presence or absence of effective communication in the workplace. These threats
influence customers, suppliers and the relationships with other stakeholders.

Threats also exist in nonmarket-driven settings for institutions, nonprofit orga-
nizations and associations. These include rising real estate costs, donation and
subsidy risks, risks related to earnings from financial investments or operating risks
in development, manufacturing, procurement, sales, logistics and environmental
management.

Unforeseen outcomes (black swans) are rare and can occur in the market or apart
from it and exercise an extreme effect on the healthcare market. For this reason,
agile service designs must excel in anti-fragility, responsiveness and change
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readiness. Market anomalies, such as the Great Depression, the Iraq war, the oil
crash, the global financial crisis, SARS and COVID-19 are outliers that affect
peoples’ lives. These events are unforeseeable and cannot be prevented; however,
principles and reaction strategies can be identified with the help of service design to
be better prepared for unexpected events.

Service design can represent an opportunity to create stability for businesses and
organizations to get themselves out of a precarious situation. It is important to
analyze existing problems, the affected stakeholders, the diverse interests of the
stakeholders, possible solutions and scenarios, the feasibility of implementation and
identified actions and their effects.

Healthcare Innovation

There are many hurdles on the rocky path to innovation in health care: government
restrictions, inaccessible technologies, limited funding and the lack of personnel
with the required expertise and competence to generate innovation. Innovation
begins with customers, employees, business partners, scientists, creative thinkers,
start-ups and innovation hubs.

Cutting-edge innovations come from strategic approaches involving innovators,
visionaries, makers, networkers, analysts, team players in the process of reaching
goals in order to use the full potential of their expertise. The participating actors
must be supervised, trained, motivated and inspired. The activities to reach the goal
encompass structured and systematic definition of goals, focus on goals, the
monitoring of success and communication of successes to motivate the participants.

Innovations require an exchange of information between the participating actors.
Corroborating and differing experiences must be discussed. A goal-oriented rela-
tionship is to be established to avoid disappointments, misinterpretations and
lowered performance. Existing knowledge and skills must be used to mobilize
performance reserves for development and design and to maintain a sustainable
innovation process.

Success in service design is dependent on the right approach and the right
combination of available resources and their professional deployment according to
value generating objectives. The required resources determine the value, rarity,
imitability and the resilience of innovations. Alongside the resources, the ideas
about the goal, purpose and use held by providers and customers must align with
each other in regard to the expected services. Only in this way, the innovative
process can be accelerated and maintain stable in relation to external influences and
lead to the desired outcome. In broader meaning, bundles of managed resources
may evolve into knowledge-intensive capabilities underpinning competitive
advantages in health care, which are anything but purely hardware- and
software-driven. Sustainable advantages in health care are predominately epito-
mized by invisible assets such as advanced brainware and peopleware—strategic
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assets that are endemically hard to copy, to replace, to displace or to source, since
they have be crafted, created and co-aligned.

The contributions of the authors in this anthology are structured in the following
fashion: contribution title, summary, introduction, main part, conclusion, bibliog-
raphy and biography. Furthermore, each author sums up his or her explanations and
insights in the article for a summary at the end of the article.

We would like to thank the numerous authors of this anthology who brought a
wide array of fascinating issues from practical experience and engrossing science
topics into our anthology. Finally, we want to extend our warmest gratitude to
Springer Publishing AG at this point who contributed our ideas to support us in
compiling the layout of this anthology and put the whole book with the chapter
together.

Neu-Ulm, Germany Mario A. Pfannstiel
2021 Nataliia Brehmer
Christoph Rasche
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Felicia Nilsson, Shivani Prakash, and Josina Vink

Abstract

Within health care, there are a plurality of varying, sometimes conflicting, logics
at play that unconsciously shape people’s actions and decisions. When doing
service design in health care, there is a need for a greater understanding of the
often taken for granted logics that enable and constrain value cocreation.
Without this understanding, there is a risk that service design inappropriately
perpetuates the dominance of particular logics over others. This paper unpacks
the logics in particular service situations with empirical examples from designing
decentralized care in Norway. We show how an acknowledgment of the existing
and possible future dynamics between logics can support a more critical
approach to innovation through service design in complex healthcare systems.

1.1 Introduction

“Practices designed to foster ‘patient choice’ erode existing practices that were
established to ensure ‘good care’ (Mol, 2008). In her book, The Logic of Care:
Health and the Problem of Patient Choice, Mol investigates the clash between two
different logics guiding healthcare practices, the logic of choice and the logic of
care. She highlights and challenges the appropriateness of one logic dominating
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healthcare practices and undermining another logic that she shows at times might be
more appropriate. She highlights that these logics reflect modes of ordering within
the healthcare context that invites “a comparison of different ways of thinking and
acting that coexist in a single time and place.” This plurality of logics is well
documented within institutional theory in discussions about different social domains
being associated with often taken for granted rationales that guide people’s
behavior (Thornton et al., 2012). This literature points out that health care is a
particular domain that must actively grapple with the coexistence of multiple,
sometimes conflicting logics (Goodrick & Reay, 2011).

While service design is increasingly acknowledged to be a way to intentionally
shape institutional logics (Kurtmollaiev et al., 2018; Vink et al., 2021), there has
been little attention to how service design can grapple appropriately with multiple
competing logics. As service design’s presence in health care is rapidly expanding
(Mager, 2017), there is a need for a greater understanding of how service design can
recognize the multiplicity of logics at play and help actors to thoughtfully determine
the logics guiding their innovation efforts. Without this understanding, service
design risks inappropriately perpetuating certain dominant logics over others and
doing potential harm in the process. Therefore, the purpose of this chapter is to
build an understanding of the multiplicity of logics in health care and explore how
service design can mindfully work with these competing logics when innovating.
To do so, we draw from institutional theory to delineate six different logics of care
with illustrative examples. Furthermore, based on our research through design work
within the context of health care in Norway, we share practical approaches used to
unpack the logics of care in particular care situations, ways of reflecting on the
dynamics between different logics and attempts to do service design in ways that
are mindful of these dynamics. By doing so, this book chapter offers a framework
for service designers and healthcare practitioners to think with and some practical
strategies they might employ as they navigate the complexity of logics when doing
service design work.

1.2 Institutional Logics

Institutional logics are established, widespread organizing principles that provide a
rationale for people to make decisions and interpretations within a particular social
context (Friedland & Alford, 1991). Institutional logics are often defined as “the
socially constructed, historical patterns of material practices, assumptions, values,
beliefs, and rules by which individuals produce and reproduce their material sub-
sistence, organize time and space, and provide meaning to their social reality”
(Thornton & Ocasio, 1999; 804). There is widespread acknowledgement that dif-
ferent social domains have different institutional logics, including divergent systems
of rationale associated with markets, corporations, professions, states, families,
religions, and communities (Thornton et al., 2012). These logics guide people’s
expectations in their relationships and behavior based on this context.
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However, it is critical to recognize that within Western societies these logics
coexist and present contradictory prescriptions for different practices and beliefs
(Alford & Friedland, 1985). The health care field has long been recognized as a site
of multiple logics, including influences from the market, the state, and the pro-
fessional logics (Scott et al., 2000). People in the healthcare context may be
influenced by different logics to varying degrees. For example, a physician might be
strongly guided by the logic of profession emphasizing expertise and association,
whereas a next of kin may be guided by unconditional loyalty within a family logic,
and a health technology company may be working within the constraints of a
profit-driven market logic. However, to complicate things further, many times
individual people or healthcare organizations face competing logics simultaneously
(Goodrick & Reay, 2011).

Research suggests that there are different ways in which these coexisting logics
play out, for example, sometimes one logic dominates and guides behavior,
sometimes logics battle with each other, and sometimes logics more directly
influence specific people or specific contexts (ibid). It is highlighted that competing
logics can actually become a toolkit for people as they intentionally innovate within
service systems (Siltaloppi et al., 2016). These logics can become intentional
building blocks for carefully crafting service interactions and professional identities
(Reay et al., 2017). It is acknowledged that service design can support a transfor-
mation of logics in organizations (Kurtmollaiev et al., 2018). Recent research
recognizes that service design can aid people in building awareness of these hidden
logics and intentionally shaping them toward preferred value cocreation forms
(Vink et al., 2021). However, in order to appropriately contend with the multiplicity
of logics in service design within healthcare, there is a need for a better under-
standing of how these logics might manifest and practical approaches for building
an awareness of them.

1.3 Logics of Care

To make the institutional logics more applicable in the healthcare context, we
contextualize them in care by framing them as different logics of care (see Fig. 1.1).
To do this, we integrate the institutional logics (Thornton et al., 2012) with Mol’s
insight around how different logics entail different approaches and practices of care
(Mol, 2008). Figure 1.1 shows how each logic of care is informed by an institu-
tional logic associated with different domains and offers alternative rationales. It
should be noted that these logics of care are intended to show ideal types of
different logics, but this list is in no way definitive, complete, and these logics are
not mutually exclusive. Below we briefly elaborate on each of these logics of care
and practices that might exemplify their enactment.

The market logic signifies transactions and is driven by profit and self-interest.
For people to care for themselves, there are several choices available based on what
one desires. Caring through a market logic could mean caring by providing ample
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Institutional logic

Logic of Care

Example

1. Market

Transactional,
profit-driven and
self-interest

Care as Choice

Individuals can choose
what option is best for
them, based on their
own needs or desires.

Buying a facemask or a
scented candle.

2. Professional

Expertise, education
and association

Care as Expertise
Deep knowledge and
tracking inform the best
ways to care.

A doctor’s prescription
or asurgery.

3. State

Democratic
participation and
bureaucratic
processes

Care as Control

Boundaries and
regulations provide
conditions for population
health and equal care.

Covid19 regulations or
high taxes on alcohol.

py il

ey,

4. Community

Reciprocity and
emotional connection

Care as Social
Connection

Emotional connection
and reciprocity form the
backbone of caring in
communities.

Helping someone with
their groceries or
volunteering.

5. Family

Unconditional loyalty
and non-negotiable

Care as Unconditional
Involvement

Some relationships have

Giving a hug or
cooking food.

Faith, symbolism
and greater purpose

Caring involves
connecting with a greater
purpose, enacting rituals
or beliefs.

membership a non-negotiable bond
creating a responsibility
to care.
6. Religion Care as a Way of Life Going on a mountain

trip, practising yoga or
attending mass at
church.

Fig. 1.1 Contextualizing logics—from institutional logics to logics of care. Source Author’s own

illustration (2021)
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choice. Therefore, we call this logic of care, Care as Choice (aligned with Mol,
2008). Care as Choice values satisfying wants in multiple aspects of life and places
a focus on self-interest and the individual's wants. Notions of self-care and caring
through consumption could manifest, for example, in buying a facemask or a
scented candle. However, with the freedom of choice comes, responsibility and
choices are not equally available to everyone in society.

The professional logic is connected with values of expertise, education, and
association. If one falls sick, the disease of the body will be the point of departure
for a diagnosis. In the diagnosis, certain aspects of the body will be measured,
tested, and tracked. To care through a professional logic could mean to care using
medical standards which exist to provide precise care to one or multiple parts of the
body. We call this logic of caring, Care as Expertise. Professional norms and
procedures determine the boundaries of care based on how sick the body is. This
logic values medical knowledge and to care in this way requires strenuous edu-
cation. An example of enacting the logic of care as expertise could be seen in a
doctor’s prescription or performing a surgery.

The state logic, which is connected with democratic participation and bureau-
cratic processes, is contextualized in care as Care as Control. This logic works
toward ensuring access to care for all citizens at scale. This access is enabled
through taxes which are divided among different health regions. The state decides
what is the best way to provide healthcare services for populations across class,
cultures, and backgrounds. Regulations maintain boundaries to keep people healthy
and to ensure they receive adequate care. This logic values scalable regulations.
Examples of enacting care as control could be seen in Covid-19 regulations or high
taxes on alcohol.

The community logic upholds reciprocity and emotional connection as a central
part of its rationale. Communities thrive on people coming together and sharing
with each other. Caring through a community logic is manifested in Care as Social
Connection. Emotional connection and reciprocity form the backbone of caring in
communities and this logic values reciprocal relationships. To care for a community
means to see people beyond their illness and looking at them as a part of a living
network. In this logic, one may need to share without expectations and learn
together with everyone. An enactment of this logic might be seen by an individual
helping a neighbor with their groceries or volunteering.

The family logic supports unconditional loyalty and non-negotiable member-
ship. To care through a family logic can be viewed as Care as Unconditional
Involvement. Individuals in families and some other long-term relationships are
bound together. This bond can be through love, familial or social expectations. This
logic values reliability in kinship. When someone falls ill in a family, the respon-
sibility of care falls onto family members. The dynamic in the family is influenced
by how serious the illness is, how resilient the family is, and how long it lasts. An
enactment of this logic could be as simple as giving a hug, or helping a family
member bathe.
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The last logic of care, Care as a Way of Life, stems from the religion logic which
is connected to faith, symbolism, and greater purpose. Within this logic, people are
influenced by a greater purpose or by something they believe in and this logic
values alignment of purpose. The ideas of belief can be measurable or immeasur-
able, and are often situated. One could believe in the healing effects of hiking in
nature, practicing yoga, or running as an activity. On the other hand, one may
believe in a universal force which guides life. Care as a way of life could also
include rituals and morals. An enactment of caring as a way of life could be going
on a mountain trip or attending mass at church.

1.4 Research Through Design

To explore how service design can mindfully work within a plurality of logics when
innovating in health care, we conducted a research through design study over the
course of two years as part of the Center for Connected Care in Norway. The Center
for Connected Care is currently focused on supporting a systemic shift from cen-
tralized care in hospitals and clinics toward decentralized care in homes and
communities. In the context of what is called the “Perspectives in Transition”
project, our research through design work has experimented with alternative service
design approaches to grapple with the multiplicity of logics at play in this ongoing
transition. This study has been a partnership with two hospitals, one municipality,
three health technology companies, two universities, as well as patients and family
members.

Over the course of this study, partners have participated in five workshops that
have explored the logics at play within various service contexts connected with the
decentralization of care, such as remote care provided by municipalities and home
hospitals, where inpatients receive care from hospital staff in their own home. These
workshops have also been informed by over 40 semi-structured interviews and over
45 informal conversations with patients, family members, nurses, doctors,
researchers, politicians, healthcare leaders, community service providers, and other
allied health professionals. In the sections that follow, we present some of the
experimental approaches that we have been working with in an attempt to
respectfully understand and shape the plurality of logics at play within the shift
toward digital, decentralized care.

1.5 Conflicting Logics in the Decentralization of Care

To explore how multiple logics in care settings emerge and influence each other, a
series of “hotspots” were created. Here, hotspots are service moments where
multiple stakeholders need to collaborate to deliver a healthcare service. They
capture a snapshot of a possible dialog among the different stakeholders along with
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the context in which this conversation transpires. The dialog attempts to capture the
different perspectives of care from the position of each stakeholder. The hotspots
presented below are based on experiences shared in semi-structured interviews and
conversations with healthcare professionals, innovation managers at hospitals, and
health technology providers.

These hotspots were used in a workshop setting where the service moments were
unpacked using the framework of the logics of care together with participants from
different healthcare institutions and organizations. This process became a way for
the partners to enter the framework of institutional logics and the logics of care, and
start exploring how they might manifest in their own practices. Figure 1.2 shows an
example of the template used to explore the logics of care in the workshop.

1. Meeting to create a self-management plan

The first hotspot was focused on a meeting to create a self-management plan. In
Fig. 1.3, we see that a general practitioner, patient, and municipality nurse meet
online to create a self-management plan for a patient who has chronic obstructive
pulmonary disease (COPD). They use the self-management planning application to
create the plan. The design of the application opens the conversation with a
question for the patient, “What is important to you?”. The following vignette shows
how a situation like this could play out. This vignette was constructed from
interviews with a remote-care nurse in a Norwegian municipality and a healthtech
provider who works on the creation of the self-management planning application in
Norway.

Jens clicks on the link emailed to him by Ida from Agder municipality a few days ago. Ida
has been following Jens for a week since he moved back home from the hospital. She is
engaged and enjoys making small talk with him. Ida and the general practitioner, Mizan
arrive some minutes late to the video call. Mizan is nice, but a bit impatient. She begins to
share her screen where all three participants can see an application screen for setting up a
self-management plan for supporting Jens to manage his COPD. Mizan begins to speak,
“Okay, let’s start. So, the first question, what’s important to you in this recovery process?
What would you like to focus on?”. Jens responds, “I don’t know, maybe not to be short of
breath often. On second thought, I really miss my cigarettes. I want to smoke again.” Ida,
who knows Jens” way of talking pipes in, “Heh, you are good at contradicting yourself
Jens. Let us work towards those goals. Maybe you can try some nicotine gum?” Mizan
brushes off Ida’s comment and says, “The self-management plan could help you stay
healthier. Should we look into your green, yellow and red status?”.

If we look at this care context through the logics of care, Care as Expertise
makes the healthcare provider ask the patient “What is important to you?” as this is
becoming a professional norm in Norway. But this logic of care stands in conflict
with Care as Control, which works to regulate the consumption of cigarettes and
restricts the amount of time the general practitioner has to fully engage and
understand what is important for the patient. The professional logic of Care as
Expertise might not fully align with what is important for the patient (e.g., a COPD
patient wanting to continue smoking).
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Okay, let's start. So,
the first question,
what's important to
you in this recovery
process? What would
you like to focus on?

I don't know, maybe not
be short breath so
often. On a second
thought, | really miss
my cigarettes. | want to
be able to smoke again.

Heh, you are good
at contradicting yourself,
Jens. Let us work towards

4 ——
The self-management those gofals. vMaybe you
can try nicotine gum?

plan could help you stay
healthier. Should we look
into your green, yellow,
Care as red status?

Expertise —

08
General =1 municipal nurse

- practitioner Patient Care as

Control
SELF MANAGEMENT PLAN

Wiets important o )j°“~7

[

Fig. 1.3 Hotspot showing a meeting to create a self-management plan. Source Author’s own
illustration (2021)

2. Meeting to create a self-management plan to support remote-care services

The second hotspot was focused on a general practitioner, home-care nurse, spe-
cialized doctor, along with the patient and their next of kin to set up a
self-management plan to support remote care for the patient. The specialist is
attending the meeting over a phone call, while the rest are present in-person. The
vignette below describes how a situation plays out and is depicted in Fig. 1.4. This
vignette was constructed from a case which transpired in a Norwegian municipality,
and it was gathered through an interview with a remote-care nurse who worked on
the case.

