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Abstract

This thesis explores how a service design approach can support the implementation and sustainment of change in
complex healthcare settings. While many initiatives are introduced to improve healthcare systems, they often struggle to
be embedded and sustained in practice. This project investigates how to address these challenges by focusing not only
on solutions but also on building internal capabilities for implementing change.

The study is conducted at Rigshospitalet in collaboration with nurses from two cancer departments. Using a case as a
situated context, the project engages with issues related to collaboration, responsibilities, and the patient pathway.
Through a practice-based and iterative service design approach, including workshops, observations, and ongoing
engagement, the study examines how change processes unfold in a real organisational context. Early findings reveal
that previous initiatives have often remained at the level of intention, with limited implementation.

In response, the project shifts to enabling the nurses to take ownership of the process. Rather than positioning design as
an external intervention, the approach focuses on distributing responsibility and supporting the nurses in developing,
testing, and implementing their own solutions. This leads to both a tangible outcome, a patient-focused one-pager, and
the development of a toolkit designed to support ongoing change efforts, including methods for facilitation, coordination,
and implementation.

The findings suggest that service design can play a significant role in enabling change by fostering ownership,
strengthening collaboration across organisational boundaries, and supporting the development of internal capabilities.
However, the study reveals that it requires significant time, motivation, and willingness to navigate uncertainty. The
thesis contributes to the understanding of service design not only as a problem-solving approach, but also as an
approach that enables organisations to drive and sustain change from within.
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01.
Introduction

This report presents a master’s thesis by Emily Brophy, Erika Strazio, and Lea Texmo Limstrand, completed from February
to June 2026 as part of the Service Systems Design master's program at Aalborg University in Copenhagen. The thesis
explores the intersection between service design and change. Change is a constant in daily life and becomes particularly
prominent during periods of uncertainty at both organisational and societal levels (Alvesson & Sveningsson, 2025). Service
designers act as agents of change by engaging with existing systems to improve, reshape, or disrupt established practices
(Stickdorn et al., 2018). Although change is often viewed as positive, it also requires adaptation from individuals and
organisations, making it challenging to implement (Lin et al., 2011; Stickdorn et al., 2018, p. 274).

Our aim and motivation for the thesis is therefore to examine how service design can facilitate change processes within
complex, evolving systems, focusing specifically on the healthcare sector. Healthcare systems are vital to society and are
characterised by high complexity, interdependencies, and a constant need for improvement (Braithwaite et al., 2017,
Donetto et al., 2015; Halvorsrud et al., 2019). These features make healthcare an ideal context for investigating how change
occurs in practice. To better contextualise and explore these issues, the thesis was conducted in collaboration with two
departments at Rigshospitalet, providing a real-world case for analysis.
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01 - INTRODUCTION

1.1 Learning Objectives

The thesis will demonstrate the attainment of the official learning objectives developed by Aalborg University, which entail
the knowledge, skills, and competences students must acquire and master as service systems designers (Aalborg
Universitet, 2023). Furthermore, we have formulated personal learning goals and areas of interest that we aspire to explore
and achieve throughout this thesis:

« Investigate how service design methods and tools can support healthcare organisations in navigating complex change
processes.

» Develop our skills in facilitating co-creation processes through interdisciplinary collaboration when navigating diverse
expertise and perspectives.

» Contribute to the service design field by designing an adaptable solution that is scalable within complex systems and
organisations.

These learning objectives are grounded in a broader reflection of what the thesis should represent. The ambition has been
to develop a project that is meaningful in terms of its potential to create real human impact, particularly by addressing
challenges experienced by patients and healthcare professionals. Furthermore, the thesis aims to be relevant in a future-
oriented sense by engaging with challenges that are expected to become increasingly significant. It also aspires to
contribute original insights to the field of service design, offering a perspective that adds to existing knowledge. At the
same time, it has been important that the topic remains grounded in service design practice and its real-world implications.

1.2 Collaboration & Case

The thesis is conducted in collaboration with the Centre for Cancer and Organ Diseases at Rigshospitalet. This
collaboration provides access to a complex hospital environment, allowing the project to engage with change in a situated
context. Rigshospitalet is located in Copenhagen and is a highly specialised hospital with over 10.000 employees and 40
departments (Webgruppen pd Rigshospitalet, 2026). The Centre for Cancer and Organ Diseases manages seven clinics
specialising in oncology, urology, haematology, gastroenterology, nephrology, and endocrinology (Rigshospitalet, n.d.).

Within the centre, there is a department called the Unit for Healthcare Professional Collaboration, which supports the
management and clinics in creating safer patient pathways and improving workflows by translating visions and complex
problems into concrete actions and behavioural changes (Webgruppen pé Rigshospitalet, 2024a). The unit consists of a
service designer and an anthropologist, whom we reached out to when seeking a collaboration, as well as a quality
coordinator from the centre. We had an initial meeting with the aforementioned to introduce ourselves and discuss our
thesis interests and goals, as well as expectations for the collaboration. Following this, the next step was to find a relevant
case, a task that was assigned to the representatives from Rigshospitalet.

1.2.1 THE CASE

The case received was developed by two departments within the Centre for Cancer and Organ Diseases: the department
of Urological Surgery (URO) and the department of Cancer Treatment (ONC). The initiative started bottom-up by a few
nurses from both departments, forming an interdisciplinary working group to improve patient pathways. They specifically
wanted to focus on the transition between the two, as cancer patients get their surgery at URO before being transferred to
ONC to begin follow-up care or the course of treatment, such as chemotherapy (see Figure 1).

-----

The department of ) 5 The department of
Urological Surgery -: Transition :- > Cancer Treatment
(URO) : ; (ONC)

\ B
.. o~ .

'

Improvement

Area '

Figure 1: The transition between the two departments
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01 - INTRODUCTION

The working group had already developed a descriptive case outlining the key elements (see Appendix B):

+ Background
o Lack of clarity in the patient pathway, for both patients and staff
» Unclear division of roles and responsibilities during handover of care
o Lack of coordination and communication between departments
» Desired outcomes
o A clear and shared understanding of the patient pathway
» Defined roles, responsibilities and contact points
¢ Increased collaboration and coordination between the two departments
» An improved patient experience during treatment
+ Target group
e Nurses in URO (42) and ONC (14)
« Patients diagnosed with testicular cancer (URO: 2-3 operations per month; ONC: approximately 2 new patients per
week)

In the case description, there is no defined patient group, because they see it as a general issue across different patient
groups who transition between the two departments. However, in this project, they wanted to focus on testicular cancer
patients as a starting point, as the pathway for this patient group is relatively simple compared to other types of cancer,
with the goal of then applying the insights and outcomes to create a scalable solution applicable to other, more complex
cancer pathways.

4 )
TESTICULAR CANCER

Testicular cancer is a type of cancer that occurs in the testicles. Commonly, it is younger men aged 25-35 who get
the disease. In most cases, the diseased testicle is removed through surgery, after which the patients receive
chemotherapy. The treatment for testicular cancer is very effective and is among the cancer types with the
highest survival rates (Kraeftens Bekeempelse, 2024).

& J

1.3 The Project Team

The project was carried out by a multidisciplinary team consisting of the thesis group, acting as service designers, and
healthcare professionals from different departments. The professionals behind the case included a head nurse and a nurse
from URO, as well as the head nurse and two nurses from ONC. Together, these participants formed the main project group.
By involving people from the different departments, the project included both perspectives from the start. This also
supported ongoing engagement and ownership of the work.

In addition to the core team, the project was supported by an internal service designer, anthropologist, and quality
coordinator at the hospital. They contributed with guidance when needed, particularly in understanding the context and
how service design could be applied within it. By supporting the project along the way, they could help ensure continuity
after our departure. Figure 2 shows an overview of the project group and the surrounding actors.

03



01 - INTRODUCTION

PROJECT GROUP

4 )
US (FACILITATORS)
Service Service Service
Designer Designer Designer
. J
e N
4 N\ )
URO ONC
Head Head Clinical
Nurse s Nurse
Specialist
. J U J
. J
Vs
CENTRE FOR CANCER
AND ORGAN DISEASES Service Anthro Quality
Designer poligist Coordinator
|\ J/

Figure 2: Project group and surrounding actors

In terms of the project group's constellation, we would act as project managers and facilitators. This involved taking
responsibility for structuring and guiding the process, while actively engaging the project group in co-creation as they held
valuable knowledge. Collaboration was maintained through bi-weekly check-ins to, among other things, share insights,
receive feedback, provide guidance, and engage in small workshops. From the beginning, recurring one-hour check-ins
were scheduled in everyone’s calendar throughout the project period. Establishing these regular meetings early on was
important to ensure consistent follow-up, especially given our experience working with the busy schedules of healthcare
professionals.

We were physically present at the hospital throughout the project period. This made it easier to engage with staff and
patients in a flexible way, without requiring extensive scheduling. Being present in the environment allowed for a closer
observation of the everyday activities and practises. This helped get a better understanding of the system and context.

1.4 Focus Area

We find the case highly relevant to the topic of change, as it focuses on improving the transition between two departments.
At a practical level, the case involves the transfer of information, responsibility and care related to patients. However,
improving this transition requires changes to existing workflows, roles, and expectations, which would directly affect the
two departments. We therefore apply the case to explore change processes in a healthcare context. The practical approach
of doing so is described further in 03. Methodology.

The aim is to explore how change is perceived in practice and to investigate how we and service design approaches may
facilitate and support change. Since these approaches are implemented within the project team, they naturally became the
focus for exploring change, making them our focus group.
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01 - INTRODUCTION

1.5 Reading Guide

The reading guide gives an overview of what the thesis and the following chapters will entail.

Chapter 2: Context

The chapter presents a review of relevant literature, which explores what change is and how change in organisations is
needed. As the thesis centres on change within a healthcare setting, the literature critically explores the various challenges
that can arise in hospitals. These include themes like system complexity, professional culture, capacity pressure, and
ethical constraints. The chapter further outlines different aspects of service design and discusses how the approach can
enable change. Lastly, the chapter examines existing projects and approaches to investigate how service design and
changes have been applied in similar healthcare contexts.

Chapter 3: Methodology

In Chapter 3, the methodological framework of the thesis is presented. This entails a description of the Double Diamond
model and its four phases (Discover, Define, Develop, Deliver), which we chose to apply to guide the exploration of the case
we received. The chapter also introduces the thesis's theoretical perspective, which explains how the case will serve as a
lens for examining how change is perceived and navigated in practice. This is supported by a visual model. The chapter
concludes by explaining that exploring the thesis will provide two project outcomes: one for the specific case and another
for the wider concept of change.

Chapter 4-7: Discover, Define, Develop, and Deliver

The four chapters will explore how change is perceived in practice through the case, as well as explore how service design
approaches might facilitate and support change. In describing the process, the chapters adopt a reflective approach to
cover the overall theme of change. Accordingly, the methods are presented chronologically, allowing them to collectively
illustrate how processes and perspectives evolve over time. The first diamond (Discover and Define) serves as an
explorative process, uncovering underlying issues and needs, and further defines the overall direction through the
developed research question. The second diamond (Develop and Deliver) explores the latter through observations and
facilitation, resulting in two project outcomes. The chapters include process descriptions, reflections on applied methods,
and insights and outcomes derived from the various activities.

4 N
CHECK-INS

Throughout the report, there will be subchapters labelled as check-ins. The check-ins describe the bi-weekly
meetings we had with the project group throughout the project. The check-ins were most often in person at the
hospital, either at the Centre for Cancer and Organ Diseases or at ONC. During the project, the check-ins proved
invaluable. They created a space for collaboration across departments. Further, they provided an opportunity for
us to introduce different service design methods and tools and observe whether we succeeded in adapting them,
as well as how the project group perceived and applied them. Lastly, they allowed for alignment on the project,
validation of findings, and ongoing reflections throughout the project, which defined the next steps.

\- J

Chapter 8: Discussion

This chapter presents a discussion of the project in relation to the case and the research question. It contains critical
reflections on the design process, our approach and identified limitations. The chapter further explores how the project has
contributed to the development of enabling capabilities in practice, as well as the challenges associated with sustaining
them over time. It also reflects on the overall impact of the work conducted. Finally, the chapter outlines key learning and
suggests directions for future research.

Chapter 9: Conclusion
In chapter 9, the process is summarised by outlining how the process unfolded, how the case was approached, and what this
led to. The chapter presents the main findings and key insights and concludes with the overall takeaways of the project.
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02.
Context

In the following chapter, existing literature is reviewed to
develop an understanding of change, particularly in
hospitals, and to explore how it can be addressed
through service design, both theoretically and in
practice, drawing on existing case studies. The literature
examines challenges of change at both organisational
and staff levels.

The chapter is divided into the following sections:

2.1 Change in Organisations

07
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10

13

14
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02 - CONTEXT

2.1 Change in Organisations

According to the Cambridge Dictionary, change is “the process or result of making something different or becoming
different” (Cambridge Dictionary, n.d-b.). Due to globalisation, societal and user expectations, and times of turbulence,
organisations are often told to drive change or learn to adapt to change. However, change processes are often messy and
disorganised, leading to unsuccessful change. Therefore, there is a need to understand what change is and what it requires,
its identities, and the meanings and internal dynamics within the organisation (Alvesson & Sveningsson, 2025, pp. 3-4).

Existing organisational change literature has explored the factors that influence the success or failure of change
initiatives within organisations. Key themes that are highlighted include readiness for change, organisational culture,
leadership, resistance to change, and employee participation (Alvesson & Sveningsson, 2025, p. 5; Dalton & Gottlieb,
2003; Holt et al., 2010; Lehman et al., 2002; Weiner, 2009). Readiness for change refers to how individuals and
organisations are prepared behaviourally, psychologically, and structurally to drive and support change (Dalton &
Gottlieb, 2003; Lehman et al., 2002). Readiness for change can be described as both a state and a process that
develops over time. It is common to view change mainly through its outcomes, comparing before and after an
intervention. However, Alvesson and Sveningsson (2025) argue that this outcome-focused perspective overlooks what
happens in between. They emphasise that micro-processes unfolding over time are essential to understanding change
(Alvesson & Sveningsson, 2025, p. 5).

