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Foreword 
Throughout the centuries, healthcare organizations of different kinds and 
their employees have constituted some of the most important pillars of society. 
They continue in this role today as they represent efforts that address the basic 
needs that we have as human beings in terms of health and safety. In the 
modern world, this implies a focus on high quality regarding the institution’s 
services, as it is expected to offer the greatest possible value to the population. 
The concept of quality is multi-faceted and has been described in various 
ways since the time of the Greek philosophers, and since then by many other 
philosophers and researchers depending on the social circumstances. 
Depending on who views an object or situation, the definition of quality often 
varies. The American philosopher Robert Pirsig (2004) even argued that the 
term shouldn´t or couldn´t be defined at all. However, there is a reason to 
always try to understand different perspectives in order to meet people's 
expectation of a product or service. The words of H.T. Thoreau (1817-1862) 
provide this licentiate thesis with a vital perspective: 
 
“Could a greater miracle take place than for us to look through each other's eyes for 

an instant?” 
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Abstract 
The Swedish public sector in general, and healthcare specifically, is struggling 
with large deficits: 19 of 21 regions have large negative results in 2019. The 
demands made by the citizens and their elected politicians that healthcare 
should offer effective, accessible, good and equal care are difficult to meet. 
However, when it comes to emergency care, Swedish healthcare scores high 
on international rankings. The difficulties and challenges today lie in ensuring 
good and equal care for the large groups of people with multiple illnesses, 
and patients who need long-term care from different healthcare providers. A 
complicated system has become even more complex.  

Organizational research has shown conflicts between different ways of 
working to improve and change the organization and the methods that 
support the daily work of providing healthcare services. Furthermore, quality 
research shows that there are knowledge gaps to be filled when it comes to 
understanding how complex problems should be handled and what kind of 
knowledge could contribute. This also applies to the tensions and conflicts 
that can arise when knowledge from patients, other professions and fields of 
knowledge must be integrated with the knowledge that the professions 
(physicians, nursing) possess. Several public organizations have in recent 
years also adopted methods, tools and approaches from the design field. 
Especially user involvement (human-centric), collaboration and visualization. 
Design research often highlights the methods which are favorable for 
handling complexity.  

The overall purpose of this thesis was therefore to gain a deeper 
understanding of how the quality development work in healthcare is 
expressed and how it is affected when different perspectives of knowledge 
are integrated - with a focus on improvement knowledge, professional 
knowledge and design thinking. 

Since the purpose of the licentiate thesis was to gain a deeper 
understanding of what happens when new knowledge to develop quality in 
healthcare emerges, the method is based on a qualitative approach. Three 
research questions were formulated and led to three studies. The first study, 
a literature review, showed that there is limited research in the area but that 
there are indications that user involvement in development work affects 
employees' attitudes and values. In study number two, a case study was set 
up using design methods and involving users. The results showed tensions 
between the improvement work and the daily clinical operations. This tension 
could primarily be attributed to the conflict between faster and slower 
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processes (doing and thinking), when moving between different practicing 
skills (design, improvement and professional). The last study aimed to 
understand more about the management's view of this, relatively new 
knowledge (design) in healthcare, in relation to the traditional way to work 
with improvement and change. The result stresses that there are potential 
conflicts between the different fields of knowledge. But the interviews were 
also interpreted as showing the synergy effects that can arise when different 
practitioners meet, and the results also show that different ways of thinking 
can challenge the traditional ways of handling improvement and change in 
the development of healthcare.  

The thesis result overall strengthens the research that shows that design 
can add another dimension to traditional improvement work in healthcare. 
However, there is also frustration about something which is perceived as 
more abstract and reflective and which can sometimes be slower than what 
the solutions-oriented professions, who work under great time pressure and 
with scarce resources, are used to. Furthermore, the thesis highlights the 
problem that also has been described in previous research and which signals 
the (in)ability to both share new knowledge and to absorb it.  
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Sammanfattning 
Den offentliga sektorn generellt och hälso- och sjukvården specifikt kämpar 
med stora underskott, 19 av 21 regioner har negativa resultat 2019. Kraven 
från politiker och medborgare att erbjuda och erhålla en effektiv, tillgänglig, 
god och jämlik vård är svåra att möta upp. Dock är den medicinska 
utvecklingen positiv med längre överlevnad och möjligheterna att lindra och 
bota svåra sjukdomar blir hela tiden bättre. Den akuta vården i Sverige håller 
internationellt hög kvalitet. Svårigheterna och utmaningarna ligger i att säkra 
god och jämlik vård för de stora grupperna av multisjuka och patienter som 
är i behov av vård över längre tid och från olika aktörer. Från att vara ett 
system som är komplicerat övergår det till att bli ytterst komplext. 

Hälso- och sjukvården har byggts upp parallellt med den industriella 
utvecklingen i västvärlden och har influerats av organisationsteorier som 
bygger på produktion av sjukvård. Under de senaste decennierna har också 
managementkoncept, metoder och verktyg från privat sektor präglat 
styrningen men också synen på utvecklingsarbete. Den tekniska utvecklingen 
och snabba accessen till ny kunskap ökar också medborgarnas förväntan på 
att sjukvårdens som tjänst ska hålla hög kvalitet, vilket medför stora krav på 
organisationen att på ett effektivt sätt också jobba med förbättring och 
förändringsarbete utifrån olika principer och logiker.  

Organisationsforskningen har samtidigt visat på konflikter mellan olika 
sätt att arbeta med förbättring och förändring av organisationen och de 
metoder som stödjer det dagliga arbetet med att erbjuda hälso- och 
sjukvårdstjänster till medborgarna. I den mån verksamheten har ett 
systematiskt förbättringsarbete så har det ofta anpassats för att ta hand om 
problem som är i den dagliga driften och begränsat till enskilda verksamheter. 
Metoderna och verktygen har dock visat på svårigheter när de kommer till att 
identifiera och utgå från de grundläggande behoven som patienter, 
medborgare (användare) har, och därmed har det varit svårt att hitta de nya 
lösningar som kan transformera hälso- och sjukvården i en riktning som gör 
att den klarar att möta de utmaningar som den står i och inför. 

Kvalitetsforskningen visar att det finns kunskapsluckor att fylla när det 
kommer till förståelsen för hur komplexa problem ska hanteras och vilken 
kunskap som kan bidra i det arbetet. Det gäller också de spänningar och 
konfliktytor som kan uppstå när kunskap från patienter, andra professioner 
och kunskapsfält ska integreras med den kunskap som professionerna 
(medicin, omvårdnad) besitter. Flera offentliga organisationer har nu börjat ta 
till sig metoder, verktyg och förhållningssätt från designområdet. Framför allt 
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de delar som handlar om att involvera användarna (humancentrerat), 
samskapa och visualisera. Designforskningen lyfter ofta fram kunskapens 
metoder för att hantera mer komplexa problem. Det övergripande syftet med 
denna licentiatavhandling var därför att erhålla en djupare förståelse för hur 
kvalitetsutvecklingsarbetet inom hälso- och sjukvården uttrycker sig och hur 
det påverkas när olika kunskapsfält integreras - med fokus på 
förbättringskunskapen, professionskunskapen och design thinking. 

Den första studien hade därför syftet att förstå på vilket sätt kulturen 
(attityder, beteenden, värderingar) påverkas när patienter, brukare och 
användare av vårdens tjänster involveras i kvalitetsutvecklingsarbete. Data 
inhämtades via en litteraturstudie och visade på att det är en begränsad 
forskning på området men att det finns indikationer på att patientinvolvering 
i utvecklingsarbete påverkar medarbetarnas attityder och värderingar. I 
studie nummer två så följdes den mer generella bilden av patientinvolvering 
upp med en fallstudie av ett mindre förbättringsarbete där designmetoderna 
och användarinvolvering tillämpades genom Experience Based Co-Design 
(EBCD). Professionen (läkare och sjuksköterskor) utvecklade tillsammans 
underlag för en process inom somatisk verksamhet. Resultaten visade på 
spänningar mellan förbättringsarbetet och den dagliga kliniska verksamheten. 
Denna spänning kunde primärt härledas till konflikten mellan snabba och 
mer långsamma processer (göra och tänka), att röra sig mellan olika 
praktiserande kunskaper (design, förbättring och profession), att ses som en 
resurs för den egna kliniken och systemet och deltagarnas förväntningar och 
antaganden om roller och ansvar i ett utvecklingsarbete.  

Design som ett nytt förhållningssätt, metod och/eller dess verktyg har i 
olika omfattning börjat tillämpas inom hälso- och sjukvårdens organisationer 
och utifrån de två första studierna så blev det viktigt att också förstå mer om 
ledningens syn på denna relativt nya kunskap i relation till det traditionella 
arbetet med förbättring och förändring som pågått under längre tid. Detta 
undersöktes genom djupintervjuer med utvecklingschefer på olika platser i 
landet där metoderna börjat bli en del av utvecklingsarbetet. Resultatet visade 
att det finns potentiella konfliktytor mellan de olika kunskapsfälten. Men 
intervjuerna avslöjade också de synergieffekter som kan uppstå när olika 
praktiker möts och resultatet kan tolkas som tecken på att olika sätt att tänka 
kan utmana det traditionella sättet att angripa förbättring och 
förändringsarbeten i hälso- och sjukvårdens utveckling.  

Då syftet med avhandlingen var att erhålla en djupare förståelse för det 
som händer när ny kunskap för att utveckla kvaliteten inom hälso- och 
sjukvården sker, så byggde metoden på en kvalitativ ansats med inspiration 
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från hermeneutiken. Ansatsen innebär att det sker ett ständigt lärande 
vartefter ny kunskap inhämtas som sedan skapar nya frågor som en spiral av 
lärande. Avhandlingens resultat stärker den forskning som visar att design 
kan bidra med en ytterligare en dimension till det traditionella 
utvecklingsarbetet. Styrkorna från det visuella är uppenbart lätta att ta till sig 
och metoderna påverkar deltagarna, ibland i en riktning där de öppnar upp 
sig för nya sätt att se på tillvaron och omgivningen, men också med frustration 
kring det som upplevs som mer abstrakt och reflekterande och som ibland 
kan gå mer långsamt än den lösningsorienterade professionen, som lever 
under stor tidspress och knappa resurser, är van vid. Vidare lyfter 
avhandlingen fram den problematik som också är omskriven i tidigare 
forskning och som signalerar (o)förmåga att både delge ny kunskap och att ta 
till sig den.  
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1. Introduction 
This section describes the quality movement in relation to the challenges of healthcare. 
Furthermore, the context of its occupational groups and some of the things that need 
to be considered to generate services that meet or exceed the expectations of citizens 
and employees. Given that background, the purpose and research questions are 
presented followed by delimitations and the connections between the research 
questions and the appended papers. 

1.1. Quality Management’s Relationship with Healthcare 
Organizational management and leadership have developed hand-in-hand 
with industrialization, and when the concept of Quality Management (QM) 
was developed, it initially concerned the control and inspection of quality by 
measuring and developing standards from an organizational perspective 
(Weckenman et al., 2015). The quality movement then moved through phases 
of internal focus and awareness of the specific products to include the 
processes and the whole company (Weckenman et al. 2015). Increasing 
competition and technological development led to concepts such as Total 
Quality Management (TQM) which highlighted the importance of a holistic 
approach (Bergman & Klefsjö, 2007; Dahlgaard-Park et al., 2018; Hellsten & 
Klefsjö, 2000). Today's digitalized age means even more stakeholders and the 
system view becomes even more fundamental to understanding the dynamic 
world and the need to be prepared for the unknown, as elaborated by van 
Kemenade and Hardjono (2019).  
    The development and changes in the working conditions have also affected 
the leadership for quality and thus required different approaches over time. 
At the beginning of industrialization, it was, for example, assumed that 
situations and processes were linear in their form and should be controlled 
based on standards and that there was a best way to execute them (Taylor, 
2006). That approach could, according to complexity research (Rittel & 
Webber, 1973; Snowden & Boone, 2007; van Beurden et al. 2011), be defined 
as a simple or complicated context. In a world where knowledge and access 
to data have rapidly increased for citizens, the opportunity to find new 
solutions also increases, but the diversity of requirements, expectations and 
opportunities also generates challenges. Certain systems in society then 
quickly become complex and require special approaches to be understood 
and managed (van Kemenade & Hardjono, 2019). 



 

24 

This dynamic environment combined with the progress of digitalization, 
means that society has gone from communication between two individuals, 
to communication from one to many, and finally for a couple of decades we 
have had the possibility to communicate many to many. One consequence of 
this, among other things, is that the individual´s potential power has 
increased. Power comes through an individual´s own knowledge and skills, 
which they use to their own advantage and then exchange and share with 
others (Joiner & Lusch, 2017). 