It had been a month since Hanna, the home-care nurse, had been trying to connect with the
hospital specialist. The specialist was handling Henrik’s COPD at the hospital before he
was discharged. Henrik’s general practitioner, Sigurd didn’t have much information about
Henrik’s symptoms and therefore needed the specialist to help set up a remote-care plan for
him. After some attempts Hanna finally got in-touch with the specialist and he agreed to
spend ten minutes sharing what he knew about the patient over a phone call. The meeting
started, and the specialist was dialled in. The specialist describes the symptoms, “... and
lastly, a mild sore throat is often a sign of an upcoming infection. This is important for
Henrik to identify by himself.” After hearing the symptoms, Sigurd didn’t sound optimistic,
“I think that the patient's condition is too challenging for remote care.” The specialist
responded, “Well, the patient needs to apply to service control to start remote care. Can we
wrap this up now? I have to move to my next appointment.” While the meeting was
dominated by the doctors, Hanna was thinking about getting the technology installed at the
patients home soon after the meeting.
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I need to get the
GPS installed at

Now I will

have to take
care of him...

The patient needs to
apply to service control
to start remote care.
Can we wrap this up?
I need to move to my

next appointment. @
_ A
Care as
Brgsi / / Control
s -

Fig. 1.4 Hotspot showing a meeting to create a self-management plan to support a remote-care
service for a patient. Source Author’s own illustration (2021)

I think that their
condition is a bit
too challenging
for remote care.

Care as
Expertise

tired to

Setting up remote-care plans requires multiple healthcare professionals to come
together. It is often challenging to find time for everyone to connect as the pro-
fessionals belong to different institutions which care in different ways. When
unpacking this service situation using the logics of care, the participants observed
that Care as Control is dominant over Care as Expertise. Care of Expertise needs the
different actors to meet and plan together, but Care as Control straps the specialist
short of time, causes the general practitioner to be skeptical, and stresses out the
home-care nurse who oversees the implementation of the technology supporting the
service.

3. A volunteer spends time with a patient

The third hotspot was focused on a volunteer from the Red Cross who has come to
visit the same patient again. They have had a few meaningful conversations
together. Based on those conversations, the volunteer has brought a book which the
patient might enjoy reading. The following vignette shows how a meeting like this
could look like and is depicted in Fig. 1.5. This vignette was constructed from a
description about a volunteer service facilitated by the Red Cross in Norway. The
description was found on their Web site.

Lene started volunteering for the Red Cross six months ago and enjoys spending an
occasional evening talking to patients. Dounia has been appreciative of Lene coming to
visit her as her family does not live in Oslo. Lene is visiting Dounia for the third time.
Dounia is pleased to see her again and greets Lene, “Hello! It’s nice to see you again.”.
Lene replies, “Yes, it’s great to see you too. It’s been a while. How are you doing?”.
Dounia says that she has been doing well and has been longing to read something new.
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Hello! it's nice to
see you again.

I'm doing better. There is
not so much to do here,
I've been longing for
something new to read.

Yes, it's great to see you
too. It's been a while.
How are you doing?

You're in luck, | have a copy of
Arv og Milje for you. It has
references to literature and
philosophy which I think you

might enjoy. __’_J
Car.e as Ah yes, I've heard that the g
Social . author draws inspiration
Connection from Freud's theories.
Jd T ) P

Care as
Control

Fig. 1.5 Hotspot showing a conversation between a volunteer and a patient in a hospital. Source
Author’s own illustration (2021)

Lene responds positively, “You’re in luck, I have a copy of Arv og Milje for you. It has
references to literature and philosophy which I think you might enjoy.” Dounia is excited,
“Ah yes, I’ve heard that the author draws inspiration from Freuds’s theories”.

Residents who volunteer to spend time with patients who do not have family,
might do it out of good will, guided by Care as Social Connection. But for the state
to care through control, there is a need to bring in volunteers who can ensure patient
privacy, and not harm the patient by doing or saying something “wrong”. Partici-
pants in the workshop revealed some conflicts between those logics. They raised
questions about who is responsible for organizing and training the volunteers. This
makes the volunteers seem like a burden as the state will have to fund the cost of
facilitating for them within healthcare institutions.

4. A home-care visit from the hospital

The fourth Hotspot focuses on a nurse visiting a patient at their home, which is
represented in Fig. 1.6. She is on a tight schedule but tries to be considerate about
the caregivers’ situation. The following vignette captures the dialog which takes
place in the care setting. The dialog was constructed from an interview with a
home-care nurse working with a home hospital service in Norway.

Patricia lays on the sofa at home. She came back home to recover after her stem cell
transplant which took place two weeks ago. The ‘Hospital at Home’ service has been great.
Her partner, Maria, is waiting for Tove, the nurse, to come by and do the routine checks
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Welcome back.
Would you like some

coffee? I made a pot
a few minutes back

Thanks, I'll help
myself to some from
the kitchen
Care as
' Control
Care as
Expertise

Also, T haven't
stepped out since a
day, can I go for a walk
while you're here? Yeah, don't you worry
about that. T hope it is all
going okay. Let me know if
you need more support.

Ijust need a
break. See
you soon.

Fig. 1.6 Hotspot showing a dialog between a home-care nurse and next of kin at the patients’
house. Source Author’s own illustration (2021)

needed. A medical kit lays on the table in anticipation for Tove. Maria hears the main door
open. She sees Tove walk up the stairs and greets her, “Welcome back. Would you like
some coffee? I made a pot a few minutes back.” Tove gladly accepts, “Thanks, I’ll help
myself to some from the kitchen.” She doesn’t want to put more work on Maria who looks
tired. Maria hesitatingly says, “Also, I haven’t stepped out since a day, can I go for a walk
while you are here?” Tove replies, “Yeah, don’t worry about that. I hope that it is all going
okay. Let me know if you need more support.” Maria, still sounding hesitant, says, “I just
need a break. See you soon.”

Professional time dictates how much care the nurse can extend to the patient, and
to their next of kin. Care as Control dictates how much time a nurse can spend with
one patient and therefore stands in conflict with Care as Expertise. The next of kin
is reaching out for help, but the nurse has to negotiate with the time allocations she
has for each patient during their work day.

These hotspots and the reflections on the multiplicity of interacting logics at play
show the conflicting prescriptions for action that different logics create within
specific healthcare situations. By reflecting these service moments with our part-
ners, we were able to better understand the patterns in the dynamics of these logics
in this systemic transition.

1.6 Dynamics Between the Logics of Care

In our work around logics, it became evident that some logics of care seem more
dominant than others. Through unpacking the hotspots, we learnt that there is a risk
imposing the traditionally more formal logics, including the market, state, and
professional logics, onto informal care settings. This is especially important to note
when repositioning care into people’s homes and when working toward distributed
care. In an attempt to reflect on the hierarchies of the logics of care, the mapping
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Careas
Unconditional

Involvement
Family logic

Care as Control
Care as Choice State logic

Market logic

Dominant #-------------ofommmoamoa » Peripheral

Care as Expertise

Professional logic

Careasa i
: Care as Social
Way of Life Connection

Religion logic

Community logic

Fig. 1.7 Compiled map of the relational maps created on the workshop with stakeholders. Source
Author’s own illustration (2021)

template below (see Fig. 1.7) was used to explore the relation between the logics
with our partners. Together we were guided by the question: Which logics of care
are more dominant, and which are more peripheral, in care situations? By dominant,
we referred to where this rationale or prescription took precedence over others.

We explored this in a workshop with our partners, where we had first unpacked
the logics in four different care situations, or hotspots, as mentioned in the section
above. Through the mapping template, we asked the participants to map the rela-
tions between the different logics of care as they observed in the previous exercise.

From this relational mapping activity, it became clear that Care as Control
(state), Care as Choice (market), and Care as Expertise (profession) are the most
dominant in the explored care situations. An important insight which arose is how
this relationship between the logics is not static, but rather it is dynamic and
shifting. As well as how the logics are intertwined and often build on each other, for
example, many of the morals and values of the Care as Control (state logic) stems
from Care as a Way of Life (religion logic).
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Together we recognized that there is a need to be mindful of which logics
dominate our care situations and better balance some of the different logics when
working within the care context, and especially when working toward shifting
health care to become distributed into people’s homes and lives.

1.7 Positioning Service Design in Practice

In this section, we present intentional strategies to do work in relation to the logics
of care and explore the dynamics between the logics. Below are examples of
practical approaches to work with a multiplicity of logic in healthcare service
design. The strategies consist of reflecting on the institutional logics, materializing
tensions to spark reflection, and attempts at strengthening peripheral logics.

1.7.1 Reflecting on the Influence of Institutional Logics

The Web of Logics is a reflection exercise designed to unpack the influence of the
six institutional logics on you as an individual and the organization you belong to.
In a template (see Fig. 1.8), the first step is to fill in the point where you position
yourself as an individual in relation to the various institutional logics. The further
away from the center, the more influence this logic has on you. The next step is to
do the same procedure for the organization you are associated with or
employed/served by, in a different color. The result creates a map resembling a
spider web, where the differences and similarities between the logics influencing
individuals and their organization become clear.

In Fig. 1.8, you see an example of a filled out template of the Web of Logics
which charts a participant's reflections on the influencing logics on them as an
individual and within their organization. What stands out the most in this collection
of webs is how much more the organizations are influenced by state, market, and
professional logic and much less by family, religion, and community logics. This is
in contrast to the individual where the opposite situation is occurring. This was a
pattern in our workshop. It raised questions around the tension between the formal
and informal logics and if there is a risk of imposing the more formal logics (state,
market, and profession) in informal settings, for example, when care is repositioned
into patient’s homes.

The logics are subliminally incorporated into our decision making and reflecting
on this helps create an awareness of how they influence the design of healthcare
services. This exercise is a simplified way of examining the institutional logics at
play. Some of the participants reflected on how in their work the logics are more
nuanced and depend on the situation. It became one way to reflect on the relation
between the individual and the organization within a multiplicity of logics. As well
as a way to spot similarities and differences, and through this explore where the
tensions or conflicts appear most strongly.
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Fig. 1.8 Example of a filled out template created to facilitate the Web of Logics reflection. Source
Author’s own illustration (2021)

1.7.2 Materializing Tensions in Logics to Spark Reflection

In order to cultivate the reflections around the dominance of some logics, and the
centering of the peripheral ones, it is of importance how we frame the projects and
questions that lead our service design work forward. This framing in relation to the
multiplicity of logics has a great impact on our designs and concepts. When
working with partners, mostly situated in formal healthcare settings that are highly
influenced by the professional, state, and market logics, centering the more
peripheral logics can seem “illogical” and even un-useful. We believe service
design can be an approach to grapple with illogical ideas and concepts that play
with the in-betweenness among logics and elevate logics thought to be less legit-
imate in certain spaces. Critically reflecting in designerly ways becomes a means to
explore the illogical ideas and flesh out the potential implications of the futures we
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Fig. 1.9 Finn advertisement adaptation. Source Illustration by Shivani Prakash & Felicia Nilsson,
photos by Deborah Cortelazzi (2018) & Icons8 Team (2018)

are enacting through the designs of our current solutions. Figure 1.9 is an altered
Finn advertisement that serves as an example of materializing tensions with an aim
to spark reflection through (critical) service design.

Finn.no is a commonly used online Norwegian marketplace, which can be used
to find homes, either for rent or for sale online. It relies heavily on a market logic,
and the apartments on the Web site are regularly staged to portray an idyllic life,
mostly stripped of the mundane routines or messes. To materialize tensions in
logics to spark reflection, an existing advertisement for a house on sale from finn.no
was adapted. The adaption uses an already existing format combined with
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unfamiliar elements in an attempt to spark reflection on which logics are under-
mining other logics, and what happens in the tension between them. For example, it
plays with what is highlighted in the marketing image and description of the
apartment. In Fig. 1.9, some of the measuring devices used in distributed care for
chronic patients are placed in the home advertisement. The descriptive text
emphasizes the apartment being medically equipped, having the latest accessibility
and safety standards, closeness to pharmacies and parking space for ambulances, to
mention a few. The visualization works with logics through aiming at portraying
the tensions between the market logic (through the advertisement and the real estate
market) and the professional logic (through medical equipment).

This altered advertisement helped to reflect on questions such as: In a future
where health care is increasingly distributed, how will our homes be affected? How
does biomedical care fit into the image of the idyllic home? What purposes will the
home have in the future? Are we in the process of hospitalizing the home? Will this
in the future be something attractive for potential buyers? Does it disrupt the
homeliness of the home? Is this a future we want to work toward?

1.7.3 Strengthen Peripheral Logics Through Service Design

Acknowledging a multiplicity of logics or ways of caring demands a multiplicity of
articulations and framings of projects as points of inquiry into the healthcare sys-
tem. We attempted to do this through crafting projects, together with our partners,
that placed a particular focus on the peripheral logics of care: Care as Social
Connection, Care as Unconditional Involvement, and Care as a Way of life. This
turned into six different service projects in which both service providers and service
design students were involved. We will share two examples which attempt to help
explore how service design can boost peripheral logics in healthcare service
settings:

1. My pocket coordinator: There is recognition that the family caregiver is not well
supported in the healthcare system; this was addressed through a student project
called “My Pocket Coordinator - A service design approach to challenge the power
dynamics of communication in the inter-institutional care planning” (see Fig. 1.10).
The project aimed at putting focus on the family caregiver and creating an add-on
service to support them in the healthcare services. In this way, the project attempted
to bolster Care as Unconditional Involvement or the family logic, in healthcare
services, one that has not been as much in focus in the decentralization of care.

2. The Culture Program: There is recognition that patients and families from
minority cultural backgrounds risk not receiving similar offers of care as the
patients from the dominant cultural background in Norway. Within this context, a
student project focused on attempting to foster cultural humility within healthcare
staff at a ward in a Norwegian hospital. The project is called “The Culture Program:
Where Bubbles Meet,” and it proposed a course (see Fig. 1.11) which would
support healthcare staff to reflect on their experiences of working with patients and
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Fig. 1.10 Folder and timeline proposed by the ‘My Pocket Coordinator’ project. Source Work by
Lisa Siegel, Francesca Masnaghetti, Silvia Lesoil and Ase Lilly Salamonsen (2021)

families from a cultural background different from their own, and attempt to
understand how they can better support those patients. This works at protecting
Care as a Way of Life and Care as Social Connection, and other ways of caring not
captured by the Western institutional logics, within the delivering of care in the
home.

The two examples illustrate strategies that attempt to protect the peripheral logics
in healthcare settings through service design. The projects helped frame the dis-
cussion by placing a focus on family caregivers and the need for equal healthcare
services across cultures. The proposed service redesign helped service providers
think about how they could better acknowledge peripheral logics in their services.
However, while attempting to boost peripheral logics, we noticed the focus often
radiating back toward the dominant logics. For example, when discussing what



1 Service Design Within a Multiplicity Logics in Health Care 19

The Culture Program

r
April 2021

Iy u
) ‘ .
. 3 ' " . e i
2 89 WW 123 %

% W 17 W W 0N

2223 24 35 26 77 I

030 M

Your progress

—_—

Earlier team sesslons 2 f‘ E

Mew session

Community

o

Fig. 1.11 Proposed digital platform called The Culture Program. Source Work by Elizabeth
Bjelke Stein, Eila Regine Evensen Rishvod, Kjersti Karoline Fretland (2021)

support is required to implement a course to build cultural humility, the involved
partners from the hospital reflected that it might be difficult to receive funding for
the course as it is not a top priority for the hospital management right now. What is
considered logical in a situation is often dictated by the dominant logics, and
therefore, the logical solutions will be in favor of the dominant logics. This is due to
the fact that peripheral logics and the design proposals boosting them when viewed
from the perspective of dominant logics makes them seem illogical or less valuable.
Traditionally, service design has been brought into contexts to deliver “solutions,”
but it could contribute differently by recognizing dominant logics and exploring
what is being rendered illogical by them.

1.7.4 Mindful Service Design Amid Multiplicity

In this chapter, we have worked to illuminate and contextualize the multiplicity of
logics at play within the healthcare context. Our hope is that by paying attention to
the different logics of care when doing service design in health care, we can aid in
building a more mindful practice and preventing the harm that might come from
unknowingly perpetuating dominant logics, while eroding others. Through our
research through design work, we have shown strategies that we have used when
doing service design in health care to help unpack and reflect on the different logics
at play and their conflicts. We have also shared attempts at designing in a way that
remains critical of existing dynamics between logics and works to protect more
peripheral logics in health care through the service design process. In sharing these
attempts at grappling with plurality in this domain through the framework of logics,
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we hope to cultivate a greater attention to the ways in which service design and
service innovation are influenced by and contribute to the proliferation of divergent
institutionalized logics. However, we also recognized the limitations of the insti-
tutional logics framework, and in that only those guiding principles considered
“rational” in Western societies are depicted in this framework and that there are
many other modes of ordering, or disordering, that service design needs to pay
attention to depending on the context. We see working with the logics of care as a
starting place for building this awareness but certainly insufficient for grappling
with all of the plurality that coexists in diverse healthcare domains.
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Abstract

The service design in healthcare is anything but trivial, because of the
co-alignment of corporate commercial activities (CCAs) and corporate political
activities (CPAs). Healthcare systems are highly regulated due to trust-based
services that are generated on behalf of multiple stakeholders. Occasionally,
patients adopt the role of customers of free choice. However, they adopt the role
of needy cases in other constellations such as emergency rooms and acute areas.
In a nutshell, the healthcare industry resembles a pattern of heterogeneous
services and business models ranging from commercial target group capitaliza-
tion to social welfare services on behalf of patients, public institutions, and
vested political interests. The service design for non-market constellations
hinges on hybrid capabilities and corresponding strategies. The latter represents
far more than the sum of CCAs and CPAs but incorporate a logical
self-propelling stamina. In a similar vein, supra-additivity reflects a logic of
synergistic and exponential benefit when taking advantage of complementary
assets. Contrarily, textbook economics service design in healthcare is a rather
“septic” issue because of strong non-market forces influencing and driving the
market forces. This is especially valid for up-and-coming healthcare platforms
and health-tech firms entering the arena of artificial intelligence (Al)-based
services that may get in conflict with political, societal, and moral issues.
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2.1 Pitfalls of Aseptic Service Design in Healthcare

Service design in healthcare resembles an aseptic process of linear decision-making
aiming at creating maximum patient value as well shareholder value. The entren-
ched market system logic is all-pervading incorporating a value-generating cascade
of managerial resource utilization according to pre-defined objectives. While eco-
nomic service design intends to get the maximum value out of resource mobi-
lization, commercial service design meets stockholder objectives. Value generation
in healthcare is multi-dimensional since financial value, patient value, employee
value, and stakeholder value must be co-aligned in a balanced fashion. Moreover,
health services show no classic signs of products but display features of trust-based
goods having information asymmetries and principal-agent problem in its track
(Major, 2019). Parenthetically, they go beyond market mechanisms because of
regulated demand- and supply-side constellations stemming from political inter-
ventions and legislation. Service designs in healthcare are often septic because they
are outcomes of political power play and selfish interest groups. Thus, this paper
addresses the aseptic nature of healthcare designs unfolding their value under
hybrid strategy regimes. Market activities and political activities rather go for a
complex mix than being isolated (Baron, 1995). Hence, service design in healthcare
must be braced for political and social issues management, including power play
and hidden agenda setting.