Holt et al. (2010) argue that readiness for change is closely related to the organisational culture and structure as well as
leadership. Readiness depends on how well the organisation primes and motivates its employees, as well as on its
technical capability. Therefore, there must be clear leadership and management support that emphasises the importance
and value of change and creates an organisational infrastructure that supports it.

Readiness for change can be challenged by resistance to change, which is often due to established routines being
disrupted, or it can stem from uncertainty, unclear expectations, and competing professional identities (Alvesson &
Sveningsson, 2025, pp. 38-41; Evans & Britt, 2022). Alvesson & Sveningsson (2025) view change as a continuous process,
which is important for overcoming implementation problems. By shifting away from large, episodic initiatives, change can
develop gradually through ongoing learning, which often reduces resistance (Alvesson & Sveningsson, 2025, pp. 32-33).

While organisational change can be introduced through strategies, plans, and leadership decisions, the process
perspective emphasises that change is shaped by the individuals who interpret it. Drawing on social constructionism,
this view suggests that people do not respond to an objective, fixed reality. Instead, they create meaning through their
own understanding of what the change involves (Alvesson & Sveningsson, 2025, p. 32). In that sense, change is shaped
by everyday interpretations, not just from formal decisions.

2.2 Challenges of Change in Hospitals

The rapid development of technology, ever-changing patient expectations, and advances in knowledge and skills among
healthcare professionals compel hospitals to continually improve and drive change (McKee et al., 2002). However, because
the hospital is a unique, complex, and fragmented environment, facilitating change can be challenging (Fry, 2019). Given
the context of the thesis, recognising and understanding the characteristics and challenges of driving change in a hospital
environment is therefore important.

2.21 SYSTEM COMPLEXITY

Hospitals are complex due to their organisational structure, the many actors with various expertise and skills, and their
interconnected parts (Halvorsrud et al., 2019).

Silo structure

As hospitals are organised into specialised departments with specific roles and responsibilities, this naturally divides the
organisation into vertical “silos” with different hierarchical levels (Alves & Meneses, 2018). When knowledge, culture, and
activity are separated in this way, it results in fragmented care (Mann, 2005). This fragmented organisational structure can
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02 - CONTEXT

lead to what Alves and Meneses (2018) describe as silo-mentality, in which departments focus on their own tasks rather
than the organisation's broader goals. From a patient's point of view, it means the patient journey is also divided into silos
and touchpoints, with departments focusing on isolated parts rather than the whole, leading to unsatisfying patient
experiences (Fry, 2019). The complexity of the silo structure can create many bottlenecks and challenges for driving
change. This mentality can increase competition between units, reduce willingness to share information, and create
conflicts, all of which contribute to insufficient communication and collaboration. To confront these challenges, it requires a
high level of cooperation and understanding across the different layers and hierarchy within the organisation (Alves &
Meneses, 2018).

Multiple actors in an interconnected system

Achieving collective action is challenging because actors may perceive or prioritise initiatives differently, leading to
resistance to change. Hospitals involve various actors, such as healthcare professionals, administrators, politicians, and
charitable organisations, each with their own knowledge, skills, values, and work culture. They also have different goals,
such as patient care, finances, or management. This diversity creates system complexity, making it hard to foster shared
understanding and unified direction. Additionally, power varies among actors and departments, some are leaders, others
are head nurses or nurses, resulting in power and decision-making being spread across and within departments rather than
centralised in one place. Thus, implementing change requires negotiation and alignment across different hierarchies and
silos (Denis et al., 2001).

Although hospitals are organised in silos and involve multiple actors, they remain part of an interconnected system. While
the actors might stick to their own department, its ways of working and goals, the patient will often be transferred from one
department to another. Therefore, if one action or change is implemented in one silo, it will inevitably influence others,
including processes or patient pathways, and may have intended or unintended consequences in the system. This effect
could make it difficult to implement change within a single department, as the wider impact should be considered
(Braithwaite et al., 2017).

Regulatory Compliance

Hospitals are obliged to comply with national policies, regulations and laws, operating within a legal framework that adds an
additional layer of complexity. These policies and regulations influence the system at several levels, including organisational
structure, professional practices, and patient care (Braithwaite et al., 2017). Such interventions both shape the system,
forcing hospitals to adapt, and limit hospitals' ability to drive change, since policies and laws constrain possibilities. An
example is the cancer package, developed by the Danish authorities, which is a comprehensive, planned course with strict
timeframes and pathways for diagnosing and treating cancer patients (Sundhedsstyrelsen, 2025). As departments involved
in our case must follow regulations, it could limit the ability to change certain elements of the pathway when attempting to
improve the patient experience.

2.2.2 PROFESSIONAL CULTURE

Healthcare is deeply shaped by a scientific, evidence-based culture that relies on research, data, and measurable
outcomes (Jones, 2013, p. 17). This mindset not only influences clinical practice but also how to evaluate and justify
change. Decision-making is therefore often based on quantitative data, such as surveys and efficiency metrics (Almqvist,
2019). This approach is crucial for patient safety, for example, when testing new drugs. However, it can become a barrier
when implementing change. Organisational change is often experimental, gradual, and difficult to measure. In a professional
culture that prioritises empirical evidence, important relational patterns may remain invisible (Jones, 2013, p. 73).

The professional culture at a hospital can also make employees resistant to change, partly due to a strong professional
identity. Doctors and nurses are highly trained experts who operate within a high degree of autonomy. When change
initiatives are introduced without meaningful personal involvement, these professionals may show lower engagement (Lin et
al., 2011). Change in hospitals can therefore meet resistance as it directly affects the healthcare professionals and their
everyday work. Research also shows that implementing change is often challenged by limited training and low interest
among healthcare employees (Nilsen et al., 2016).
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02 - CONTEXT

The strong sense of professional responsibility in hospitals also affects how failure is managed. Although failure can create
important opportunities for learning and change, hospitals often struggle to benefit from them. Mistakes in healthcare can
have serious consequences, which can create a strong fear of blame among staff. This fear is reinforced by a culture that
encourages professionals to take personal responsibility and solve problems independently. Seeking help can be
considered a weakness or as bothering colleagues who are already busy (Edmondson, 2004). This form of pressure exists
on many levels within the system: patients feel anxious about their health, clinical staff worry about treatment outcomes,
managers are under pressure despite having limited control, and politicians are held responsible for results they cannot
influence (Durdn & Wright, 2020, p. 186). These layers of anxiety create a cautious environment where speaking up feels
risky. Building psychological safety and an open dialogue is therefore essential for learning, yet can be difficult to achieve
through top-down management (Edmondson, 2004).

2.2.3 CAPACITY PRESSURE

Hospitals face significant challenges due to increasing pressure and workload. There is an ageing population with a growing
need for care. Alongside this, health problems are becoming more complex and require expertise across multiple fields. At
the same time, staff remain limited. The shortage of healthcare staff remains unresolved, as these roles are seen as less
attractive and fewer young people choose this field for their future career (Pakarinen et al., 2023, p. 5). In Denmark,
projections indicate a shortage of approximately 14,500 healthcare assistants by 2030. In 2021, this workforce was around
113,000 employees, highlighting the anticipated gap (Sundhedsstrukturkommissionen, 2023). These challenges taken
together creates a reinforcing problem: staff shortages increase pressure on the system, and the heightened pressure
makes the job less appealing.

For patients, this pressure results in reduced support and longer waiting times. Delays in discharging or transferring
patients make it harder to create a flow (Pfannstiel et al., 2024, p. 526). This pressure is also visible outside hospitals,
where a Danish study shows that approximately 90% of patients reported the importance of being able to address several
health problems with their general practitioner. However, approximately 20% experiences that this is not possible
(Sundhedsstrukturkommissionen, 2023). Together, rising patient demand and staff shortages put extra pressure on the
system, leaving little time or capacity for engaging in change initiatives. At the same time, these challenges highlight the
urgent need for change, as workforce shortages are expected to be one of the most critical issues in healthcare in the
future (Pakarinen et al., 2023, p. 5).

2.2.4 ETHICAL CONSTRAINTS

Ethical considerations can also make change difficult at hospitals. Healthcare professionals are responsible for protecting
patients’ safety, privacy and rights. When new changes are introduced, they may worry that these responsibilities are at
risk, which can lead to hesitation or resistance (Nilsen et al., 2016).

These ethical constraints also affect how designers can work with change in hospitals. Designers and researchers often
face restricted access to users, such as patients and clinical staff, due to privacy rules, ethical approvals, and time
pressures. Research and testing are, therefore, slow, as studies must often be carefully planned and approved by an ethics
board before they can begin (Jones, 2013, p. 18). While these ethical considerations are necessary, they may reduce
opportunities for iterative learning and experimentation, which are central to successful change processes (Alvesson &
Sveningsson, 2025, pp. 38-41).

At an organisational level, change can be difficult in hospitals because it involves both cost and risk (Jones, 2013, p. 17).
Hospitals have strong incentives to maintain stability, leaving little room to pause or experiment without consequences.
Making change can feel like changing the wheels on a moving train, where everyday care must continue (Fry, 2019). This
environment can limit designers' opportunities. However, hospitals also face a growing need for innovation and new ways of
working. Because of this pressure, many organisations are becoming more open to creative and participatory design,
despite the associated risks (Jones, 2013, p. 17).
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2.3 Enabling Change through Service Design

Service design is closely linked to change, as its core aim is to reshape services to better meet people’s needs (Stickdorn et al.,
2018, p. 13). Designers work by understanding complex situations, engaging with users and staff, and creating solutions that
often require shifts in behaviour and practice (Lin et al., 2011). Given hospitals’ complexity and the demand for change, the
application of service design theory and tools in the healthcare sector has become a rapidly growing field (Donetto et al., 2015).

4 N
SERVICE DESIGN

It is a human-centred, collaborative, interdisciplinary, iterative approach which uses research, prototyping, and a
set of easily understood activities and visualization tools to create and orchestrate experiences that meet the
needs of the business, the user, and other stakeholders (Stickdorn et al., 2018, p. 26).

- 4

2.31HOLISTIC & SYSTEMIC DESIGN

Service design involves a systemic approach, which implies understanding the whole system around the service. Systemic
design is a combination of systems thinking and design (Buchanan, 2019; van der Bijl-Brouwer & Malcolm, 2020). According
to Buchanan (2019), “a system is a relationship of parts that work together in an organized manner to accomplish a
common purpose”. The important part of systemic design is looking at the relationships between the system's parts rather
than the isolated parts, because it is the interdependencies between the parts that shape the system’s behaviour and
service experience, this supports a holistic approach (van der Bijl-Brouwer & Malcolm, 2020). Adopting this approach,
therefore, views hospitals as interconnected systems, where the relationships between the departments and with patients
are shaping the behaviours and outcomes of the system, for example, how patients are treated as well as how patients
experience their treatment. Therefore, the challenges of change in hospitals should not be viewed in isolation, but rather
handled by considering all the flows, processes, and actors within the system (Buchanan, 2019).

Another aspect that emphasises the need for a more systemic approach is the shift from the traditional disease-oriented
model to a patient-centred approach. The key difference is that providers began paying more attention to patients’ needs
and overall situation, rather than focusing solely on treating the condition, resulting in a more holistic health care approach
(Robinson et al., 2008). In the context of the thesis, this also aligns with the Centre for Cancer and Organ Diseases’
strategy for patient-centred care (see next page). As patients transition between multiple departments and services, their
experience can be shaped by coordination among departments and actors (Fry, 2019). This underscores the need to focus
on their entire journey rather than isolated touchpoints when improving their pathway, which a service systems design
approach can support (Buchanan, 2019).
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CENTRE FOR CANCER AND ORGAN DISEASES STRATEGY

The Centre for Cancer and Organ Diseases strategy is called the human-centred hospital, which encompasses
value-based healthcare, with core values including systematic patient involvement and maximising value for the
patient. To succeed with the latter, there are three perspectives to focus on. First patient-experienced quality,
second clinical quality, and third efficient resource utilisation. Focusing on all three dimensions is what they call
value-based healthcare. However, a fourth perspective, staff well-being, is also included, as the centre believes
that engaged and competent staff are a prerequisite for delivering high-quality treatments. As well as the
importance of interdisciplinary collaboration, which is seen as a key component of delivering high-quality care and

supporting teamwork (Webgruppen pé Rigshospitalet, 2024b).
\. J

2.3.2 PARTICIPATION & CO-CREATION

Co-creation refers to creating value through joint participation rather than by a single actor. Co-creation has been shown to
be an effective way of enabling change and reducing resistance to change. In service design, this idea is closely related to
co-design, which describes the collaborative process where people from different backgrounds, often including those
affected by the service, take part in shaping the service together (Sanders & Stappers, 2012, pp. 15-35). For designers to
play a transformative role in an organisation, this means facilitating collaboration rather than directing outcomes. When
users and staff are seen as co-designers, the process becomes more participatory, and their insights directly shape the
solutions (Junginger & Sangiorgi, 2009).

Active participation and meaningful change require building trust and relationships within the organisation (Junginger &
Sangiorgi, 2009). This is particularly important in a hospital setting, where professionals are often highly skilled experts with
a high degree of autonomy (Lin et al., 2011). Designers can build trust through collaboration, transparency, sensitivity to
organisational dynamics, and by bringing new perspectives that inspire people. By making underlying patterns visible,
people often gain a new understanding of their organisation, both strengthening trust and sparking interest (Junginger &
Sangiorgi, 2009). In hospital contexts, building trust also requires adapting to the language of the domain, rather than
relying on design terminology (Jones, 2013, p. 7). Valuing the skills and knowledge of staff can strengthen professional
pride and build engagement, while also supporting shared learning and interdisciplinary working, breaking down silos and
friction between units (Alves & Meneses, 2018; Pakarinen et al., 2023, p. 6; Stickdorn et al., 2018, p. 24).

Additionally, active participation in successful change efforts requires building psychological safety. It is essential as it
creates a foundation for developing new beliefs, behaviours and ways of working. Psychological safety enables learning
from failures, as staff feel more comfortable speaking up about mistakes. To build this environment, employees need early
support and guidance. It is important to clarify boundaries of what is acceptable and not, as unclear limits can create
hesitation (Edmondson, 2004). Furthermore, listening to the employees who are hesitant or resistant is crucial, as their
concerns are often legitimate. By establishing a psychologically safe environment, hospitals create stronger conditions for
implementing change (Lin et al., 2011).