Zooming in on the specific sector of healthcare, it can be understood as a 
complex system (Glouberman & Mintzberg, 2001), but some processes in the 
system also differs from others. For example, well defined processes with a 
clear beginning and end (i.e. a broken leg) where it is obvious who is in charge 
and who does what and when (Batalden et al., 2015). In line with the work of 
Snowden and Boone (2007, p 72) a leader's job is to recognize which context 
they are in: Simple, Chaotic, Complicated or Complex. This means that when we 
want to improve or change something in the system, different approaches can 
and should be chosen depending on need, problem and context. Since the end 
of the 1990s, healthcare has adopted various methods and tools from the 
quality movement to work with improvements (Radnor et al. 2012). The 
quantitative perspective when working with improvements has been 
preferred, for example statistical protocols, PDSA (the Shewhart cycle) 
(Deming 1982) or the seven tools for improvement (Ischikawa, 1995).  
Batalden and Stoltz’s (1993) model for continuous improvement (in this thesis 
referred to as the improvement knowledge) and models from the Institute for 
Healthcare Improvements (IHI) in USA (Berwick, 1989) have characterized 
several Swedish regions’ quality improvement strategies (Ministry of Health 
and Social Affairs [Socialdepartementet], 2020). Quality management systems 
and monitoring of quality in the public sector have also taken inspiration from 
the manufacturing industry and the private sector by applying economic and 
standardized control and quality models (Balanced scorecards, ISO 
certifications, etc.). These models can be recognized from the debate on New 
Public Management (NPM) and its clear focus on measuring on the basis of 
theoretical frameworks from marketing (Osborne, 2006). Successful projects, 
from an efficiency perspective, where measure of success has been accounted 
for by shorter lead times and optimized flow processes (Antony et al. 2019), 
have been mixed with less successful initiatives (Radnor et al., 2011) where 
the methods have met resistance from the medical profession (Eriksson et al. 
2016; Kaplan, 2010).  
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Since the public sector embraced theories from industry, they have also 
tended to approach public services as manufacturing, rather than as service 
processes. Therefore, Osborne et al. (2012) stress that a "deadly deficiency" 
(p.136) of knowledge in the public management systems has been created. 
They claim that the public sector is largely not about delivering pre-produced 
products. Most relationships between public sector users and their 
organizations are also not characterized by a transactional or discrete nature, 
as they do for products (Osborne et al. 2012). On the contrary, the majority of 
"public goods" (whether provided by the public, non-profit or private sectors) 
are in fact not "public products" but rather "public services." (Osborne et al. 2012, 
p. 136) 

Despite the problems regarding organizational structure and systematics 
in quality improvement, it should be emphasized that Swedish healthcare 
rates high in international comparisons (Swedish Regions and Municipalities 
[SKR], 2018) regarding survival, medical competence and treatment for acute 
conditions (stroke, trauma, heart attack etc.). However, surveys have shown 
(Swedish Agency for Health and Care Services Analysis [Vårdanalys], 2014; 
Vårdanalys, 2016) that healthcare is less qualitative in other areas. Waiting 
times, access to care, demographic challenges, multi-ill elderly people and a 
holistic view of the problems that lie in the gap between regions and 
municipalities are major challenges. Add to this the collaboration between the 
authorities and the healthcare system, and its (un)common IT systems. This 
makes it difficult for users of healthcare services to participate and meet up 
with their own resources as a complement to maintaining or improving their 
own health (Vårdanalys, 2018). 

In the beginning of the 2010s, the Swedish government adopted a new 
Patient Act [Patientlagen], 2014:821), that contained stronger requirements to 
meet citizens' needs for accessibility, individualized solutions for increased 
participation, and their opportunities to influence care. The traditional 
knowledge (in this thesis referred to as the professional knowledge) for 
improving healthcare processes and knowledge for improving diagnostic and 
treatment procedures seems to suffer from limitations which prevent this 
from coming true. Government initiatives to achieve a care that is closer to the 
patients and more person-centred are however intended to remedy this. 
(Ekman et al. 2011; Socialdepartementet, 2019:29). The Swedish Agency for 
Health and Care Services Analysis [Vårdanalys] (2012), believe that creating 
conditions for patients to become more engaged and involved in the 
development of Swedish healthcare is fundamental for achieving a more 
person-centered care. 
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1.2. Towards Combining Knowledge for Transforming 
Healthcare 

Transforming healthcare in the direction previously described is hindered, 
among other things, by the conflicts and confusion that may arise between 
the different fields/cultures of practice and knowledge seen in healthcare 
today (Bååthe & Norbäck, 2013; Eriksson et al. 2016; Gagliardi et al. 2008). 
“Getting people to talk to each other, breaking down silos, and getting people to 
work across units […]  What would be ideal is a tunnel that goes all the way across 
that would allow us to share each other’s goals. You need a dynamism that takes 
people out of the structure and creates a new way of doing things” (Lukas et al., 
2007, p. 317). Furthermore, healthcare quality is developed and improved in 
many different and often parallel ways (Batalden & Stoltz, 1993; Batalden et 
al. 2011).  

For example, healthcare professionals’ way of working relates to the 
areas of cure (physicians), nursing (nurses) and care (assistant nurses or 
orderlies) (Strömberg, 2004) which implies focus on treatment and caring 
procedures, and not on organizational or process development. To the extent 
that the healthcare organizations have a systematic improvement work, it 
has often been adapted to address problems that concern daily operations 
and are limited to specific units or departments. This has mainly contributed 
to incremental improvement (Ferlie et al.2005; Welander & Larsson, 2018). 
Studies have also shown that what is sometimes seen as quality 
improvements, such as shorter waiting times, better documentation and 
changed work processes, are mainly positive for the healthcare 
professionals, whereas patients continued to experience frustration 
(Batalden, 2018). 

This can be interpreted as a sign that it is difficult for today's healthcare 
organizations to find new solutions that can radically contribute to the 
transformation in which healthcare is able to meet the challenges it faces 
(The National Board of Health and Welfare [Socialstyrelsen], 2019a). Gaining 
the ability to not only improve, but also think in a completely new way has 
opened up the concept of innovation and methods that can contribute in this 
area. According to the Swedish Innovation Agency [Vinnova] (2019), an 
innovation can then be said to be a new solution that responds to needs and 
demand, but is only defined as an innovation if it creates value for the 
person using it. The value created can take on economic as well as social and 
/ or environmental forms. However, this does not necessarily mean that an 
innovation must always be radical. In short, innovation can be summed up 
as “new that makes good use” (Vinnova, 2019). 
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Design and design knowledge are well documented (Altman et al. 2018; 
Brown, 2009; Roberts et al. 2016) approaches, practice and methods used for 
development in public sector and healthcare (in this thesis referred to as 
design thinking knowledge) and often mentioned in the same sentence as 
innovation. The human-centered approach and focusing on value for the 
users are core concepts in design and creative tools that are frequently used 
in framing possible futures with the needs from the user's perspective 
(Jones, 2013; Krippendorf, 2006; Wetter-Edman, 2010). Value is stressed by 
service researchers (Vargo & Lush, 2004) be co-created, where the provider 
of a service creates value together with the customer (in this thesis 
henceforth named user). Some researchers (Grönroos, 2008) even suggest 
that the user is the only one that can create value, when actually using the 
service (value in-use).  

Various parts of the public sector have tried to fill the knowledge gap that 
complex challenges have entailed. By, among other things, now starting to 
apply knowledge from design to meet the need for increased innovative 
ability, involving users and becoming more person-centered (Altman et al. 
2018; Malmberg, 2017; Vink, 2019; Westling, 2020). There is also a debate 
about when to best use different knowledge, competence and capabilities. But 
even here, there is little description of what competence and ability is 
appropriate and how that knowledge can best be transferred and combined 
or integrated with the other fields of knowledge that are found in healthcare 
(Altman et al. 2018; Malmberg, 2017). Quality research (Dahlgaard-Park et al. 
2013; Radnor et al. 2011) also shows that there are knowledge gaps to be filled, 
when it comes to understanding how complex problems should be handled 
and what knowledge can contribute in that sense and other researchers 
(Fundin et al. 2019; van Kemenade 2019) stress the need for knowledge and 
competence that handle complex scenarios and support innovation. 

1.3. In Summary and the Rationale of the Thesis 
This introduction has described the challenges of healthcare and provided a 
brief context of its occupational groups and some of the things that need to be 
considered when creating healthcare services that meet or exceed the 
expectations of the users of healthcare and the professionals providing the 
services. It has also highlighted that several fields currently seem to struggle 
in parallel to provide the knowledge, structures, practices, and perspectives 
that might enable the called-for improvements of healthcare service quality. 

Quality Management emphasizes the central importance of the customer, 
but still places the primary focus on quantitative (hard) methods originating 
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from the industrial and goods-dominant logic to obtain the customer focus in 
order to continuously improve. Design Thinking also emphasizes the 
customer in focus, or rather the customer focus through its human-centered 
perspective, but primarily stresses qualitative (soft) methods as favorable to 
reach the customer needs for improvement and innovation.  There is a lot of 
research in both fields showing potential ways to reach the common goal of 
value creation for the customer or user, but very few studies at all, which try 
to understand them in combination. Furthermore, there are, to my knowledge 
no publications that also place these theories and practices in the healthcare 
context with the professionals and their knowledge, assumptions, values and 
norms in relation to quality improvements. Paraphrasing Cohen and 
Levinthal (1990), the diversity of knowledge far exceeds the individual ability 
of individual employees. But different knowledge structures that exist in the 
same context might also elicit the type of learning and problem solving that 
create innovation when in interaction and when combined. 

Thus, in consideration, there is a gap to be filled with a deeper 
understanding how knowledge from multiple disciplines and their specific 
perspectives contributes to improvement and innovation of healthcare service 
quality and its specific cultural context. 

1.4. Purpose and Research Questions 
The purpose with this licentiate thesis is therefore to reach a deeper 
understanding how the quality improvement culture in healthcare expresses 
itself and how it is affected when combining different knowledge perspectives 
– focusing on professional knowledge, improvement knowledge and design 
thinking. 

Three research questions have been guiding the research process to reach 
the purpose. They contain the essential questions of what and why. The 
rationale for the first question was, along with the knowledge gap, that the 
legal requirements and national guidelines raised the issue of increased 
participation for patients and citizens in healthcare. However, reports and 
analysis indicated that it was implemented with limited success. The patients 
also emphasized the lack of opportunities to participate in the design of the 
care offered. They were seen more as passive recipients of care than as health 
co-creators. Some healthcare organizations turned to design methods (and its 
human-centered approach) when they started to involve their patients in 
quality improvement projects. Therefore, it became essential that the first 
study needed to investigate what happens when patients are involved in 
quality improvement projects.  
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RQ 1:  What are the cultural consequences from user involvement in healthcare 
quality improvement initiatives?  
Consequently, from the first question and results, the next question came to 
focus on methods from design and the mix of knowledge in a development 
team (designer, physician, nurse) that was in line with the purpose of the 
thesis. It was also a way to build empiricism for further questions. 
 
RQ II:  What are the cultural dynamics and tensions when applying design thinking 
for improving healthcare quality in relation to traditional methods? 
Taking both RQ1 and RQ2 into consideration, the intentions and motivation 
for applying design thinking appeared increasingly necessary to understand. 
 
RQ III: Why is design thinking applied when improving service quality in healthcare? 

1.5. Delimitations 
The main focus in this thesis is on the organizational level and knowledge that 
can contribute to organizational development for areas that concern 
improvement and innovation in a healthcare context within the areas of 
professional knowledge, improvement knowledge and design thinking. The 
thesis does not intend to answer how knowledge generally could be utilized 
or how medical knowledge (treatment, medicine, etc.) can contribute to 
medical development.  

The cultural consequences are connected to norms, attitudes and values 
concerning these three knowledge perspectives and how they hinders or 
enable change and transformation. The traditional methods regarding 
development and improvement are primarily related to, how the professional 
healthcare workers in general think when it comes to improvements, which is 
deeply rooted in the field of natural science. 

Thus, other parts of what can be attributed to quality work in healthcare 
are not examined or evaluated, such as quality management systems, quality 
control, inspection or project management philosophies. As the healthcare 
organizations are most familiar with professional knowledge and its research 
and development procedures and quite familiar with improvement 
knowledge, the why in research question three focuses on the relatively new 
knowledge from design thinking. This thesis acknowledge that design is a 
wide concept with several areas of knowledge and subcategories as industrial 
design, interaction design, service design etc. Design thinking is therefore 

http://urn.kb.se/resolve?urn=urn:nbn:se:miun:diva-34920
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chosen to, in some sense, embrace this field of knowledge in order to make 
comparisons with the other two.  

1.6. Connection between Research Questions and Papers 
There is a quite straightforward connection between the research questions 
and the three papers. However, as presented in the conclusion, some 
important lessons from the different papers have implications on the answer 
to all the three questions. The answers to the first question are mainly in the 
first paper with some findings from the second. The second question could be 
answered with knowledge from the third as well. The last question has its 
main finding in the last paper as this is the only paper where the development 
leaders could express their experiences.  

1.7. Readers´ manual 
After this introduction, presenting the purpose and research questions, the 
thesis now continues with chapter 2 and the description of the theories that 
the thesis rests upon, ending up with a summary of the knowledge 
perspectives related to improving service quality in healthcare.  In chapter 3 
you will find the methodology including the researcher’s preunderstanding 
and the research journey. Chapter 4 contains a summary of the appended 
papers, leading to the conclusion, discussion and suggestions for future 
research in chapter 5 and 6. At the very end, in chapter 7, you will find the 
references. 
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2.  The Theoretical Journey 
The theories presented below are focused on understanding the constraints that the 
organizational environment implies in relation to the ability to work with change. 
Therefore, the theoretical framework for this thesis starts with an overview of the 
healthcare organization and its formal structures. Having acquired a certain cultural 
understanding from that structure, the concepts of Quality and Quality Management 
are then presented. Before the final theories from the different perspectives of 
knowledge are mentioned, a short reflection from logics concerning goods and service 
paves the way. 

2.1. The Healthcare Organization 
The fundamental needs of society, defense, health, security, and education 
have all been solved by means of institutionalization (Scott & Davis, 2016). 
One fruitful perspective is the three pillars of institutions as presented by Scott 
and Davis (2016). They consist of: the regulatory pillar, which acts to stabilize 
the activities that occur, such as laws and standards; the normative pillar which 
emphasizes values and norms in relation to how we act within the 
organization; and the cognitive pillar can be considered the filter through 
which we observe reality. The cognitive pillar creates meaning, for those in 
the organization, when they interpret the outside world. Understanding this 
context, there is an opportunity to prepare, plan and act when change is 
needed in an organization. 

The healthcare organization consists of a workforce with different 
backgrounds and skills. The organization is described as knowledge-rich and 
complex (Alvesson & Svenningsson, 2019), and the most prominent 
occupational groups are certified physicians and nurses (Socialstyrelsen, 
2019b). Their knowledge is referred to in this thesis as professional knowledge 
as in the definition of Batalden and Stoltz (1993). 

The complex world (s) of healthcare that these professionals must navigate 
their way through is described by Glouberman and Mintzberg (2001), (Figure 
1). The figure shows the directions in which management at hospitals is 
practiced and visualizes the potential conflict areas that arise in the 
relationship between the worlds as their members view the worlds differently 
depending on where they are and with whom they primarily feel related. The 
vertical cleavage distinguishes those who work with a more inside focus 
(managers and nurses), with those who have greater focus towards the 
outside perspective and therefore are not so formally connected. The 
horizontal cleavage symbolizes the hierarchical challenge and the distance to 



 

32 

the “floor” perspective. Glouberman and Mintzberg (2001) argue that unless 
the system finds ways to link these worlds together, no major change will be 
possible. Their position is in line with the findings of (Bååthe & Norbäck, 2013; 
Eriksson et al. 2016; Hellström et al. 2015) who describe how the relationship 
between management and physicians is central to facilitating improvement 
and change management. 
 