2.1.1 Non-Market Forces in Healthcare

On the one hand, non-market forces in healthcare are prevalent since
patient-centered services are trust-based, risky, and often invasive. On the other
hand, they are ethically and economically relevant because of a low-price elasticity,
leading to the effect, that needy patients are willing to pay any price as an equiv-
alent for healing and relief. Without regulation, clinics could command high prices
and/or produce low-cost health services at the price of poor quality. The latter is
endemically difficult to assess causing principal-agent problems. Apart from, dab-
bling in politics is all-pervading in the healthcare sector, because many stakeholders
are eager to push their vested interests to gain non-market advantages paying-off
later on. Non-market advantages in the shape of strong bargaining positions
materialize in strategic and financial benefits (Hillman et al., 2004). Non-market
forces and market forces cannot be separated but go for a hybrid market system.
The following issues display classic signs of non-market forces in healthcare:

Political forces: The healthcare industry represents the bedrock of modern welfare
states that must assure affordable, accessible, and safe services to avoid societal
injustice or unrest. If healthcare systems fail, vast parts of the population might be
underserved with medical treatment impacting employment rates or economic
growth. Many politicians make it a point of their honor to promise healthcare and
insurance services utilizing market regulation. Curtailing free-wheeling market
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forces is seen as a necessity to prevent market failure, which is characteristic for
healthcare services that should be available for everyone, irrespective of market
forces (Ghosh, 2008). Justness, fairness, and quality are moral dimensions outside a
capitalistic market order, politicians must consider. Healthcare services are social
services that lie at the heart of welfare states that are challenged to offer public
services under conditions of regulated market regimes. Political forces curtail rude
market forces for the purpose of non-discrimination and availability.

Legal forces: Political forces often have legal forces in their track, because par-
liamentary debates on healthcare issues often result in legislation. The latter dis-
plays the framework and governance system incorporating, provisions, stipulations,
and codes of conduct to strike a balance between the interests of different stake-
holders. The legislation is anything but sacrosanct because healthcare institutions
may have an indirect bearing on the lawmaking process due to corporate political
activities such as lobbying, hearings, or campaigning. Legal forces can be molded
and crafted when being involved in the early-stage legislation process though
diplomatic power play and appropriate corporate political activities.

Moral forces: Market, moral, medicine, and money are the cornerstones of
healthcare systems that must address moral issues. The public pressures often
generate the impression of money-making medicine regimes that do not care for
patients but profits. Regarding corona pandemic, it becomes visible that triage
systems of prioritization and rationing may lead to moral and ethical issues. Who is
eligible for scarce healthcare services, who is placed first on the transplantation
waiting list, and should costly high-tech medicine be applied to patients that are
doomed to die within a few days? Moral issues often drive political as well as legal
forces because they represent the over-arching normative gestalt of societal values.
The vaccine and corona debate was inspired by moral trains of thought to trigger
legislation incorporating a non-market logic of procedural and distributive justice.

Medical forces: Medical forces may foster or thwart market forces because medical
services can be seen as a source of profit as well as a source of public value creation
outside a capitalistic doctrine. Medical forces often spur innovation since scientists
are eager to push the envelope toward hitherto unachieved dimensions of outcome
and performance. However, medical high-end innovations hinge on political sup-
port to be rolled-out and adopted by means of public funding. Promising healthcare
start-ups are still in their infancy facing an embryonic state of commercialization.
Nevertheless, they represent the future of medicine deserving political dedication to
make them flow as well as digital health is thought to become a transforming force
of current health systems (Rinsche, 2017). The design and development of corona
vaccines firstly is a race of outcome value irrespective of cost, profit, or market
issues that have secondly entered the political arena to assure reimbursement.
Political and legislation forces must show up with adequate financial incentives to
assure and channel medical progress. So, why investing in vaccines if the business
is not profitable?
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Societal forces: The public and society are driving forces of change moments,
because normative value migrations toward paramedic care, alternative healthcare
or high-tech medicine, such as precision medicine or genetic engineering, have a
strong bearing on politics and legislation. The same is valid for genetic cloning,
embryonic stem cell research, abortion, or enforced life termination erupting into
controversial debates representing non-market forces at first sight. At second sight,
economic and financial issues arise because they adopt the role of curtailing forces
according to management tool-set that can be applied to healthcare constellations.
Societal forces bolster market forces because patients, citizens, and professionals
call for a high-scalable vaccine mass market. Everyone should not only have access
to vaccines, but should be enforced to endure vaccination for the reason of public
health. So, vaccination is a public duty to be accepted. Opposite this line of
argumentation, the vaccination market may be dampened through the intervention
of critical stakeholders resisting any kind of vaccination.

Ecological forces: Pharmaceutical mass production may contaminate the envi-
ronment in the case of antibiotics causing not bacteria resistance and severe
infections that are difficult to handle with conventional medication (Larsson, 2014).
The ecological footprint of healthcare goes far beyond this issue with respect to
energy-efficient hospitals (Gatea et al., 2020) and telemedical services that may help
to reduce traveling costs. All too often medication is over-dosed, not necessary or
pills, and ampullas are stockpiled and destroyed after reaching expiring date.

Non-market forces complement the five market forces of the well-known Por-
ter’s framework that only unfolds its usefulness when being co-aligned with the
aforementioned non-market forces. The political impact management especially
highlights political and legislation forces to achieve bargaining advantages under
non-market constellations (Rasche et al., 2019).

2.1.2 Political Impact Management in Healthcare

Strategic management is driven by the notion of market forces while often
neglecting non-market forces, displaying septic features power, politics, and per-
vasive interventions (Doh et al., 2012). Political impact management acknowledges
the fact that political power play in healthcare is an integral part of the business as
can be seen in the race of masks, vaccines, and respiratory devices. The market of
pandemic devices is so attractive that many players do not shy away from illegal
malpractices of corruption and unfair advantages when capitalizing on political
mandates or exerting massive power on decision-makers. The pandemic evidences
that fair-play among governments, companies, and patients evolve into a political
process of power play for the sake of sourcing advantages to safeguard the popu-
lation within national borders. Political impact management is a matter of first
choice when the marketing mix loses traction because of regulation. Political
impact management incorporates the set of tools and techniques that exert direct or
indirect influence on legislation and political decision-making. The spectrum of
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“interventions” ranges from weak to strong and from legal to illegal. Most of the
weak interventions such as campaigning, lobbying, and hearings are legal, while
strong measures are often not law-abiding when it comes to corruption, bribery, or
intimidation. Defining a PIM-compliance test should resemble the following
topics:

Economic Compliance (effectiveness and efficiency): PIM can be very
resource-consuming  challenging  the  management to conduct a
cost-at-value-analysis. “Doing the right things right” is the silver bullet to reach
political aims in resource protecting way. Sustainable PIM capitalizes on leverage
effects when pulling a tiny trigger that unfolds a huge effect. Think of the multiple
options of social media and digital platform communication for social activists or
viral political impact management spreading over the Internet while not investing in
information dissemination anymore (Hadani et al., 2019).

Legal Compliance (law-abiding): Rubbing elbows with politicians and the official
body can be a risky high-stakes game because of corruption allegations. Enforced
compliance rules all over the world should motivate healthcare managers to place a
great bearing on law-abiding non-market strategies. Salient negative cases show
that corruption does not payoff in the long run because of irreversible reputation
damage-end ensuing lawsuits. Aside, promising Al solutions contribute to the
detection of criminal minds in healthcare because of digital tracing, tracking, and
profiling.

Moral Compliance (conformance to value and norms): This category falls in line
with the ethical bedrock of a society and its unwritten rules, morale, and codes of
conduct. Ingrained values and norms contribute to a culture of fairness, trans-
parency, and justice-driving social institutions, individuals, and managers, alike.
Employing PIM as a means of strategic positioning implies a zest for the
achievement of fair competitive advantages. Sustainability management evidenced
a creating shared value doctrine (CSV) makes both ends meet because “money and
morale” can become self-enforcing dimensions.

Corporate Compliance: Political impact management must fit with the standards
and codes of conduct of a healthcare corporation. Adjustment is needed for the
purpose of customized PIM solutions reflecting the context of a single firm. Cor-
porate compliance can be a source of advantage if it is unique in the meaning of a
core competence. PIM standard recipes are generic assets that must be transformed
into special-purpose tools to achieve lasting political advantages.

Political impact management in healthcare resembles a system
non-market-strategies that should be co-aligned with market strategies. So-called
hybrid strategies arise a self-enforcing system of market and non-market strategies.
Hybrid strategies reflect managerial competence and do not exist on their own.
They must be actively sketched out and implemented.
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2.1.3 Asymmetric Knowledge, Impacted Information,
and Trust-Based Services

What makes healthcare services unique, special, and sophisticated? First, they
ground on asymmetric knowledge, because healthcare professionals are in better
bargaining positions than patients or relatives (Muehlbacher et al., 2018). Second,
information about diseases is often anything but clear and unequivocal, because of
ambiguity and fuzziness issues accruing from complex information pattern following
the logic of a mosaic. Sometimes, diagnosis is akin to pattern recognition in terms of
big data leading to Al solutions machine learning, and the like. Impacted information
is often of septic nature because it carries opportunistic dimensions of power play
since the amount, access, and quality of information contribute to bargaining power.
Professionals derive their status of power from their ability to take advantage of
impacted information. Third, healthcare services are trust-based because they often
defy assessment, evaluation, and quality measurement. For this reason, they are
prone to political issues and opportunistic behavior. Healthcare services are anything
but aseptic, because they are outcomes of highly political organizations. The latter
reflects the institutional context as represented by political bodies, NGOs, and a flurry
of interest groups. Service design in healthcare must incorporate commercial as well
as political activities within an era of full-swing digitalization. Political activities in
healthcare resemble dimensions of power play, bargaining prowess, and sinister
opportunism akin to world Machiavellian selfishness. But, non-market activities go
beyond political and CSR activities because they may also include contingencies of
altruism, moral compliance, and idealism (Bruyaka et al., 2013). Hence, non-market
activities range from selfish political power play to fair dealmaking and ultimate
altruism. The variety of non-market activities—although contributing to institutional
success and failure—is often neglected in service design because they tarnish the
septic logic of business modeling.

2.2 Service Design Under Septic VUCA Constellations

The VUCA paradigm is all-pervading entering the management and healthcare
arena. VUCA resembles a rather aseptic state of environmental turbulence as
reflected by volatility, uncertainty, complexity, and ambiguity (Bennett & Lemoine,
2014). The following discussion extends the VUCA logic to 4 VUCAR constel-
lations to come up with a holistic framework for service design in healthcare.

2.2.1 Toward a Holistic VUCAR Framework for Service Design
Service design in healthcare should be confronted with VUCA constellations that

are held responsible for volatile, uncertain, complex, and ambiguous states of
management and leadership. This paper will be differentiated between external
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VUCA challenges and internal coping strategies since service design in healthcare
must be braced for an era of the 4-D (discontinuity, disorder, disruption, and
destruction). External VUCA challenges call for internal VUCA responses such as
vision, understanding, clarity, and agility. Here, VUCAR will replace conventional
VUCA, because 2 “Rs” should be added. On the internal side, “radical” should be
added, while on the external side, “resilience” is a precondition for business model
stamina and robustness. In a nutshell, the logic of VUCAR-1 and VUCAR-2 is
introduced when it comes to service design. VUCAR-1 stands for the exogenous
4-D calling for a hyperdynamic view on service design. VUCAR-2 represents the
antagonistic counterpart of a healthcare service organization to reduce vulnerability
to the 4-D implications. Additionally, VUCAR-3 erupts into a political issue
reflecting the crucial aspects of the non-market system. Violence, unethicality,
crime, aggressiveness, and recklessness as well as their moral counterparts in the
shape of altruistic behavior must be incorporated into service design. Finally,
VUCAR-4 epitomizes the digitalization imperative in healthcare. Volume, usabil-
ity, computation, ambient IT, and reframing are reflection points of digitalized
service design. So, how to define and design a VUCAR-1234 framework for
healthcare service design?

2.2.2 VUCAR-1—Volatility, Uncertainty, Complexity,
Ambiguity, Radicality

VUCAR-1 represents the prevalent textbook situation of service design strategy in
healthcare. Service models in healthcare witness a high degree of volatility because
of digital disruption (Mk, 2017). The best examples are telemedicine, artificial
intelligence, or big data applications as well as of globalization of healthcare
because of professional service outsourcing to India ICT giants entering digital
healthcare markets. It is endemically difficult to arrive at safe bets in healthcare
because of huge uncertainties. Service model design in healthcare must embrace
uncertainty as well as complexities due to increasing specialization, compartmen-
talization, and inter-disciplinarily topics. The flurry of information in healthcare
causes a high degree of ambiguity as big data issues vividly demonstrate. It is safe
to say that healthcare is challenged by radical and path-breaking innovations such
as precision medicine, robotics, telemedicine, and the like. ICT giants as well as
start-ups aim at destroying prevalent healthcare orders instead of preserving them.
Amazon, Facebook, Apple, or IBM have one strategic intent in common: They
employ radical service design as means of destruction to progress with
path-breaking healthcare solutions—transcending legacy models of service design.
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2.2.3 VUCAR-2—Vision, Understanding, Clarity, Agility,
Resilience

Healthcare service design requires visions, common understanding, clarity, agility,
and resilience to be braced for aforementioned VUCAR-1 constellations. Adopting
a competence-based perspective VUCAR-2 resembles a set of competences that
must be accumulated to respond to the external VUCAR-1 setting in a professional
fashion. The performance and quality of service designs are a function of compe-
tence and asset endowment. Vision stands for the strategic intent of a service
design, while the dimension of understanding incorporates the corps d’esprit of
involved persons. Clarity ensures determination, commitment, and resource focus
in unequivocal manner. Agility is the outcome dynamic capabilities that are
employed as means to foster environmental responsiveness. Modular service
designs, in-built flexibilities and compatible interfaces, and open innovation may
contribute agile service strategies. Resilience reflects a state of immunization and
robustness when it comes to disruptive shocks to be buffered by anti-fragile service
designs. Service design can be agile, but fragile opening the debate on anti-fragility
as the desired state of service design in healthcare. For safety and security issues,
the latter should never collapse and must withstand to be endangered by the 4-D
(discontinuity, disorder, disruption, destruction).

2.2.4 VUCAR-3—Violence, Unethicality, Crime,
Aggressiveness, and Recklessness

VUCAR-3 stands for the political dimension of service design, reflecting the
behavioral view of healthcare services. Malpractices and unfair dealmaking often
accompany the process of service design development. Violent and vicious
behavior cannot be tolerated but is omnipresent as can be seen in terms of unethical,
criminal, aggressive, and reckless non-market strategies aiming to achieve unfair
advantages. Aggressive digital giants as well as digital start-ups may employ
non-compliant behavior push aside entrenched healthcare incumbents. Thus, the
VUCAR-3 setting also corresponds with altruistic and benevolent non-market
behavior. The VUCAR-3 setting resonates with Donald Trump world of deal-
making that is also valid for many service designs in healthcare. The war for
vaccines is driven by the notion that power play and devious behavior should be
employed as means to push economic interests. It should be differentiated between
the process and outcome dimension of service design. How to implement service
designs in VUCAR-3 settings and what are the outcomes and intentions of service
designs. The latter may oscillate between aggressiveness and altruism.
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2.2.,5 VUCAR-4—Volume, Usability, Computation,
Ambient IT, Reframing

VUCAR-4 epitomizes the digitalization imperative in healthcare having a strong
bearing on service designs. Service designs excel in high data volumes and
user-driven designs. Computation emerges as a hardware and software issue of
service design architectures. Service designs should be ambient in so far as they
must not reflect the perspective of nerds but of users as reflected by patients,
doctors, nurses, etc. All too often entrenched service designs all too often show
classic signs of legacy systems that should be reframed for the purpose of gaining
and sustaining competitiveness. VUCA-4 settings jumped into prominence because
digitalization is deemed the driving force of service design in healthcare.

To turn full circle, a VUCAR-1234 framework that co-aligns the stand-alone
VUCAR models is sketched out (Fig. 2.1).