Meaningful change depends not on participation alone, but on involving stakeholders early and throughout the process
(Stickdorn et al., 2018, p. 278). Early involvement allows employees to shape the initiative and builds a stronger sense of
ownership. For change initiatives to succeed, they need to align with the values, norms and everyday realities of employees.
When proposed changes reflect how staff work and what they care about, it is more likely to be accepted (Lin et al., 2011).

Leadership also plays an important role by creating a clear and motivating vision that communicates the urgency for
change (Edmondson, 2004). When time is spent discussing existing challenges and why change is necessary, staff are
more likely to connect these issues to their own work. This helps create a shared understanding of the vision (Lin et al.,
2011). Co-creating this vision with employees further strengthens engagement. Designers can contribute by developing
transformative insights that help shape a shared vision based on existing strengths and future potential, drawing on
principles from positive psychology (Junginger & Sangiorgi, 2009). This could imply that once the need for change has
been collectively acknowledged, hospitals could be better positioned to move forward with the change efforts.
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Given the strong independence of healthcare professionals, change efforts benefit from a participatory design process
(Lin et al., 2011). In practice, however, it is rarely possible to involve everyone directly, especially in a hospital setting
where time pressure and workload are already high (Pakarinen et al., 2023, p. 5). Change initiatives, therefore, often rely
on engaging smaller groups, who then can share experiences and insights with their own teams. To support this broader
engagement and scaling, designers may also need to organise additional co-creation activities, beyond those strictly
required for design output (Stickdorn et al., 2018, p. 278).

2.3.3 MAKING SERVICES VISIBLE

A principle in service design, according to Stickdorn et al. (2018, p. 26), is real, which encompasses that stakeholder needs
should be researched in reality and ideas should be prototyped in reality. Furthermore, the intangible values in a service
should be evidenced as a physical or digital reality. This means that when applying service design, it must be grounded in a
real-world context. Evidencing builds trust, improves understanding of value, and strengthens the service experience
(Stickdorn et al., 2018, p. 26).

As hospitals are organised in silos, resulting in fragmented care, services within the system often become invisible or
intangible (Alves & Meneses, 2018; Mann, 2005). For example, in our case, this could lead to patients not being aware of all
the systems and processes that happen ‘behind the scenes’ in their treatment journey, such as coordination and decision-
making, and the staff are not aware of the patient processes, such as treatment plans and care in other departments.
Therefore, there is a need to make the invisible elements visible to be able to drive change, which evidencing can support
through visuals, communication or physical cues (Junginger & Sangiorgi, 2009; Stickdorn et al., 2018, pp. 25-27).

As mentioned earlier, decision-making in healthcare is also often based on quantitative data and measurable outcomes
(Jones, 2013, p. 17), leaving out qualitative aspects such as experiences, emotions, and needs, which adds to the lack of
visibility within the service. Service design, therefore, applies methods such as interviews and observations in real-life
settings to understand what needs to be visible and what matters to users (Stickdorn et al., 2018, p. 26). By applying the
principle of real in our case, stakeholders could better understand the system, its barriers, and problems, leading to
increased transparency and trust and supporting better coordination between departments and implementation.

2.3.4 ITERATIVE LEARNING

Iteration is one of the main principles in service design. It refers to an ongoing process of working in cycles, where
ideas are developed through small-scale experiments that are tested, evaluated and adjusted over time. Iteration
embraces learning from failure and feedback. Iteration is used throughout the whole design process, in researching,
prototyping and even implementation (Stickdorn et al., 2018, pp. 13-25). The approach is closely connected to change,
by acknowledging that change does not happen in a fixed context, but in a reality that is continuously evolving
(Alvesson & Sveningsson, 2025, p. 5).
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Iteration can, however, be difficult for people to understand, as many are used to more linear approaches such as decide-
plan-do (Stickdorn et al., 2018, p. 25). This is especially evident in the hospital setting, where staff are trained to rely on
strong empirical evidence before taking action to ensure safety (Jones, 2013, p. 73). Given the ethical considerations
healthcare professionals carry, approaches based on learning over time may seem inappropriate (Alvesson & Sveningsson,
2025, pp. 38-41). At the same time, iteration can function as a way to reduce risk in high-stakes hospital environments. By
working in small, controlled steps, iteration can build a safer environment without putting patient safety at risk. Rather than
requiring solutions to be right from the start, an iterative approach focuses on gradual improvement toward implementation.
This lowers the stakes and makes decision-making easier (Stickdorn et al., 2018, p. 13).

A practical way to introduce an iterative mindset in organisations is through pilot projects. Pilot projects allow designers to start
small, making it easier to spot hidden issues, learn how to approach problems, and identify future possibilities. In this way, a
pilot project can act as a “seed” that grows into a larger organisational transformation. Through ongoing iteration and
involvement, it can help build capabilities from within, supporting sustainable and lasting change (Junginger & Sangiorgi, 2009).

2.4 Practical Applications in Healthcare

To further understand the context we are designing within, we decided to explore existing projects and approaches that
investigate how service design and change can be applied in healthcare. The purpose of exploring the cases was to build
on existing knowledge. Despite the uniqueness of our thesis, the chosen projects share similarities and therefore provided
useful insights for our further process.

2.41IMPROVING PATIENT EXPERIENCE IN AN EMERGENCY DEPARTMENT

This project, described by Fry (2019), explored how service design can be used to improve the patient experience in a
Norwegian emergency department. Through observations and interviews with patients and healthcare staff, the project
identified that patients were often uncertain about what was happening, while staff lacked a clear understanding of the
overall patient journey. Journey mapping was used to align staff around the problem, followed by co-creation sessions. The
co-creation resulted in solutions such as brochures and digital screens explaining the stages of the patient journey, as well
as a service blueprint clarifying staff responsibilities. The case focuses on improving an existing service, rather than
changing the whole system. It shows that visualisation and co-creation can help alignment, but also that some solutions may
not be implemented in practice due to constraints such as limited time and unpredictable working conditions (Fry, 2019).

2.4.2 IMPLEMENTING NEW NURSE PRACTICE AT HOSPITALS

This case, described by Lin et al. (2011), explored the implementation of an initiative called “Nurse Knowledge Exchange” at
American hospitals. The main challenge was not designing the solution, but getting staff to adopt it after an initial top-down
implementation approach failed and led to resistance and low ownership. The approach was redesigned using service design
combined with change management. The nurses were involved early through observation, storytelling, and co-creation. Staff
were also allowed to adopt the process to their own departments before full implementation, using minimum guidelines. The
case represents service design used for implementation and adoption, rather than the design of the service itself. It shows a
shift from a top-down approach to a participatory approach. The main insight is that participation supports long-term
adoption, but requires significantly more time and effort from both designers and hospital stakeholders (Lin et al., 2011).

2.4.3 CHANGING CULTURE IN YOUTH MENTAL SERVICE

This project, described by Patricio et al. (2019), focuses on a youth mental clinic in Sweden. The main challenge was not a
specific process but an institutional culture in which staff primarily interacted with young people in crisis situations.
Through long-term co-creation involving youth, clinicians, parents, and teachers, participants explored new ways of
working through storytelling and prototyping. This resulted in a digital service called “hurmardu.nu” but also led to changes
in how staff engaged with young people in everyday practice. This case represents service design as a tool for cultural and
systemic change, where the goal is not to improve or implement a specific service, but to shift mindsets and relationships.
It shows how co-creation can help build new practices that continue after the project ends, but also that this requires long-
term facilitation and commitment (Patricio et al., 2019).
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(2.5 KEY TAKEAWAYS: CONTEXT)

CHANGE IN ORGANISATIONS

Change does not only involve the outcome and should neither be seen as static or formal decisions.
Change is rather about the process and the small things that happen over time.

Factors such as readiness for change, organisational culture, leadership, employee participation, and
resistance to change influence the success or failure of change initiatives.

CHALLENGES OF CHANGE IN HOSPITALS

O

Hospitals are a unique and complex environment due to their silo structure, multiple actors,
interconnected systems, and obligation to comply with policies and regulations, making it challenging to
drive change within them.

As hospitals practice an evidence-based approach, it can be hard to drive change, since relational
patterns and qualitative data are difficult to measure and therefore perceived as going against their
quantitative research nature.

The pressure on hospitals due to an ageing population and a shortage of staff leaves little room for
resources for driving change initiatives.

Ethical constraints, such as patient safety and rights, can restrict experimentation and processes that
may facilitate change.

ENABLING CHANGE THROUGH SERVICE DESIGN

OO0 OO0O0

A systemic perspective enables change by viewing hospitals as interconnected systems, rather than
fixing issues in isolation.

Co-design lets the people affected by the service actively shape it, so it fits their real needs and
builds ownership.

Active participation in co-design requires trust and psychological safety so people feel comfortable
sharing ideas, mistakes or concerns. This can be supported by adapting to stakeholders’ language,
valuing their knowledge, and visualising complex issues to make it easier to understand.

A shared understanding of why change is needed is essential before moving forward with initiatives.
This can be done with a clear or co-created vision.

Iteration can reduce implementation risk by enabling continuous learning from feedback and can be
applied through pilot projects.

PRACTICAL APPLICATIONS IN HEALTHCARE

O O

Similar projects show that co-creation is effective for improving existing services, implementing new
ones, and supporting cultural change.

The projects highlight common challenges in healthcare, including unpredictable workflows, limited
time, and implementation difficulties.
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03.
Methodology

In this chapter, the methodological framework of the thesis
is presented. It entails a description of the Double Diamond
model and its four phases and introduces the thesis's
theoretical perspective, which explains how the case will
serve as a lens for examining how change is perceived and
navigated in practice.

The chapter is divided into the following sections:

3.1 The Design Process
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3.1 The Design Process

For the received design case, we chose to apply the Double Diamond model. Developed by the Design Council, the model
outlines four phases of the design process: Discover, Define, Develop, and Deliver, visually represented as two diamonds.
The Discover and Develop phases are characterised by divergent thinking, visually represented by the opening diamond,
which involves exploration, broadening the scope, research, and data gathering. The Define and Deliver phases, in contrast,
correspond to convergent thinking, involving data synthesis, identifying opportunity spaces, and narrowing down (see
Figure 3). The Double Diamond model also emphasises iteration within each diamond, allowing the process and outcomes
to be changed, improved, and refined to create the most suitable solution (Design Council, n.d.).

Each phase serves a distinct purpose. The goal of the Discover phase is to gather insights into services and their users,
to better understand the context and those for whom these services are being designed. Furthermore, to explore
possibilities, needs, or underlying issues. The data gathered in Discover is then clustered and analysed during the Define
phase to identify key themes and opportunity spaces, shaping the direction for the second diamond. The third phase,
Develop, centres on developing and testing ideas through ideation and prototypes, often including iterations. Lastly, in
the Deliver phase, the concept is refined and finalised for implementation in the real world (Kochanowska et al., 2022;
Design Council, n.d.).

Our decision to adopt the Double Diamond model was based on several reasons. Based on initial research, we were aware
of potential barriers to forming a project group comprising nurses and service designers, given the different approaches
and mindsets. To accommodate this, we found the Double Diamond appropriate, since the nurses had proposed a similar
approach to the case. In the case description, they had suggested the following approach: mapping the current system,
analysis, development, evaluation and implementation (see Appendix B). Since it aligns with the phases of the Double
Diamond in some respects, we thought it might have been familiar to them and therefore could have reduced potential
communication barriers. Furthermore, the Double Diamond model provides a clear visual framework that facilitates
communication by making it easy to convey the current state of the project, the next steps and activities to the project
group, and to support our decisions. Lastly, throughout our education and professional careers, we have frequently used
the Double Diamond to guide our design processes, giving us the experience and confidence to apply it to the thesis.

Discover Define Deliver

Figure 3: The Double Diamond - created by the British Design Council (n.d.)
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3.2 The Theoretical Perspective

The design process of the case served as a lens to explore how change is perceived in practice. It also helps examine how
service design approaches and our roles as designers can facilitate and support change. From this perspective, the Double
Diamond is adapted to our project, visualised in Figure 4. As Kochanowska et al. (2022) note, the model is not meant to
function as a fixed step-by-step guide, but rather as a point of reference that can be flexibly adjusted.

With the intention of understanding both the case and how change was perceived in practice, we approached the first
diamond openly and exploratively. Drawing on existing knowledge (see 02. Context), the first diamond focused on
understanding the case through several methods, gathering insights into the given situation. As previously described, since
hospitals are complex systems (Duran & Wright, 2020, p. 6), it is necessary to allocate sufficient time in the first phase to
understand and explore the system to ensure the solution's viability. According to Jones (2013, p. 18), small oversights or
misunderstandings can lead to consequential errors, why designers are obligated to understand the underlying issues and
systemic problems. Then the explorative work was synthesised, and key insights were defined both in relation to change
and the case itself.

As the first diamond shaped the overall direction, the focus shifted in the second diamond. In these phases, the project
group took a more active role in casework, while we as facilitators took a step back to observe and support them in driving
change. Therefore, sufficient time was allocated to the last phase, Deliver. This shift is grounded in the mentioned literature,
highlighting the need for stakeholders to drive solutions themselves, ensuring it fits the context’s needs, and to build
ownership (Lin et al., 2011). Ultimately, this approach helped us evaluate the service design methods used throughout the
process and how different approaches may facilitate and support change. This resulted in two outcomes. One is a concrete
solution to the case, developed by the nurses but driven by our insights. The other is a broader concept to help change
efforts in the future, developed by us and based on the insights gathered throughout the project.

[ Observing how methods work ]
S . ;
Deskto . . Define Evaluating .
‘g P Collect data about change in practice: - - Service Final
o research change- Building change capabilities Desi Research
@ How they respond to our methods EElel Outcome
&£ on change problem approaches

Check-ins with
project group

Final
Discover Define Develop Deliver Case

Outcome

Case

Figure 4: Our adaptation of the Double Diamond
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04.
Discover

In this chapter, the context is explored through user
research methods and check-ins to understand the
underlying issues and needs of the patient pathway, as
well as the collaboration and coordination between the
departments. The user research methods include
interviews, a survey, and a mapping activity. Additionally,
several check-ins and attendance at a nurse seminar.