 
Figure 1: Adapted from “the four worlds of the hospital" by Glouberman and Mintzberg (2001) 
 

Over the years quality management projects in healthcare have in various 
ways applied improvement knowledge (e.g. Continuous Improvements, 
TQM, Lean, Six Sigma) to systematically address the requirements and needs 
of efficient and flow-optimized processes (Kaplan et al. 2010; Radnor et al., 
2012; Stelson et al. 2017). Knowledge related to continuous improvements has 
usually been transferred to the organizations through change agents 
(consultants), both externally and internally, or through managers (Gadolin 
& Andersson, 2017). Again, studies (Striem et al. 2003) show that conflicts can 
be derived from the different ontological views on knowledge within the 
different roles. Differences of opinion emerge as different fields of knowledge 
meet the traditional way of development (natural science), where the 
profession loses control (power) in change or transformational processes.   
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“as a TQM program begins to gain momentum, many interest groups will 
perceive a threat to their established roles and power relations and will resist further 

changes”. (Striem et al. 2013, p. 256) 
 

2.1.1. The Bureaucratic Landscape 
The organizational characteristics within healthcare are often what Mintzberg 
(1983) calls professional bureaucracy and exhibit one of the constitutional 
forms an organization could have which derives from the theories of Max 
Weber. This means that the structure is established and formalized (division 
of labor, decision-making, etc.). Alvesson and Svenningsson (2019), also 
emphasizes healthcare as a knowledge bureaucracy. This has implications for 
knowledge integration as barriers and opportunities need to be visible. Such 
a bureaucracy is characterized by its standardized solutions and services 
offered where reputation and legitimacy are important and thus strongly 
connected with the professional bureaucracy as described by Mintzberg 
(1983).  

Taking that into account, this links to the image of professional knowledge 
as being based on scientific grounds, where theory and practice in general can 
be seen as twofold and sequential: you first learn the theoretical part and then 
learn the techniques and apply the knowledge (Schön, 1991). Practical 
consequences from what Schön describes as the technical rationality, in a 
healthcare perspective, above all connected to physicians, could cause 
problems of moving from the expert role to be a more reflective practitioner.  
 

2.1.2. Healthcare Culture and Change 
Schein (2010, p. 18) defines culture thus: “the culture of a group can now be 
defined as a pattern of shared basic assumptions learned by a group as it solved its 
problems of external adaption and internal integration, which has worked well enough 
to be considered valid and, therefore, to be taught to new members as the correct way 
to perceive, think, and feel in relation to those problems”. Healthcare culture is thus 
affected by the fact that it is a knowledge-rich and complex world with 
structure, standards and a well-established ontological view on knowledge as 
described by both Mintzberg (1983) and Alvesson and Svenningsson (2019). 

According to Lukas et al. (2007), undertaking a transformation of 
healthcare systems is complex and difficult and where elements, such as, for 
example, leadership commitment to quality and improvement initiatives 
drive change by affecting the four components where the organization 
operates. The first is the mission/vison and strategies guiding the desired 
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direction followed by the culture which mirrors the organization’s values and 
norms. The third component is the operational functions and processes that 
incorporate the daily clinical work. Finally, the elements affect the 
infrastructure supporting the service delivery such as information technology 
and human resources. Lukas et al. (2007) further stress that “transformation 
occurs over time with iterative changes being sustained and spread across the 
organization” (p. 310). Burke (1994) also juxtaposes culture with change stating 
that transformative change should focus on changing the employee's 
behaviors through developing the organization's aims and strategies, its 
leadership and the culture, in order to achieve deep and sustainable change. 
This will mean that members of the organization must unlearn something as 
well as learning something new (Schein, 2010). 

Change, planned or unplanned, is then referred to as something that can 
be described as a new state of things compared to an old one and changing 
culture demands will and motivation (French & Bell, 1999). Kotter (2012) 
speaks about creating “a sense of urgency”. Changing culture can also be 
understood by Schein´s (2010) “three-stage model of the change process” that 
is built on Kurt Lewin's three stage model but adds psychological mechanisms 
to each step: Unfreezing in order to create motivation and readiness to change; 
Changing through Cognitive Restructuring by helping the client to experience, 
judge, and react to things differently based on a new point of view; And 
finally Refreezing through helping the client to integrate the new point of view.  

Improving quality and the culture of the organization are well-linked 
(Lukasz et al. 2012). The preconditions for improvement could be understood 
if you recognize what kind of culture a certain organization is characterized 
by. Prajogo and McDermott (2005) presents four different types of culture 
(Figure 2) in relation to TQM, based on the Competing Value Framework 
(CVF) (Quinn & Rohrbaugh, 1983). The hierarchical culture seeks stability and 
predictable outcomes with an internal focus. The rational culture also seeks to 
establish a structure of control but having a more external focus. Striving 
towards a more flexible structure and also focusing externally is the 
developmental culture. Still flexible but focusing internal is described as a 
group culture (Quinn & Rohrbaugh, 1983). An organization is often 
characterized with a combination of the different cultures, however some 
forms could be more dominant (Prajogo and McDermott, 2005). 
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Figure 2: Adapted from Prajogo and McDermott (2005, p.1105).  
 

The studies of Bååthe and Norbäck (2013) highlighted three success factors 
needed to increase commitment to work with continuous improvement. 
These are: removing obstacles and supporting administrative processes; 
creating learning- and training environments; and assisting identity work for 
the doctors. Other studies (Eriksson et al. 2016) have found that nurses differ 
from physicians, who have a more negative attitude towards external support 
in development work (Eriksson et al. 2016). Thunborg (2009) stresses that 
nurses show less resistance, compared to physicians, to engaging and 
involving outside resources (e.g. patients) in the improvement work. This 
may be due to their everyday clinical work (nursing) which implies a close 
contact with patients and relatives. This can, according to Thunborg (2009), 
be explained by, among other things, that their professional identity is largely 
about taking responsibility for coordination between patients and the 
professional groups. The nurses' everyday clinical lives are based on constant 
interaction and communication (discussion, information, reporting and 
supervision). At the same time, they are also exposed to a constant risk of 
being interrupted by patients, relatives and other professionals who need 
their help. But having a strong professional identity and thus a strong loyalty 
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to their own professional group, applies to most professionals. This is where 
they get confirmation and feel secure (Alvesson & Svenningsson, 2014; Striem 
et al. 2003) 

This thesis assumes, according to the theories presented above, that 
healthcare and its professionals along with management is located in a context 
that is mainly affected by the hierarchical and rational culture (Quinn & 
Rohrbaugh, 1983). Consequently, knowledge from fields more related to 
participation from external parts, creative and innovative activities will be 
challenging. 

2.2. Quality Movement 
2.2.1. Quality  
Quality as a concept is multifaceted and needs to be understood based on the 
context in which it is placed (Reeves & Bednar, 1994). Historically, some 
definitions are highlighted having strengths as well as limitations (Table 1). 
Quality such as excellence, is based on the absolute excellence of things and 
goes way back to the Greek philosophers' view of quality. In the mid-18th 
century, market forces began to influence the concept as the market expanded 
for commercial goods and quality became linked to value. Being able to afford 
a product was equivalent to quality. During the mid-1900s, however, the 
unilateral view of quality where the price was only one component was 
questioned, so that two components in terms of price and quality were 
required to compete in the market. Later on, quality, price and value were set 
up together as three components that would be considered in order to define 
the concept of quality (Reeves & Bednar, 1994). 

Another definition that has characterized the quality movement for a long 
time is quality as conformance to specification. This definition has its origin in 
the rise of industrialization when the properties of products in relation to 
what they were intended for were dominant (Crosby, 1999). Quality Gurus 
like Deming, Juran, Feigenbaum, Crosby, Imai and Ishikawa contributed with 
their practice and theories to a greater focus on quality (Brown, 2013). 
Following standard protocols as well as using quantitative data offered 
companies the opportunity to measure and follow up on quality in 
production to create efficient processes using as few resources as possible 
(Weckenmann et al. 2015). Juran (2004) developed Shewhart's work and 
subsequently divided quality into design and conformity, thereby bringing 
together excellence with conformance in the concept of quality. 

Thus, the objective view of quality prevailed for a long time, but even 
though earlier gurus (Juran, 2004; Shewhart, 1980) had stressed the need to 
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understand the subjective part of the concept of quality, a paradigm shift did 
not come until the late 1960s when service development in society became a 
major focus of attention. Up to the mid-1960s, the proportion of workers in 
the production industry was greater (Bureau of Labor Statistics, 1991 in 
Reeves & Bednar, 1994) than those in the service sector. But when the 
workforce in the service sector increased this led to a shift in focus concerning 
the concept of quality, from the internal process and product view to the 
external customers, and service delivery and value creation became central. 
The most commonly used definition of quality today, namely to meet and/or 
exceed customer expectations, has its origins in this paradigm shift (Grönroos, 
1990; Zeithaml et.al, 1988). Thus, the customer or user's experience and sense 
of a product or service need to be understood and taken into account. The 
movement of the concept of quality in this direction is evident in 
Feigenbaum's different publications (1961, 1983 and 1991) about Total Quality 
Control. 
Table 1:  Adapted from Reeves and Bednar's (1994 p.437) comparison of strengths and weaknesses 
with the different definitions of quality 

 
Definition Strength Limitation 
Excellence Human resource benefits Difficult to measure 

Enough customers must be 
willing to pay for excellence 

Value Focuses attention on a firm´s 
internal efficiency and 
external effectiveness 
Comparisons across 
disparate objects and 
experiences are possible 

Difficult to extract the 
individual components of 
value judgement 
Questionable inclusiveness 
Quality and Value are 
different constructs 

Conformance to Specifications Most appropriate for some 
customers 
Allows precise measurement 
“Do things right” 

Inappropriate for services 
Difficult to adjust to rapid 
change 
Customers don´t care about 
internal specifications 

Meeting and/or exceeding 
customers’ expectations 

The customer evaluates the 
product/service 
Responsive to market 
changes 

Complex definition 
Measurement problems 
Short- and long-term 
evaluations may differ 
Confusion between 
customer service and 
satisfaction 
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This dissertation thus adheres to the definition stating that quality is 

“meeting and/or exceeding customers’ expectations” which highlights the role of 
the user as evaluator of what constitutes value. From a public sector and 
healthcare perspective this could be challenging as regards to the language 
often used that speaks about healthcare production and which relates to 
public administration and new public management (Osborne, 2016). Today’s 
healthcare management philosophy is aiming more towards new public 
governance (NPG) focusing on what Osborne (2016) states as trust and 
relational contracts. This is also highlighted in a recent Swedish governmental 
report (Tillitsdelegationen, SOU, 2019:43) as well as research reports 
(Fransson, Quist & Wetter-Edman, 2019). 

2.2.2. Quality Management  
The concept of quality management (QM) has been described in the literature 
as a group of principles, practices and techniques that include customer focus, 
continuous improvement, and teamwork (Dean & Bowen, 1994). Hellsten and 
Klefsjö´s (2000) cornerstone model also adds the management's commitment, 
participation and the importance of basing decisions on facts. 

As described in the previous paragraph regarding the definition of quality, 
the quality movement can be summed up by the fact that it has moved 
through different paradigms (Figure 3). From quality inspection to quality 
emergence (Dahlgaard-Park et al., 2018¸ van Kemenade, 2020; Weckenman et 
al., 2015). Quantitative methods and tools have been essential to understand 
products and processes and by that, the concept of quality. Initially there 
where a dominant focus on inspection to ensure that things were done as 
planned which could be interpreted as being reactive. However, that became 
expensive because of the unnecessary waste at the end of the process. An 
extended control during process became a solution to that. From the late 1960s 
it became crucial to prevent failure and even to try to understand what we do 
not really know about the customers’ (users) needs at all (Dahlgaard-Park et 
al., 2018; Weckenman et al., 2015). 
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Figure 3: Some central concepts and approximate time periods for the quality movement (paradigm 
shifts) 

 
Managing a successful business and securing quality, soon proved to be 

more complicated than just focusing on the resources and monetary values. 
Theories about an organization´s governance began to emerge because of the 
increased demand on knowledge about the organization and the people who 
worked there (Dahlgaard-Park et al. 2018). Behavioral science and the social 
context influenced management philosophies where studies from Hawthorne 
(Juran, 2004) and theories from Maslow made a strong impression 
(Dahlgaard-Park et al. 2018). Despite the increased interest in soft values, it is 
still being questioned if the philosophy of science and the tools for monitoring 
and evaluating quality, based on quantitative measures, numerical values and 
statistical analysis, should instead be a concept named quantity management 
(Jensen et.al, 2018). 

As mentioned earlier, the quality field was forced to challenge its positions 
on products and services. The historical focus from the quality movement on 
technology and processes, and the surrounding world looking at QM as a 
movement with a variety of tools instead of an approach (principles), means 
that the future of QM will not only concern technical quality but also how it 
handles social responsibility and sustainability. If organizations want to 
ensure satisfied customers, they must look beyond the actual product 
(Weckenman et al., 2015). The present, not to mention the future, is becoming 
more and more complex, thus challenging standards based on linear 
processes. Paradoxically however, mankind seeks security in routines and 
fixed structures. Therefore, research needs to seek more knowledge about the 
immaterial rather than the material, as Dahlgaard-Park et al. (2013, p.16) 
describes; "probably the future definition of quality will embrace more interactional 
and experiencing aspects”. Van Kemenade (2020) adds the concept of emergence 
and highlights the characteristics of the emergence paradigm that can 
effectively adjust or develop quality management instruments and tools to 
support or facilitate emergence in complex organizations. 
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2.2.3. Goods and Service Thinking in Healthcare 
Hippocrates said over 2000 years ago that "It is more important to know what 
kind of person has a disease than to know what kind of disease a person has" (Bowie 
et al., 2015, p. 1). Despite this, healthcare terminology and approaches often 
relate to care as a product to consume. 

Until the end of the 1960s, the concept of quality and research on quality 
focused on manufacturing and products and not services (Reeves & Bednar, 
1994). As the market moved more and more towards service with the majority 
of professionals employed in the service sector (OECD, 2005), the concepts of 
what creates value and the view of transaction become questioned (Grönroos, 
2008, Batalden, 2011). 