The VUCAR-1234 framework fulfills can be regarded as role model for service
design in healthcare because extends the dominant VUCA logic to meet the con-
temporary requirements in business model design when being confronted with
states 4-D turbulence such as discontinuity, disorder, disruption, and destruction.
Path-breaking service design innovators in healthcare such as health-techs or
med-techs go in line with platform economics that underlie the most flourishing
business models of the world as epitomized by Amazon. Digital healthcare plat-
forms—irrespective of regulative constraints—inaugurate a new era of scalable
service designs in healthcare taking full advantage of artificial intelligence, big data,

= Volatilitity: High amplitudes = Vision: Strategic intent

= Uncertainty: Difficult prediction Discontinuity = Understanding: Commited goals

= Complexity: Multiple issues/ items = Clarity: Unequivocal direction setting
= Ambiguity: Hard to interprete = Agility: Dynamic capabilities

= Radicality: High impacts * Resilience: Stress tolerance

VUCAR-1234-framework
Distruction . o e Discorder
service design in

healthcare

EN T El vicard

= Violence: Breaking the rules * Volume: Big data designs

= Unthicality: llletimate actions Disruption = Usage: User-driven designs

= Crime: Law breaking habits = Computation: Hardware & software
= Aggressivenesss: First-strike mindset * Ambient IT: Convenient designs

= Ruthlessness: Be selfish = Reframing: New service designs

Service model design and development

Fig. 2.1 VUCAR-1234 framework. Source Author’s own illustration (2021)
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machine learning, and associated issues of advanced digitalization. We should like
to coin the term of advanced digitalization as opposed to legacy digitalization,
resembling “old school” applications such as waterfall software and service
designs. User-driven service designs are often platform-based, support ease of
access, and foster user migration to achieve a huge installed base for the purpose of
capitalizing on critical mass efficiencies. Healthcare platforms endorse knowledge
sharing and co-value creation by means of complementary assets as well as tipping
point management. This is one of the reasons why many IT and Internet giants are
fully committed platform races in healthcare. Thus, we assume that individualized,
localized, and personalized healthcare data correspond with TTTPPP approach
standing for tracing, tracking, tapping, profiling, prediction, and profit (Knape et al.,
2020). While this approach formerly served commercial ambitions, it can also be
applied non-commercial value creation in healthcare, when profits are replaced by
non-financial value categories such patient benefit, medical outcome, or smarter
treatments.

2.3 Service Design Under Hybrid Market Conditions

Hybrid service design corresponds with hybrid strategies oscillating between
market and non-market conditions. For this reason, we developed an illustrating
strategy matrix to shed light on hybrid service designs. Figure 2.2 underpins the
logic of hybridization in healthcare.

Market focus

DT T

= Corporate commercial strategies (CCS) = Make both ends meet

= Marketing-mix = Co-align CPA and CCA

= Competitive advantage = Benefit from synergies

= Be cheaper, better, faster, smarter * Be ambassador and manager
= Be disruptive and innovation-driven = Money, moral, medicine

Missing strategy “ Non-market strategies

Corporate political activities (CPA)
Political-mix/ political powerplay
Corporate social responsibility
Stakeholder strategies

Capitalize on regulation via CPAs

= Zone of disadvantage
= Zone of value destruction
= Zone of non-commitment

Non-market focus

Fig. 2.2 Hybrid strategies. Source Author’s own illustration (2021)
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Although the model is rather plain and simple, it contributes to a clear-cut
understanding of hybrid strategies that are outcomes of managerial voluntarism and
actively crafted. The model arrives at four main categories having a strong bearing
on service design strategy.

2.3.1 Service Designs Without Strategies

Missing strategy: Service design in healthcare sometimes misses on strategy if
business models are developed and implemented without an underlying strategy.
Adopting a conventional management stance service model design and strategy
design should go hand in hand for the purpose of strategic fit. Conventional wisdom
evidences that strategy design should be a precondition for service model design.
This cascading strategy process is valid for stable environmental settings, but not
necessarily for VUCAR-1234 settings resembling states of discontinuity, disorder,
disruption, and destruction. But, how to define and design a service design strategy
if environmental surroundings a so opaque and erratic that linear strategies are
doomed to fail. For this reason, some firms employ a muddling-through approach to
stay flexible and adaptive. But, muddling-through service designs compromise on
analytic acumen and strategic foresight because they neither incorporate market and
non-market issues in a pre-defined manner. They happen accidently without
managerial commitment. Service designs without strategies sometimes make sense;
strategy is regarded as a process of “guided evolution” in face of endemically
unstable futures resisting conventional strategic planning. By and large missing
strategies often lead to disadvantages, value destruction, and non-commitment due
to a rather passive service design approach.

2.3.2 Market-Driven Service Designs

Market strategies: Market-driven service designs reflect conventional management
wisdom aiming at commercial advantages and superior competitive value positions.
Market-driven service designs compete on economic key success factors such as
cost, quality, time, smartness, innovation. Market-driven service designs incorpo-
rate the viewpoint of classic strategic management assuming free markets and
unregulated competition in a rather neo-classic sense. Service design strategy is
dominated by the analytic tool-set of consulting, providing management with
aseptic theories and techniques for an ensuing cascade of waterfall planning. But,
we must beware of the fact that aseptic market strategies neglect crucial non-market
issues that accompany service model design. Nevertheless, market-driven service
design can be very helpful due to the employment of analytic acumen.
Market-driven service designs hinge on top-down and bottom-up planning and
should follow the logic of a balanced strategy when striking a compromise between
user and technology priorities. In a nutshell, top-down-/bottom-up planning of
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market-driven service design should be complemented by an inside-out as well as
an outside-in approach to go for a balanced market strategy also incorporating a
competence-based train of thought.

2.3.3 Non-Market-Driven Service Designs

Non-market strategies: Many healthcare segments face a high degree of regulation
devaluating market strategies, because the classic marketing mix stands to fail.
Corporate political activities as well as corporate social responsibility issues call for
a political impact management, including a full range of activities extending a
septic market logic (Mellahi et al., 2016). Non-market-driven designs not only
include corporate political activities but also include a portfolio of stakeholder
strategies to interfere with relevant institutions in a direct or indirect manner.
Non-market-driven service designs ground the premise that economic success is a
function of accompanying political activities that must be actively planned for. We
should acknowledge the septic nature of non-market settings ranging for reckless
selfishness and dealmaking to truly altruistic behavior. Opposite market strategies
strategic management did little research on septic strategies and service designs
unfolding their usefulness in impacted settings of opportunism, bounded rationality,
and hidden agenda setting. Non-market strategies capitalize on diplomacy, bar-
gaining, and ambassadorship rather than economic agenda setting. Thus, we should
like to come up with the idea of non-market capabilities complementing market
capabilities being the main targets of resource-based theory (Voinea & Emaus,
2017).

2.3.4 Hybrid Service Designs

Hybrid strategies: This category does not represent “chaotic” mesh-up strategies,
but stands for holistic service designs that are crafted on purpose from the onset.
Although strategic realities are often emergent in nature, but for didactic reasons,
define hybrid service designs as outcomes of entrepreneurial voluntarism. Corpo-
rate political activities and corporate commercial activities are co-aligned in a truly
professional manner to benefit from synergies and supra-additivity. Money, moral,
and management not only go for a mesh-up mix, but resemble a system of inter-
twined market and non-market capabilities. Hybrid capabilities are the underlying
assets of ensuing service designs and service strategies in healthcare. Hybrid service
designs call for a specific leadership style “making both ends meet” under septic
and aseptic conditions. Being a service design ambassador as well as service design
manager is paramount to success in healthcare settings that are anything but linear,
aseptic, and predictable.

It goes without saying that the model is coarse and cryptic but serves an analytic
framework for service design in healthcare alongside four categories.
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2.4 Concluding Remarks: From Proposal 2 Profit

Service design innovation in healthcare is a rather non-linear and recursive process
of unleashing creativity, competence deployment, capital mobilization, customer
focus, competitive positioning, and capitalization. For didactic reasons, we con-
densed the service design logic in a sequential way—commencing with service
design proposals that finally materialize in profits or equivalent outcomes such as
patient benefit. It is worth mentioning that the eight steps resemble a process value
transformation since embryonic service design proposals must be translated into
concrete value dimensions, such as profits, patient benefit, or return on healthcare.
The model at hand is anything but a conclusive paradigm and cannot command
rigor theoretic evidence. Nevertheless, it serves as a heuristic framework for value
transformation in healthcare. Service designs can be regarded as a means to the end
of value capture that can be commercial or non-commercial, if you think of
non-profit organizations in healthcare. The model incorporates the idea of
non-market strategy/management accompanying each stage of the model. To make
things even more complex, we should like to pay special heed to digital data and
knowledge flows arising from each of the eight steps. These data flows can be of
commercial and political nature generating a conclusive picture of service design
leadership in healthcare. Corporate digital activities are the third force of service
design strategy.

We prefer service design leadership or entrepreneurship to management for the
purpose of stressing the septic nature hybrid healthcare strategies incorporating
corporate political activities, corporate commercial activities, and corporate digital
activities (Fig. 2.3).
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= Idea Framing
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= idea Intelligence
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= ldea Evaluation

® Idea Value Proposition
= dea Sealability

= Idea Transfer

= Intellectual Property Mgmt.
®  Licence Strategy

* |dea Protection

*  Open vs. Closed Innovation
= Technology Regime
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*  Minimum Viable Service
®  Minimum Viable Design
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Hybrid Markets
| N M. : Corporate Political Activities (CPA) >
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[ Corp Digital Strategies (CDA) b

Fig. 2.3 From proposal 2 profit. Source Author’s own illustration (2021)
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The p2p model is a service design blueprint meeting the demands of a mas-
terplan for innovation management and business modeling in healthcare. The
framework is conceptual in nature still in its infancy. Right now, it is case
study-induced deserving rigor empirical evidence paving the way for promising
empirical research that should be done on this issue in the future.

We should like to conclude with ten tenets concerning the future of service
design in healthcare.

Tenet 1—Preponderance of digitalization: The digitalization of service designs in
healthcare is an all-pervading issue commanding out attention to avoid competence
devaluation by means of radical innovations obliterating legacy regimes patient
care.

Tenet 2—Preponderance of hybrid strategies: Commercial activities, political
activities, and digital activities for a hybrid triangle of value creation in healthcare.
According to the p2p framework, value creation not only incorporates financial
value creation but also value creation for patients, employees, and society.

Tenet 3—Preponderance of user-driven service design: Opposite legacy models and
waterfall planning agile service design architectures hinge on user-driven
bottom-up designs resembling the logic of gross-root and open innovation.

Tenet 4—Preponderance healthcare ambassadorship: While many managers
assume a rather aseptic stance when resorting to the toolbox of strategic manage-
ment, healthcare ambassadors take full advantage of the vivid option of non-market
systems, when co-aligning them with market strategies.

Tenet 5—Preponderance disruptive healthcare designs: The 4-D standing for dis-
continuity, disorder, disruption, and destruction may pave the way for business
development and blue ocean strategies because of path dependencies and legacies
of age that have to be shunted aside. Disparaging the old while creating the new
reflects the motto of many start-ups.

Tenet 6—Preponderance of digital giants: Sooner or later, the digital giants will
enter the market arena of healthcare and command huge stakes in digital service
design. One the one hand, they have full access to deep pockets to launch
brownfield investments by means of acquisitions, while they could also engineer a
flurry of greenfield project to get a close grip on digital service designs.

Tenet 7—Preponderance of patient-centered service designs: Patient-centeredness
is anything but a buzzword, but the new market reality as patients emerge as
healthcare customers with concrete benefits and value expectations they are willing
to pay for.

Tenet 8—Preponderance networked healthcare solutions: Platform economics
foreshadow an era of networking, sharing, and co-value creation to take full
advantage of complementary assets and competence pooling. The fastest growing
business models of the world are entirely platform-driven inaugurating a new era of
networked and digital value creation.
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Tenet 9—Preponderance of blue ocean strategies and business development: Why
always sticking to the knitting when the knitting is increasingly devaluated and
dismantled through disruptive service designs? So, please adopt a refurbished
stance toward innovation and business development to compete for the future!

Tenet 10—Preponderance of value-based healthcare: Value in healthcare is not
only a matter of financial value creation, but of multi-dimensional value categories,
such as patient value, customer value, employee value of society value. So, how to
strike the right and fair balance between these value categories that can be opti-
mized to a certain amount.
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Toward a Conceptual Framework
of Hybrid Strategies in Healthcare:
Co-Alignment of Market

and Non-Market Activities
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Abstract

The healthcare industry is anything but a free-market forces system due to a high
degree of regulation and governmental interference. Healthcare organizations are
unable to take full advantage of free-wheeling market strategies, while resisting
implementation under rigorous regulatory conditions. For this reason, so called
non-market strategies are necessary to gain and sustain corporate advantages. All
too often, market strategies (ms) and non-market strategies (nms) are seen as
juxtaposing postures, lacking co-alignment. In practice, however, many
corporations employ hybrid strategies that are driven by corporate commercial
activities and corporate political activities in an integrated fashion. In addition to
complementing each other, these adhere to the reasoning of hybrid actions,
resulting from hybrid strategies. This paper is a rather conceptual contribution to
healthcare management, aiming at developing a holistic framework for hybrid
strategies. We describe a complex of management concepts corresponding with
hybrid market constellations and hybrid capabilities.
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3.1 In Search of a Holistic View on Healthcare

The inherent idiosyncrasies of the healthcare sector require dedicated holistic
approaches. The following six frameworks offer substantial values to the healthcare
sector and help to gain a deep insight into an industry that displays classic signs of
market and non-market systems (Doh et al., 2012; Rasche, 2020). Firstly, the
rationalization, rationing and prioritization paradigm, RRP will be described.
Secondly, the RRP logic will be complemented by the EID formula resembling
entrepreneurship, innovation, and digitalization in healthcare (Rasche et al., 2020).
Thirdly, the 5-D concept services as an approach for ensuring decision-makers’
awareness of the states of discontinuity, disorder, disruption, destruction, and
development needs. Fourthly, 3-M, which represents the co-alignment of man-
agement, medicine, and moral, will be discussed. This is particularly important,
since shareholder value and stakeholder value must go hand in hand. Following
this, the successful service design in healthcare depends on the dynamic positioning
when being cheaper, better, different, faster, or smarter. Finally, attention will be
given to the AMLE approach, namely: the administration, management, leadership,
and entrepreneurship, which are anything but closed categories. Moreover, they can
be combined and may complement each other. This paper is conceptual one
deserving empirical evidence on the one hand. But on the other hand, a holistic
view of healthcare and service design (innovation) calls for a conceptual ground-
work turn full circle in the healthcare sector that resembles a mosaic of pieces,
patterns, principles, and paradigms deserving holistic integration with respect to
market and non-market decisions (Baron, 1995; Mellahi et al., 2016). The paper
develops the idea of hybrid strategies and represents far more than the gray zones
between market strategies and non-market strategies (Rasche, 2020; Rasche et al.,
2019). Moreover, hybrid strategies display the features of a strategy category of its
own because the professional co-alignment of non-market and market elements of
corporate strategies may contribute to the supra-additivity of value creation. For this
reason, healthcare providers should harness the power of political impact man-
agement (Hillman et al., 2004).

3.2 5-D Framework as Starting Point for Healthcare
Analysis

The healthcare industry faces increasing levels of risk, uncertainty, and complex-
ities as reflected by the VUCA logic, which stands for volatility, uncertainty,
complexity, and ambiguity (Bennett & Lemoine, 2014; Mk, 2017; Knape et al.,
2020). From the viewpoint of business disruption, it is safe to say that the only
constant is change. Predominantly, the changes are driven by entrepreneurship,
innovation, and digitalization (EID). EID strategies are employed by many
med-tech and health-tech firms as path-breaking means to side-attack incumbent
players. It is worth noting that EID strategies incorporate many non-market aspects
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due to market regulation and political interference. Unlike EID strategies,
rationalization, rationing, and prioritization (RRP) resembles the old school of
healthcare management, when focusing on system optimization under stable and
often regulated market conditions. RRP strategies and non-market strategies often
go hand in hand because legislators put rationalization, rationing, and prioritization
on the agenda of healthcare management. EID strategies as well as RRP strategies
will be discussed after having discussed the 5-D framework with respect to market
and non-market issues.

3.2.1 Managing the 5-D: Change Readiness as a Core
Competence

The 5-D framework displays the cascading features of business transformation.
Beginning with the states of discontinuity and disorder, which may culminate in
disruption and destruction. To some extent, business developments depend on
path-breaking trigger points to replace the old for the new. Business transformation
in healthcare is not only a matter of sober market strategies but of clear-cut
non-market leadership. In contrast to management leadership insinuates a state of
political mindfulness and strategic ambassadorship (see also Rasche, 2020, Rasche,
Schultz & Brehmer, 2021a, b).

Discontinuity: Moderate changes can be often anticipated such that healthcare pro-
viders are braced for transformation processes. They occur in a rather non-disruptive
fashion, involving no path-breaking shocks. Moreover, slight discontinuities may
contribute to path progression, owing to improvements to entrenched routines and best
practices. If the discontinuities do not comply with the established order, the new
normal is established incrementally by means of path shifting.

Disorder: Faced with a rising state of order, management must be prepared to some
extent, for the unthinkable, as new norms may either result in rapid path progression
or result in path-breaking incidents, challenging the agility, anti-fragility, and
resilience of entrenched systems. States of disorder are challenging, but may not
necessarily result in a complete destruction of the old order. Nevertheless, dynamic
capabilities are required to prevent system collapse. For example, telemedicine
endangers the classic patient-to-doc relations, just as digital healthcare platforms
endorse multi-channel, multi-stakeholder, and many-to-many communication pro-
cesses. These examples raise the question of whether conventional doc-to-patient
formats will outlive their usefulness in the face of the current global pandemic?

Disruption: Disruptive forces are mostly path-breaking, which devaluate the cur-
rent best practices, core competencies and entrenched wisdoms, abruptly. Opposite
to disorder (described above), core elements of established systems are dismantled
or replaced by the new normal. Nevertheless, the strategic architecture of a system
can be preserved although its core elements run the risk of anhelation. For instance,
neither Al-supported health-bots, autonomous systems, nor path-breaking precision
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medicine, which despite all being disruptive, are destructive. This is owing to the
essential principles of the healthcare system being sustained. Namely, healing and
helping and healing patients to recover in a professional pre-defined manner.

Destruction: The state of turmoil resembles far more than “paradigm lifting and
shifting,” because the new order is at odds with the old. This is represented by a
portfolio of path-dependent systems, process, designs, technologies, and best
practices. The new mantra of platform economics may lead to rapid business model
and service design destruction with respect to the technology tycoons such as
Facebook, Amazon, Google, Apple, or SAP. These game changers are defining and
designing healthcare in a digital and disruptive manner. Patients, diseases, and
diagnoses reflect big data applications, on which artificial intelligence, deep
learning, autonomous expert solutions, and precision medicine incorporate their
seeds of destruction. The convergence of medicine, management, digitalization, and
genetic analytics of the new norm contribute to the destruction of the old norm. The
demise of the traditional retail sector foreshadows an era of connected healthcare
going far beyond electronic data interchange and system-based knowledge sharing.