The chapter is divided into the following sections:

4.1 Check-in 0: An unsuccessful project kick-off

4.2 Patient Survey

4.8 Pathway Coordinator Interview

4.9 Key Takeaways: Discover
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(4.1 CHECK-IN 0)
An unsuccessful

project kick-off

CONTEXT:

Back in December, we had our first meeting with the project group. The purpose of that meeting was to agree on the
collaboration, get introduced to the case, align expectations on project scope and timeline, and become familiar with
one another. At this meeting, we agreed to meet again in January to officially kick off the project. Between the two
meetings in December and January, we thoroughly reviewed the case and a green folder (see next page) and
conducted initial desk research on testicular cancer patients. To explore the case, we wanted to roll out a survey to gain
knowledge and a better understanding of the potential underlying issues of the patient experience, as reported by the
nurses. We therefore prepared a draft for the survey and sent it to the project group before check-in 0. The survey will
be described in 4.2. Patient Survey. The purpose of the meeting was, therefore, to revise and discuss the survey's

content, to plan the survey's execution, and, more practically, to plan bi-weekly meeting dates.

At the meeting, the nurses came well-prepared; they had all reviewed the survey draft and added comments. While
reviewing the feedback and comments, we quickly realised we had misunderstood key information about the patient group
and the case's focus area. While we had prepared the survey to gather knowledge of the patient pathway as a whole, the
project group wanted to mainly focus on the waiting time between the two departments. Furthermore, we had
misunderstood that it was only testicular cancer patients, leading to, we must admit, some quite embarrassing mistakes,
such as adding a question about gender. This meant that the first draft of the survey was not applicable.

At the check-in, we also discussed the wording and formal aspects of the survey. It became clear that the project group
practised a more evidence-based and scientific approach than we service designers do, since they did not find it sufficient.
This led to extensive focus on how to describe in detail the survey's purpose, the GDPR rules, and how we would store the
data. This was something we agreed to further elaborate upon in the next draft and, as one of the first steps in adapting to
their world, as Jones (2013, p. 7) suggests, as a way to build trust.

These mistakes made us feel that we had lost their trust in our expertise and way of working, understandably. We identified
several reasons why it had occurred: firstly, we had rushed the survey to ensure enough time for data collection, leading to
fundamental errors. Secondly, we recognised that we had not thoroughly introduced them to our approach and ways of
working as service designers. Principles such as co-creation, prototyping, and iteration were not introduced, leading to an
expectation of a polished, finished first draft. Building on Junginger & Sangiorgi (2009) to build trust, we should have
allocated time to explain that we wanted to create the survey collaboratively, combining our knowledge with their expertise,
and then, through feedback, revise and iterate on it.

Since the survey was not applicable, we decided to end the meeting and agreed to make a second draft and get their
feedback via written email. It turned into a long, back-and-forth correspondence, resulting in five iterations of the survey.
With the final draft, the nurses began handing out the surveys, as agreed at check-in.
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]

THE GREEN FOLDER

A folder containing a series of information materials and resources, informally referred to as “the green folder,” is
distributed to patients at URO after surgery, prior to the waiting time. Its purpose is to provide patients with
information and support during their course of treatment.

The green folder contains the following material:

1. A postcard linking to the MitForlab app, where patients can find informative videos and brief explanations about
topics such as the operation and their patient pathway.

. A business card with the pathway coordinator's contact information.

. A printed document developed by Rigshospitalet (URO) with information about the post-operative period.

. A brochure developed by Kreeftens Bekeempelse about testicular cancer.

. A brochure developed by Kraeftens Bekaempelse about the rights of cancer patients and their next of kin.

. An application form for financial support from Kreeftens Bekeempelse.

oo b~ WN

Throughout the project, we also identified additional informational materials distributed throughout the patient
pathway, so the list may not be comprehensive. An overview of the materials collected is provided in Appendix C.

4.2 Patient Survey

As previously mentioned, we initiated the Discover phase with a survey to explore patients’ experiences of the testicular
cancer pathway. This decision was grounded in the case description, which indicated that patients often lack clarity about
the next steps. The survey was used to examine this claim by gathering firsthand patient perspectives. While we had
established ongoing contact with the nurses, accessing patients presented both ethical and practical challenges, including
their emotional and physical condition. A survey was therefore a pragmatic choice, as it allows for low-effort participation
while allowing us to gather comparable data across patients (Bryman, 2012, p. 233; Creswell & Creswell, 2023, p. 137).

However, this approach also has clear limitations. The structured format of a survey limits depth and may not accurately
capture how patients truly feel or behave (Bryman, 2012, pp. 178-179). This is particularly significant in a cancer context,
where experiences are often complex and emotional (Wilke et al., 2025). Responses are further influenced by how
guestions are interpreted and formulated, which can introduce bias and reduce accuracy (Bryman, 2012, pp. 178-179).
Despite this, we considered a survey as a relevant starting point, providing an initial indication of potential issues that could
later be explored in depth.

4.2.1 SURVEY PREPARATION

In terms of sampling, the survey was planned to target all testicular cancer patients who arrived at the ONC department.
This group was considered particularly relevant as they would have recently experienced the transition between the URO
and ONC departments, providing fresh perspectives on the patient pathway. The distribution of the survey was planned to
be facilitated by the nurses at ONC, as they already have established relationships with the patients and were a trusted
channel for recruitment.

The project group opted for physical printed surveys to enhance response rates, as they could hand them out to patients
while they received chemotherapy or during consultations. Distribution was planned to begin mid-January, with a four-
week collection period to ensure sufficient data while allowing the project to progress.
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We then planned to collect the surveys continuously to follow the progress of responses. Through several rounds of
iteration with the project group, the final survey design was ready (see Appendix D). The survey was divided into three
sections: demographic questions, waiting time, and information.

The first section included demographic questions about age, marital status, the highest completed level of education, and
the hospital where the operation was performed. This information allowed us to evaluate whether the sample was
representative of the typical patient group, particularly in terms of age and the hospital from which they arrived. The
second section focused on how the patients experienced the waiting time between the departments. This period was of
particular interest, as we had limited insight into patients’ experience since they are not actively in contact with the hospital
or any department at this point. The third section focused on the usage and quality of the information given. This aimed to
explore how this information contributed to patients’ understanding of their journey.

Most questions were closed and formatted as either multiple-choice or Likert-scale items, with only a few open-ended
questions that allowed elaboration. This was chosen to more easily compare responses across patients and thereby
identify patterns. Furthermore, it was important for us to make it quick and easy for patients to respond. To reduce burden
and respondent fatigue, we created a simple response format to increase response rates and the completion of data forms
(Bryman, 2012, pp. 231-244). Additionally, we saw the survey as a valuable entry point for recruiting participants for
potential follow-up interviews. At the end of the survey, the respondents were given the opportunity to write down their
contact information so we could reach them.

4.2.2 SURVEY OUTCOMES & INSIGHTS

The survey distribution proceeded smoothly over the four-week period. The nurses managed the process as they kept
track of surveys handed out and informed us when surveys were ready for pickup. A total of 12 patients were approached,
with all of them completing the survey, resulting in an excellent response rate (Bryman, 2012, p. 235). This indicates that
the format and distribution approach were well-suited to the context. Involving the nurses early in this process contributed
positively, fostering a sense of ownership (Stickdorn et al., 2018, p. 278).

Given the small sample size (see Appendix E), we decided to analyse the data by manually reviewing responses and
identifying patterns across participants and the three themes. Based on these patterns, the patients were grouped into four
categories reflecting the variations in patients’ overall satisfaction with the testicular cancer pathway (see Figure 5).

Demographics: Deviations from the target group

Regarding demographics, nearly 50% of respondents were older than the average testicular cancer patient. Additionally,
only four patients had their operations at Rigshospitalet, while the majority were operated at other hospitals. As care
practices can vary across hospitals, this limits the relevance of the findings to the URO department at Rigshospitalet, with
which we collaborated. Therefore, the majority of respondents differed from the average target group of the research,
limiting overall representativeness and introducing potential selection bias (Smith & Noble, 2025). In hindsight, a longer
data-collection period or a more thorough selection of respondents could have improved the representativeness. However,
the sample was constrained by the project timeline. Moving forward, the data was therefore interpreted with caution and
used to provide indications to guide further investigation, rather than as evidence.

Waiting time: Mixed experiences

Responses related to the waiting time indicated a mixed experience of the period. The majority selected the options ‘Safe &
Calm’ and ‘Aware of the next steps’ when asked how they experienced the 14 days of waiting. None of the respondents was
uncertain about the next steps. This suggests that patients generally felt informed during this phase. At the same time, the
majority answered that time passed slowly and that they were mentally tired. Two participants explicitly reported “feeling
scared”. Overall, this points toward a complex experience where patients can feel informed and safe while still experiencing
emotional strain. Most respondents felt satisfied with the patient information they received, describing it as clear and
useful. A few patients noted that specific information was missing, however, this tended to relate to individual health
conditions. Overall, the material was perceived as supportive in helping patients understand their situation.
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Overall: Generally high satisfaction

Most patients were satisfied, felt well-informed, and safe during the waiting time. When grouping responses by overall
satisfaction, the majority fell into the category where they felt their needs were met. At the other end, two patients
indicated the need for additional mental support.

These findings differ from the initial case assumption that patients lack clarity in the pathway. This highlighted the need for
further investigation, particularly to better understand the experiences of those patients who reported challenges, despite
not representing the majority. To explore these nuances in depth, we saw qualitative interviews as the next step. However,
to develop a focused interview guide, we needed to understand the details of the patient pathway.

Everything was fine, Everything was fine, but I
did not need anything would have liked more info

QA ]2 88 Q Q

1t was okay, but I sought It was somewhat okas),

mental support but I needed mental support

2L SO O}

Figure 5: Patient survey analysis - the four categories
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(4.3 CHECK-IN 1)
Making the

implicit explicit

CONTEXT:

Context: Although we had already done some preparatory and initial work on the case, preparing and handing out the
survey, this check-in marked the beginning of the project, as it was the first time we met with the project group in
person, and as the thesis semester had officially started, meaning we could dedicate more time and effort to the work.
This also gave us more time to prepare our activities and avoid overlooking mistakes such as those that occurred in the
patient survey. Learning from our misunderstandings, the purpose of this check-in was to introduce them to our service
design approach, clarify our academic lens on the project to ensure transparent and ethical conduct, and to understand
the patient pathway in more detail through a co-mapping exercise.

We started the meeting by explaining three principles in service design: holistic, co-creative, and iteration (Figure 6). This
was intended to clarify our approach and address potential points of friction that can arise when applying design thinking's
core principles, such as iteration and tolerance for ambiguity, in a healthcare context (Milne et al., 2023). Furthermore, we
wanted to emphasise that our knowledge of the healthcare system might sometimes appear limited, and therefore, it is
important that we co-create to ensure the solution meets the needs of the users (Junginger & Sangiorgi, 2009). Since trust
is one of the most essential relationship factors influencing behaviours within the healthcare system, as noted by Bedenik et
al. (2024), we also decided to present previous projects we conducted in a similar context to demonstrate our experience
working in hospitals. The project group were receptive and interested in hearing about our approach and projects, and with
no further questions, it was the first step in establishing a common language.

We continued by presenting our take on the case and our thesis focus area, as it included observing the project group and
how they perceived and applied the interventions and tools they received. As Bryman (2012, p. 138) emphasises,
participants should be informed about the nature of the research, how data will be collected and stored, and given the
opportunity to refuse or withdraw at any stage. Therefore, we handed out consent forms (see Appendix F), which are
increasingly used in research (Bryman, 2012, pp. 138-140), explaining how we would store the data and asking for
permission to take pictures and record quotations to document our process. The project group read them through and all
consented, expressing strong interest in having a broader area of research. They mentioned it aligned with their desire for
insights and outcomes that extend beyond the specific case, creating a scalable concept.

For the check-in, we prepared a co-mapping activity inspired by the service blueprint to gain further insights into the patient
pathway and the stakeholders involved. Furthermore, it was also to foster discussions between the departments, with the
purpose of creating a better overview of responsibilities and roles, as they, according to the case description, lacked this.
The details and further reflections of the co-mapping activity will be elaborated on in the following chapter.
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We decided to end the check-in with a reflective exercise, asking them individually to share one thing they were looking
forward to and one thing they were worried about, to ensure transparency, which, according to Junginger & Sangiorgi
(2009), can help build trust. A comment that stayed with us was the concern that the data collection might not be
sufficiently theoretical or representative, indicating that our approach lacked sufficient theoretical grounding in the survey
design. Furthermore, it emphasised the need to thoroughly explain our intent and approach to every method introduced in
the future. Through this exercise, we realised that the check-ins were valuable not only as opportunities for feedback and
activities, but also as a shared space for the two departments to meet and exchange perspectives on the project. The
check-ins also left room for more informal discussion, with the nurses talking about their everyday tasks and procedures,
slowly getting to know each other’s worlds.

Figure 6: Us presenting service design principles at check-in 1
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4.4 Mapping the Patient Pathway

As mentioned in check-in 1, we had prepared a co-mapping activity to address the three points listed in the case
background: lack of clarity in the patient pathway among patients and staff, unclear division of roles and responsibilities
during handover of care, and lack of coordination and communication between departments. Morelli and Tollestrup (2007)
argue that it is necessary to understand the context of intervention and how it can be shaped. This involves understanding
what kinds of actions take place between actors. Representation techniques, which are tools or methods that visually or
verbally communicate systems and processes, can be applied to explore the context designers are intervening within.

We decided to draw inspiration from the service blueprint, a detailed diagram that maps the service, including both
customers and the organisation’s actions. Compared to a user journey, a service blueprint incorporates both customer
actions, frontstage actions, and backstage actions, which gives a comprehensive understanding of the processes of the
system. Front- and backstage actions refer to employee actions that are either visible to the customer or not. Lastly,
support processes and physical evidence that the customer interacts with (Ruiz et al., 2014; Stickdorn et al., 2018, p. 53).