Since the quality work in healthcare was inspired by and followed the 
models applied in industry, definitions of value-creation were built on the 
supplier and customer principle where the product delivered is consumed 
(destroyed) by the customer (Vargo & Lusch 2004, Grönroos & Gummerus, 
2014). Taking an example from healthcare, what triggers a patient's hip pain 
becomes a need for pain relief, which is then solved by offering analgesics. 
This can then be measured as an outcome from the healthcare perspective. For 
certain, for some conditions, this process can certainly create value and the 
patient can be seen as a passive recipient of care. However, other conditions 
(welfare diseases and people with multiple illnesses), which are also 
increasing in our society, are more complex conditions. There, the transaction 
model is distinctly inappropriate, and a partnership or co-creation of value 
becomes more relevant. A patient with a heart condition is, of course, in need 
of medication and controls, but may also be in need of a provider of activities 
that improve and prevent health, such as exercise and diet (Batalden, 2011). 
Joiner and Lusch (2016) believe that we can regard the goods logic that is 
embodied in healthcare as a substance, which is a remnant of the 
industrialization's impact on healthcare (e.g. care rooms, medical appliances, 
nurses, doctors and so on). If we instead consider care with a service logic 
perspective, it should instead be likened to a verb, e.g. to heal, nurse, rest, 
monitor, feel, visit, recover or die. 

One big difference in moving from a goods logic approach to a service 
logic perspective is the relational perspective. By looking at the services that 
healthcare provides using product glasses, we see activities, processes and 
efficiency (output) and make calculations on those factors. If we put on service 
glasses, we instead see the importance of co-creation, which is more difficult 
to measure because it includes the person's individual preferences. These 
glasses increase the ability of healthcare to understand how we can better 
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shape services that can deliver health to citizens (Batalden, 2011). In the best 
of worlds, joint care or treatment plans are developed in the meeting 
(examination of patient needs) between the professional and the patient. A 
relationship emerges that is held together by the knowledge, skills and habits 
of both parties and a willingness to be vulnerable (Batalden, 2011). In a goods 
logic world, the patient sees the supplier (healthcare staff) as experienced, 
knowledgeable, innovative, creative and as the source or creator of value. The 
recipient is regarded as inexperienced, ignorant, passive (stupid) and 
someone who consumes and uses up or destroys value (Joiner & Lusch, 2016). 
But value can also be what you do not get, but "avoid", such as driving long 
distances, not having to remember to take medicine etc. (Joiner & Lusch, 2016). 
In certain interactions, there may be a greater focus on the activity (surgery) 
itself when it comes to, for example, a bone fracture but regardless of the 
incident, the service logic perspective offers a more holistic view where the 
person's perceived reality, assets, social networks and goals are included in 
the end result (Batalden, 2011).  
 

“Even at its most scientific and technical moments, the provision of healthcare is 
always – always - a social act” (Batalden et al., 2011, p. 103). 
 

For the service logic researchers, the connection between goods and 
service are that goods are the distributing mechanisms for service (Vargo & 
Lusch, 2004, Batalden, 2011, Grönroos, 2008). Goods logical initiatives to 
evaluate service/services run the risk of resulting in the organization asking 
for numerical values for how the treatment was on a scale, for example how 
the cleaning was experienced or how the food tasted? Emphasis is on the 
delivery of various activities (Batalden et al. 2015).  With a service logic 
perspective, it becomes more of an investigative consideration, where the 
focus is on exploring users’ understanding of how care has affected and - or 
how their knowledge has increased about how they can maintain and prevent 
their health when they return home (for example if they are able to take their 
dog for a walk). Based on the answers, it becomes important to also 
understand if they think they can integrate what they learned during their 
treatment into their everyday lives, to increase their well-being (Batalden et 
al. 2015). 

This thesis´s purpose, to reach a deeper understanding of quality 
improvement culture, therefore acknowledge the culture theories and 
definition from Schein (2010, p. 18) stating that; “[…] shared basic assumptions 
learned by a group […] which has worked well enough to be considered valid and, 
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therefore, to be taught to new members as the correct way to perceive, think, and feel 
in relation to those problems”. The thesis also positions quality as meeting and/or 
exceeding customers’ expectations (Reeves and Bednar, 1994), which means 
that understanding quality improvement culture, implies an understanding 
of the context where improvement initiatives take place. That includes the 
attitudes, values and assumptions that professionals in healthcare have 
concerning the way they look upon knowledge for improving, as well as the 
attitudes, values and assumptions they have in relation to the users, and the 
user’s knowledge contribution in developing healthcare services.  This is what 
defines actor’s mental models – i.e. their assumptions and beliefs about how 
things work, and then what actions that leads to (Vink et al. 2019). 

2.3. Knowledge for Improving Healthcare Service Quality 
 The following sections first define knowledge in relation to this thesis and the 
concepts of improvement and innovation. Then some considerations regarding the 
healthcare context followed by narrowing down on the framework from Batalden and 
Stoltz (1993) and expanding with design thinking knowledge perspective. 
 

2.3.1. General Knowledge Perspective  
The interplay between different forms of knowledge is central for new 
knowledge to emerge, and especially the interplay between explicit and tacit 
knowledge (Nonaka & Takeuchi, 1995). According to Cohen and Levinthal 
(1990) and their theories of absorptive knowledge, prior knowledge is a 
prerequisite for creating the opportunity for new knowledge to be absorbed 
(assimilated), adapted and developed. They assume that some of the previous 
knowledge should be very closely related to the new knowledge to facilitate 
assimilation, and a small part of it must be quite versatile, although still 
related, to enable efficient, creative utilization of the new knowledge levels.  

Nonaka and Takeuchi (1995) have analyzed how to create the dynamics 
for innovation and stress the importance of starting from the viewpoint that 
knowledge is both tacit and pronounced. That is crucial to understand how 
we can capture, use and develop knowledge. In western culture, the explicit 
is most well-known and described. The “tip of the iceberg” consists of 
numbers and words that can be easily conveyed and used to spread the 
knowledge. The tacit knowledge that is considered so valuable in eastern 
culture is more subjective, intuitive and insightful and must of course be 
understood through methods other than the explicit. People's mental models 
can be said to consist of the tacit knowledge. The relational is often based on 
the tacit knowledge in that it is about the feeling of something that cannot be 



 

43 

explained by asking a question. It's about experiencing in order to learn 
(Nonaka & Takeuchi, 1995). 

Reflection as a prerequisite for learning is another thing well described in 
the literature (Granberg-Ohlsson, 2009; Hanson, 2001; Schön, 1991) and 
learning leads to knowledge according to Kolb (1984, p.38):”[…] the process 
whereby knowledge is created through the transformation of experience”. Schön 
(1991) describes the individual's ability to use reflection for his actions and 
Hanson (2001) treats different forms of reflection, especially at the group level, 
in order to have a reflective organization. The ability of organizations that are 
knowledge-rich when it comes to reflecting on their actions, can be limited if 
they interpret their own knowledge as the only true one. That could imply 
limitations as they fall into expert roles (Schön, 1991).  

According to Hansson (2001), organized reflection involves questioning 
assumptions, highlighting power structures and shifting from individual to 
collective reflection, and thereby creating more democratic leadership and 
governance. Which in turn is related to the finding that service design can be 
used to shift mental models (Vink et al. 2019). Organizations that originate in 
the natural sciences paradigm, described by Schön (2010) as technical 
rationality, find it more difficult to be in a state of uncertainty and ambiguity, 
which leads to a solution-oriented organization. 

Obstacles and Enablers for Adding and Combining Knowledge in 
Healthcare 

Healthcare professionals constitute a recognized group of knowledge-carriers, 
both theoretically and practically. Their focus is on nurturing, alleviating, 
treating and preventing illness and thus contributing to health. Therefore, the 
professional groups do not naturally tend to have a deeper knowledge in 
areas outside of this, such as leadership, development and innovation 
(Alvesson & Cizinsky, 2018). Batalden (2018) suggests that there are benefits 
to integrating learning systems into networks that reflect active learning, 
continuous improvement and change management. That includes the 
development and use of knowledge that can offer standardized answers to 
common needs, customized responses to specific needs, and flexible 
responses to emerging needs. Continuous learning is said to be the hallmark 
of the "professionals” but learning for patients or users is also important 
(Batalden, 2018). 

A contribution to the context of knowledge in which healthcare is situated 
is taken from Alvesson and Cizinsky's (2018) description of knowledge 
interests as a basis for how we relate to knowledge. When knowledge is 
viewed from a technical-instrumental perspective, the purpose is to collect 
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information and structure it, preferably quantitatively, and then develop 
knowledge and methods of objective processes. It follows the principles of 
finding a relationship between cause and effect. This is recognized in the 
natural science tradition of healthcare and the professional knowledge 
(Alvesson, 2019; Batalden & Stoltz, 1993). Knowledge from other fields, where 
design is one, has other characteristics in what is described as the interpretive-
understanding knowledge interest (Alvesson & Cizinsky, 2018). This 
knowledge interest has a holistic approach and understanding the deeper 
phenomena becomes fundamental. Consequently, as mentioned by Schön 
(1991) there is a transfer from object to subject. It requires reflection and 
interpretation which can initially be perceived as difficult, questioning and 
conflict-creating. 

2.3.2. Knowledge for Improving Quality as a Combination of Multiple 
Knowledge Perspectives 

In the 1990s, Batalden and Stoltz (1993) developed a framework/model for 
improvement knowledge (Figure 4), where they highlighted the combination 
of professional and improvement knowledge for continuous improvements 
in a faster -moving and more value-creating healthcare. The model is used 
today in many international and Swedish healthcare organizations to describe 
systematic quality improvement based on continuous improvement (SOU, 
2020). It has also been referred to as science of improvement (Bergman et al. 
2015). Improvement knowledge then originates from the knowledge of 
systems and processes with its methods and tools and what Deming (1994) 
refers to as profound knowledge. Emphasis is on quantitative methods such 
as statistical analysis, variational analysis and causal relationship. The model 
shows how the different components of knowledge is connected to permit 
continual improvements, adding improvement knowledge to the traditional 
way of improving healthcare. The model is also inspired by the work within 
the Institute for Healthcare Improvement (IHI) and its model for 
improvement (Berwick, 1989; Langley et al. 2009). 
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Figure 4: Adapted from the “Framework for the continual Improvement of Health Care” as described by 
Batalden and Stoltz (1993) 
 

The Professional Knowledge Perspective  
Healthcare professionals’ focus in relation to quality improvements is to 
improve diagnostic and treatment procedures. They bring their knowledge, 
experience, skills and habits to the co-creation processes that are dependent 
on participation from several actors. Their way of working can contribute to 
a sense of reliability. Through co-creation, they become vulnerable as they 
engage with a holistic and relational perspective which also creates 
confidence. Joy and personal reflection help maintain these professions in 
their endless confrontation with some of life's most difficult situations 
(Batalden, 2018). Professional knowledge consists of the following three parts 
according to Batalden and Stoltz (1993). 

Subject - Scientific Knowledge 
The professional knowledge of healthcare derives from the positivist 
paradigm where the driving forces are to establish truth, and cause and effect 
relations are crucial (Creswell 4th ed.). Healthcare professionals have 
significant knowledge in specific subject areas that originate in the natural 
science tradition (medicine, anatomy, microbiology) (Batalden & Stoltz, 1993) 

Improvement knowledge
Theory of knowledge

Psychology
Varia�on
System

Professional knowledge
Discipline
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Discipline - Personal skills 
Personal skills are developed in the various disciplines that characterize the 
different professions: nursing for nurses, paediatrics for paediatricians, etc. 
Their skills have improved for many years in relation to and combination with 
knowledge from each other (Batalden & Stoltz, 1993). 

Values 
The shared values within and between the professions also drive 
improvements (Batalden & Stoltz, 1993). The healthcare profession is often 
very loyal within its professional group (Striem et al. 2003 Thunborg, 2009) 
and groups that share values and norms create their own subculture (Schein, 
2010). In healthcare, these are based on the underlying moral and social values 
that are based on users (patients, families, etc.) that the professionals are 
trained to take care of (Batalden & Stoltz, 1993). 

 

The Improvement Knowledge Perspective 
Improvement knowledge derives from the “system for profound knowledge 
(Deming, 1993) and contains the four elements, fundamental to continuous 
improvement; systems, variation, psychology and theories of knowledge (Batalden 
& Stoltz, 1993) and focuses on improvements on processes and systems. 

System  
The first element concerns the management and the leaders’ ability to apply 
a systemic view on the organization which is necessary if the work with 
continuous improvement is to succeed. They need to agree that a production 
system consists of individuals, objects, processes, products and services that 
strive for the same purpose and goals. Three questions lead their way and 
need to be answered: “How do we make what we make? Why do we make 
what we make? How do we improve what we make?” (Batalden & Stoltz, 1993, 
p. 426). 

The first question refers to a knowledge about the means of production. 
What is actually produced in the form of products or services? How are they 
produced (the processes)? And for whom they are made (customers) and 
which suppliers are necessary? In relation to healthcare, it could be 
exemplified by the way that healthcare workers are used to describe what 
actions they perform every day or what effect it has, not what they produce. 
For example, a doctor makes diagnoses and a lab assistant analyzes samples. 
But if one adopts a system perspective for the entire hospital, a broader theme 
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emerges for these activities/actions, such as information, diagnostic services, 
etc. A hospital’s key processes, therefore, are those that produce information, 
care environments or those that are about transporting patients etc. according 
to Batalden and Stoltz, (1993). Some of the key processes come in 
chronological order, forming the core process of "patient care". Usually, this 
process includes seven steps: admitting, assessing, planning, implementing 
plans for care, evaluating progress, planning follow-up and discharge. These 
core processes then have supportive processes regarding documentation, 
transportation and food delivery (Batalden & Stoltz, 1993). 

Why we make what we make affects the overall purpose of the system. 
Obtaining knowledge about the customers then becomes necessary. Who are 
they? What are their needs today and in the future? What do they think about 
the organization, its products and/or services and how do they assess the 
quality? But the management also must establish a common picture of what 
they want from the company from a social perspective as well. The collective 
knowledge of customers, society and the company's desire for what they want 
to be becomes the vision they have to work towards (Batalden & Stoltz, 1993). 