Development: An economic, medical, technological, and societal progress often
hinges on path-breaking developments to establish its new norm. The aforemen-
tioned 4-D’s may be regarded as harmful, pain-points, and triggers to leave comfort
zones for the sake of entrepreneurship, innovation, and digitalization. In contrast to
EID strategies, rationalization, rationing, and prioritization (RRP) resemble the old
normal of efficiency seeking, resource budgeting, and operative excellence, while
not challenging the gestalt and governance of healthcare. The pandemic may usher
in an era of digital development in healthcare because the power of data is a source
of true value creation with respect to handling the crisis efficiently and effectively.

In a nutshell, the 5-D framework calls for change readiness, in order to fully
benefit from the new norm and its underlying digitalization imperatives. Change
readiness derives from the VUCA concepts (volatility, uncertainty, complexity,
ambiguity) requiring healthcare providers to accumulate corresponding capabilities
such as vision engineering, understanding, clarity, and agility. The 5-D framework
is strongly influenced by non-market forces because ever-changing legislation,
regulation, and stakeholder interference have a strong bearing on service design in
healthcare. For this reason, corporate political activities and corporate commercial
activities must go hand in hand. Figure 3.1 is a visual aid, resembling the 5-D
hockey stick logic, starting with the 4-D that culminates in the destruction of the
“old normal.” Non-market strategies may accompany and support this process of
institutional change in healthcare and thus should be explicitly included in a hybrid
leadership and management framework. In face of VUCA conditions and digital-
ization imperatives, healthcare providers must master the present and preempt the
future in a balanced manner. Fortunately, most of the changes can be anticipated by
means of strategic forecasting, weak signal analysis, or future studies, so that
healthcare providers can anticipate the future to some extent. But, they should also
be braced for “environmental tsunamis,” happening in an ad hoc, radical, and
non-predictable fashion. Agility, responsiveness, resilience, and anti-fragility are
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Fig. 3.1 5-D framework—managing the transition to the new normal in healthcare. Source
Author’s own illustration (2021)

not only management buzzwords. They denote an era of disturbance in healthcare
causing high amplitudes and frequencies of change. The following ideas and
concepts challenge entrenched wisdoms to pave the way for the proclaimed tran-
sition from the old to the new normal (Rasche, Schultz & Brehmer, 2021a).

3.2.2 From RRP 2 EID: Competing for the Future
in Healthcare

The so called RRP framework is very prevalent in the healthcare sector, standing
for a philosophy of relentless resource management and efficiency seeking.
Rationalization, rationing, and prioritization reflect a resource-based constraint
logic, which culminates in triage decisions when critical healthcare resources are in
short supply, while the demand side is shooting up. According to Larry Bossidy, the
former Allied Signal CEO, companies cannot shrink to greatness, but the record of
past legislations, stipulations, and regulations focused on cost dampening, resource
curtailing, and budget constraints rather than entrepreneurship, innovation, and
digitalization. But, things begin to change, since progressive politicians call for an
era of connected healthcare and full-swing digitalization. It is our aim not only to
coalesce the conservative RRP framework with the progressive EID framework, but
also to reflect the discussion against non-market constellations intruding on
healthcare.
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3.2.2.1 Hybrid Strategies and the RRP logic

The RRP logic can be also applied to hybrid economic systems oscillating between
market and non-market regimes. Here, we discuss rationalization, rationing, and
prioritization from the viewpoint of corporate political and corporate commercial
activities, because they represent different sides of the same coin (Rasche, Brehmer
& Schultz, 2021b).

Rationalization: Connected healthcare, digital platforms, and integrated workflows
contribute to better resource utilization and value creation. The core aim of
rationalization goes beyond limiting resource supply, because management is eager
to mobilize stocks for the sake of better, faster, and smarter outcomes. Seamless
workflows, bridged interfaces, and connected professionals are paramount to
rationalization, because internal and external transaction costs hamper
patient-centered resource allocations. Resource mis-management refers to hard-
ware, software, brainware, and peopleware that should have been handled sys-
tematically to take full advantage of time, quality, and cost advantages. Adopting a
non-market perspective, legislators calls for rationalization in healthcare for the
sake of better, faster, and leaner asset utilization. For this reason, the industrial flow
principle and the cornerstones of mass manufacturing are transferred to hospital
management. Toyota production principles of lean management, platform designs,
Kanban or global supply chain management have been adopted by the healthcare
sector in order to transform hospitals into high-tech assembly line institutions. In a
similar vein, clinics can be regarded as inter-connected, inter-professional, and
inter-disciplinary high-serve expert organizations, benefitting not only from the
digitalization imperative, but from the paradigm networked production architectures
as displayed by hub-and-spoke systems, which extend enterprise and virtual remote
solutions. Due to the masterpiece of full-swing, digitalization rationalization efforts
can be so far reaching that manpower is replaced by machine power resulting in
labor force problems. For instance, healthcare experts running the danger of falling
prey to rationalization endeavors such as artificial intelligence, deep learning, or
sophisticated big data applications. On the one hand, legislators pushed for a
rationalization by means of digitalization, evolving as the new mantra in healthcare,
while on the other hand, critical stakeholders oppose a fully industrialized health-
care system. On the face of job losses, an unhuman bot- and app-based labor
conditions. The dawning era of platform economics implies that the next step of
digitalization in healthcare due to efficient many-to-many omni-channel commu-
nication taking place among multiple agents sharing data, information, and com-
petence (Major., 2019, Rasche, 2020). Left-wing politics came up with the idea of
raising rationalization taxes to compensate for the manpower replaced by the
advancing of Al production systems. These correspond with high degrees of
automation, standardization and economies of scale, and a scope for digitalized
platform designs. The question at hand: defining the prospective role of manpower
in healthcare systems. As such, the 5.0 product system brings into question, the role
of manpower within the healthcare system. Rationalization is not only about
cheaper, leaner, and meaner! It is also about a better, faster, and smarter asset
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utilization and disposition. This is demonstrated by inter-connected healthcare. But,
we should bear in mind that radical rationalization regimes in healthcare call for a
political agenda to be implemented from the viewpoint of the providers. Since
legacy systems, path dependencies and entrenched wisdoms of operation are
all-pervading in the healthcare sector, non-market strategies should complement
and bolster technology strategies and innovation policy because of expected
multi-stakeholder resistance watching out for reasons and arguments to fight the
new digital normal.

Rationing: When resources scarcely satisfy inflating market demands, service gaps
are sure to ensue. Triage decisions incorporate the logic of rationalization because
critical healthcare resources are allocated to pre-defined principles and standards to
achieve the highest possible value in healthcare. For ethical and/or strategic reasons,
resource allocation does not follow a market system order, but is the outcome of
non-market decisions reflecting a political rather than an economic doctrine. Since
market regimes may cause unethical and medically as well as politically unfavor-
able outcomes, legislators and health authorities administer resource allocation
strategies, when shunting aside free-wheeling market forces. Administrations,
authorities, and provisions epitomizing non-market regimes are deemed more
useful than market outcomes contributing to social injustice and societal upheaval
if, for example, access to corona vaccines was to become subjected to market
forces. Non-market decisions lie at the heart of rationing, thus resembling an
authority-induced process of resource allocation for medical reasons, differing from
a pure commercial market logic.

Prioritization: Bearing the ABC analysis in mind, healthcare providers often
cannot afford to focus on orphan phenomenon, but have to take full advantage of
the “big points” when accentuating blockbuster therapies, medications, or tech-
nologies. Resource leverage, asset mobilization, and value in healthcare hinge on
clear-cut asset utilization to avoid waste of scarce resources with respect to orphan
arenas of healthcare being discriminated de-prioritized. On the one hand, prioriti-
zation is necessary for every healthcare system to keep right on track, since scarce
resource must unfold their medical and economic values. No hospital, no healthcare
regime, no medical provider can afford to spend its energy on fruitless efforts,
low-value operations, or high-care and resource-absorbing patients, in direct
competition with high-value alternatives. Adopting an ethical standpoint, the issue
at dispute is the definition of value in healthcare, as healing, life preservation, and
patient-centeredness often defy an economic discounted cashflow interpretation.
Nevertheless, value calculations such quality-adjusted life years foreshadow the
direction toward an economized healthcare that cannot ignore prioritization deci-
sions. Scarce resources are always competing against high-value alternatives.
Placing the bets on low-value options displaces a set of high-value alternatives that
should not be neglected for economic, medical, and ethical reasons. Prioritization
display classic features of market segmentation, making marketers focusing on
target groups while discriminating non-targets at the same time. Non-targets in a
healthcare sense are low-value bets with respect to resource consumptions,
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expected outcomes or the resource/outcome ratio. Non-market decisions may lead
to prioritization, because of healthcare roadmaps representing the enforced will of
the political authorities. Politicians put healthcare issues on the agenda by means of
legislation while not always calculating for the market and technology conse-
quences (Hadani, Doh & Schneider, 2019). Currently, electric mobility and con-
nected traffic systems are sacrosanct, reflecting top-priorities being immune to any
criticism (Kohler, Schultz & Rasche, 2020). Likewise, inter-connected healthcare,
precision medicine, and digitalization are tech-driven top-priorities, while the
nurses shall be given a stronger say to stress their substantial importance for
healthcare systems.

To summarize, the RRP logic represents the old norm in healthcare, namely: a
system of efficient and effective resource management. Resource leadership goes far
beyond professional budgeting and resource controlling to be braced for prospec-
tive challenges. On the one hand, mastering the present by means of RRP is
important, on the other hand, preparing for the future through entrepreneurship,
innovation, and digitalization is a sign for the prevalence of the VUCA principles
within the healthcare sector.

3.2.2.2 Hybrid Strategies and the EID Logic

RRP and EID complement each other and should co-align to master the present and
preempt the future. Entrepreneurship, innovation, and digitalization increasingly
enter healthcare arenas when it comes platform-based healthcare architectures, on
which, to establish a flurry of health-tech and med-tech businesses. Technology
tycoons such as Amazon, Google, Facebook, Apple, or SAP are eager to establish a
new EID norm in healthcare, transcending, either enhancing the EID logic or
complementing it by means of entrepreneurship, innovation, and digitalization.

Entrepreneurship: How to bring the Silicon Valley culture into healthcare to
trigger innovation end boost entrepreneurial zest? This is a question to be answered
by the technology tycoons when investing in med-tech and health-tech ventures, or
taking a full advantage of artificial intelligence, deep learning, and advanced big
data applications. Instead of accepting the rules of the old norm, they set the rules
for the new. On the one hand, healthcare entrepreneurship aims to optimize the old
RRP norm. On the other hand, it is about pushing the envelope toward a “new
norm.” The new norm represents an era of connected, platform-based, and
data-sharing world of value generation by means of precision decision-making
(PDM). PDM s driven by the notion of data currencies, because data access, data
transformation, and data capitalization reflect VUCA core competencies, on which
to launch new healthcare business models. To some extent, they may be adjuvant,
supportive, and complementary. On the other hand, they may be disturbing, dis-
ruptive, or destructive. Entrepreneurship in healthcare benefits from hybrid strate-
gies because regulation, legislation, and societal constraints are entrance barriers for
entrepreneurs having to adopt a political ambassador logic to push their vested
interests.
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Innovation: New products, services, process, technologies, and problem solutions
can be both path dependent, as well as path breaking when establishing a new norm
incrementally or radically. All too often, innovations are reduced to product, service
of therapies, while neglecting the power of business model innovations within
healthcare sector. This is demonstrated by platform solutions and new regimes of
integrated healthcare solutions that are akin to architectural innovations, such as
telemedicine. The latter is far more than a technology set, because it amounts to an
advanced ecosystem of heterogenous agents, eager to benefit from platform-based
supra-additivities. Innovations may refer to the old as well to the new norm,
because they can deepen and improve entrenched paths of best practices and
dynamic routines as exemplified by RRP. Path-breaking innovations go beyond this
train of thought because they disrupt, destroy, and displace common wisdoms and
regimes of balance. Due to their aggressive and ruthless intent, they will have to go
many extra miles owing to stakeholder resistance and non-market strategies
employed by incumbents to defend their turf (Rasche, 2020).

Digitalization: The “new” norm in the seventies was electronics, while the con-
temporary new norm is digitalization in the face of the telecommunications,
information, media, and entertainment (TIME). Even healthcare solutions can be
entertaining, with respect to gamification options that foster preventive activities
and therapy compliance. Lifestyles emerge as health styles with respect to the
quantified self-movement and shared fitness data. Digitalization in healthcare
resembles a full range of cross-over options, brought about by scalable, trans-
ferrable, and lightweight business solutions that can be applied to first, second, and
third healthcare market. The bedrock of digitalization can be seen in the TTTPPP
framework that capitalizes on data tracing, tracking, and tapping in a first step and
data profiling, prediction, and profit in the second. These benefit from the value of a
cascading process of data transformation. While digitalized and connected health-
care in China is no problem, data privacy and data protection issues hamper digi-
talization in healthcare. Digital solution providers in healthcare are challenged to
side-step toward hybrid strategies and a non-market management, to overcome the
obstacles resulting from data regulation.

To sum it up, the new norm of EID is driven by the notion of a paradigm shift
instead paradigm confirmation. EID strategies, though often induced by commercial
interests, such as IPOs, royalty revenues, or fast market and value capture, will lose
momentum and outlive their effectiveness without explicit employment of
non-market elements. EID strategies are more about leadership than management,
as establishing the new norm calls for a set of navigating capabilities.

3.2.2.3 Co-Alignment of RRP and EID

As previously mentioned, both the RRP and the EID logics call for an integrative
framework to master the present and preempt the future. Figure 3.1 proposes a
return on healthcare (RoH) focus, which can be achieved by means of nominator
and denominator managements. If healthcare providers wish to boost returns, they
should take full advantage of the EID logic and business development strategies. If



48 C. Rasche and N. Brehmer

they intend to increase investment efficiency, they are challenged to employ the
necessary RRP steps. Nominator as well as denominator managements may be
short-, mid-, or long-term focused, depending in the planning horizon. In many
instances, healthcare management are forced to resort to a balanced approach,
striking a balance between short- and long-term goals on the one hand, while on the
other hand, they must harmonize RRP with EID imperatives. Field experiences
suggest that many firms employ a hybrid of both strategies. Hybrid strategy con-
cepts also have to acknowledged that RRP-EID strategies are designed and
implemented under hybrid market constellations, incorporating the genes of market
and non-market systems (Hadani, Doh, Schneider, 2019). Figure 3.2 delineates in a
rather coarse manner, the options of increasing the return on healthcare (RoH) by
means of either EID or RRP strategies. Both strategies resort to market and
non-market activities. Furthermore, we propose alternative planning horizons and
degrees of hardness in accordance with either EID or RRP strategies.

Figure 3.3 continues with the logic of Fig. 3.2, when placing special emphasis on
dedicated RRP and EID topics. Nominator and denominator activities should be
planned together under the umbrella of market and non-market imperatives.
A multi-focal leadership in healthcare implies that the multiple vectors of
decision-making go for cockpit system of balanced management, as displayed by
balanced score cards, which are widely used within for profit and non-profit
contexts.

3.2.3 3-M framework Four Healthcare: Co-Alignment
of Medicine, management, and Moral

Service designs in the healthcare sector follow the logic of a leadership triangle,
which consists of medicine, management, and moral. All three elements underlie
political restrictions and societal influences exposing them to non-market forces.

Medicine: Medicine represents the core discipline of the healthcare sector, irre-
spective of other substantial disciplines such as nursing, clinic admission, or
patient-centered convenience services. Medical innovations call for hybrid strate-
gies, as they are driven by market and non-market elements that complement each
other.

Management: Healthcare and hospital management should not be reduced to
proper consulting tool-box employment. Moreover, it resembles political impact
strategies and a full array of non-market activities to position clinics and healthcare
institutions in complex stakeholder networks. Diplomatic bargaining,
ambassador-like shrewdness, and political power play are pillars of non-market
leadership to gain and sustain corporate advantages.

Moral: Fair-play, legitimacy, ethics are driving forces of healthcare service designs
reflecting the ingrained values that come to play when the zest for money making,
market segmentation, and target group orientation conflicts with philanthropic
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Fig. 3.3 Toward an integrative view on RRP and EID. Source Author’s own illustration (2021)

healing ambitions. Similarly, patients are not seen as customers but as needy
humans that should not be exposed to an economic logic, based on profit-making.
An ethical health economy is about waste reduction, better resource allocation, and
asset mobilization for the sake of better, faster, and safer outcomes to achieve an
excellent patient value at cost ratio.

Hybrid strategies and the 3-M: The triangle of medicine, management, and moral
in healthcare defines a clear-cut market logic because dabbling in politics is an
endemic issue for regulated markets. Even medicine, often deemed a natural sci-
ence, interferes with many political issues when it comes to the introduction of
disruptive innovations. Moral issues itself are non-market-driven because they
channel market strategies toward philanthropic and non-commercial aims. Health-
care management, although stemming from an economic bedrock, displays many
non-market features as displayed by multi-agent constellations of vested interests
and power play. For this reason, hybrid strategies should be employed as means to
take full advantage of the professional 3-M triangle handling.

3.2.4 Hybrid Strategies and the AMLE Framework

Service designs in healthcare should be discussed with respect to the implications of
the AMLE framework. AMLE stands for administration, management, leadership,
and entrepreneurship in healthcare. These four styles of running a healthcare
institution are not mutually exclusive, but go for a corporate navigation system. To
some extent, they follow a cascading order, reaching the management, leadership,
or entrepreneurship level often and depending on an administrative foundation. In
reality, many healthcare start-ups lack professional administration and management,
while emphasizing leadership orientation or entrepreneurship. While healthcare
incumbents run path dependence by means of administration and management, new
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entrants prefer leadership and entrepreneurship style, in order to break the entren-
ched paths and to adopt a first mover position as an innovator. This is exemplified
by the digital healthcare platform providers that have their origin in the ICT sector.

Administration: Bureaucracies are all-pervading in the healthcare sector often
lacking management, leadership, and entrepreneurship focus. Static routines, pro-
visions and thigh command, and order regimes may contribute to scale economies,
operational effectiveness and pre-defined rules of conduct. Under VUCA conditions,
the administration style alone is not enough to survive, as nobody is competing for
the future. Moreover, past best practices are translated into a future, that is, anything
but safe and easy to anticipate. Certainly, sure administration is of substantial value
in the face of lean principles and enforced digitalization, but often resembles an old
school style of top-down and inside-out coordination and communication. Highly
regulated and pre-defined market rules offer huge space for administration and little
space for management, leadership, and entrepreneurship since the latter cannot
unleash energy due to a system of constraints and straightjackets.