4.41 CO-MAPPING PREPARATION

As Aguirre-Ulloa and Paulsen (2017) argue, public services are shifting from designing for people to designing with people,
the design process must therefore be accessible and inclusive for non-designers. Furthermore, it is necessary to adapt
tools and methods to the context to make them easier to understand and engage with for the project group (Jones, 2013,
p. 7). We simplified the blueprint by distinguishing only between patient actions and healthcare staff actions.

As our knowledge of treatment pathways and medical terminology was limited, we were unsure of certain elements and
aware of the possibility of discrepancies compared to Rigshospitalet’s workflows. The aim was therefore to first lower the
barriers and reduce the time required by preparing a first draft before the check-in. Then we could later on co-create the
blueprint with the project group, with them validating and finalising the draft, as they could contribute with their knowledge
and experiences, which is essential when co-creating services (Stickdorn et al., 2018, p. 125).

Our draft was informed by two sources: a draft overview of the patient pathway created by one of the nurses in the project
group (see Appendix G) and desk research on the Cancer Package for Testicular Cancer (Sundhedsstyrelsen, 2016). The
draft ended up consisting of two main sections. The patient’s actions at the top and the involved stakeholders’ actions at
the bottom (see Appendix H). The stakeholders included the general practitioner and the different departments patients
interact with throughout the pathway, including URO and ONC. During the research, we noticed that patients engage with a
range of digital and physical communication and information channels, including e-Boks, phone calls, and the green folder.
However, instead of adding a physical evidence layer, we prepared small icons of the different channels, which could be
added within the different stakeholders. In practical terms, we printed a base layer showing the two main sections, while
the actions and communication touchpoints were added on top, making it easy to move items around and add or remove
them as needed. We also added blank pieces that they could fill out when specific elements were missing.

4.4.2 MAPPING OUTCOMES & INSIGHTS

We were excited to introduce the mapping activity and observe how they received it, as it was the first time we introduced
a visual service design tool. After explaining the purpose and expected output, the nurses stood up and gathered around
the table, signalling engagement and excitement (see Figure 7). The group quickly began moving pieces around and
interacting with the material themselves. We also noticed that the visual materials sparked interesting discussions between
the two departments, as co-creation of the blueprint revealed a limited understanding of the actions in each department.
Several episodes occurred where one department said, “No, we actually do this", while the other department said, “Really?
We did not know that”. Emphasising the lack of clarity in the patient pathway and poor communication between them,
which can be a result of a silo-structured organisation (Alves & Meneses, 2018). During the exercise, we observed that
there was no clear hierarchy among the departments or between nurses and head nurses, creating a balanced dynamic
and collaborative efforts. This contrasts with some literature, which indicates that working across silos and hierarchies can
increase complexity because of the difficulties in establishing shared understanding or equal decision-making power (Denis
et al., 2001).
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Having a draft as a starting point allowed us to use the time more effectively, focusing on validating our understanding of
the pathway while also leaving room for discussion. While the project group were in charge of finalising the blueprint, we
would occasionally ask them either to elaborate or prompt to specify certain actions. The outcome of the co-mapping
activity was a finalised visualisation of the patient pathway, developed with input from the project group (see Figure 8). As
shown in the final blueprint, patients interact with multiple departments and stakeholders, often within a short period.

The activity proved beneficial for several reasons. It served as a facilitator for the two departments in gaining a better
understanding of the whole pathway and in sharing experiences and insights, which seem valuable for the project, as it
created common ground. From our perspective, it also enlightened us as we better understood the patient pathway, which
later informed the patient interviews. Lastly, we found the adaptation of the blueprint successful, as the project group
understood the tool and showed strong engagement.

Figure 7: Project group interacting with the service blueprint

Figure 8: A digitalised result of the mapping activity — the patient pathway (see Appendix )
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4.5 Patient Interviews

While the data from the survey indicated that most patients felt safe and satisfied with the testicular cancer pathway, this
contrasted with the initial case assumption that patients lacked clarity. This contrast required further investigation. In
addition, the survey identified a smaller group of patients who reported challenges, which required a deeper understanding.
We therefore chose to conduct interviews, as their qualitative nature allows for an in-depth exploration of patients’ lived
experiences, emotions, perceptions, and needs throughout the course of treatment (Bryman, 2012, pp. 468-499).

4.5.1 INTERVIEW PREPARATION

To recruit participants for the interviews, we used the survey which included an option to provide their contact information
to further elaborate on their answers. We considered this an appropriate approach, as it allowed patients to volunteer. Eight
out of twelve respondents agreed to be contacted. We reached out to all of them through text message, explaining the
purpose and asking about their availability within the following weeks (see Appendix J). Furthermore, participants were
given the choice to decide on a time and location that suited them, including meeting at Rigshospitalet, their home, or
another convenient place. The aim was to create a safe and comfortable setting for participation.

As the interviews were intended to explore themes identified in the survey, we chose to conduct semi-structured
interviews. This format ensures coverage of certain areas with predetermined questions while still allowing participants to
elaborate and share their experiences through open-ended questions. This also allows for changing the order of the
guestions and asking follow-up questions if relevant insights emerge (Bryman, 2012, pp. 470-487).

We were responsible for developing the interview guide with the aim of receiving feedback from the project group. To
support their understanding, we shared a draft interview guide supported with comments explaining the purpose of each
section and intended outcomes. This proved to be an effective way of involving the project group in our process and
minimising misunderstandings. As a result, they only provided minor feedback on how the patient touchpoints were
described, leading to a finalised interview guide (see Appendix K).

The first part of the interview guide consisted of describing the project and its purpose to the patients and obtaining their
consent (see Appendix F). Following an introductory part to get the patient to introduce themselves, as a soft start to
getting to know each other. The next part was diving into the information material. Since they had already answered
questions about it in the survey, it was important for us not to repeat the questions but to ask them to elaborate on their
answers, meaning that we also tailored each interview to each patient based on their survey answers.

In the last part of the interview guide, we asked the patients to discuss which areas of life had been significant during the
waiting period and to associate them with emotions. Given the sensitive topic, patients’ experiences may include tacit
knowledge, making it difficult for them to communicate verbally what they felt at the time (Sanders & Stappers, 2012; Wilke
et al., 2025). We therefore prepared visual props in the form of printed cards, as they can expand vocabulary and
encourage patients to express their feelings, by making it more tangible (Sanders & Stappers, 2012, p. 21). The cards
consisted of a graphical element together with either an emotion or an area of life (see Figure 9 and Appendix L). In this
way, a patient could, for example, combine the emotion Anxiety with the area of Relationships.
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Figure 9: Examples of emotion and life area cards — applied in patient interviews

DEPARTMENT OBSERVATION

Before conducting the interviews, we wanted to understand the environment we were designing within, and
therefore, we chose to observe both departments, URO and ONC. Our observational research was inspired by the
Service Safari tool, which helps designers experience the service and its interactions from a user’s perspective
(Service Design Tools, n.d.). However, the service safari required a clear protocol for observation, which we did not
follow, so we only used some elements of the tool and adapted it to our project. We focused on both observing the
physical elements and the environment and atmosphere. To document our findings, we took field notes (see
Appendix M), which are brief notes of what was observed (Bryman, 2012, pp. 270-287). This activity provided us
with a deeper understanding of the pathway, particularly highlighting the significant physical distance between the
departments, which are located on opposite sides of the hospital and on different levels. It also enabled us to
empathise more with patients, as we gained insights into the environments they navigate, including the specific
rooms and settings that shape their experience.
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4.5.2 INTERVIEW OUTCOMES & INSIGHTS

We were able to conduct interviews with three testicular cancer patients in total. Only one of the participants fell into the
average age group, while the other two were older, and only one had undergone surgery at Rigshospitalet. Although the
sample was limited, the variations in their survey answers were considered valuable, providing different perspectives on the
patient pathway. One interview was conducted at the hospital, while the other two took place in their private homes. Each
interview lasted approximately one hour.

The interviews were conducted and allowed the patients to elaborate on the survey responses. They also described the
waiting time more in depth, often connecting to broader aspects of their lives and emotions. The visual cards supported
this process, particularly in helping them to express emotions, as they acted as a facilitator for further reflection and
elaboration. One of us conducted the interview while another took notes. The interviews were also audio-recorded,
allowing us to be present in sensitive contexts.

To analyse the interviews, all recordings were transcribed (see Appendix N). We then reviewed the transcriptions and
highlighted key quotes. Based on these, we wrote down central insights from each participant’s experience. In
addition, each patient pathway was visualised as a timeline to map their journey and better understand how their
experiences unfolded over time (see Appendix O).

Information: Trusted, but inconsistently communicated

Overall, the interviews confirmed that all the patients felt safe during the waiting time, largely due to their trust and
appreciation for the healthcare staff. One interviewee mentioned: “I felt safe, and | know we have a fantastic healthcare
system. | feel that all the professionals have been really good and taken me really seriously”. He selected the cards Safe
and Confident with the card Support & Community.

At the same time, the interviews revealed inconsistencies in how information was communicated, particularly by doctors.
While written information was generally perceived as clear and helpful, some patients described negative experiences
related to how their pathway and survival rate were explained. Some doctors had focused on the worst-case scenarios,
with patients matching the visual cards Fear/anxiety with the Future.

Patient pathway: Unclear transitions between professionals

Patients also highlighted a lack of coordination and communication across health professionals. Some participants had
been transferred between nurses and doctors without clear explanations of the next steps, leading to confusion and
unanswered questions, matching cards as Confused with Course of treatment. A patient quoted: “I felt a bit like a tossed
ball. | think it could have been made smoother. Yes, maybe there could be fewer shifts”. This suggested that it was not
necessarily caused by missing information, but by how transitions and responsibilities were communicated to him.

Overall: Limited need for improvement

The interviews largely validated the survey findings, while also adding important nuance. For example, the person who
expressed the most negative responses in the survey described a more balanced experience during the interview,
emphasising that although the period was difficult, he was satisfied with his care. When asked about potential
improvements, all participants pointed to only minor issues, related to individual encounters, such as how information was
communicated by specific doctors. However, the patients described these issues as difficult to address and expressed a
limited need for improvements in general. These findings made us rethink the initial case from the patient’s perspective, as
their experiences suggested a more nuanced and positive reality than first assumed.
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(4.6 CHECK-IN 2)

Where insights shified,

and trust began

CONTEXT:

Since the previous check-in, we had completed the patient surveys, observations at two clinics, and the first patient
interview. The purpose of the check-in was therefore to share the insights collected so far. The data so far had shown
general patient satisfaction; the check-in was also intended to explore deeper how and why the case originally unfolded,
whether any relevant data or experiences were missing, and whether the challenge could be situated at the staff level.

When the results were presented, the nurses immediately nuanced the findings. They noted that the survey respondents
were not fully representative, as many were older than the typical patient population and had undergone surgery at other
hospitals. Although the overall feedback from both the survey and the interview was positive, the nurses tended to focus on
the few critical comments that had emerged, rather than the overall results. They dwelled on small details, for example, a
specific patient need. However, this highlighted that the nurses are paying attention to the patients and their well-being,
supporting the strategy of patient-centred care (Webgruppen pé Rigshospitalet, 2024b). Despite the focus on critical
aspects, they expressed strong engagement and appreciation for having concrete data reflecting patient perspectives.

As the discussion shifted towards the origins of the case, new and unexpected insights emerged. The initiative to improve
the transition between two departments was not grounded in patient data, but in a nurse’s observation of a lack of
connection between departments. They described how the doctors communicated across departments, while nurses had
no contact with one another. This created a sense of responsibility and discomfort when transferring patients without
knowing who would receive them or how it would be followed up. The nurses explained that this lack of communication
often resulted in uncertainty when patients asked questions, leading to responses such as “We do not know, ask the other
department”. They wanted more openness and connection across departments and emphasised that this concern was
shared more broadly among staff, not only within the project group. This also highlighted a strong desire for connection
among the nurses.

Toward the end of the meeting, the nurses revealed that attempts to improve collaboration between departments had been
ongoing for several years, without lasting success. Previous initiatives, such as workshops, focused on envisioning an ideal
future hospital. However, they described it as disconnected from reality, such as the physical separation between
departments. These efforts had not generated visible results, and communication about the next steps gradually faded.
This indicated barriers connected to change initiation and implementation.

After the check-in, the nurses invited us to attend a nursing seminar the following day at the Centre for Cancer and Organ
Diseases, with the aim of creating a shared understanding of the strategy and presenting ongoing projects. Efforts were
made to ensure we gained access, signalling openness to continuing the collaboration beyond the scheduled project
activities and marking an early shift in the relationship between the nurses and us, namely, developing trust.
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4.7 Nurse seminar — From Ambition to Practice

The nurse seminar was a half-day event for nurses across the seven cancer departments at the hospital, as well as several
leaders. The theme for the seminar was “Strategies in interaction — From ambition to practice”, with the stated aim to create
a shared understanding across departments of the strategies and how they are unfolded in practice. The program
consisted of eleven presentations by nurses on ongoing projects aimed at improving care delivery. This was followed by
two presentations from leaders addressing strategic priorities and future directions.

One of the nurses shared the agenda with us the day before and informed us that our project would be presented as part
of the program. This event felt significant as the seminar closely aligned with the focus of our project and offered an
opportunity to gain a broader understanding of nurses across departments, as well as insights into how leaders
communicated and worked with strategy in practice. We were also curious to see how the nurses chose to present the
project publicly, what they emphasised, and how they interpreted its purpose. Attending the seminar was therefore both a
learning opportunity and a way to show support and interest in the nurse’s work.

The nurse presentations showed a wide range of ongoing initiatives by motivated and engaged nurses, spanning from tools
to support difficult patient conversations to empowering female cancer patients experiencing hair loss. Many of these
projects appeared to be driven by the nurses themselves, indicating a strong internal motivation for improvement. At the
same time, a few collaborated with other professional teams, such as design or strategy. The presentations also highlighted
potential challenges related to capacity and competence. Several projects seemed to require skills beyond those nurses are
typically trained for, showing a need for support from other fields, such as service design.