How we improve what we make indicates that the organization 
(management) should gain knowledge about what needs to be prioritized in 
order to formulate more specific action plans. The focus should be on the areas 
that create system effects and meet or exceed customers' expectations. The 
challenge is that there are usually hundreds or more improvements or 
changes that can be made. Knowledge of the whole system and the connection 
between units and functions is particularly important (Batalden & Stoltz, 
1993). 

Variation 
The second element of the knowledge that one needs to have when working 
with continuous improvement, is knowledge about variation in processes. 
Variation is something that is constantly present in many ways. It occurs over 
time and is affected by a variety of factors depending on the type of process 
used. In healthcare, it can be about general factors that affect people such as 
time of day, or more specifically metabolic processes (Batalden & Stoltz, 1993).  

To be able to improve, research about these variations must be performed, 
but also understood to be able to evaluate the way they affect the final 
product/service (outcome). Deming (2018) divides the variation into common 
causes, which are significant for stable systems and special causes, which 
emerge more sporadically as an event or under certain circumstances.  
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Distinguishing these two different causes is important because different 
efforts are required to solve them. Common causes often involve variations in 
the input, initiating the process. Sometimes it is possible to handle these 
causes in the elective processes in healthcare, while in more acute situations 
it is more difficult to control. Through cause and effect analysis, appropriate 
efforts can be identified as well as the appropriate person to take 
responsibility to handle them. For variations due to special causes, Batalden 
and Stoltz (1993) believe that the first line workers are best suited to take that 
responsibility and also lead the improvement necessary, providing there is a 
supportive and stimulating environment for these kinds of initiatives. If it is 
common cause variations that affect the system, then it is suggested that the 
management is best suited to be responsible and lead the improvements and 
involve the employees. That is, they have analyzed and understood the 
variation. The analysis should include measures from both the process and 
the voice of the patient, and be interpreted based on that (Batalden & Stoltz, 
1993) 

Psychology 
A third element to have knowledge about is psychology of work and change 
(groups and individuals). The work-related psychology is about the 
environmental design in which the workforce are located and the 
motivational factors (Batalden & Stoltz, 1993). According to the authors, 
unfortunately, there are too many organizations that still consider the 
employees as assets and resources, to be compared with tools or materials. 
From that perspective, they need to be measured and controlled by the 
management. This management philosophy originates from Taylor (2006) 
and assumes that workers do the least possible if they can choose for 
themselves and require monetary reward if they are to contribute more. The 
management's role is to think and plan and the workers’ role is to act and 
carry out the plans. 

Based on this philosophy, work is divided into better or worse, where 
those who perform poorly are punished and those who perform well are 
rewarded and praised (Batalden & Stoltz, 1993). Both Deming (2018) and 
Juran (2004), emphasized the importance of not seeing the individual as the 
missing link when errors occur in production, because in most cases, there are 
several causes that should be considered as system failures. 

For employees to be motivated, human behavior needs to be understood 
and curiosity is one of the greatest driving forces one has. By curiously 
discovering, investigating and testing out, one learns and acquires new 
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knowledge. Knowledge of psychology contains human behavior that the 
knowledge of improvement also needs to embrace in order to recognize what 
makes people willing to work with change. Batalden & Stoltz (1993), 
emphasize first-order change and second-order change in order to stabilize 
the system and then reshape it. Organizations that focus only on individuals' 
good or bad abilities to apply punishment and reward as motivational factors 
are at risk of neglecting employees. Fear discourages curiosity and the will to 
test and thereby constantly improve. 

Theory of Knowledge 
Generating theories makes it possible to share information but this doesn´t 
mean they will also be applied in practice. The last element of improvement 
knowledge therefore relates to the need of linking theory to action. That’s how 
we develop knowledge and learning (Batalden & Stoltz, 1993). A clinician in 
healthcare links theory and action by predicting a certain response from 
action in relation to a theory (diagnosis) and then measures the outcome. 
That’s how knowledge is first created and then guides the next step. A factor 
stressed by Schön (1991) and Argyris (2002), is that it is in the reflection of 
completed action that we develop learning.  

Batalden and Stoltz (1993), present the Plan, Do, Study and Act (PDSA) 
cycle as the model that improvement knowledge applies to build knowledge, 
by repeatedly thinking, testing, evaluating and finally introducing into the 
ongoing process (originally from Deming and Shewharts theories). This 
approach seems to be difficult for the healthcare professions to adopt 
according to their (Batalden and Stoltz, 1993) observations. They believe that 
the profession is comfortable with building theories and acting on them, but 
later on they fail in reflection. Especially when it comes to processes and 
organizational change that do not relate to their clinical context (outside 
clinical care). Learning takes place primarily from an individual perspective, 
rather than organizationally. The lack of reflection is interpreted as a 
consequence of the urgent character of healthcare work and lack of time 
(Batalden & Stoltz, 1993). 

The Design-Thinking Knowledge Perspective 
The concept of design, just like quality, has a long tradition with different 
definitions and orientations. Coming from the latin de + signare, meaning to 
mark out, give meaning to, like the word sign and drawing was in some sense 
to mark out, design became related to art in the seventeenth century 
(Krippendorf, 2006). Moving from art and into the industrial era where the 
making of products was significant for design, Krippendorf (2006) stresses a 
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“semantic turn” which entails a radical shift for the practice of design. From 
“shaping the appearance of mechanical products […] to conceptualizing artifacts, 
material or social, that have a chance of meaning something to their users […] and 
support a society that is in progress of reconstructing itself in unprecedented ways 
and at record speeds” (Krippendorf, 2006, intro.). Which meant going from 
being technology-centered to human-centered (Krippendorf, 2006. p. 39). 
Similar reasoning could be found in Sanders and Stappers (2014) as they speak 
about design’s transformation in three steps, from designing things to 
designing systems and production for people to co-production with people. In 
the near future, they forecast that design is done by the users. 
Comparing the science from design with the natural sciences logic, design is 
concerned how things ought to be while the natural sciences are concerned 
with how things are (Simon, 2019).  

In the public sector in general and healthcare specifically, design has 
begun to be applied for improvement initiatives and building innovation 
capacity and capability (Sangiorgi 2013; Malmberg, 2017). Sometimes through 
hired professional designers and sometimes through business developers 
(internal/external consultants) or similar roles, which have gained the 
knowledge through courses or education in design (Holmlid, 2020). Studies 
(Elg et al. 2012; Roberts et al. 2016; Vink, 2019) show that knowledge from 
design is applicable for involving and understanding users' needs, shaping 
social structures and for exploring complex environments and thereby 
contributing to improved services and innovations. Previously, this 
knowledge has to a lesser extent been part of the development work in 
healthcare, but in recent years various healthcare organizations have started 
to hire employees with design expertise (for example graphic-, product-, 
industrial-, user experience- and service design). Acknowledging the concept 
of design thinking (Brown, 2009) presented by Roberts et a. (2016), consisting 
of development of empathy, radical collaboration and rapid prototyping, this 
licentiate thesis narrows down the broader concept of design into a 
framework for design thinking in a healthcare context inspired by Roberts et 
al. (2016). 

Empathy 
Curiosity for people's everyday lives is essential as they often say one thing 
and then do something else. By observing behaviors rather than asking people 
what their needs are, we can gain insights into their implicit and real needs 
(Roberts et al. (2016). Creating empathy for the users also challenges our 
assumptions and norms from the organizational perspective to the user´s 
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focus (Roberts et al. 2016). Carlgren et al (2016) stress that involving users at 
all stages by having an open mind, not to condemn and being comfortable 
around people with diverse backgrounds and ideas helps to develop an 
empathic mindset. Wetter-Edman (2014), further argues that empathy is used 
as a means for interpretation, where designers could be seen as professional 
interpreters of and through experience. Doing so they obtain an 
understanding of what could be considered as value creating (and co-creating) 
activities. 

Radical Collaboration 
Complex healthcare processes cannot be solved with a single discipline's 
knowledge. Peoples health-related issues exist not only in one sector and not 
only within the traditional healthcare provider (for example a hospital 
admission or ward); there could be support from relatives with own care 
knowledge (Roberts et al. 2016; Riggare, 2019). It could even be contra 
productive to solve within one specialty (healthcare team) as the group 
reinforces their current beliefs and a perceived need to decide what is right 
and what is wrong. This could lead to “an over-simplification of problems, or 
worse, choosing the wrong problem to solve” (Roberts et al. 2016, p. 13). 
Collaboration initiatives across borders and disciplines are necessary, 
bringing in external knowledge and experience that could offer new ideas and 
experiences. (Roberts et al. 2016).  

Rapid Prototyping 
Changing a theoretic mindset from where we think what we should do to a 
more practical mindset where we do to think could be accomplished by rapid 
prototyping (Roberts et al. 2016). A quantity of ideas, that is very rough, is 
preferred before a few theoretical ones. Testing ideas with potential users, in 
their context, can be carried out if they are visualized and made tangible. In 
this way, potential errors or false needs could be made visible. And from the 
organization's/firms’ perspective new perspectives and insights could be 
achieved (Roberts et al. 2016). According to Nixon (2013), prototypes could be 
in physical form, rough-hewn versions of potential garments and mobile 
devices for example, but also role-play. 
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2.3.3. Summary of Knowledge Perspectives related to improving 
service quality in Healthcare 

Knowledge is a broad field and there are multifaceted descriptions of how we 
acquire knowledge, how we convey it, how we manage it and how we 
develop it. Different academic fields have tried to manifest which theories are 
best suited to fit in different learning situations. A general depiction is 
however too extensive to attempt in this thesis. And being an exploratory 
research starting with improvement knowledge and the framework from 
Batalden and Stoltz (1993) this thesis has an overweight towards this 
perspective.  

The design thinking perspective is increasing in the healthcare sector and 
therefor also less described in this theoretic journey. Given the presented 
theories there are terms and concepts which is central for the different 
perspectives in relation to healthcare development and the improvement of 
the service quality. The table below (Table 2) illustrates this. However, there 
is not an absolute boundary between the different perspectives and within the 
different terms or concepts.  
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Table 2: Summary of how the knowledge perspectives of professional, improvement and design 
thinking relate to and contribute to the improvement of quality in healthcare. 

Terms and Concepts Professional 

Knowledge Perspective 

Improvement 

Knowledge Perspective 

Design Thinking 

Knowledge 

Perspective 

 

Keywords Subject, Discipline, 

Value 

Systems, Variation, 

Psychology, Theory of 

knowledge 

Empathy, Radical 

collaboration, Rapid 

prototyping 

Value Creation Expert driven System driven User driven 

Primary aim for 

methods 

Improving Treatment Improving  

Processes 

Understanding users 

need 

Logic Perspective Goods Logic and Service 

Logic 

Goods Logic Service Logic 

Preferred Methodology 

and Tools Applied for 

Improving Quality in 

Healthcare 

Quantitative 

Natural Science 

Surveys 

Standards 

Quant./Qualitative 

Statistics 

Surveys 

Standards 

Observation 

Qualitative 

Ethnography 

User-involvement 

Visualization 

Observations 

Testing 
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3. Methodology 
This section starts with my scientific viewpoint along with the personal background 
to make the preunderstanding visible. Followed by a description of the research process 
and overall considerations guiding the different studies. Finally, some methodological 
considerations including ethical issues and the trustworthiness of the thesis are 
mentioned. 

3.1. Ontological View and Pre-understanding 
This research aims to generate knowledge which will contribute to a better 
understanding of how different knowledge perspectives are integrated and 
thereby could improve healthcare service quality. This implies a deeper 
understanding about healthcare culture in relation to development. To reach 
that understanding, a qualitative design with an interpretative approach, 
inspired from hermeneutics, has been chosen. Trying to unpack the 
combination of different perspectives, not previously done in this way, the 
primary focus has been to also have an inductive approach. That implies 
theory to follow inquiry rather than the opposite (Bryman 2011).  

To answer the purpose and research questions, it is critical to consider and 
understand the knowledge that can contribute to improvement and change in 
an organization. Then we must understand the innermost essence of the 
organization. No organization can be understood as a single function but 
rather should be seen as a whole, consisting of people, technology, formal 
structures, etc. (Scott & Davis, 2016). This culture is made up of the behaviors, 
values and norms that affect the people and their actions.  

This licentiate thesis and my ontological view for exploring reality, 
therefore, has its origin in the naturalistic paradigm. Considering the purpose 
of the study, the what and why questions, understanding context and culture 
through humans and their actions inside an organization the naturalistic 
paradigm was best suited for the study design as well as my own way to look 
upon reality. The naturalistic paradigm assumes that reality is multiple, 
where cause and effect cannot be predicted, which means that it must be 
viewed with a holistic perspective (Lincoln & Guba, 1985). This is in 
opposition to the positivist paradigm which aims to find theories that can be 
generalized based on the identified "truth" (Lincoln & Guba, 1985). Positivism 
strives to exclude, as far as possible, influencing factors and isolate the studied 
object and thereby be free from values. By adopting the naturalistic approach, 
the researcher becomes part of the investigated reality. This means, according 
to Lincoln and Guba (1985), that the researcher in person is to be considered 
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an instrument together with the “object” of inquiry. Qualitative methods, 
inductive analysis and purposive sampling are other central concepts that 
characterize this paradigm (Lincoln & Guba, 1985). Being a part of the reality 
where the research is conducted, the healthcare quality improvement context, 
my professional background and academic choices suits this approach.  

I studied nursing sciences with further education in anesthesia. This 
resulted in me working for a perennial period in the emergency care 
(Emergency Room, Intensive Care Unit, Operation Room). This was followed 
by a couple of years as a first line manager, building up a new department for 
care in a hospital. This has provided extensive knowledge about both the 
prevailing culture in healthcare and among its professionals, focusing 
primarily on nurses, doctors and other occupations related to them. This 
experience, as well as taking a master's in quality technology and working as 
a developer and doing practical work with design thinking and design 
methods, created the foundation for analyzing, interpreting and developing 
theories that can be practically applied. 