Management: Planning, decision-making, implementation, and controlling
embody a logic of short-, mid-, and long-term forecasting to help prepare for the
unthinkable. Management is closely related to a toolset of analytic frameworks,
consulting heuristics and MBA methodologies to arrive at better, faster, and smarter
decisions. This is evidenced by artificial intelligence, deep learning, and advanced
decision support systems. Business analytics, big data, and best practices are out-
comes of rather aseptic management philosophies, hailing numbers and systems,
while displacing the people. The introduction of balanced scorecards, dashboard
management systems, and medicine controlling epitomizes an era of
evidence-based management style akin to the natural sciences. On the one hand,
facts and figures sharpen managerial sensemaking, while on the other hand, they
cannot embody the soft and political issues healthcare organizations. Non-market or
political management acknowledges the aseptic features of decision-making. The
concept of balanced healthcare management stands for (1) top-down and
bottom-up-planning, (2) outside-in and inside-out planning, and (3) the dedicated
employment of market and non-market strategies.

Leadership: Running the ship is not enough in the face of stormy waters, which
challenges the upper echelons of the healthcare sector. Navigating is about people,
power, pride, perspectives, and prowess, reflecting the emotional state of an
organization. The most valuable companies in the world not only resort to
administration and management; they employ leadership style as a means to
change, push, and convince people. Leadership, more than management, is about
connecting people, not systems, data or interfaces. An excellent leadership in
healthcare excels in stretched goals, strategic intent, and committed people. Servant
leadership goes beyond transactional and transformational leaderships, as these
leaders create a setting for unleashing creativity, personal development, and
executives that are willing to serve their organization instead of dominating it. On
the other hand, leadership may also display the relentless features, when distressed
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hospitals and healthcare providers must be restructured to avoid bankruptcy.
Navigation always includes the employment of market and non-market strategies,
since leadership make deciders to adopt the role of diplomats, ambassadors, and
politicians instead of sober managers of admins.

Entrepreneurship: Emulating Silicon Valley implies the adoption of a start-up and
new venture philosophy not that much internalized by the incumbents. Porsche
consulting differentiates between (1) current traditional health incumbents, (2) cur-
rent traditional health challengers, and (3) new non-traditional insurgents. The first
group stands for administration and management, while the second group places
emphasis on management and leadership. The third group as represented by
tech-giants, cloud services providers and or med-robotics. These define themselves
as game changers or rule breakers, and they enter the healthcare markets by means
of disruptive service designs, business models, and problem solutions. To make
elephants dance, the incumbents must change their strategic DNA and evolve into
intrapreneurs, respectively entrepreneurs through a process of corporate venturing,
design thinking, or radical business development. Legacies of age, path depen-
dencies, and core rigidities may hamper this process of institutional transformation
that challenges the not-invented here mindsets. Healthcare entrepreneurs are very
often idea-driven and fascinated by innovations while paying little attention to the
legal , political, or societal constraints, which cause bounded rationality or a
dominant logic of doing business. Empirical evidence shows that successful
entrepreneurial activities are often accompanied by corporate political activities, to
push the envelope through non-market engagements.

Holistic AMLE framework for Healthcare: The AMLE framework is valid for all
organizations and thus can be applied to them in an adapted manner (see Fig. 3.4).
Approaching AMLE means balancing its four dimensions in a contingent way to
turn a full circle. Entrepreneurial start-ups often lack administrative and managerial
skills, while incumbents should invest on leadership and entrepreneurship issues.
Each of the four dimensions may incorporate market and non-market elements as
figure four depicts.

How Much
dministration?

How Much
anagement?

Non-market

elements

How Much
ntrepreneurship

How Much
eadership?

Fig. 3.4 AMLE framework. Source Author’s own illustration (2021)
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3.3 Toward a Holistic Framework

There is a need to integrate the 5-D, 3-M, RRP, EID, and AMLE into a holistic
framework with respect to market and non-market strategies. They are not mutually
exclusive, but represent a framework system that can be applied to healthcare
providers.

The hybrid strategy pentagon (HSP, see Fig. 3.5) co-aligns substantial strands of
a balanced healthcare management. Taken together, the five frameworks tend
toward a meta-framework for healthcare management, which incorporates both
market and non-market elements. Platform, service, and product strategies reflect a
means end constellation of problem solution. While hybrid strategies can be nar-
rowed to an integrated mix of market and non-market elements; the view on them
can be widened toward a flurry of other strategy categories, such as (1) top-down
versus bottom-up focus, (2) outside-in versus inside-out focus, and (3) path
breaking versus path confirming or consolidation versus expansion focus.

5-D-Framework

Discontinuity
Disorder ’ Develop-

Disruption
Destruction

ment

Administration

Management Hybrid
Leadership
Entrepreneursh

* Medicine

= Management
Strategies = Moral

Platform
Strategies
Service Product
Strategies Strategies
EID-Framework

= Entrepreneurship
= |nnovation

RRP-Framework

* Rationing
= Rationalization
= Prioritization

= Digitalization

Fig. 3.5 Hybrid strategy pentagon (HSP). Source Author’s own illustration (2021)
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3.4 Conclusion: Hybrid Capabilities for Healthcare

According to the resource-based view, gaining and sustaining substantial advan-
tages are a matter of strategic asset management, which incorporate the access,
transformation, utilization, and capitalization of resources. Knowledge-based
resources represent invisible assets that meet the requirements of capabilities.
The latter represents bundles of knowledge, enabling organizations to apply stocks
of (1) hardware, (2) software, (3) brainware, and (4) peopleware to tasks, chal-
lenges, and jobs that are performed in a value generating way. Core capabilities are
difficult to trade, to imitate, to replace, or to outsource, as they are in short supply
and sometimes cannot be procured, due to insufficient factor markets. Core capa-
bilities may directly or indirectly contribute to multi-dimensional value creation.
For instance, patient, shareholder, employee, and public values. Value creation
within the healthcare sector is not only a matter of shareholder value, rather also, of
stakeholder values, as observed with respect to corporate social responsibility issues
(Bruyaka et al., 2013). The creating shared value paradigm (CSV) represents a
hybrid strategy logic that strikes a balance between shareholder and stakeholder
values (Porter & Kramer, 2011). Moreover, enhancing stakeholder value and fol-
lowing the aim of corporate social responsibility contribute to shareholder value in
parallel. Hybrid strategies call for a corresponding set of capabilities. Hybrid
capabilities, unlike commercial capabilities, enable companies to perform excel-
lently under multi-dimensional market conditions (Voinea & Emaus, 2017). The
latter represents a complex PESTEL system standing for political, economic, social,
technological, ecological, and legal issues that reflect a portfolio of risks and
opportunities, alike. PESTEL compliance is the ability not only to comply with the
PESTEL challenges but also to take advantage of them (Rasche, 2014). Defining a
manifesto for hybrid capabilities incorporates the following six tenets to be
considered.

(1) Access or ownership: The value of hybrid capabilities does not always depend
on ownership regimes, because the sharing economy paints a picture of
co-value creation. Lightweight and virtual capability regimes follow a sourcing
logic, since strategic assets may be rented or accessed by means of
hub-and-spoke supply systems. This questions the value of accumulating and
owning capabilities, when they can be easily accessed or rented.

(2) Hard to imitate: Hybrid capabilities are often institutionally engrained and
socially complex and are, therefore, endemically difficult to rebuild or bench-
mark. In contrast to technological capabilities, hybrid capabilities cannot be
blueprinted and redesigned in a linear fashion. Hybrid capabilities epitomize the
full range of PESTEL requirements and are thus multi-dimensional by nature.
They are deeply ingrained in socio-political systems and cannot be isolated and
copied easily.
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Hard to replace: Although the danger of substitution is omni-present under
VUCA conditions, hybrid capabilities are often hard to replace, as they rep-
resent a system of sub-capabilities. While single micro-capabilities can be
replaced, they are not that easy to substitute for an idiosyncratic capability
architecture. If capabilities, skills, and competencies could be replaced easily,
they will be devalued by disruptive discontinuities.

Hard to accumulate: Hybrid core capabilities must often be crafted and cre-
ated, internally, if they cannot be sourced. Thus, hybrid capabilities are inter-
nalized for the reason of market failure. Unlike commodity assets, hybrid
capabilities display the features of agility, resilience, and dynamism making
them idiosyncratic assets. The latter falls prey to market failures and must,
therefore, be built by means of complex learning within a hierarchical instead
of a market order.

Hard to source: If markets for hybrid capabilities fail, they must be internal-
ized by means of hierarchy of hybrid arrangements and as such co-value cre-
ation together with partners. Corporate political capabilities are hard to source
because they are anything but commodities. The more complex a capability is,
the more difficult it is to replicate, procure, or imitate. This is true of hybrid
capabilities, thus qualifying them as value-generating assets.

Contribution to shared value creation: Hybrid capabilities comfortably fit
with the creating shared value logic. In contrast to corporate social responsi-
bilities, it denotes that both shareholder and stakeholder values are not juxta-
posing objectives (Porter & Kramer, 2011). Moreover, they can be co-aligned
and be part of a self-enhancing value system. Corporate political and corporate
social responsibilities denote the end to commercial value creation instead of
diminishing it. Hybrid capabilities are designed for performing corporate,
commercial, and political activities in order to achieve multiple objectives
(Voinea & Emaus, 2017). This is relevant for healthcare organizations serving
multiple value aims such as patient value, customer value, employee value, and
shareholder value.

We conclude with a plea for hybrid leadership, which incorporates hybrid

strategies as well as hybrid capabilities. Strategic management is driven by the
rather aseptic notion of commercial value creation and value capture by means of
sound tool-box employment. Non-market strategies are outcomes of politically
imposed activities, having a great impact on highly regulated healthcare institutions.
The present paper not only integrated market and non-market activities into a
holistic system of hybrid management. It also resorted to the resource-based view,
culminating in the challenge to underpin hybrid strategies with the corresponding
(hybrid) capabilities (Voinea & Emaus, 2017). The latter represents value-creating
assets that transform resources into value streams and desired healthcare outcomes.
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Abstract

Exploring the patient innovation culture is essential to design future solutions
regarding service innovation in healthcare. A new family of collaborative,
participatory and social, informal, independent, and experimental practices and
experiences is emerging from below. Patients and their caregiving system create
an emerging and pervasive phenomenon that can be identified as patient
innovation. When we talk about it, we refer to a set of product, service, process,
or system innovations generated by end-users. In a broader perspective, patient
innovation represents the final step, perhaps the most radical or revolutionary, of
a process of action and organization of individuals. The study of these bottom-up
and independent innovations and innovators has been considered more
concerning the research and political sphere than the strictly productive and
service ones. Cure and care services are changing, incorporating inclusion, and
the processes’ enhancement guaranteed by the idea of an open and distributed
(access to) augmentative technology. The healthcare system needs, thus, to
question its more traditional techno-scientific and organizational models.
Furthermore, it includes the patient perspective into service design processes.
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4.1 Toward a Patient-Driven Innovation Culture

Nowadays, exploring the patient innovation culture is essential to design future
solutions regarding service innovation in healthcare. The first step is to understand
what patient innovation is and how this form of user and bottom-up innovation fits
into a broad framework of transformations in the healthcare ecosystem. The second
step is to understand the evolution of the role and design agency of the patient in
innovation processes for care to frame patient-driven innovation from a service
perspective.

4.1.1 What is Patient Innovation?

Suppose that, we try to explore the world of innovation for care from a systemic and
inclusive perspective, looking at the current processes of innovation in healthcare.
If so, we will immediately notice that a new family of collaborative, participatory
and social, informal, independent, and experimental practices and experiences is
emerging from below. In particular, we will immediately notice that patients and their
caregiving system create an emerging and pervasive phenomenon—made of
product-service solutions—that can be identified as patient innovation, patient-driven
innovation, patient-led innovation, patient-driven healthcare, people-powered health,
participatory healthcare, user-centered healthcare, open-source healthcare.

All these terms describe a particular form of user-driven innovation (Bogers
et al., 2010; Trott et al., 2013; Von Hippel, 2009), a close relative of Von Hippel’s
free innovation (Von Hippel, 2016). It arises from the often unmet needs of
user-patients and develops thanks to the activation of co-design processes with
designers, makers, or specialists in the healthcare sector and/or the creation of
alliances and coalitions between and with economic and institutional actors.

Patient innovation (Demonaco et al., 2019) is rapidly catching the attention of
organizations and institutions operating in the healthcare sector and is climbing
policymakers’ agendas. Because it is the bearer of a powerful message of the future:
an individual can act autonomously and personally on his/her condition of illness or
disability to improve it. Acting as a designer, he/she projects and plans
himself/herself into a better solution.

When we talk about patient innovation, we refer to a set of product, service,
process, or system innovations generated by end-users (patients or caregivers).
More generally, we talk about solutions for the treatment and fight against dis-
abilities developed by individuals, groups, and communities as independent
innovators.

In a broader perspective, patient innovation represents the final step, perhaps the
most radical or revolutionary, of a forty-year process of reaction and organization of
individuals (users) concerning the availability of mass-produced goods and services
made by industry and endorsed by policies of economic-industrial states. From an
operational perspective, approaches and practices such as user-driven innovation
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and participatory design (Von Hippel, 2005, 2016; Oliveira et al., 2015) allow
people to collaborate in defining needs to propose new solutions. It also asks
political and productive organizations to be more effective in integrating this per-
spective into existing solutions.

It concerns the progressive expansion of the agency of individuals through the
digital transformation and democratization of information technologies, design, and
(more recently) materialization of artifacts. This enabling of a dense and pervasive
technological landscape contributes to expanding users’ independence and possi-
bilities in defining their forms of innovation in various sectors, including that of
health.

For example, we speak of hackers, makers, and citizen science as people with a
socially and technologically increased agency that focuses on the open, participa-
tory and distributed design, and production of goods and services characterized by
antagonistic or alternative positions toward the consumer society. They act in
various fields of economic activity to acquire more power than the modification of
available goods and services and progressive operational independence in the
development of new solutions. Its enabling of a dense and pervasive technological
landscape contributes to expanding users’ independence and possibilities in
defining their forms of innovation in various sectors, including that of health.

Thus, the study of bottom-up and independent innovators (Delfanti, 2013; Rosa
et al., 2018), especially the one related to the theme of healthcare, has been con-
sidered more concerning the political sphere than the strictly productive and service
ones.

Our research hypothesis is then to understand how this important change is
progressively extending to the healthcare service field beyond the major drivers of
socio-technical transformation (digitization, automation,...), and why and how it
might have a specific impact on the transformation of the healthcare service sector.

Cure and care services are changing, incorporating inclusion and the processes’
enhancement guaranteed by the idea of an open and distributed (access to) aug-
mentative technology. The healthcare system needs to (partially) question its more
traditional techno-scientific and organizational models and to be contaminated by
more open, collective, circular, bottom-up, and user-driven forms of innovation that
affect the world of patients.

What is the nexus between the world of healthcare services and patient
innovation?

What is it about? What does it look like? How should it be observed and
interpreted? To answer those questions, we need to understand what to observe and
decide how to observe it.

What to observe concerns which are the factors that generate patient innovation
within the world of services. The second thing to look at is the impact and effects
that patient innovation has on the transformation of services in healthcare: welfare
models linked to services, ways of (co)design of services, ecosystems of actors
involved, models of services’ development and adoption, the definition of new roles
and competences.
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Further, we can consider three different perspectives to analyze the relationship
between service and patient innovation: the service provider’s point of view, the
service designer’s point of view, and the patient innovator’s point of view.

These three standpoints allow us to define: (i) the role of the patient innovator in
the processes of ideation, design, management, and delivery of healthcare services;
(ii) the dynamics of integration, adoption, and generation of patient innovation
within the healthcare services, with a focus on the role of (service) design and
technology; (iii) the role of legislative and regulatory systems that enable, hinder,
and/or regulate the development of patient innovation within the healthcare
services.

The lens we will adopt is that of the service design to better investigate the role
of patients when they act as designers or makers. Indeed, design is a discipline that
plays a mediating role between patient innovation and the healthcare service
ecosystems (Maffei et al., 2019). Within the relationship between patient and ser-
vice innovation, service design can work specifically on knowledge transfer pro-
cesses from patient innovators to service providers, on the organization of
co-creation/co-production processes of patient-centered and patient-driven services,
on the scalability of patient innovator solutions in the market, and on the institu-
tionalization of patient innovation (Trisher et al., 2020).

4.1.2 Current Challenges and Drivers in the Healthcare
Ecosystem

The demand for healthcare services is proliferating. The resources available to
national welfare states are increasingly limited, and the system and organizations
are faced with a delicate process of cutting costs and improving the service quality.

Healthcare is predominantly a cost to society. In many European countries, the
expenditure exceeds 10% of GDP (OECD/European Union, 2020) and will increase
in the future due to current social and economic changes. This is why, reducing
healthcare spending has become one of the crucial issues on the political agenda.
However, healthcare is, in fact, a structural element of society and individuals, and
todays, it is a sector undergoing significant transformation. As mentioned, one of the
main drivers that have a significant impact on healthcare transformation is the
demographic one (World Health Organization, 2016) related to the aging of the
population (European Commission, 2021). Another influential factor is the constant
growth of public expenditure due to both the increase in administrative processes
and the increase in professional services (Bauchner & Fontanarosa, 2018). In terms
of change, the technology significantly influences the sector's transformation by
fostering the delivery of new products services and more effective, personalized and
patient-centered solutions (Hermes et al., 2020). Examples are the use of artificial
intelligence, e-health, and applied robotics that has led to unthinkable solutions a
few decades ago. However, the use of technology also involves taking into account
risks and new challenges, such as the possibility of replicating human tissues or
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organs synthetically, or, on a different level, the issues related to production, use,
and management of patients’ data.

Last but not least, patients’ expectations about the quality of services are
influencing the demand for new services and benefits. Patients are more informed,
more aware of treatments and cures, and more generally interested in an extended
concept of well-being (Francis, 2010). Further, they have acquired greater pur-
chasing power over time (Rotnes & Staalesen, 2009).