4.71 PRESENTING OUR PROJECT

When the nurses from the project group presented our project, it provided us with additional insights. They explained how the
project had unfolded and introduced both the design team and the field of service design (see Figure 10). The presentation
included pictures of us, and we were publicly acknowledged and thanked for our involvement. This moment stood out as a
visible expression of appreciation and trust toward us as the design team. Their presentation confirmed that we were aligned
on how the patient data were interpreted. Notably, however, the presentation did not touch upon the challenges experienced
by the nurses themselves, which had been central in the previous check-in discussion. Toward the end of the presentation,
the nurses mentioned that they had already started to brainstorm potential improvements to the patient pathway, including
ideas such as follow-up phone calls or additional written information. This was the first time that we became aware that
solutions had already been discussed, signalling a tendency to move quickly toward solutions before unpacking the underlying
problem. According to Dorst (2011), this is a tendency in traditional problem solving, whereas design thinking involves framing
and reframing the problem to understand the underlying issues before moving into a solution-focused space.

4.7.2 LEADERS TALKING ABOUT THE STRATEGY

Lastly, leaders from the cancer department shared their strategy (see Centre for Cancer and Organ Diseases strategy in
2.3.1). They highlighted the significance of having a unified strategic direction to tackle the rising complexity in healthcare,
such as evolving patient needs and increased demand for multidisciplinary teamwork. This shared vision is crucial for
motivating employees to lead change (Edmondson, 2004). During the presentation, the leaders paused and asked the
audience to raise their hands if they were familiar with the strategy for the cancer department. Around 40% of the room
raised their hand, a result that did not seem to surprise the presenters. This moment was used to further express the role
of strategy as a shared direction, rather than directly forming patient interactions. The presentation emphasised that
strategy provides a common language, vision and foundation for reflection and dialogue across departments. They
explicitly highlighted the importance of openly addressing uncertainty, arguing that avoiding these conversations risks
losing direction over time.
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Figure 10: Nurses presenting our project at the nurse seminar

Although attending the nurse seminar was not initially part of the planned project activities, it proved highly insightful and
shaped our understanding of the culture within the cancer departments. At the same time, it raised questions about
visibility, impact and sustainability as many of these initiatives were unknown to other nurses and us. This validated the lack
of coordination and communication between the departments, which was one of the addressed issues that formed the
case. Differences in engagement were also noticeable as presenters were highly committed to their own projects, while
general engagement in others’ initiatives seemed lower. This raised questions about whether this was due to tiredness and
focus or cultural dynamics around ownership and competitiveness.

4.8 Pathway Coordinator Interview

During the mapping workshop, the nurses introduced us to the role of a pathway coordinator whom cancer patients could
contact during the waiting period. Through desk research, we learned that the coordinator was a part of the “Unit for
Coherent Patient Care” at the cancer department, which aims to support safe and coherent patient transitions. The
coordinator’s role includes supporting patients and relatives throughout the cancer pathway and facilitating collaboration
across departments (Webgruppen pa Rigshospitalet, 2025). We therefore found it highly relevant to interview the
coordinator. The coordinator’s position seemed to hold a unique overview of the overall transition process, by being in
between patients, nurses and departments. We saw the coordinator as a key actor to help us connect the insights we had
gathered so far and nuance our findings. The interview was therefore conducted to gain a more holistic understanding of
the system and to further explore our emerging assumption of the problem lying at the staff level.
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4.8.1 COORDINATOR INTERVIEW PREPARATION

We contacted the coordinator through email and scheduled a one-hour in-person interview. We chose to conduct a semi-
structured interview revolving around four main themes: the coordinator’s role, experiences with patients, collaboration with
staff, and finally, a discussion around our findings and the coordinators’ reflections on them. Although we had already
gained an overview of their role through desk research, we wanted them to describe their responsibilities in their own
words. This was to ensure that we had the right understanding of what them does, but also to have a point of reference
when moving further in the conversation. We intentionally planned questions about patients and staff before introducing
our findings. This allowed the coordinator to speak openly about their experiences without being influenced by our
interpretations. By first understanding their perspective, we were better positioned to later present our findings and ask
more targeted follow-up questions. This structure helped us explore if they experience aligned with, challenged or
expanded the insights we had gathered so far.

4.8.2 COORDINATOR INTERVIEW OUTCOME & INSIGHTS

The interview was conducted in a meeting room at the hospital, with one of us acting as the interviewer and the
coordinator as the interview participant. Prior to the interview, the coordinator signed a consent form allowing us to record
and further use and share the findings (see Appendix F). As the interview was conducted by a single interviewer, it was
audio-recorded to ensure accurate capture of the coordinator’s experiences and reflections and to remain fully engaged.
Following the interview, the audio recording was transcribed and analysed by highlighting key themes and insights (see
Appendix N).

The coordinator’s role: A buffer, rather than a bridge

By asking them about the role, we quickly realised that the role was primarily administrative, rather than facilitating
collaboration. They use most of their time working with cancer care packages, ensuring that patients remain on the right
track within the system and that maximum waiting time policies are followed. Contact with patients, relatives and external
partners takes place through incoming phone calls and often involves clarifying processes or referring people to the right
professionals. Additionally, despite being a part of the “Unit for Coherent Patient Care”, there is no ongoing collaboration or
contact between the different professional roles within the unit. These findings contrasted with our expectations based on
desk research and the unit's name. Rather than functioning as an active driver for coherence across departments, the
coordinator’s role seemed more like a buffer service, compensating for the gaps from other services, as described by de
Gotzen (2025). They provide support when confusion arises, ensure the following rules, and direct inquiries rather than
facilitating system change.

The patient experience: Caught between two departments

The coordinator described a strong sense of empathy toward patients with testicular cancer and demonstrated extensive
knowledge about the clinical and emotional aspects of their journey. Surprisingly, patients with testicular cancer are the
group that most frequently contacts them compared to other cancer types. They assumed that this may be because the
nurses include their contact information in the green folder, which the patients receive. In practice, this results in
approximately one incoming call every two weeks. It is usually the patients themselves calling, rather than relatives. They
perceived them as generally resourceful, although they emphasised that it can be difficult to interpret patients through
phone conversations alone. A large part of these phone calls involves listening to patients, allowing them to express
frustration and concerns and providing emotional support.

Many of these calls relate to post-operative concerns, such as wound healing and physical limitations. The coordinator
noted that them is not authorised to provide medical advice on these issues and therefore refers patients back to URO
where they were operated. In contrast, questions related to ONC could sometimes be answered more directly, as they had
previously worked there as a nurse. However, they emphasised the importance of caution and often chose to refer inquiries
to ensure correct information and protect patient safety.
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Another recurring theme is waiting times, particularly after surgery, when patients are waiting to be transferred to ONC for
further treatment. Patients often express concern and frustration about why results or next steps take time. In these
situations, the coordinator mainly explains the reasons behind the waiting periods and tries to reassure the patients. The
coordinator highlighted that the period after surgery can be challenging for patients as they often feel like they have
nowhere to belong in the system. They summarised this experience by stating:

“For many patients, this period is deeply frustrating. Having finished
in one department and not yet received by another, they experience

being in between two chairs, unsure where to direct their questions”™

While they expressed understanding of patients’ frustration, they did not see possibilities for change and described the
overall patient pathway as relatively well-functioning. This was also due to regulations of the cancer package, mentioned in
2.2.1 System Complexity.

Staff collaboration: Shared intentions, silos in practice

The interview revealed that the coordinator has limited contact with nurses and staff in other departments. While staff may
occasionally reach out to them in specific situations to ask questions, the contact is not part of a systemic collaboration.
The coordinator expressed a wish for closer and more consistent collaboration but described the current ways of working
as siloed, leading to fragmented distribution of responsibilities and cases (Alves & Meneses, 2018).

They explained that although departments operate separately, patients move across them, often without clear
coordination. Over the years, several initiatives have tried to address this challenge. The coordinator has previously been in
different collaboration groups with the intention of improving coherence and strengthening patient pathways. While they
described these initiatives as well-intended, they emphasised that they did not lead to concrete changes in practice. They
noted that these efforts had faded out over time due to a lack of prioritisation and time, which corresponded with what the
nurses had described in check-in 2.

Our case: Addressing silos with patients in mind

When we presented the insights we had gathered to the coordinator, they recognised the challenges we had
identified, particularly the lack of collaboration across departments. At the same time, they encouraged us not to
underestimate patients. Although patients with testicular cancer are often perceived as resourceful and adaptable,
they emphasised that a cancer diagnosis still has a significant emotional impact, regardless of outcome. According to
the coordinator, many patients do not openly express their emotional struggles, which makes it difficult to identify
those who need additional support.

In relation to potential solutions, the coordinator expressed a clear desire to take a more active role in the project. They
stated that they would like to work more closely with departments and showed a willingness to allocate time to the project,
addressing an initial concern we had regarding their availability. This highlighted a gap between the potential of their role
and how it is currently utilised within the system.
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(4.9 KEY TAKEAWAYS: DISCOVER)

O o O O O OO0 O

Check-ins emphasised the distinctions between mindsets and approaches,
specifically the evidence-based and service design perspectives.

The mapping activity resulted in a shared understanding of the patient pathway.

Observation of the mapping activity and insights from the patient interviews pointed
towards a lack of coordination and collaboration between the departments, both
from a patient and nurse perspective.

Patient interviews and surveys further revealed that patients were generally satisfied
with the clarity of the cancer pathway.

Activities revealed a highly engaged and motivated project group, taking on an active
role, among other things, in handing surveys out.

Trust was slowly built throughout the Discover phase through check-ins and the
nurse seminar.

The nurse seminar revealed several ongoing projects initiated by nurses.

The pathway coordinator turned out to have a crucial role in the patient pathway;
however, not living up to its full potential.

35



05.
Define

In the Define chapter, all insights gathered and observations
made in Discover are analysed and clustered in a data
synthesis session to identify key themes and opportunity
spaces for further research, thereby forming the research
question.

The chapter is divided into the following sections:

5.1 Data Synthesis
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5.1 Data Synthesis

After collecting and analysing the data in the Discover phase, we conducted an internal data synthesis session with the
goal of analysing and clustering the data to identify key themes and opportunity spaces. We individually noted down
interesting elements while maintaining an organised colour-coding system to trace each point back to its source. This was
inspired by the Research Wall method, which provides an overview of all data and the different data types (Stickdorn et al.,
2018, p. 110). Since the case was used as a lens to explore change, we aimed to have a dual perspective in the synthesis,
distinguishing between insights related to the case itself and insights into the conditions for change. While analytically
separated, these perspectives are closely interconnected as the case reveals and shapes conditions for change.

5.1.1 THE CASE

Throughout the Discover phase, we gathered insights into the context by exploring the case to identify underlying issues,
needs, and opportunities. While sharing the interesting elements we had noted down, we clustered them into three themes
related to the original case background (see Figure 11). This allowed us to examine whether the initial assumptions that
initiated the case were reflected in the data.

Findings related to case: the three background points

Theme 1: Lack of clairty of the patient
pathway, leading to uncertainty among
patients and staff

Theme 3: Lack of coordination and
communication between departments

Theme 2: Unclear division of roles and
responsibilities during handover of care

Mapping: nurses showed
lack of clarity of what
happened in the pathway

Patient satisfactory, the
patients were clear of the
steps. Survey: The majority
selected the options ‘Safe &
Calm'’ and ‘Aware of the next
steps’ when asked how
they experienced the 14
days of waiting. None of the
respondents was uncertain
about the next steps.

*a few noted they lacked
some type of information /
support

Interviews: When asked
about potential
improvements, all
participants pointed to
only minor issues,
related to individual
encounters, such as how
information was
communicated by
specific doctors

Mapping: nurses showed
lack of understanding of
roles

Findings from check-ins,
clearly showed that
there was a lot they

didn’t know about each
other

Coordinator: no contact or
collaboration with other
departments

Coordinator: a bit “random”
who knows about her. lack
of responsibility and roles:
who should give the
contact info?

Check-in 2: The nurses had
no patient data, may be
why why couldn’t find that
much that supported the
statement of lack of clarity
for patients

Coordinator: Many
patients call, feeling
uncertain of the next

steps and where they
are

Check-in 2 Proxy user:
As the discussion shifted
towards the origins of
the case, new and
unexpected insights
emerged. The initiative
to improve the transition
between two
departments was not
grounded in patient data,
butin a nurse’s
observation of a lack of
connection between
departments

Check-in 2: This created a
sense of responsibility and
discomfort when
transferring patients
without knowing who would
receive them or how it
would be followed up. The
nurses explained that this
lack of communication
often resulted in
uncertainty when patients
asked questions, leading to
responses such as “We do
not know, ask the other
department”.

Coordinator: refer
patients to others

Patient interviews:
experiences being tossed
across stakeholders that
did not have controll of
what happened

Nurse seminar: leaders
made the seminar
because they wanted
more communication
and knowledge about
each others
departments

Figure 11: Clustered insights related to the case

Coordinator: the role is not
used to facilitate
coordination/
communication (as people
may assume)

Check-in 2: Often refer

the patients of the other

department, dont know
what is happening

Patient surveys: information
was rated an average of 4
out of 5 for clarity and
usefulness, and 10 out of 11
respondents reported not
experiencing a lack of
information

Interviews: While written
information was
generally perceived as
clear and helpful, some
patients described
negative experiences

Observation: very far
away

Nurse seminar: they did not
know about each others
projects/initiatives
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Theme 1: Lack of clarity of the patient pathway, among patients and staff

The analysis revealed that the nurses tended to have less clarity about certain aspects of the patient pathway than the
patients did. The mapping exercise revealed that nurses had limited knowledge of what patients were going through in the
other department, highlighting gaps in the shared understanding of the overall pathway. In contrast, surveys and interviews
revealed that patients generally reported feeling safe and aware of the next steps, though a few lacked specific types of
information and support. Through an exploration of the case's origins, it became clear in check-in 2 that the case had been
initiated based on assumptions rather than patient data, which can explain the high patient satisfaction. To explore this
further, we developed a visualisation of two possible explanations (see Figure 12). First, the high quality of individuals’ work
may compensate for organisational challenges by resolving them before they reach the patient. Second, the relatively
streamlined pathway for testicular cancer patients, with only a single transition between departments, may make it easier
to maintain clarity. However, the coordinator interview provided knowledge that testicular patients often call with questions
about waiting time and next steps, suggesting that the surveys and interviews might not have fully captured everything,
possibly due to limited representativeness. Overall, the findings showed a misalignment between how patients experienced
the pathway and how the nurses understand it.