However, the above background is, in some sense, flat compared to the 
hours spent in the healthcare environment as a patient, but foremost the days 
and weeks as the parent of a daughter with long-term illness problems. Thus, 
there is a trinity of perspectives: academia, healthcare practice and 
patient/relative (user). Through this cognitive and emotional filter, I observe 
and interact with an interpretative approach. This approach is inspired by the 
hermeneutic perspective which Bryman (2011) describes as theory and 
methods used in the interpretation of human actions aimed at understanding, 
rather than explaining.  It is also based on the fact that both the researcher and 
the researched object are made known to those who take part in the material 
(Patton, 2015). The interpretative approach is fundamental to hermeneutics 
and in the analyzing part, the researcher constantly moves between the whole 
and its parts. The process is iterative and can be terminated when the meaning 
of the studied is perceived as fully interpreted (Patton, 2015). 

To understand cultural change, it needs to be explored for a longer period. 
Situations, events, behaviors, body language, etc. need to be observed and 
analyzed in order to make interpretations and conclusions that can generate 
transferability to organizations with similar environments. Bryman (2011) 
argues that understanding culture is also about understanding the reality 
(everyday life) the participants are situated in. The researcher must reflect on 
the reality they experience and what characterizes it. Instead of seeing culture 
as an external reality that forces or hinders people, it can be seen as a desired 
reality that is constantly constructed or reconstructed (Bryman, 2011) 
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Qualitative research consists of several methods such as interviews, focus 
groups, analyzing documents and ethnography/participating observation 
(Bryman, 2011). Ethnographic methods provide opportunities to be in the 
social context where people meet, share knowledge, act and interact. Thus, 
the qualitative data can be collected. That which cannot be observed for 
various reasons can be captured in in-depth interviews. The ethnographic 
approach paves the way for understanding group culture and behaviours 
linked to it (Bryman, 2011). However, as Yin (2009) suggests, ethnography is 
more connected to long periods of being in the field. Using the case study 
method (Yin, 2009), the second study should more be said to be inspired by 
the ethnographic way to gather and collect data. 
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3.2. The Research Journey 
The journey began with the 
experiences from my background, as 
described before. Aware of the facts 
that so many things in the healthcare 
service is of high quality, I also 
realized that a lot of things could be 
better. Small things that could be 
improved with minor efforts and 
resources, but also the need to, in 
some sense, even change the way we 
look upon the healthcare system. So 
many stories from patients, healthcare 
employees, colleagues, friends and 
family made me realize that research 
on this topic could make a valuable 
contribution. Being quite unfamiliar 
with the field of user involvement in 
healthcare quality improvement and 
the notion of this being a contribution 
for better quality in healthcare, the 
first choice on this research journey 
(Figure 5) was to formulate a purpose 
and a first research question (RQ 1) that 
led me on the way to deeper 
knowledge about what has been 
found in earlier research concerning 
the field of interest for my research. A 
narrative literature review according to 
Bryman (2011) was conducted, with a 
thematic analysis according to Patton 
(2015). The narrative review aimed to 
act as a background to this research 
and provide a platform for further 
studies (Bryman, 2011), and applies 
well to the qualitative and 
interpretative research approach. As 
this thesis had the intention of 
revealing new and maybe unexpected things the narrative is preferred to a 

Paper I

Purpose

Paper II

Interviews

Paper III

Case Study

Literature Review

Licen�ate 
Thesis

Research 
Ques�on I

Research 
Ques�on III

Research 
Ques�on II

Figure 5: The research journey from start to licentiate degree, 
where research question one, via the literature review, caused 
a “hermeneutic spiral” leading to the final results of this thesis. 
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more traditional systematic review according to Bryman (2011), even if this 
variation between the two is decreasing. Search strategy, criteria and analysis 
are described further in paper one. 

Learnings from the review led to a new research question, referred to as RQ 
II in Figure 5. To answer that question a decision to set up a case study (Yin, 
2009) was taken, using design methods (Bate & Robert, 2007) and involving 
users. This was done as the results from the literature review showed effects 
on a cultural level among the professionals. But also coming to an 
understanding that methods from design could be beneficial and that it had a 
different approach to traditional methods. Case study research is suitable 
when the researcher wants to look at a phenomenon in depth in the real-life 
context, where activities are actually taking place, and can so generate insight 
into how the phenomenon occurs within this given situation (Bryman, 2011; 
Yin, 2009). More details about the method and its application for this study 
can be found in Paper Number 2. 

Combining individual interviews with the participants (professionals, 
designer and patients), e-mail correspondence and through observations with 
associated field notes, a multiple set of realities could be analyzed to find 
possible links (Lincoln & Guba, 1985). The interviews were supported with a 
semi structured guide consisting of open questions. For example: Tell me 
about yourself and your work and questions about experiences related to 
improvement work. Follow up questions were for example: could you tell me 
more about…? Could you give an example…? The observations were 
supported by an observation guide, consisting of questions to have in mind 
while observing interactions, situations and activities. What they say and do 
not say, how they act towards each other etc.? The guide was inspired by the 
theories from Corbin and Strauss (2015), and to reach the deeper 
understanding and to reveal common patterns the interpretative approach is 
helpful (Selander & Öhman, 2004). Jahnke (2012) stresses that the 
hermeneutical circle/spiral could be a helpful tool in understanding design as 
a practice, where new meaning and new practical solutions can emerge 
through a process of interpretation. All these methodological theories applied 
well to both the general purpose of the thesis and the ontological view.  

The next step was to move from the learnings in the design-oriented case 
study. The patterns found there suggested further inquiry and a deeper 
understanding regarding managers’ experience and thinking around design 
in combination (or not) with traditional improvement methods. Following the 
qualitative approach, a purposeful sampling (Patton, 2015) of managers that 
could be assumed to have broad knowledge of the given topic, were selected. 
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Continuing with the inspiration from hermeneutics (2011) as well with the 
discussion about the hermeneutic spiral (Jahnke, 2012), the first interview 
affected the question in the next one. Three in-depth interviews were 
conducted and then analyzed in relation to this third research question (RQ III) 
as seen in Figure 5. They were also supported by a semi structured interview 
guide focusing on the past (when you think back upon…), present (when you 
look around you today…) and future (from your point of view looking into 
the future…) in relation to traditional (professional and improvement) 
methods and tools, as well as design. 

This was a way to get an overall understanding of the field and to find out 
“what is going on”. 

3.3. Methodological Considerations 
It could have been of value to understand a larger perspective within the 
different management systems in a national and international environment. 
However, being an industrial PhD student, the context of inquiry has been 
limited to understanding a topic that would contribute to learning for the 
organization. A more quantitative approach to the research questions could 
also have contributed to new knowledge, but as focus was to gain deeper 
knowledge for further studies in the future, a qualitative design was 
considered more appropriate. The literature review was chosen in order to 
provide, as Bryman (2011, p. 112) suggests; “a means to get an initial picture of 
the theme that you want to get a better understanding of”. Initially, methodologies 
that could have responded to the purpose were considered, like grounded 
theory (Corbin & Strauss, 2015) and action research (Coghlan & Brannick, 
2014). However, these alternatives were not regarded to be better options in 
relation to the formulated purpose and research questions. Using the case 
study method makes it possible to mix methods and thereby approach the 
questions from different angles and perspectives (Patton, 2015).  

Setting up a case study could be made in several ways and being in another 
context where my background had been unknown could have given other 
results but getting into an organization is sometimes hard and takes time and 
effort (Bryman, 2011, Patton, 2015). So, the setting of the case study was a 
choice based on convenience (Bryman, 2011), but of course consisting of the 
criteria that could create conditions for understanding on a deeper level.  In 
the last study (in-depth interviews) it was necessary to find those individuals 
that had experience from this question, and design in public sector is not a 
widespread knowledge yet in Sweden and especially not in the healthcare 
sector. It could have been useful to have more respondents in the interview 
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study in order to gain more perspectives and insights. However, the first 
interviews were a part of a more extensive study with more respondents in 
the continuing PhD journey. Making an interview could also have limitations, 
regarding yes and no answers, social desirability and possible fear of telling 
about things they think could harm them (Bryman, 2011). A semi structured 
interview with open ended questions, a safe environment, written and verbal 
information about the study along with confidentiality issues aimed to 
prevent the pitfalls of the method. The alternative to conducting a survey was 
not an option for me as that method has limitations that prevent the real 
experience to unfold. 

3.3.1. Ethical Issues 
Conducting research in general implies strict ethical considerations and 
specifically when working in a healthcare context where people can be extra 
vulnerable, and it could be necessary to pay attention to power conditions. 
Using interviews or observing to gather data involves making interventions 
which affect people. Being aware of the roles, the place and how to ask 
questions is crucial (Patton, 2015). Ethical issues concerning research in 
healthcare is manifested through the Declaration of Helsinki (World Medical 
Association, 2001), stating that the care of the individual always comes first, 
and that every possible precaution must be considered to minimize the impact 
the study may have on the participants' physical and mental integrity and 
personality. Ethical approval when including patients are therefore necessary 
(The Act concerning the Ethical Review of Research Involving Humans 
[Etikprövningslagen], SFS 2003:460) and for the second case study an 
approval was granted (2017/62-31) by the regional ethical committee in Umeå. 
For the third study written consent was collected from the participants 
including written information about the study, the possibilities to withdraw 
from participation without questions and issues concerning confidentiality 
(Patton, 2015).  

3.3.2. Trustworthiness 
Having a qualitative and naturalistic approach, terms like validity, 
generalization, reliability and objectivity should be replaced with terms like 
credibility, transferability, dependability and confirmability (Patton, 2015). In 
the qualitative part of a study it is more appropriate to talk about the study´s 
trustworthiness (Bryman, 2011; Creswell, 2007; Lincoln & Guba, 1985; Patton, 
2015). This is because the traditional science research criteria, which 
emphasize objectivity (Patton, 2015) and the finding of “truth” are not the 
mean for qualitative research that looks for reality that is “assumed to be 
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multiple and intangible” (Lincoln & Guba, 1985, p. 218) .The trustworthiness of 
this thesis is therefore to be found in those perspectives. As for the credibility 
it comes down to the quality of the methods. The studies in this thesis have 
been rigorous planned in close dialogue with supervisors and colleagues in 
order to gather the data necessary to be able to make analysis with high 
quality. Analyzing qualitative data is not a single individual work, and 
different angles need to be looked for. And interpreting the findings is not 
guessing but a result from going back and forth through the material looking 
for patterns and themes (Lincoln & Guba, 1985; Patton, 2015). These steps 
have also involved co-operation between the author of the thesis and 
supervisors throughout the process. Another essential part of the term 
credibility is the use of different data sources. Through this licentiate thesis, 
observations have been made, interviews have been conducted and different 
theories has been analyzed and used. By combining those (triangulation), 
some bias has been avoided, that could occur when using single-methods or 
theories (Patton, 2015). Finally, concerning the credibility, the researcher and 
his/her background is crucial for making a work that is trustworthy. In this 
thesis the background presented in the pre-understanding chapter speaks for 
itself in relation to the context and specific perspectives.  

To speak about generalization, one must know both sending and receiving 
contexts (Lincoln & Guba, 1985). This thesis seeks to provide the reader with 
sufficient and descriptive data so they can judge if there are things that could 
be applied in other similar contexts. To speak about transferability is then more 
appropriate (Lincoln & Guba, 1985). Using the traditional term of reliability, 
it would be desirable to have made an inquiry that is replicable but in the 
qualitative and naturalistic paradigm that´s not the eligible way. Securing a 
high credibility are in some sense the way to reach what Lincoln and Guba 
(1985) instead calls dependability. Another way of describing that is to follow a 
clear and systematical process (Patton, 2015). The research journey presented 
in this thesis provides this process. That journey also shows the different 
methods of documentation (literature review), case study and in-depth 
interviews as a triangulation which aims to provide different perspectives 
rather than to seek a single truth. The last perspective to reach trustworthiness 
is to handle the term of confirmability and then triangulation is one way to 
decide in what way the data and interpretations, being made, has been 
grounded in events as in opposition to the researchers´ own constructions 
(Guba & Lincoln, 1985).  The close contact with supervisors, different methods, 
theories and structured analyzing methods secures a high confirmability. In 
each paper this has been taken into consideration. 
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4. Summary of Appended Papers 
This chapter presents the rationale for the separate appended papers as well as a 
summary of their main findings. The full papers can be found in the appendix. 

4.1. Paper I 
Boström, J., Hillborg, H., Lilja, J. (2017). Cultural Change of Applying User 
Involvement for Improving Healthcare Quality: A review of the impact on 
attitudes, values and assumptions among healthcare professionals and users. 
Quality Innovation Prosperity, Vol.21(3), pp.158-172 
This paper was based on my curiosity about the Swedish legal requirements 
and national guidelines that raised the issue of increased participation for 
patients and citizens. Reports and analyses indicated that this had met with 
limited success. The patients also emphasized the lack of opportunities to 
participate in the design of the care offered. They were seen more as passive 
recipients of care than as co-creators for health. Therefore, it became central 
that the first study needed to investigate what happens when patients are 
involved in development work. 

4.1.1. Purpose 
The purpose of this study was to provide a review of the impact on culture 
(attitudes, values and assumptions) among healthcare professionals, as well 
as users, when involving patients for the improvement of quality in healthcare. 

4.1.2. Methodology 
To answer the purpose of this paper an extended narrative literature review 
was conducted (Bryman, 2011). The review considered studies that included 
professionals’ experiences of user involvement in quality improvement along 
with studies that described the impact on healthcare culture. The included 
articles were analyzed using an interpretive along with a deductive approach 
according to theories from organizational and professional culture 

4.1.3. Findings 
The conclusions of this study contribute with a review concerning the impact 
on culture (attitudes, values and assumptions) among the professionals, as 
well as users, when involving users for improvement of quality in healthcare. 
Co-creation through a design-thinking perspective could manifest the diverse 
layers of culture, from the values/basic assumptions to the symbols/artefacts 
as described by Hofstede, Hofstede and Minkov (2010) and Schein (2010). The 
conclusions furthermore stress that the impact described, in the few identified 
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articles covering the topic, is actually often positive. Involving users for 
improving quality in healthcare appears to be a potential driver of cultural 
change (having an impact on attitudes, values and assumptions) among both 
healthcare professionals and users. 

4.1.4. Practical Implications and Value 
The conclusions of this study suggest that in many cases the desired culture 
appears to actually follow as a result of starting to apply tools and 
methodologies of user involvement in healthcare quality development. The 
paper provides a platform for both future research and the development of 
current practice within the area. There have been literature reviews showing 
obstacles and enablers when using patients, users and relatives in quality 
improvement work, but few which investigated cultural change. 