Care is, therefore, only one element of the patient experience, so much so that
the current paradigm is one of “from cure to care” in which issues such as
autonomy, prevention, constant education, and even attention to sustainability
become central elements.

On this basis, there is an urgent need for transformation in healthcare (Berry,
2019) at various levels: from the world of policy and organizations to services.

One of the mechanisms for innovation in this area is to adopt people-centered
solutions (World Health Organization, 2007) that consider the needs of the indi-
vidual and their cognitive, emotional, and contextual aspects. Despite the growing
interest in people-centered approaches and solutions, (Sinaiko et al., 2019) identify
some barriers to their diffusion. In particular, they refer to the lack of available data,
a low level of trust in exchanging data and information between actors in the
system, the difficulty of introducing new processes and practices in organizational
contexts, as well as the lack of incentives and the need for greater collaboration
between different competencies and between organizations, institutions, and
end-users (Patricio et al., 2020).

Collaboration between different actors is crucial to propose and implement
changes in the healthcare system. The landscape involves a large number of actors
with different roles and competencies: policymakers and government institutions,
providers (hospitals, doctors, caregivers...), financing institutions (e.g., insurance
companies), suppliers (e.g., pharmaceutical companies and pharmacies), and
finally, the large patient population, whose number far exceeds the other categories.

This is a huge tank of collective and individual intelligence (Mulgan, 2018)
derived from everyday practice and experience, which represents, and its
involvement can, in practice, accelerate the grounding of certain specific solutions,
the simplification of processes, and the modification of certain operational practices.
Therefore, it is a question of adopting management and coordination models that
favor collaboration between the actors in the network (Kodama, 2018) by balancing
the needs of the individual and the system itself.

Participatory approaches, co-creation, and co-design themes are thus a way to
foster innovation in healthcare (OECD, 2017; World Health Organization, 2016),
favoring open and bottom-up processes that consider the complexity of the
ecosystem.
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4.1.3 From Co-Design to Co-Production: The Shift in User’s
Involvement

The relationship between design and healthcare has a long tradition, starting in the
1960s with the redefinition of hospital spaces and continuing to the present day with
an increased focus on service (Cousin, 1965). Today, service design—understood
both as a professional practice and a design research process—is one of the crucial
players in healthcare innovation.

The focus on user experience by healthcare providers has strengthened the need
to rethink the products’ and services’ offer and their delivery in the marketplace to
respond to new socio-economic needs and the increased awareness of citizens on
healthcare and well-being issues. It has contributed to the development of healthcare
services and patients’ role evolution as active participants in innovation processes.

In design, the collaboration between experts and non-experts is outlined through
three main strategies that revolve around the concept of inclusion and participation.
In healthcare, we talk about co-design when there is a collaboration between
patients, professionals, and the community to develop a new solution. We call it
co-production when the participation of people is focused on service delivery and
co-creation when users are involved in all phases of development, from conception
to development and implementation (Freire and Sangiorgi, 2010). Thus, co-creation
processes imply empowerment and emancipation of end-users as active participants
in change (Sangiorgi, 2011).

Freire and Sangiorgi (Freire and Sangiorgi, 2010, see Table 4.1) describe a
healthcare innovation ladder, which outlines a shift from mass production to mass
collaboration, underlining how, in a ”mass collaboration” model, the design focuses
on behavioral change and new services models adopting co-creation processes.

Design intervention considers the whole journey of the patient and its com-
munity, with an approach that goes beyond the care itself: therefore, it evaluates the
whole experience (i.e., before, during, and after the interaction with the cure/care
process). In this evolution, co-creation and co-design of solutions assume a sig-
nificant value since they feed the design paths of a system of needs, skills, and
perspectives that revolve around daily life.

Table 4.1 Healthcare service innovation ladder

Production Service Design focus Design model Examples

and value philosophy

model

Mass Disease-centered | Service efficiency Process analysis The

production productives

Mass Patient-centered | Interaction and service Co-design and Agenda

customization relationship experience-based cards
methods enable

Mass Patient-led Behavioral change and | Co-creation Open-door

collaboration new service models actimobs

Source Freire and Sangiorgi (2010), p. 46.
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Service design helps this scenario by focusing on the human-centered per-
spective, activating collaborative practices, and supporting a systemic change that
considers social, economic, technological, and environmental factors. It is indeed an
interdisciplinary approach, focusing on the user experience and the interaction
between different actors in an ecosystem.

Examples are the American Mayo Clinic Center for Innovation, which was the first
to include a service design team in the organization, the Helix Center (UK), an
innovation laboratory launched as a joint venture between Imperial College London
and the Royal College and then based in St. Mary's Hospital; Kaiser Permanente
Design Consultancy which provides design solutions for complex internal healthcare
challenges. Alternatively, The Point of Care Foundation (UK), which bases its
activities on the experience-based co-design (EBCD) and patient and family-centered
care (PFCC) methodologies, and ExperioLab in Sweden, which focuses its activities
on the patient-oriented service innovation and co-creation principles.

Another interesting example is represented by some living laboratories of the
ENOLL network specialized in healthcare—such as the living laboratory Thessa,
Hall of Thessaloniki University—that are creating a network of infrastructures able
to provide services to support patient innovation in the healthcare system.

Considering service design also as a research practice, several initiatives in the
healthcare field can be recognized. In general, they combine co-creation and service
design theory and practice dealing with specific areas, such as mental health
(Sangiorgi et al., 2019), cognitive deficiencies (Carr, 2018), or communities of the
elderly (Kilvidinen & Morelli, 2013).

All these experiences are characterized by the collaboration between service
designers, researchers, patients, and caregivers, supporting communities with a
solid connection to their territory. However, such processes require resources in
terms of time and money (both in the organizational and implementation phases),
empathy from all stakeholders (Bate & Robert, 2007), and a high level of com-
mitment. Moreover, the initiatives often remain in the exploratory and ideational
phase, with difficulties in bringing solutions to the market.

However, the crucial aspect is that service design in healthcare does not apply
exclusively to service performance but extends to the whole system precisely because
of its transformative capacity on processes and organizations (Anderson et al., 2018;
Cottam & Leadbeater, 2004; Sangiorgi, 2011). Furthermore, it implies a stronger
connection between service design and system thinking and a stronger focus on value
co-creation between patient communities and providers (Wetter-Edman et al., 2014).

Service design can, therefore, offer a “(...) full spectrum of action-oriented
research approaches, from design science focused on supporting expert
decision-making and problem-solving, to participatory service design focused on
sensemaking to collectively build innovative health futures” (Patricio et al., 2019,
p- 117). It implies co-creating solutions capable of responding to the needs of
individuals, organizations, and society itself. It means moving from the micro-level
of touchpoints and interactions (Sangiorgi, 2009) to the definition of new service
concepts capable of creating value for the ecosystem (Patricio et al., 2018), up to
institutional change (Vink et al., 2019).
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4.1.4 Patient-Driven Innovation: A Service Perspective

The healthcare industry has long recognized the importance of re-establishing the
relationship with patients and their families, considering the different experiences,
needs, and ways of relating between providers and users. As early as 2001, the IOM
outlined a more efficient, safe, equitable, and patient-centered healthcare model
(I0oM, 2001).

On the one hand, it implies the transformation of the role of the patient from a
passive element to an active and integral element of the innovation process; on the
other hand, the transformation of the healthcare model to go beyond the strictly
medical one integrating the social dimension.

In a model where the patient is at the center, hierarchies change as well as the
decision-making processes, and the difference between experts and non-experts
thins out. It implies a stronger collaboration between different actors and compe-
tencies so that end-users become co-creators (co-developers and co-innovators)
(Schiavone, 2020), again underlining the value of the social dimension and of
experience-based learning.

Recent innovations are open, interactive, collaborative, multi-dimensional, and
systemic processes that incorporate external stimuli to contribute to the growth of
organizations. In this perspective, innovation is produced by opening up processes
to the outside world that traditionally preserve organizations. Traditional forms of
research and development have evolved to include processes that involve actors
outside the organization to change as part of a broader ecosystem.

In these models, therefore, the exchange of knowledge, even tacit (Collins, 1974;
Polany, 1967), is essential, as well as the role of lead users and citizens in inno-
vation processes (von Hippel, 2005).

In this perspective, NESTA outlines an approach described as people-powered
health which proposes a model of healthcare in which prevention and treatment are
not relegated to hospitals and physicians alone, but are supported by communities,
are accessible at home or in the workplace, and supported by infrastructure, and
other services (Horne et al., 2013). This model also redefines the relationship with
technology that is available to professionals and centers of expertise and is a
technology distributed in communities and used by patients through personalized
solutions.

This contribution poses some reflections on the processes and services that
patient-driven innovation generates, investigating collaborative, distributed and
networked product-service models in which the patient is a critical factor in the
innovation process as a bearer of knowledge and skills and an active part of a
broader social community.

For decades, the healthcare industry has relied on traditional models of inno-
vation and development where solutions were built in the laboratory, distributed,
and administered to patients. This model has evolved through a concept that
includes care as one of the phases of the patient experience and considers patient
communities, families, caregivers as knowledge and value bearers. In this per-
spective, communities (and individuals) assume an active role in developing and
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improving health solutions contributing to the conception and even implementation
(Maffei et al., 2017). It can be possible thanks to the advantages brought by digital
and new technologies and the possibility of sharing knowledge directly among
peers through digital networks.

Therefore, reasoning in terms of patient-driven innovation involves redefining the
relationship with the individual patient, with the social and territorial community of
reference, with technology and digital, and with the healthcare ecosystem. In terms
of solutions, new products/services emerge. Patients can manage their care journey
more independently. They can control, monitor, and share data autonomously
(patient-generated content), compare themselves with peers, and participate in
co-creation and co-design processes with different communities of stakeholders. The
role of the patient shifts “(...) from being a minimally informed advice recipient to
an active participant, instigating collaborator, information sharer, peer leader, and
self-tracker engaged in participative medicine; a transition is underway from
paternalistic health care to partnership models (...).” (Swan et al., 2009; p. 513).

These are, therefore, processes in which change is not just about the product/service
but involves systemic innovation, where the aim is to redefine relationships, gover-
nance models, hierarchies, and responsibilities (Mulgan & Leadbeater, 2013).

From a service design perspective, it is possible to create different kinds of
innovative solutions on-demand and on-site, co-created within a large community
and shared across a network, and that takes into account the whole patient journey,
not just the treatment phase.

This is especially evident in the area of community-based services, in which
solutions arise thanks to the involvement of communities of practice (often active
on the territory) in co-design and co-creation processes.

In this service type, the patient is an integral part of a social network that
supports or enables his or her relationship with the healthcare system. Moreover, as
it has already been pointed out, the community of patients is a vast community of
practice, which—through experiential learning—can provide specific solutions to
even very complex problems. In this framework, the relationship between the
individual and the social communities (e.g., other patients, caregivers, family
members) becomes crucial for innovation. Therefore, the communities and the
territory in which they operate are the fertile ground where mutual help and col-
laboration are central values and generators of innovation. In social innovation,
ideas are generated collectively to improve community well-being (Dawson &
Daniels, 2010). In healthcare services, initiatives in this area are linked to co-design
and co-creation processes developed with and for people belonging to specific
groups. Therefore, the patient is the one who creates and designs the solutions by
collaborating both with physicians, external experts, and social communities
involved in the health pathway. Peer-support services beyond the specific care
pathways (e.g., educational activities, sports, entertainment, time banks,...) are also
created by training new figures, such as health trainers and well-being coaching
services (Horne et al., 2013). These figures are simultaneously members of the
territorial community (e.g., pharmacists, carers, volunteers...) and elements of
support to the community itself.



68 S. Maffei et al.

In the development of solutions, patients are, therefore, considered experts by
experience (NESTA, 2013) who contribute to the design of new services or
improve existing ones through direct participation.

In the area of personality disorders or emotional and behavioral problems, an
example is the service user network (SUN) project supported by Mind Croydon in
the UK. It has led to the creation of several support centers for people with mental
health problems and involved the communities themselves in promoting co-created
services together with professionals. Similarly, the Recovery Net project (https:/
www.recovery.net) on mental health services was developed in which patient
communities and expert communities were involved in co-design and
co-production. It has led to the formation of three Recovery Co-Labs in Brescia
(Italy) (Sangiorgi et al., 2020), creating new services based on the needs and
characteristics of local communities. Another example is the work carried out by
the British organization Groundswell (http://www.groundswell.org.uk), which
supports homeless people and their access to care by providing a training course of
peers dedicated to homeless people and aimed at improving access to health ser-
vices also in the prevention phase, such as a visit to the dentist or optician. It has
made it possible to improve the relationship between the service provider and the
community, starting from people's direct experiences, strengthening both the social
values and the relationship with the public service and the network of local asso-
ciations. In these cases, therefore, innovation has a collaborative and social nature.
The patient is not the recipient of the process or solution but also assumes a
decision-making role in both designing and implementing solutions.

Only in the last few years, we have seen an institutional recognition of patient
innovation, mainly through experiments and pilot projects that try to connect and
formalize these processes and the places that enable them—such as makerspaces
and FabLabs within the healthcare system. Through its Agency VINNOVA,
Sweden has stimulated the development of makerspaces connected to hospitals
explicitly working in the field of patient innovation. Svensson and Hartmann (2018)
point out that laboratories such as hospital makerspaces can play a crucial role in
developing patient innovation and that these innovations generate an economic
return. More specifically, hospital makerspaces can operate as centers that select
and support the ideas of patient innovators to support the development of solutions.
Finally, these models can be used as a policy incubator to support service inno-
vation in healthcare.

4.2 Enhanced Patient Role in Service Care: A New
Interplay

The current traditional ecosystem of healthcare services has not yet transitioned
toward participatory forms where the role of the main actor, the patient, is signif-
icant in orienting the exploration and choice of the production of public and private
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service offerings. Despite this resistance, many areas of experimentation are pro-
gressively emerging which challenge this status quo.

The area of platforms/social networks where communities exchange practices
and knowledge is an interesting arena where patients can be better informed, more
attentive to care, demand transparency and have a more mature perception of the
products and services available. Online platforms and social networks play an
essential role in facilitating connections between people, exchanging information,
and collaboration among peers. In addition, the use of platforms enables patients to
build a dialog, support bottom-up initiatives, raise funds, and share solutions on
very specific problems. Platforms are divided into those dealing with generic issues,
those dealing with specific causes and those involving physicians.

Perhaps the best-known example for platforms dealing with generic content is
Patient-Innovation (http://www.patient-innovation.com), the platform founded by
Pedro Oliveira. It is a platform that collects solutions created by patients and
caregivers on any topic and in any geographical area to share and create solutions to
improve the quality of life, not only concerning care. Another example is the
platform Healthtalk (http://www.healthtalk.org), which collects video experiences
from patients to support people with similar problems. The same concept is
developed—even earlier—by PatientsLikeMe (http://www.patientslikeme.com),
which allows creating connections between people with similar problems through a
question and answer mechanism. The well-known platform was created in 1998 by
Stephen Heywood, who was diagnosed with ALS. Since then, the family has been
working to find a way to slow down the progress of the disease, and one of the
significant needs that emerged was to understand how other people were reacting to
the disease and what knowledge they had about treatments and therapies. Today,
PatientsLikeMe is the largest online community for sharing experiences in
healthcare.

One particular community is the e-NABLE platform (http://www.
enablingthefuture.org), a global community of volunteers who use 3D printing to
design and make low-cost prostheses for children and adults. The Web site says the
community is made up of around 20,000 volunteers who have created open-source
solutions (for arms and legs) adopted in more than 100 countries worldwide. On a
different scale is Mirrorable™ (http://www fightthestroke.org), a platform offering
home-based rehabilitation therapy for children who have suffered brain damage at a
very early stage in their lives. The platform, linked to the Fightthestroke Founda-
tion, was created by two parents whose son suffered a stroke with infantile cerebral
palsy. From this initiative, activities and services—such as opening a Neonatal and
Pediatric Stroke Center in collaboration with the Gaslini Pediatric Hospital in
Genoa (Italy) —have sprung up. These examples arise from patients’ or caregivers’
direct experience and their relationship with peers, and then develop, grow, and
spread thanks to technology.

From the direct and unmediated interaction with the expression of the personal
needs and visions, which do not find an offering in the healthcare service solutions’
market, we find the emergent area of the self-developed technological devices
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(artifacts, product-services, apps). In this area, patients participate as experts or even
as designers and developers of solutions.

The benefits of involving patients in the design, supply, and distribution of
healthcare solutions derive, in fact, from the diffusion and adoption of new tech-
nologies by citizens and non-experts. The possibility of prototyping solutions even
in unconventional spaces (think of the spread of 3D printing, open software, and the
role of FabLabs) has enabled new areas of innovation. They have facilitated the
emergence of new solutions tailored around the final user, customizable, wearable,
allowing the patient to use the services even from home. These are, therefore,
products services that represent alternatives to mass-produced solutions and are
tailored to the specific patients’ and communities’ needs.

The development of technology has also enabled advanced solutions, in line
with the so-called 4Ps model, which requires healthcare to be predictive, preven-
tive, personalized, and participative. An example is the adoption of digital twins,
which allow decentralizing some monitoring and data collection processes through
Al In this context, technological devices and wearable devices are data collection
centers supporting the patient and enabled by a complex system of touchpoints
(thanks to IoT).

Polifactory (the Makerspace of the Politecnico di Milano, http://www.polifactory.
it) has carried out the mapping of patient-driven solutions through the platform
Design Healthcare Innovation (http://www.designhealthcareinnovation.it). It
describes the ecosystem of widespread innovation of products and services in
healthcare and collects significant cases on different patient-driven and
patient-centered solutions. One example is DHEART (http://www.d-heartcare.com),
a device that can convert any smartphone into a portable electrocardiograph, which
can be managed by the patient himself, who can share his ultrasound scan directly
with his doctor through an app. The collection and sharing of data allow daily
monitoring of heart patients or rapid diagnosis in an emergency, communicating the
patient's health status to medical staff for rescue. This solution was developed by a
cardiac patient who later founded the start-up. The same process was followed in the
case of Amiko (http://www.amiko.io). This electronic device is attached to the drug
(blister, inhaler, or insulin pen) to track its use in detail and transfer the data to a
platform that allows family members and the doctor or pharmacist to verify the correct
intake of the drug, improving the process of patient care and monitoring. In this case, a
caregiver (who was caring for his father) conceived the product and came up with the
solution that became a start-up. In these examples, therefore, the direct experience of
the patient, the explanation of particular needs, and the adoption of technology led to
identifying particular solutions that could dialog with the components of the
healthcare system (hospitals, doctors, carers,...) but managed directly by the
end-user. Moreover, the patient and caregivers change their role within the system,
from the one who receives the care to the one who proposes a new solution, exper-
iments with it, and puts it into practice. What emerges then—for the patient and their
communities—is the paradigmatic shift from service user to service provider.