Theme 2: Unclear division of roles and responsibilities during handover of care

The data gathered showed that roles and responsibilities are not clearly defined across departments. Both the several
check-ins and the mapping exercise revealed an unclear division of responsibility for different tasks along the pathway. The
previous check-in revealed that nurses were often unable to answer patients’ questions, instead referring them to other
departments. Furthermore, insights from the coordinator interview validated this, as it appeared somewhat random which
types of patients received her contact information, depending on individual staff actions. In addition, the coordinator
primarily redirected patients rather than addressing their questions directly, making her role unclear to both patients and
the relevant departments. Overall, the findings indicate a lack of ownership in patient handover and unclear roles during the
waiting time, resulting in fragmented responsibility across the pathway.

STAFF COMPENSATES FOR ORGANISATIONAL CHALLENGES THE SIMPLE PATHWAY FOR TESTICULAR CANCER PATIENTS
PATIENT TESTICULAR CANCER PATIENTS
OPERATION CONSULTAT
(URO) VENTETIDEN ION (ONC) DEPARTMENT 1 ] > [ DEPARTMENT 2
STAFF OTHER CANCER PATIENTS
—>
DEPARTMENT 1 ¢&—— | DEPARTMENT 2
—

Figure 12: Two possible explanations of high patient satisfaction
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Theme 3: Lack of coordination and communication between departments

The data clustering revealed a clear gap in coordination and communication between the departments. Patient interviews
revealed gaps in communication between staff, as some felt tossed around between different staff, without being informed
that it would happen. The need for better communication was further emphasised by the leaders, who had organised the
nurse seminar to strengthen the understanding across departments. During the seminar, we observed multiple ongoing
initiatives, but with limited awareness and coordination between them, potentially leading to parallel efforts. Insights from
the coordinator interview also revealed that her role was not actively used to support coordination and that she had little to
no contact with other departments. Observation further highlighted a significant physical distance between URO and ONC,
which explains the limited interaction. The lack of communication is illustrated in Figure 13, which shows how the
departments operate as separate units with distinct services. The coordinator role is intended to connect them, but
remains disconnected. This leaves the patient as the main link between departments, despite not being prepared or
intended to manage this role. Overall, the findings indicated a context with limited communication and coordination.

Centre for Cancer and Organ Diseases

URO ONC

Unit for Coherent
Patient Care

Pathway
Coord.

(2)
|
|
|
|

Legend

O Organised system . Person &——> Required contact — —> Optional contact

Figure 13: Map visualising fragmented communication across departments
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5.1.2 THE FOCUS AREA

In addition to understanding the case itself, a second layer of analysis focused on the context through a change-oriented
lens. The analysis, therefore, consists of our observations and interactions with the nurses, including discussions in check-
ins and the activities we prepared and participated in. The analysis focuses on existing conditions that support change and
barriers that limit the ability to create change.

Existing drivers and facilitators of change

Our observations indicated several existing drivers and facilitators of change within the context. The case itself was
initiated by the nurses, demonstrating a strong sense of ownership, initiative, and engagement. The engagement had been
evident throughout the process so far, as the nurses actively contributed to activities such as the survey and mapping
exercise. Through their contribution, they consistently showed high motivation and interest in participating, as well as
excitement for the project and its ongoing outcomes. They also invited and involved us in their world, such as inviting us to
the nurse seminar, which reflected openness and a willingness to collaborate. Check-ins and the coordinator interview
revealed that previous efforts have been made to improve, among other projects, collaboration, but without success,
suggesting that there are both drivers and facilitators of change among the nurses and departments. The seminar further
highlighted a wide range of initiatives across departments, as well as the leadership's ambition to foster a culture that
supports change through shared language, collaboration and openness. This was reinforced by the strong desire among
the project group and the coordinator for stronger connections across departments. Together, these findings show an
environment characterised by high motivation, engagement and an existing foundation for enabling change.

Barriers to enabling change

While it was clear that there is a foundation for enabling change, the insights also revealed several barriers that limit its
ability. Early check-ins revealed difficulties within our project group, adapting to one another’s approaches and language.
The different expectations between a structured, evidence-based method and a more exploratory design approach led to
misaligned expectations and less effective collaboration. Additionally, previous initiatives to improve collaboration did not
seem to sustain, often falling flat due to time constraints and unclear responsibilities, reflecting broader barriers to
translating ideas into implementation. Observations from the nurse seminar further suggested a lack of tools and support to
carry out change efforts. As well as the uneven engagement across initiatives, this indicated that efforts were not fully
collective. This was further emphasised in the seminar, which revealed limited awareness of the overall strategy,
suggesting a lack of shared direction. In addition, when the nurses publicly presented our project, it revealed that they had
already moved to thinking about solutions without exploring the area of problems. This was further evident in their
presentation, which focused solely on patient issues rather than the underlying staff dynamics we had collaboratively
uncovered. Overall, the findings indicate a lack of supporting structures to implement and sustain change efforts.
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5.2 Research Question

The clustering of insights resulting in several themes contributed to a broader understanding of the case related to patients
and nurses, and second, to the observed drivers and barriers to change. Our initial focus areas were, through the
exploration of the case, how change is perceived in practice and how service design approaches may facilitate and support
change. The analysis of insights revealed an existing foundation for both driving and facilitating change, grounded in high
engagement and proactivity. However, barriers such as a lack of collective drive, tools and methods, and resources pose
greater challenges, since ideas rarely reach the implementation phase, leading to no changes. Therefore, we see that
nurses do not lack the motivation, but rather the capabilities to drive change.

Given the close relationship between service design and change processes, and its potential to address implementation
challenges (Stickdorn et al., 2018, pp. 271-278), we found it relevant to explore how a service design approach can support
the development of such capabilities. Strengthening internal capabilities can enable more sustainable change and better
prepare the hospital departments to address challenges beyond this current project (Bailey, 2012). This leads to the
following research question:

How can a service design approach enable nurses in cancer departments to

develop internal capabilities for implementing and sustaining change?

Rather than asking what should be improved, the question focus on how the system itself becomes capable of improving.
This moves the focus from solutions to conditions. Capabilities mean the ability to do something (Cambridge Dictionary,
nd.-a). In this context, internal capabilities go beyond individual competence and rather refer to a collective ability of the
nurses to translate intentions into sustained practice. This is critical because without such capabilities, change initiatives
risk remaining temporary efforts.

Addressing this research question aims to contribute on multiple levels. First, our primary objective is to explore how a service
design approach can enable nurses to develop internal capabilities for implementing and sustaining change over time. To
address this, our approach involves the project group taking a more active role in casework, while we act as facilitators who
observe, support, and guide them in driving change. By shifting the ownership of the case, the approach also seeks to
address key challenges identified in the case, particularly related to collaboration and unclear responsibility. Through this
active involvement, the nurses will address patient-related issues while also strengthening the collaboration between
departments. Ultimately, this creates an impact on multiple levels while contributing to answering the research question.
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(5.3 CHECK-IN 3)
Aligning on a

new direction

CONTEXT:

At this point in the process, we had completed our analysis and synthesis of the collected data and identified a
direction: tackling implementation issues. It was now time to share our analysis with the project group. The purpose was
both to inform them and to verify whether they could relate to our observations, and to propose the narrowed-down
direction. The meeting was supported by visual slides to clearly communicate the key findings.

Presenting the findings on the patients and staff was approached with some caution. While staff-related challenges had
been discussed previously, earlier check-ins showed that the nurses often returned to a patient focus, despite data showing
high patient satisfaction. This suggested a strong patient-focused mindset, where focus on continuous improvement made
it less natural to recognise when things worked well. It was therefore important to clearly communicate and reinforce what
the patient data showed. To address this, we deliberately emphasised positive patient feedback; several comments
revolved around patients appreciating the nurses’ work. A comment, referring to a nurse, was: “She was calm, kind and
reassuring. It made a big difference that we met her”. This helped emphasise the quality of care being delivered and created
a shared understanding of the data, before moving on to staff-related challenges. Taking time to highlight these positive
aspects seemed to reduce defensiveness, aligning with research that emphasises recognising and validating professional
contributions to foster motivation and create a more open dialogue (Amabile & Kramer, 2012).

The overall reaction to the findings was positive. We noticed that critical concerns about their work as nurses appeared to
lessen. They recognised and agreed with our explanations for the high patient satisfaction and acknowledged that the
relatively simple patient pathway could contribute to the observed positive outcomes. Several nurses also reflected that the
challenges may lie more in internal collaboration. The findings clearly resonated with their own experiences and signalled to
engage with the issue. Notably, they seemed to naturally mention examples of implementation challenges, even before we
introduced it as a topic. This reassured us that the direction was not only accepted, but internally recognised.

We then presented our intended direction and how we planned to proceed from that point onward. We emphasised that our
focus would be on them and the collaboration between departments, with particular attention to strengthening their ability
to implement initiatives. The reactions were positive and enthusiastic, and the project group highlighted that we had
identified a very relevant issue. This marked an important moment of validation and alignment before moving forward.
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(5.4 KEY TAKEAWAYS: DEFINE)

o O O O OO O O

There is a misalignment between how patients experience the pathway and how the

nurses understand it.

Roles and responsibilities in patient handover are unclear, leading to a fragmented
pathway.

There is a clear lack of communication and coordination across departments.

At the same time, the environment shows high motivation, engagement and an
existing foundation for enabling change.

However, there is a lack of supporting structures to implement and sustain
change efforts.

Based on these insights, we created the following research question: How can a
service design approach enable nurses in cancer departments to develop internal
capabilities for implementing and sustaining change?

The research question aims to contribute on multiple levels by addressing both
implementation challenges and the case-specific issues.

The check-in showed that we were all aligned on the findings and the direction
within the project group.
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Develop

As the research question was framed in the Define phase,
ideas are generated and explored in this chapter to solve
case-related issues. Further, the chapter explores how a
service design approach can enable nurses to develop
internal capabilities by applying several service design tools
in an ideation workshop to observe their perception and use.

The chapter is divided into the following sections:

6.1 Ideation Workshop
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6.1 Ideation Workshop

To kick off the Develop phase, we planned an ideation workshop with the purpose of generating ideas to improve
collaboration among staff in the two departments. This decision was based on the analysis in the Define phase, which
revealed overall high patient satisfaction and identified room for improvement in collaboration between the two
departments. This was not to shift focus away from the patients; rather, we saw that increasing collaboration could
enhance the patient experience of the pathway. Additionally, we saw the ideation workshop as an opportunity to introduce
the project group to several ideation and implementation methods and provide hands-on experience in applying them,
which could increase confidence in engaging and initiating similar processes in the future (Bailey, 2012). Furthermore, it
offered a space for us to observe how they perceived the methods in practice, with the aim of applying them to build
capabilities.

6.1.1 PREPARATION

To prepare for the workshop, we only invited nurses, as the focus was on enhancing the collaboration between them. While
the project group had demonstrated a high level of engagement, including additional nurses allowed for a broader
understanding of how nurses outside the group might participate in such a process, which is why we asked them to invite
more nurses. Furthermore, we saw it as a way to support implementation by building a sense of ownership around potential
solutions. The pathway coordinator was also invited, as she had an external perspective of the two departments.
Additionally, it could strengthen the connection and relationship between the departments and the coordinator. The
workshop was carefully planned to ensure relevance and feasibility for the project group. Based on feedback from the
previous check-in, the duration was set to two hours. This was enough time to cover the planned activities while remaining
realistic within the nurses’ work schedules. The ideation workshop revolved around the following problem statement:

How might we improve the coordination and communication between the

departments?

As previous findings indicated, the barriers to driving change were not a lack of ideas, but rather difficulties in developing
and implementing them. We therefore planned to dedicate the first half of the workshop to a traditional ideation workshop,
including brainstorming, clustering ideas, evaluating ideas, and selecting ideas (Stickdorn et al., 2018, p. 158). And the other
half on reflecting and planning on how these ideas could progress in practice, focusing on testing and implementation. In
this way, the workshop was designed as a “rapid” real-life simulation in which participants moved from insight to idea
generation and then to initial planning for implementation. We intentionally planned to be facilitators, rather than co-
designers, in the workshop. While co-design can contribute to idea development and new perspectives (Sanders &
Stappers, 2012, pp. 15-35), taking a facilitative role felt more appropriate.