4.2. Paper II 
Boström, J., Hillborg, H. & Lilja, J. (2020). Exploring Cultural Dynamics and 
Tensions when Applying Design Thinking for Improving Healthcare Quality: 
What is really going on? (To be published in International Journal of Quality and 
Service Sciences). 
This paper builds upon the results from the first paper and the need to 
conduct empirical studies to understand what happens when the design 
methods are used in practice. Design methodology is strongly correlated to 
the user centered perspective which proved to be valuable in the first study. 

4.2.1. Purpose 
The purpose of this paper was to contribute with knowledge concerning the 
dynamics and potential cultural tensions that could occur when applying user 
involvement and design thinking for improving quality in a healthcare setting. 

4.2.2. Methodology 
The paper is based on a case study following a quality improvement (QI) 
project based on Experience Based Co-Design (EBCD), in a medium sized 
Swedish county council in the field of somatic care. The project involved eight 
healthcare professionals, one designer, four patients and two relatives A 
multiple data collection method over a period of 10 months was used. It 
included individual interviews, e-mail correspondence and observations of 
workshops that covered the QI project. 

4.2.3. Findings 
The result shows that there are tensions between QI work and the daily 
clinical work of the participants. These tensions primarily concern the conflict 
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between fast and slow processes, the problem of moving between different 
fields of knowledge, being a resource for the individual clinic or the system, 
and the participants' expectations and assumptions about roles and 
responsibilities in a QI project. And although it was argued how important it 
was to use the patient's experiences in QI projects, there were doubts and 
difficulties in converting this into practice. 

The result further shows that tensions between the “fast” processes of 
delivering healthcare services in specialist somatic care (emergency medicine) 
and the “slow” processes of exploratory and reflective approaches related to 
DT and QI work created frustration and decreased motivation and 
engagement. A similar conflict is addressed by Scott-Findlay and Golden-
Biddle (2005) where they reflect on the terms of doing and being in the context 
of emergency nurses and research use. Doing in today’s healthcare is valued 
over reflection (being). Other findings (Dahlgaard-Park et al. 2013), indicating 
that most organizations tend to practice single-loop learning rather than 
double-loop learning also strengthen this discussion. 

4.2.4. Practical Implications & Value 
The paper stresses that the patient's experiences and participation in QI of 
healthcare is a very important resource. In order to optimize the conditions 
for using this expertise, the following should be considered: 
• Design methods are likely to require simplicity and distinct guiding to 
become constructive and meaningful. 
• Methods and tools that go beyond the professionals’ field of expertise need 
to be fully understood and accepted in order to create value. 
• The leaders and professionals in healthcare need to reflect and decide on 
how they create conditions and understanding for both fast and slow 
processes when improving healthcare quality. 
• Design Thinking and direct user involvement need to be considered to 
assess how they best fit the purpose of a QI project. Well-defined processes in 
need for re-design may benefit from “less exploratory methods”. 
• Participants selected for QI project should be thoroughly selected and their 
commitment should be secured 
 
The study provides a unique insight into a case, trying to uncover what 
actually is going on, and perhaps why certain things are not happening at all, 
when user involvement and design practices are applied for improving 
healthcare quality. 
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4.3. Paper III 
Boström, J., Hillborg, H. (2019). Combining bodies of knowledge for quality 
improvement and innovation in healthcare: Experiences from three different 
design initiatives in healthcare organizations. (Proceedings of the 22th QMOD 
Conference, Krakow, 13-15 Oct. 2019). 
This ongoing study and presented conference paper was based on the 
knowledge from previous studies that showed uncertainties about what 
really attracts management to apply design methods. Therefore it became 
important to explore their perspective on traditional methods for 
development in relation to design. 

4.3.1. Purpose 
The purpose of this study was to explore the integration of design knowledge 
into the development environments of healthcare organizations, and 
especially the management’s reasoning in relation to the healthcare 
organizations’ traditional culture for improving quality. 

4.3.2. Methodology 
The study had a qualitative interview design as described by Patton (2015) 
and participants were selected through purposeful sampling. 

4.3.3. Findings 
The result shows that the three development leaders believe that their 
organizations need methods and tools that can contribute to meeting the 
requirements that are made on the healthcare services now and in the future. 
Traditional methods that focus on efficiency and flow are applicable to 
processes that are well-defined and where the need is for improvements 
rather than finding completely new solutions. The design knowledge has been 
able to respond to the expectations they have had on it so far to be a method 
for the latter. Furthermore, the result shows that the design knowledge can be 
difficult to convey verbally and must be experienced to be understood. Today, 
the organizations that have been investigated, do not have sufficient 
knowledge to be able to meet the increased demand for design that has now 
arisen and efforts to educate are necessary, but specialist expertise must also 
be ensured. The healthcare culture and inability to embrace knowledge from 
other fields such as design or the user’s experiences can be obstacles. 

4.3.4. Practical Implications and Value 
The narratives from the managers’ experience of new knowledge integration 
for improving healthcare quality, could help us create readiness and 
knowledge about how we prevent and/or facilitate planning and 
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implementing design projects in a healthcare context. But also, that design 
plays an important role for organizations' ability to both develop and 
radically meet the challenges of the future. Some concrete recommendations 
are: 
• Go from design thinking to design doing for a better understanding of what 
design could contribute with 
• Start small and go from there 
• Educate developers and staff to increase knowledge about design 
• Make sure that trained designers are available and that they have the 
possibility to get to know the culture in healthcare 
• Challenge the traditional ways of how to develop healthcare if you want 
real change 
 
The study provides a unique insight when it captures and illustrates three 
different organizations' experiences when integrating design knowledge as a 
new model for developing healthcare. 
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Table 3: Summary of the appended papers, their purpose, findings, methodology and their possible 
implication/value 

 

Paper Purpose Methodology Main Findings Value Correlation 

to RQ 

Cultural Change 

of Applying User 

Involvement for 

Improving 

Healthcare 

Quality: A review 

of the impact on 

attitudes, values 

and assumptions 

among healthcare 

professionals and 

users 

To provide a 

review of the 

impact on culture 

(attitudes, values 

and assumptions) 

among healthcare 

professionals, as 

well as users, when 

involving patients 

for the 

improvement of 

quality in 

healthcare. 

 

Extended 

narrative 

literature 

review 

-Little research on 

the topic 

-Potential driver 

for cultural change 

-Could manifest 

the diverse layers 

of culture 

 

The paper provides a 

platform for both 

future research and the 

development of current 

practice within the area 

 

 

 

 

 

 

 

 

RQ 1 

Exploring Cultural 

Dynamics and 

Tensions when 

Applying Design 

Thinking for 

Improving 

Healthcare 

Quality 

To contribute with 

knowledge 

concerning the 

dynamics and 

potential cultural 

tensions that could 

occur when 

applying user 

involvement and 

design thinking for 

improving quality 

in a healthcare 

setting. 

Case study Conflict between:  

-Fast and slow 

processes 

-Problem of 

moving between 

different fields of 

knowledge 

-Being a resource 

for the individual 

clinic or the 

system  

-The participants' 

expectations and 

assumptions 

about roles and 

responsibilities in 

a QI project. 

 

 

A unique insight into a 

case, trying to uncover 

what actually is going 

on, and perhaps why 

certain things are not 

happening at all 

RQ I & II  
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Combining bodies 

of knowledge for 

quality 

improvement and 

innovation in 

healthcare: 

Experiences from 

three different 

design initiatives 

in healthcare 

organizations 

To explore the 

integration of 

design knowledge 

into the 

development 

environments of 

healthcare 

organizations, and 

especially the 

management’s 

reasoning in 

relation to the 

healthcare 

organizations’ 

traditional culture 

for improving 

quality. 

In-depth 

interviews 

-The need for new 

methods and tools 

- Potential hinders 

for new 

knowledge 

 

Captures and 

illustrates three 

different organizations' 

experiences when 

integrating design 

knowledge as a new 

model for developing 

healthcare 

RQ I, II & 

III 
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5. Conclusion 
This chapter begins by drawing conclusions from the three research questions. It then 
summarizes the results regarding the overall purpose of this thesis. 

5.1. Conclusion in Relation to Research Question 1 
What are the cultural consequences from user involvement in healthcare quality 
improvement initiatives? 
The result from the literature review revealed how healthcare culture 
(attitudes, values and assumptions) could be affected when patients (users) 
are involved in development work. And highlighted the changes in the 
professional’s view of patients and what they think about the patient's 
potential contribution as carriers of new knowledge when improving 
healthcare quality. The design-oriented perspective, in this first study 
represented through co-creation and participatory activities, created empathy 
and gave insights. This was interpreted as showing that design thinking could 
display diverse layers of culture. That could for example result in a reduction 
in power strategies, seen in both the literature review as well as the case study, 
that often comes into play when healthcare professionals interact with 
patients.  

As to the findings in the second study there are similarities to that 
skepticism, found in the first study, that professionals have towards possible 
contribution from other knowledge than their own, in order how to improve 
the process they are a part of. However, in the second study the attitudes and 
assumptions were also affected during the process and when meeting the 
patients' experiences. The vaste majority of the professional participants 
recognized the value from different knowledge to reach new insights and 
possible solutions. By contrast, the potential tensions in relation to work with 
other methods and tools also became apparent. However, the cultural 
consequences could be summarized as “a journey from resistance to appreciated 
insights”.  

5.2. Conclusion in Relation to Research Question 2 
What are the cultural dynamics and tensions when applying design thinking for 
improving healthcare quality in relation to traditional methods? 

A variety of cultural dynamics and tensions have been revealed during the 
research studies in correlation to the knowledge perspective from design 
thinking. Firstly, as discovered in the literature review, involving users in 

http://urn.kb.se/resolve?urn=urn:nbn:se:miun:diva-34920
http://urn.kb.se/resolve?urn=urn:nbn:se:miun:diva-34920
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improvement work, which is a core activity in design, makes professionals 
insecure as to what expectations users can have on them. That created 
tensions between the viewpoint of those that use design thinking and design 
methods for improving healthcare processes and the people not used to that 
knowledge perspective (healthcare professionals).  The effects could for 
example be to down prioritizing meetings or avoiding taking part of activities 
and questioning the aim for the methods before knowing anything about 
them. Secondly, there were signs of tension between the fast pace of the 
traditional way of working and thinking in relation to improvement work and 
the “slow” process of design thinking with its more reflective and iterative 
way of proceeding in a project. But also tensions between the priorities when 
it comes to attending to development work in relation to the daily clinical 
work. 

The results further highlight the dynamics and tensions that comes from 
management's expectations that the professionals could and/or should be 
interested in absorbing new knowledge. However, the studies also raised 
questions, as to whether design thinking was the cause of tension or if it was 
the general circumstances related to overall participation in improvement 
programs which had been decided by management. Finally, attitudes and 
assumptions from the professionals on how to take on improvement work 
were highlighted. The traditional way to make an inquiry, do research and 
find solutions has its roots in process and project management and 
methodologies derived from the natural sciences and industrial engineering. 
Qualitative research and ethnographic methods are still quite little-known 
within healthcare improvement initiatives according to the findings in the 
three studies. In summary the cultural dynamics and tensions could be 
described as “we have not done that before, let´s do it the traditional way”. 

5.3. Conclusion in Relation to Research Question 3 
Why is design knowledge applied when improving healthcare service quality? 

There are several reasons to bring in new knowledge when improving 
healthcare. The results from study number three point at the need for 
transformation, combination strategies, thinking outside the box, visualization and 
user involvement. The need for transformative change in healthcare, according 
to the interviews, comes from the laws regarding patient participation, the 
need for increased accessibility, but also the expectations from the citizens 
that healthcare should provide individualized services. Here we see high-
speed technology development challenging the bureaucratic structures. 
Design thinking with its approach, methods and tools and close relation to 
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handle the question of innovation, are one reason to embrace these new 
knowledge perspectives. However, the results also highlight that it adds 
perspectives to the existing knowledge of improvement (Lean, Six Sigma, 
Project etc.). Development managers now believe that different perspectives 
need to be applied depending on the question/problem, and that traditional 
methods lack the necessary qualities. In the organizations we have studied, 
design thinking has proved, and hopes to continue to prove, the ability to help 
them to think outside the box. Traditional methods mean traditional thinking 
and limitations in the ability to see possible futures that leads in a direction 
they cannot predict. Being experts (with the medical or improvement 
perspective) also limits our ability to have someone else’s perspective.   

When it comes to visualization in healthcare improvement projects, the 
capability to visualize (sketches, movies, tangible prototypes), is something 
that seems to have been missing when using traditional methods. 
Visualization creates curiosity, a sense of creativity and the possibility to reach 
common pictures for people to talk and act around. The third study stresses 
that visualization is perhaps the best way to present what design could 
contribute with, when introducing it to people that are unfamiliar with it as 
an approach, method or tool to develop healthcare services. The last, but 
according to this research, probably the most important contribution that a 
design thinking perspective offers is the user -driven approach and ability to 
reach user-centeredness through user involvement. Highlighting the patients’ 
experiences and creating stories as well as solutions that build on their reel 
needs, is something that creates meaning and puts their knowledge into the 
light. The why question is thus answered in one sentence: “Because you involve 
the users, in a systematic way, for real” 

5.4. General Conclusion in Relation to the Purpose 
The purpose with this licentiate thesis was to reach a deeper understanding as to how 
the quality improvement culture in healthcare expresses itself and how it is affected 
when combining different knowledge perspectives – focusing on professional 
knowledge, improvement knowledge and design thinking.  

The three studies show that the combination of different knowledge is 
fruitful, but that there are obstacles that need to be confronted. The results 
indicate that the healthcare professionals display shortcomings in relation to 
the knowledge needed to systematically capture, analyze and visualize the 
experiences which experienced users have. Further on, the results include 
signs of flaws in the embedded knowledge traditionally used to work with 
improvement and change in some respects. This applies to more qualitative 
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methods as in-depth interviews, participatory observation, but also the ability 
to visualize which is closely connected to the design thinking perspective. 
There is also a flaw in some methods concerning methods and tools from the 
improvement knowledge. The results further indicate that the culture that 
exists in healthcare does not offer a completely open door for new knowledge. 
Attitudes, values and assumptions from healthcare professionals seems to 
prioritize and prefer more traditional methods when it comes to involving 
users, bringing in knowledge from other perspectives, in this case 
improvement and design. Quantitative methods and tools have by tradition 
been assumed to deliver the results one has expected. This is a recurrent 
theme throughout this research as well in in the literature, observations and 
interviews. Healthcare organizations in general and specifically the 
professionals (physicians and nurses) seem to be less prepared with 
knowledge concerning perspectives that aim to improve or innovate systems 
or user experience that leads to better healthcare service quality. Specifically, 
this is the case when it comes to processes that are complex and unknown. 