Finally, we may identify some recurrent elements that correlate patient and
service innovation from the literature analysis and the best practices.
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The relationship between patient innovation and service culture builds an
experimentation space that stimulates the interaction between a prototyping-based
culture, typical of maker culture, with a trial-based culture that belongs to the
medical, scientific approach. In this space, there is the possibility to think of more
radical solutions by experimenting with out-of-the-box models of innovation.
A close relationship exists between solving situated care challenges and the
development of large-scale service solutions: they are props of possible future
directions where the patient-driven processes of (co)design-prototyping experi-
mentation originate a plurality of experimented design solutions which constitute an
open innovation landscape.

These solutions might enter the market through a social adoption and test (e.g.,
mediated by Patients Associations) that might use the digital platforms for dis-
seminating and distributing this innovative approach. It might enable a patient
innovation systemic accessibility—from spaces to technologies, from data and
information flows to the solutions themselves—which defines a more open and
inclusive model of healthcare service innovation.

It may become a new service for all perspectives, which empowers diversity in
product-service systems offerings with an interplay between customization and
standardization, i.e., economies of scope and scale. The personalization of solutions
generates an area that overlaps economies of scale and scope. Finally, it enhances
the accountability of this transformative space, making these processes traceable,
measurable, and assessable.

4.3 Conclusions: Enabling Solutions for a Co-Creating
Space in the Healthcare Ecosystem

What are the possible evolutionary trajectories of patient innovation, and how can
this phenomenon contribute to defining future scenarios for the healthcare (eco)
system?

To answer this question, we have to understand the evolution of the patient’s
role and his design agency.

Thanks to an unprecedented socio-technical development, a lot of innovative
fields and processes, usually guided by large-scale institutions and companies,
within a mission-oriented innovation perspective (Mazzuccato, 2018) might be now
enabled starting from an individual need.

It means that a patient innovator, through his/her action, might be imagined in a
future (service) designer role. According to the evolution of the role of the patient in
society, this future trajectory depends on the socio-technical enabling of augmented
individuals or individuals-organizations and from the constitution of forms of free
and independent innovation spaces dedicated to the healthcare field (e.g., open
innovation environment). All these conditions will be able to configure new care
product-service solutions in a collaborative and entrepreneurial dimension,
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influencing the way in which we might design or procure public services related to
healthcare.

The recent pandemic has revealed much about the capabilities and limitations of
both the organizational models of the health system and the open and bottom-up
innovation processes applied to healthcare. The COVID-19 crisis has redefined
health and safety care standards, expanded digital access to health services, restored
the centrality of local health organization models in terms of geographical distri-
bution, widespread coverage, and proximity medicine and gave strong social
recognition to health workers. The pandemic has also accelerated the debate on the
potential of distributed production, from more professional and industrial forms to
do-it-yourself. During the initial phases of the health emergency, an extraordinary
global mobilization of designers, makers, FabLabs—engaged in the manufacture of
protective devices, valves, and components for respirators (The story of the hacked
Decathlon diving mask is emblematic, Decathlon (2021))—however, clashed with
their limits in the confrontation with the healthcare system, the demand for certi-
fication, and quality control. If observed as a whole, these two phenomena outline
precisely the need for an open and patient innovation ecosystem based on a more
integrated relationship between healthcare service, open design, distributed pro-
duction, industrial production, and legislative/regulatory system.

Empowered patients are thus individuals who can take greater control over
decision-making and treatment processes. Thanks to more accessible access to
information, peer-to-peer exchange of knowledge between patients, caregivers, and
physicians, the use of mobile apps and smart healthcare devices, they might act as
innovation enablers. Using a combination of health literacy, digital literacy,
self-efficacy, some empowered patients become expert patients. They consciously
manage to extract from their health experience a knowledge value useful for the
orientation of decision-making and organizational choices in care, research, and
social responsibility (Iorno, 2019). The final step from patient expert to patient
innovator occurs when there are the technical-scientific, mutual respect, trust, and
safety conditions between patient and service provider to move from a process of
shared decision-making to one of shared solution making. This transition needs to
be supported by special innovation spaces (labs, makerspaces, FabLabs). It requires
tools that can increase the speed, quality, and synchronization between the
decision-making and design processes dedicated to caring and, therefore, the
effectiveness of the solutions. Technologies such as collaborative platforms (e.g.,.
collaborative design platforms, AR/VR collaborative platforms) with simultaneous
access to data generated by patient innovation ecosystems and service healthcare
ecosystems could allow patients and service providers to collaborate in an evolved
way on decision-making and design choices. They are shaping care processes
almost in real time. This transition needs the co-design of a new generation of
services that shift the learning models applied in medical education to those of
patient literacy and try to shift the use of enabling technologies from primarily
rehabilitative environments (e.g., stroke and orthopedic rehabilitation) to
design-driven healthcare innovative environments.
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Some cases like Lookoflife, Tommi, and Rehability (see http://www .lookoflife.it,
http://www.tommigame.com), http://www.rehability.it tell us that this transition is
not only possible but already started. In Tommi and Lookoflife, the use of enabling
technologies translates into solutions based on patients’ augmented participation
through a processes’ gamification supporting care or rehabilitation.

In Rehability, the user-patient involvement occurs directly in the co-design
phase of the product-service solution based on the use of enabling technologies.
This approach also outlines a possible digital twin model applicable to all phases of
the patient innovation process. The digital twin is a digital replica that allows the
modeling of the state of a physical asset or system. In the healthcare field, serious
steps have been taken in creating digital twins of patients and medical devices
(Tolga et al., 2020). The digital twin of a patient innovation process would connect
the innovation environments for care: patient innovators and service providers are
always in contact to co-design and co-produce PSS solutions.

In conclusion, the relationship between patient and service innovation in
healthcare can be seen as a progressive path of convergence, interaction, and
hybridization between individuals (patient innovators) and organizations (service
providers). It is a path that began a few decades ago and is inevitably intertwined
with the development of the digitalization of our society.

The first phase, coinciding with the first digitization of the society, allowed
patients and their caregivers to connect to organize themselves more and better to
start exercising patient advocacy in the care process and society.

The second phase, coinciding with the distributed digitalization of the society,
already allows patients and their associations to develop the first patient innovation
processes by collaborating in peer-to-peer mode with specialists, designers, makers,
and FabLabs and proposing care solutions to service providers.

The third phase, coinciding with the digital transformation of the society, will
allow patient innovators to operate in an evolved, organic way in the healthcare
system, participating in the transformation of care services. In two words: a patient
revolution.
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Abstract

In shaping relations between service design and public health, one key challenge
is how to meaningfully and systemically negotiate prospective services and
long-term design-informed care support. In this chapter, we address this through
a heuristic and exploratory ‘case’ centred in design-ethnographic and research
through design qualitative inquiry by way of co-design with an
inter-professional team in a non-dualist view of building care in PH. The focus
is on the development and use of tangible tools in the early phase of service
design to support processes of negotiation in this team concerned with building
shared understanding and related strategies for allocating and connecting care in
the context of establishing a new oncology ward at a leading Nordic hospital.
The chapter assembled a transdisciplinary review of related research, drawing on
developments in human—computer interaction on tangibility and tangible and
embodied interaction. Tangible tools are three-dimensional, mediating artefacts
designed to facilitate multimodal communication and interaction via situated
actions afforded by an artefact’s designed physical attributes, representational
and social semiotic properties. In discussion of transdisciplinary framings and
actual use, we discuss the role of such tools in service design in PH and connect
them to a wider approach to service ecosystems design, closing a positioning of
the design-research in what we term ‘Tangible Service Design’.
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5.1 Introduction

Shaping relations between service design and public health calls for a systematic
negotiation of prospective services and long-term design-informed care support. In
developing and integrating tangible tools in supporting processes of negotiation in
early phase service development of new healthcare services, we first give an
introduction to public health, service design and service ecosystems Design and the
accompanying research questions we address in this chapter.

5.1.1 Public Health, Service Design and Service Ecosystems
Design

Care within public health (PH) is becoming an increasingly important policy issue in
most societies (Kroger, 2009). The significant demographic changes taking place in
Europe, such as an aging population, changing family patterns, growing participation
of women in the labour market, increased workforce mobility and expected increases
in retirement age is leading to a shortage in available carers (OECD, 2018). As care
demands grow in complexity (Tinetti et al., 2012), several shifts are taking place
within primary healthcare (PHC): from health to well-being, from health delivery to
services and from treatment to care. Healthcare is, therefore, in many respects,
becoming one of the fastest growing areas of focus within service design (SD) with
increasing attention to public health systems (Jones, 2013), patient centricity in SD
(Helse- og omsorgsdepartementet, 2013, 2014; Ringard, Sagan, Sperre Suanes &
Lindahl, 2013; Sundby & Hansen, 2017), development and its implementation
(Martins, 2016; Overkamp & Holmlid, 2017; Yu & Sangiorgi, 2014).

With the arrival of the COVID-19 pandemic, the already developing care deficit
(Tronto, 2013) has been amplified and catalysed, putting more pressure on primary
care teams who are already facing overwhelming workloads. The risk of healthcare
workforce burnout threatens an overall quality of care (Haynes, 2021). Addressing
care challenges within PH therefore becomes a complex task leading policy makers,
healthcare professionals, private companies and public organizations to have to
think creatively and responsibly about how to anticipate future health contexts. This
development calls for new strategies of shifting workloads and resources while still
providing quality of care in healthcare services.

In the Nordic countries in particular, innovative partnerships are being set up
between and across public, non-profit and for-profit sectors in order to achieve
goals that would otherwise not be possible by the same actors working indepen-
dently (Becker & Smith, 2018). Societal expectations of the impact that
inter-professional collaborations (Paradis & Reeves, 2013) should have on quality
of care are high (Schot et al., 2020) despite the challenges that exist within PH.
Strong disciplinary boundaries, siloed expertise, separate IT systems and differ-
ences in working cultures and practices greatly influence, and often create barriers
to collaborative practices within cross-sector, healthcare partnerships. The task of
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creating and facilitating the right conditions for inter-professional collaboration has
traditionally fallen on healthcare managers; however, scholars have argued that
developing collaborative practices requires a more active contribution from
healthcare professionals themselves (Schot et al., 2020).

Service design (SD) and co-design practices are being increasingly called upon
to support complex, collaborative processes, especially in the early phases of ser-
vice development, in order to drive service innovation (Rygh & Clatworthy, 2019).
The early phases of such collaborative processes are often characterized by con-
tested topics, disputes and resistance to engaging in new change processes where an
alignment of diverse actors is needed. This makes up an area of service designing
that requires negotiation in order to create a common point of departure for later
engaging in processes of co-designing new service concepts. Although SD has been
mainly understood in relation to the design and development stages of new service
development (e.g. Fitzsimmons & Fitzsimmons, 2000), what kind of service
offerings can be developed to support multidisciplinary service development teams
in this early phase, in activities of collective planning, alignment and strategy
development, is less known.

Given the prevalence of the tangible and embodied interaction in human—
computer interaction (HCI) and digital culture, it is surprising that tangibility and
tangible tools (TTs) have not been adopted and adapted more widely in SD (Rygh
& Clatworthy, 2019). TTs encompass multimodal representations, embedded
affordances, mixed materialities and mediating artefacts (Morrison, 2010) realized,
for example, through touch, gesture, proximity and movement (see Fig. 5.1).

In the context of PH and ‘connected care’, this chapter takes up co-design in
early phase SD in establishing a new oncology (cancer) ward in a large university

Fig. 5.1 Example of a service design engagement using the tangible tool ‘Allocator’ for
negotiating the reallocation of hospital beds, patients and connected care professionals in
establishing a new hospital ward. Source Design of tool a image, K. Rygh = Author’s own
illustration (2021)
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hospital in Norway. The design and research is conducted as part of a national
research centre for connecting service innovation to health within a public health
system centred on fulfilling wider democratic and well-being principles. The SD
focus is on the development and application of TTs to support given and emerging
needs and negotiations of inter-professional teams, including medical and design
professionals and researchers. As Jones (2013: 302) observes:

The medical and institutional care traditions do not offer a ready berth for design,
and our traditional positions have little systemic impact if employed without
strategic intent. Until we prove to be valuable contributing members of the care
team, we risk being seen as specialists and even marginal players in the story of
care.

In a holistic view of care and design, we situate the tools and their uses within a
wider service design ecosystems view (Vink et al., 2021: 172). This entails the
ways in which actor collectives seek to facilitate co-creation forms, embedded with
desired values, so as to intentionally shape institutional arrangements and their
physical enactment, supported by way of reflexive and reformative critical
design-research activity.

5.1.2 Focus and Methods

Accordingly, the following interlinked questions are addressed:

(1) In what ways might a relational view of ‘connected care’ be included in a
tangible approach to early phase service design for PH?

(2) What role may TTs play in SD that connects inter-professional relations, needs
and negotiations in ‘careful’ resource allocations and long-term strategies in
PH?

(3) How might TTs and interaction contribute to ‘A Service Design Ecosystem of
Connected Care’ and a framing of ‘Tangible Service Design’?

Drawing on a transdisciplinary relational framing—on care, SD, tangibility and TTs
and service ecosystems design—the chapter presents an exploratory heuristic ‘case’
located in qualitative inquiry (Denzin & Lincoln, 1994). This case is a reflexive,
and critically recursive designerly and ethnographically located, textured and
voiced outcome (Cross, 2007; Crabtree. et al., 2012; Murphy & Marcus, 2013) of
processes of embodied co-design with health and design professionals. It draws on
multiple and mixed methods (Lury et al., 2018), including participant observation,
embodied interaction (touch, gestural, proxemic, kinetic, spatial and verbal) and
designer enacted photography (Raijmakers and Miller, 2016), in an action research
pragmatist frame (Green-wood & Levin, 2007). The research is positioned within a
practice-based research through design methodology (Frayling, 1993; Zimmerman
et al., 2010; Stappers & Giaccardi, 2017), linking research methodologies, design
techniques, research methods and design tools (Morrison, Rygh & Mainsah, 2019).
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The primary design work was carried out by the first author as part of a wider
consultative, iterative and situated process of shaping the TTs and reflecting on their
use in an actual context of exploring prospective provisions of care in the complex
conditions of PH. The chapter has also been co-authored with a transdisciplinary
design researcher with wide experience in service design research and
practice-based inquiry spanning the human and technical sciences.

5.2 Related Research

With a transdisciplinary, relational framing in approaching the above-mentioned
research questions; in this section, we next present a literature review bridging care,
design and tangibility in a context of service designing in PH.

5.2.1 Health, Care and Design

In light of the growing deficit in care, innovations within PH policy are increasingly
centred on reducing workload for primary care physicians (MacDonnel & Darzi,
2013). Some examples of innovations reducing workload have been task shifting,
(shifting care tasks from physicians to non-physician health professionals through
the establishing care teams) and the development of connected care services (em-
powering patients to take more active responsibility for their own health). The goal
of expanding primary health care teams through task shifting is to include efficient
utilization of all providers and improving quality in care (Freund et al., 2015).
Similarly, building upon the notion of connected health (Frist, 2014), including
more digital touchpoints and online networks within connected care services,
enables care to be offered to a larger population of patients using less human
resources. These examples give insights into how healthcare professionals are
increasingly being encouraged to work together with experts in fields other than
their own in the delivery of care to patients.

The need for multidisciplinary teams within PH has contributed to growing
research on inter-professional collaboration in the medical sector (Paradis &
Reeves, 2013). The authors describe inter-professional collaboration as taking form
through: (1) Bridging professional’s social, physical and task-related gaps, (2) In
negotiating overlaps in roles and tasks and (3) In creating spaces to bridge and
negotiate these aspects. Schot et al. (2020) argue that fostering such collaboration is
not only the task of managers and policy makers, but also requires an active
contribution of healthcare professionals themselves. Designing for quality in care to
come through new health care service concepts therefore also becomes a question
of tending to the conditions and resources needed by such teams to operate and
collaborate most effectively and establishing ways of engaging healthcare profes-
sionals in contributing to this effort.
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Providing and receiving care are aspects that follow us throughout our life
course (Barnes, 2012) and are central components of the design of new health care
services. For Fisher and Tronto (1991, cit, in Tronto, 1993:103), care connects to
continued repair of our world that ‘... includes our bodies, ourselves, and our
environment all of which we seek to interweave in a complex, life sustaining web’.
Care is thereby a social construct, taking place in and through relationships,
involving our physical, emotional, mental and spiritual selves (Weicht, 2016). It
also relates to conceptualisations of ‘care as body work’ (Twigg, 2000) that values
that which is often unacknowledged, gendered or ‘dirty work’ involving close,
considered embodied and what we term ‘tangible care’.

Design, as a practice of care, can, in this view, be understood as a relational
practice, situated in an ecology of care (Vaughan, 2018), where all elements need to
be considered and designed for as things and living beings matter (Light & Akama,
2014) and because ‘mattering’ is relationally ‘always inside connections’ (Haraway,
2008: 70). For us, a wider view of care does not merely entail ‘matters of concern’
(Latour, 2004) but ‘matters of care’ as Puig de la Bellacasa (2017) distinguishes this
as to do with assemblies of people and neglected things (Puig de la Bellacasa, 2011)
and, from an STS view, extending ‘mattering’ to care in practice (Mol et al., 2010).
Attention to design and care has grown in recent years (e.g. Coxon & Bremner,
2019). Building on the work of Hamington (2010: 676), Vaughan describes actions
or performances of care as resulting from the work of a ‘moral imagination that
both empathizes and favourably anticipates making a difference’ (2018: Kindle
Locations 509-510). Conceiving of design as a practice of relational care can in this
way be understood as a conscious means of articulating a sustainable and sustaining
approach to design.

5.2.2 Service Design and the Front End of New Service
Dev