Healthcare improvement culture seems to be well equipped with 
knowledge when it comes to improving treatment procedures and within a 
smaller range of units or departments, as well as handling acute processes. 
But with a growing number of perspectives, actors, relations and unknown 
needs and possible solutions, this research perceives a need to distinguish 
how this is done in a healthcare culture where a specific perspective and/or 
tool needs to be chosen. The observations and reflections during the research 
process, so far, is that the approach, methods and tools seem to be chosen on 
vague grounds and often with regard to a specific tradition or history of 
management philosophies. A final conclusion is therefore, if the organization 
(management) wishes to transfer theories to practical everyday life in the 
healthcare context, planning is needed concerning which knowledge to use 
and  how this knowledge is to be transferred and combined at individual, 
group and organizational level (micro, meso and macro) using reflection in 
action. 

5.4.1. Moving from Two to Three Perspectives in Combination 
Considering the general conclusions, this thesis therefore visualizes (Figure 6) 
a combination with three perspectives of knowledge for improving and 
radically changing healthcare services. The overall analyze and conclusion is 
that the quality improvement culture in healthcare needs to handle different 
perspectives regardless incremental or radical change. Each separate 
perspective carry advantages that make them strong drivers when developing 
healthcare quality, but together they could possibly make a solid manifest.  
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The framework for the continual improvement of healthcare adds 
improvement knowledge, aimed to improve processes and system, though 
often related to an organizational perspective, to the professional knowledge 
which is assumed to improve treatments and procedures related to patients. 

Both perspectives put the patient/user/consumer in focus, however, there 
seems to be a culture that still favors the organization´s perspective and this 
research still finds it difficult to identify how they really could be combined 
to create value for the user. The results from the thesis indicate that a possible 
piece of the puzzle could be to add a third knowledge perspective that could 
be the glue that sticks them together by adding the users perspective, their 
real needs, visualizing them, making the other perspectives´ knowledge even 
stronger and more obvious where to use. Another aspect that support the 
combination of the different perspectives is that experiences that are made 
visible through the knowledge from design thinking “create a sense of 
urgency” which makes it possible to intervene and develop with the other 
knowledge perspectives. 

 
Figure 6: The combination of three knowledge perspectives, emerging from the person in the middle 
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6. Discussion and Future Research 
This chapter of discussion and future research will present the results in relation to 
earlier research and theories. Moving on to the questions that this thesis suggests to 
be examined in the future. 

6.1. Discussion of Results 
Given the background, saying that healthcare is a complex world 

(Glouberman & Mintzberg, 2001; Alvesson & Svenningsson, 2019) and that 
professional groups can create strong cultures (Schein, 2010; Schön, 2003), one 
can realize that this sometimes can be an obstacle for necessary change. But it 
should also be mentioned that healthcare encompasses great knowledge 
concerning some of the most critical issues for humans: life and death. The 
research laying the ground for this thesis acknowledges and strengthens 
previous findings emphasizing that healthcare professionals can act 
suspiciously and skeptically when confronted with methods and tools that are 
outside their everyday clinical work. The existing culture therefore needs to 
be made visible in order to achieve desired change when necessary. Building 
on the work from Vink (2019), and the result from this thesis, mental models, 
situations, actions and way of working needs to be addressed through 
visualization, so that healthcare professionals and management can react to it. 
Otherwise the system is likely to be rebuilt in the same way it was built before, 
paraphrasing Pirsig (2004). 

However, through this research journey, a lot of reflections and 
conversations have been shared together with supervisors, colleagues 
working with improvement and change in healthcare, managers, patients and 
professionals working in both specialist as well as primary care. Taking those 
reflections into consideration along with the findings and insights from these 
first years of research studies, ending up with this thesis, some things become 
more and more obvious. Quality improvement in healthcare work has the 
ambition to be very open to the possibility to find new solutions and be 
curious about the needs of the users, patients and citizens. But quite rapidly, 
obstacles like limited time to attend to work outside the clinical practice are 
found. And also limited time or interest to really dig into deeper 
understanding of the target group seems to be a problem. The former seems 
to be connected to resources (time and finances) but the latter seems more 
related to an existing culture when dealing with change (Eriksson et al. 2016; 
Kaplan et al. 2010; Lukas; 2007; Lukasz et al. 2012). Coming up with a solution 
fast, rather than acquiring insights about what the real problem is, seems to 
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be what is demanded by managers and politicians. The traditional way to 
work with improvements in healthcare is mostly connected to quantitative 
methods as to decide on goals and ways to reach that goal, and how to 
measure it (Batalden & Stoltz, 1993; Berwick, 1989). This is effective for most 
acute processes which could be categorized as simple or complicated contexts 
(Snowden & Boone, 2007).  

The healthcare context is in great need of services that meet the needs of 
society and the people inside that society but healthcare struggles more than 
ever with scare resources for the practical, clinical work. When doing that, a 
lot of other things comes in second place. When that is the reality, it is 
understandable that processes that claim more time and resources are down- 
prioritized: “we need to work!”. This could be interpreted as showing that 
healthcare with its professionals is in a context with limitations when it comes 
to work with reflection for learning (not debriefing). 

In addition, the long institutional history and organizational development 
of healthcare and its way of working faces a need to transform. The paradigm 
shift in healthcare to involve patients and citizens, in order to reach a more 
person-centred care and prevailing conditions for digitalization which means 
a closer care (Socialdepartementet, 2019:29), could mean a need to transform 
the prevailing logic, that has been the consensus for so many decades. Being 
a physician or nurse, one must realize that every moment of contact and 
interaction with a patient is just a moment and a link in the chain of value 
creation. With a goods logic perspective, the prescription of a medicine to a 
patient and recommendation to take one pill three times a day is just a product 
delivery. Taking the service logic perspective, you will try to understand what 
happens in the next step and what happened before. The prescription is just a 
part of a service to help people take care of themselves with the right guide 
and support.  

The stories I have found these years, by observing, interviewing, reading 
and reflecting together with my previous fifteen years in practice, tells me that 
we need a shift in how we think and speak when working with better 
healthcare service quality. People (users) that have difficulties understanding 
the healthcare system would not be “better patients” by getting information 
how the system works and trying to adjust to that. The system needs to 
understand the “patients better” and adjust the system to that. Since healthcare 
is a service organization, one could draw parallels to the study from 
Kurtmollaiev et al. (2017), saying that transformation of logics is about 
redefining and reinterpreting people’s roles and what they do in order to 
create value. Service design, which strongly connects to design thinking, has 
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the ability to, not only, provide new services or more satisfied users, but also 
to change the organizations and its employees’ mindsets and routines 
(Kurtmollaiev, p. 13). That is in line with the findings of Vink (2019), and also 
what the results of this thesis support. The journey to a deeper understanding 
has started and made some major leaps to what seems to be a lot of 
possibilities in a context that has been formed through centuries and decades. 
But also revealed are circumstances and perspectives that need to be 
understood in further research. However, valuable insights come with 
cultural inquiry and what if we learn from each other´s perspectives? From 
the conclusions and understanding about the three knowledge perspectives 
found in this thesis, the model can help visualize the possibilities and 
strengths that different perspectives could have in combination.  

Design can be an enabler for working with questions whose needs, or 
solutions are unknown which support the developmental culture seen in the 
Competing Value Framework (CVF) (Quinn and Rohrbaugh, 1983).  On the 
contrary, Quality Management has traditionally been based on the approach 
to find the connection between cause and effect. Tools and methods that lead 
in that direction have therefore been prioritized and applied. All according to 
a linear model and rigid structure based on individual experts' assumptions 
about reality. This is in line with the rational culture in CVF (Quinn & 
Rohrbaugh, 1983). It could then be logical that the healthcare organization, 
which for a long time has been focusing on efficiency and attempts to control 
with economic models and instruments that are reminiscent of quality control, 
are skeptical to other ways to handle improvement. One consequence could 
be that many projects and improvement efforts have only been able to deliver 
incremental change as seen by Ferlie et al. (2005). The new paradigm that 
healthcare is facing with the new technological revolution requires new 
approaches to meet the needs.  

Both fields of Quality Management and Design in general, position 
themselves as knowledge that could contribute to change. Despite 
incremental or radical change and a known or unknown landscape, the 
technical solutions and digitalization comes high on the agenda. But in the 
complex modern world we know that needs and will to change comes from 
inside each individual´s own journey and in combination with other 
individuals, it becomes possible to solve problems. Cottam (2011, p.134) 
speaks about relational welfare in order to handle a new welfare landscape, 
saying: “The welfare state is based on an outdated, transactional model, and needs to 
be replaced with something that is shared, collective and relational. So maybe we 
should talk about how we can expand a relational quality? Combining 
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knowledge from different fields and perspectives, building on each other´s 
strengths and not focusing on best practice but rather on diverse practice.  

Unlearning (Schein, 2010) in a contextual perspective, according to this 
thesis, the healthcare organization and its professionals would and should 
unlearn some goods-logic assumptions and scientific management thinking 
in favor of service logic and design thinking (testing). However, as seen in this 
research as well as in the research by Lima and Sangiorgi (2018), there are 
problems in the (in)ability to both communicate new knowledge and to 
absorb it. In some sense that connects to the research (Martin, 2007) saying 
that there are problems when different knowledge practitioners have 
difficulties to understand each other, or perhaps do not want to understand 
each other. But also interpreting the results from this research, one could also 
recognize the signals that understanding another knowledge on a theoretical 
level and the possibilities with it are challenging. Reaching the healthcare 
professionals with other knowledge could be to “translate” the things that are 
similar to what they have learned before. Both knowledge perspectives in this 
thesis (Improvement Knowledge and Design Thinking), contain elements that 
are closely related to the concept of curing and caring (Strömberg, 2014) which 
is the professional’s backyard. We could then assume that some of the 
previous knowledge is closely related to the new knowledge according to the 
theories from absorptive knowledge (Cohen & Levinthal, 1990), and thereby 
easier to adapt. 

  The “toolbox” perspective seems to be an easy way to explain design and 
for that sake improvement knowledge. That could be understandable taking 
the rationality from natural science (Taylor, 2006) and technical-instrumental 
(Alvesson & Cizinsky, 2018) perspective as well as the rational and 
hierarchical culture (Quinn and Rohrbaugh, 1983). Methods and tools within 
different disciplines are valuable assets, but in a wider perspective, it is more 
necessary to create relations between diverse fields of knowledge and let 
different perspectives combine. In that way healthcare service quality has the 
possibility to both improve in small steps as well as in radically new ways! 
However, in what way they should be combined to create best value and 
quality are not, to my knowledge really explored. Maybe, as suggested by 
Lilja et al. (2019), as a “jazz combo”.  

6.2.  Discussion of Methodology 
Being a PhD student and not a part of a larger science project, there are some 
limitations to consider. Firstly, an extended group of researchers and students 
with financial support could have set up more interviews supported with 
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more observations and surveys and thereby have reached an advantage that 
mixed methods could mean. However, again, this thesis has not aimed to 
generalize and present the “truth”. Rather it has used a minor sample to gain 
deeper understanding and insights which is in line with the qualitative 
research tradition (Bryman, 2011; Patton, 2015). However, the last study will 
need some more respondents to reach saturation according to the theories on 
that by Corbin & Strauss (2015). 

Secondly, my pre-understanding should also be subject of discussion and 
reflection. And on several occasions this has been a topic of discussion 
between me and my supervisors. Coming from healthcare and being 
embedded in the organization I have been able to come close to the reality of 
context for inquiry. Finally, there are also things that could have implied that 
the participants in the second and third study avoided saying things or acting 
differently in relation to myself as a researcher. Constantly paying attention 
to this phenomenon and reflecting upon on it with others have been 
preventive actions to reduce such negative effects. As stressed by Bryman 
(2011), being clear about my purpose and sharing verbal as well as written 
information to participants and “gatekeepers” have contributed to increased 
trust from people connected to this research and which gave permission to 
perform the inquiries in this closed environment. 

Looking back on the four years of research studies, there have constantly 
been reflections regarding how to design the different interventions or studies. 
But given the circumstances before each choice, the overall consideration is 
that the methods I chose gave me enough understanding and insights to 
produce this thesis and plan for a continued journey. 

6.3. Future Research 
Considering the results and the discussion, this thesis suggests future 

research to explore how this combination of knowledge perspectives in real 
life could be used to understand and solve the often complex situations and 
problems in healthcare. Not the methods, tools or technique itself, but how 
people with different knowledge interact and make each other better for the 
greater cause. Based on the insight that healthcare quality emerges from the 
understanding of people’s daily lives and their real needs.  Knowledge is not 
to be found within each individual, it´s between us!  

Further research should perhaps also explore how much of the innovative 
ability that needs to be embedded and whether the knowledge that internal 
employees acquire (lay profession), attending to shorter “crash courses”, is 
sufficient to challenge existing structures and culture that exist in Swedish 
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healthcare. In relation to that question the quality field could benefit from 
extended research looking into what kind of knowledge to supply developers 
in healthcare with. Furthermore, what knowledge and skills healthcare 
management need to be obtained concerning improving healthcare service 
quality. 

As this research has focused on the healthcare context it could be 
interesting to find out what similar research would find in other 
developmental cultures (organizations) that have professionals, using this 
model of knowledge combination. 

Finally, according to the transformative perspective and going from the 
terms of “producing healthcare” to co-creating healthcare services, another 
research topic could be to explore how healthcare professionals position 
themselves and why, when it comes to the logics from goods and services. 
And as these logics somehow also make a difference between the concepts of 
value and quality, is there really any difference? 

 
However, now that what and why is a little bit more understood, and this 

being a licentiate thesis aiming for doctoral dissertation, let´s find out how 
we combine! 
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