Following the initial planning, a draft agenda was shared with the project group and the service designer and anthropologist
within the department one week in advance. By inviting feedback on the agenda, we ensured the workshop was relevant
and gave participants an opportunity to begin reflecting on ideas in advance, based on the problem statement. The project
group did not suggest any changes. The service designer and anthropologist, drawing on prior experience with similar
workshops at Rigshospitalet, provided several suggestions. They recommended reducing the time spent on the
introduction, clarifying the expected output for each exercise, and focusing on developing a single idea rather than multiple.
They also shared a concrete list of questions to ask the participants, to support the development of a realistic
implementation plan. Based on this input, the workshop plan was refined, resulting in the final structure with supporting
materials (see Figure 14).
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INTRODUCTION - 10 MIN

[ ICE BREAKER ] [ AGENDA OVERVIEW MINDSET RECAP KEY FINDINGS REFLECTION EXERCISE ]
Create a relaxed atmosphere  Present structure, roles and Introduce principles for Establish shared Activate prior experience to
due to new people joining timing to align expectations ideation such as openness understanding and context prepare for idea generation

IDEA GENERATION - 15 MIN

INTRODUCTION ] [ BRAINSTORMING ] [ CLUSTERING ] [ BRAINSTORMING 2
Purpose, mindset, and Idea generation to solve Brief presentation and Build upon shared ideas and
expected output of this phase problem statement. grouping of ideas generate additional ideas

PRIORITISING - 10 MIN

[ INTRODUCTION ] [ EVALUATION ] [ DOT VOTING
Purpose, mindset, and Ideas are assessed based on Identify the most
expected output of this phase their feasibility and value supported concept

IMPLEMENTATION PLAN - 40 MIN

[ INTRODUCTION ] [EXECUTIONPLANPT‘I-2-3] [ EXECUTION PLAN PT2 ] [ EXECUTION PLAN PT3 ] [ NEXT STEP ALIGNMENT

)

Purpose, mindset, and Refine the idea, reflect upon Plan concrete steps for Define success criteria and Agree on immediate steps
expected output of this phase resources and barriers bringing the idea to life set timeframes for testing and responsibilities

WRAP UP - 5 MIN

[ NEXT STEP ALIGNMENT ]

Reflect and gather
feedback on workshop

Legend

Supported by physical
prompts or templates

Figure 14: Ideation workshop structure describing the activities
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6.1.2 CONDUCT OF WORKSHOP & RESULTS

The workshop was conducted in a large meeting room at the hospital. Two of us acted as facilitators, while the third served
as the notetaker to support documentation. All members of the project group attended, along with one additional nurse,
who later became part of the project group. The limited number of additional participants was due to constraints related to
time and capacity within the departments. The pathway coordinator, who had initially accepted, was unfortunately unable
to attend due to a last-minute scheduling conflict. In total, six participants attended the workshop: three from URO and
three from ONC.

Idea development: aligned thinking & persistent patient focus

At the first brainstorming activity, the nurses generated around 4-7 ideas per person; many of these ideas overlapped and
clustered around similar themes. Notably, the majority of ideas focused on improving the patient pathway, rather than
addressing collaboration between staff, which was the intended focus of the workshop. The ideas primarily revolved
around three areas: improving IT systems (e.g. new functions to communicate patient needs, patient initiatives, shared
information material), and increased coordination between departments (e.g. physical tours across departments). During
voting, all participants selected similar ideas and ultimately decided to pursue shared patient material (see Figure 15). This
strong patient focus was unexpected, as earlier discussions had led to a shared decision to focus on staff-related
challenges, based on the limited clarity of patient problems. This raised questions about whether we communicated the
problem framing clearly enough or whether existing mental models and habits influenced the direction of idea
development. Furthermore, it validated their tendency to move to solutions without including the data gathered.

Figure 15: Result of Dot Voting session during ideation workshop
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Break: the turning point of intervening or letting it unfold
Following the voting session, the short break provided an opportunity for us to reflect on the direction of the workshop and
decide how to proceed. We had to quickly assess whether to adjust the course or continue as planned.

On one hand, it was clear that the selected idea was not aligned with the insights from earlier data gathering, showing that
challenges pointed towards staff rather than patients. From this perspective, intervening could help steer the process back
toward our original focus. On the other hand, doing so risked disrupting the sense of ownership and the natural progression
of the workshop, which was a central intention.

We ultimately decided to let the nurses continue developing their chosen idea. Although this meant moving away from the
original focus, we considered the process itself as valuable. By continuing with the selected idea, it also gave us the
opportunity to observe how they collaborated and developed an idea in practice, which remained relevant for
understanding how change initiatives can be carried forward.

Implementation: pushing toward actions

As the workshop moved toward implementation focus, the nurses aligned on the chosen idea: developing a one-page
document containing key information for patients. The idea was partly inspired by examples from other departments where
similar formats had been successfully received. The project group focused largely on the content of the one-pager, rather
than working with the implementation templates we had developed, leading to the conversation remaining at a conceptual
level. To move forward, we intervened more actively by asking the specific questions from the templates and filling them
out together, which helped them progress (see Figure 16).

Figure 16: Us intervening to drive progress during the ideation workshop
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When having to decide on a simple version of the idea, they found it difficult to decide on what to write and were hesitant
to make a simple version. This reflected a tendency for striving toward perfection and wanting fully developed solutions
before taking action. As one participant noted, “We are used to thinking everything through in detail beforehand”. To
address this, we emphasised the importance of testing early and developing a simple version of the idea before moving on.
Further elaborating on rapid prototyping and the value of small pilot tests, which is about testing a solution quickly, learning
from it, and then adapting, without wasting too many resources (Junginger & Sangiorgi, 2009; Stickdorn et al., 2018, p. 13).
We challenged them to create a first prototype within a week. Another participant reflected, “We often want to have
everything in place at once, but we need to adopt a mindset where we can take one step at a time”. This highlighted an
emerging awareness around the need to shift toward a more iterative approach in the development of ideas.

Following this shift, the nurses began to engage more concretely with the planning process (see Figure 17). They
collaboratively defined next steps, assigned roles, and made success criteria, including a patient survey to evaluate the
solution. They also coordinated by aligning on specific dates for testing and follow-up. Notably, they increasingly took
initiative and ownership of the implementation process, independently delegating tasks and driving the planning forward.
To ensure a shared understanding and alignment, we documented the plan and shared it with the participants via mail after
the workshop.

We agreed that the responsibility of developing the solution for the patients rested on the nurses, as a way to embed the
methods and tools in their everyday practice. However, we would be available at any point to provide support if needed.
According to Morelli et al. (2021, p. 64), doing so not only helps develop capabilities but also sustains them. Since value is
only produced when users participate in or use services, designers must create the conditions for users to create value
(Morelli et al., 2021, p. 45). Therefore, we agreed to later discuss testing tips and perspectives, as well as providing them
with an evaluation scheme, when the one-pager had been finalised.

Figure 17: One of the nurses taking the lead of filling out the template in the ideation workshop
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Wrap up: positively stepping outside the comfort zone

To wrap up the workshop, we were curious about how the workshop was received by the project group, asking them to fill
out the reflection template (see Figure 18). Their responses revealed that the implementation focus had made the strongest
impression, with several nurses highlighting that it was both challenging and eye-opening.

One nurse reflected, “Everyone wants to be a part of the project, but no one wants to be the project”. This points to a
common barrier in their context: a general willingness to be involved, but hesitation when it comes to ownership and
responsibility of implementation. Ownership is further elaborated upon by Amabile and Kramer (2012), highlighting that
when individuals are satisfied with their own work, their co-workers, and their organisation, they become more creative and
proactive. In contrast, if the staff have individual or unclear goals and conflicting priorities, they become frustrated and
demotivated.

Participants expressed both discomfort and appreciation when encouraged to develop and test a simple version of their
idea within a short timeframe. One participant stated, “It feels a bit rushed. | prefer to spend more time developing
something before moving forward”. However, the same participant added, “It's good that we are being pushed, it never
happens that something happens within a week!”. This highlighted a recognition that external pressure can help move
initiatives forward by creating the right conditions and succeeding in adapting the tool and methods to the context (Morelli
et al., 2021, p. 45; van der Bijl-Brouwer, 2022).

Another nurse emphasised the balance between speed and quality, “We also need to be professional and deliver something
well-developed for the patients; it is a balance” This reflects an underlying concern about maintaining professional
standards, particularly in healthcare, where accuracy is critical (Nilsen et al., 2016). We acknowledged this concern and
emphasised the importance of adapting testing approaches to the context, for example, clearly communicating that it is a
prototype. The workshop concluded with one participant remarking, “This is a whole new world”. This suggests that the
workshop not only introduced new tools but also challenged and expanded existing mindsets.

Figure 18: Reflection template used during the ideation workshop
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6.1.3 REFLECTING UPON THE WORKSHOP

After the workshop, we reflected upon the outcome. The workshop provided valuable insights into group dynamics and
practical challenges with moving from ideas to implementation in real life.

Overall, the participants were highly engaged and positive throughout the workshop, including the additional nurse who
participated. The level of engagement was consistent with the observations of our previous meetings. While the group
dynamics remained relatively stable, a notable shift occurred during the implementation exercises. Here, one of the nurses
from the ONC department took a more dominant role, actively guiding the discussion and contributing to decision-making.
We saw this as a positive development, as successful implementation often relies on individuals or change agents to take
initiative (Alvesson & Sveningsson, 2025, pp. 120-128; Lunenburg, 2010).

We also identified several areas of improvement for the workshop. We included multiple activities within a limited
timeframe, which appeared overwhelming for the participants. It required continuous facilitation to ensure progression,
suggesting that the plan may have been too ambitious. Furthermore, the project group sometimes struggled to engage with
the materials, often going back to discussion rather than completing the task. This could indicate that the purpose of the
tools and materials was not always clearly explained. This highlighted the importance of aligning tools with the context,
working practices, and familiarity (Jones, 2013, p. 7).

The role of us as facilitators was also a key point of reflection. Throughout the workshop, our role gradually shifted from
facilitating to directing, particularly in guiding them toward concrete planning. As this proved to be effective, it suggests
that earlier intervention could have been beneficial to influence the overall direction of the workshop. However, even if the
workshop did not unfold as planned, we consider the overall outcome as valuable. While the initial plan was to develop
concrete solutions to improve collaboration between departments, the process itself became a form of collaboration. This
also opened an opportunity to follow the development further, using it as a case to observe and support how initiatives are
implemented.

Overall, the workshop highlighted both challenges and the potential of developing capabilities for implementation and
sustaining change. It demonstrated that while participants are motivated and able to generate ideas, additional support is
needed to translate these ideas into concrete, achievable actions. At the same time, it showed that hands-on experience
and facilitation can contribute to shifting mindsets and building confidence in working more iteratively.

6.2 Development of the One-Pager

Following the ideation workshop, the nurses quickly began to develop the one-pager. The aim was to create a simple A4
document containing essential information for patients after surgery, potentially waiting to get further treatment and
transitioning to a new department. Although previous findings indicated high patient satisfaction with the information
material given, the nurses saw an opportunity to make some aspects clearer. The content was therefore based on their own
experience and recurring questions, and those received by the coordinator. This included post-operative guidance of what
the patient can and cannot do, what to expect in the journey ahead, and who to contact if needed. The main intent was to
replace the green folder that the patients receive to simplify the information and make important aspects more accessible.

The development was primarily driven by two nurses, one from each department, including the nurse who joined the
project following the workshop. Initial work was done collaboratively at the hospital, followed by email exchanges to involve
the project group and us.

Within one week, they had produced a first draft on their own, consisting of the one-pager and a digital survey to collect
patient feedback (see Appendix P). The nurses considered the draft ready for testing and had identified additional nurses
who could hand them out to patients. It was URO who would be in charge of delivering the one-pagers, since the patients
needed to receive them before the waiting time. The first version of the one-pager is shown in Figure 19.
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Figure 19: First version of the one-pager developed by the project group

6.2.1 EVALUATING THE DEVELOPMENT OF THE ONE-PAGER

According to Schon & Bennett (1996), it is important to reflect-on-action, meaning reflecting on post activities, to then
transform the experiences into learning, informing future practices. Upon completion of the first version of the one-pager,
we found it relevant to collect feedback on the process, to understand if the execution plan from the workshop proved
effective, as well as to hear how the nurses experienced taking a primary role and gather information on possible enablers
and barriers in the process. This has been conducted in both oral and written form through a reflection sheet, collecting a
total of three perspectives across URO and ONC. The sheet included questions as what had worked well, if there had been
any challenges, if there had been any surprises, and lastly, if there was something they were proud of.

In terms of what had worked well, one quoted: “It worked well because it was a joint task across the two departments”,
elaborating further, mentioning they were now a team. Another quoted “That one was in charge of a first draft, so there was
a template when we met up”, meaning it made it easier to have a starting point to work on together. In terms of challenges,
one mentioned “Getting used to delivering something unfinished”, another mentioned “What to call us in the survey”, which
highlighted a shift, since they had previously divided themselves into URO and ONC, to now viewing themselves as us. This
pointed as a positive step in the direction of addressing the silo-mentality of hospital (Alves & Meneses, 2018), as well as
one of the case’s desired outcomes: increased collaboration and coordination between the two departments.

Additionally, the project group mentioned time as a challenge, since they were worried about not making it on time.
However, reflecting on this, it also surprised them. They were surprised by how quickly they executed the one-pager. By
prioritising and planning it well, they found time for it. Lastly, when asked what they were proud of, they all mentioned the
visual look and format of the one-pager, giving credit to one another. They also mentioned that it was nice that the head
nurses gave them time to prioritise it and entrusted them with being in charge, emphasising the importance of having
leaders support employees’ work (Bailey, 2012).
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(6.3 KEY TAKEAWAYS: DEVELOP)

o o O O O O

The ideation workshop gave us the opportunity to apply several service
design tools and to observe how the nurses would perceive them.

The nurses had a natural tendency to move from staff focus to quickly
shifting to a patient focus.

The nurses showed high engagement in applying the tools, resulting in
many ideas developed.

The workshop introduced several new mindsets, such as testing unfinished
prototypes, which challenged the nurses, however, they enjoyed being
challenged.

The nurses began to take ownership of the process, highlighting
engagement and collaboration across the two departments.

The first draft of the one-pager was made.
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Deliver

The Deliver chapter elaborates on the process of testing
the one-pager and producing its several iterations, leading
to a finalised version. Further, the entire project and
process are evaluated to inform a final deliverable for the
nurses, which aims to support future efforts to implement
and sustain change.

The chapter is divided into the following sections:

7.1 The Approach to Testing

7.2 The Final One-pager
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7.1 The Approach to Testing

As the project group was about to approach the next phase of the process, namely testing, it was relevant to equip them
with the right knowledge and tools to approach it and build capabilities in that regard. After careful consideration of
different approaches and methods of testing, we selected the adapted the model presented by Stickdorn et al. (2018, p.
214), which focuses on testing value, look and feel, feasibility, and integration. For each perspective, the model provides a
series of questions to be investigated through testing.

During the Ideation workshop (6.1 Ideation Workshop), we had noticed that the nurses had concurrent doubts on different
aspects of the one-pager, including its format, content, and value. By focusing on one perspective at the time, we aimed at
making the testing phase more accessible to the project group, as well as ensuring a holistic approach that addressed all
the key perspectives. The plan was therefore to tackle one aspect at the time during the following weeks (see Figure 20),
by introducing the selected perspective, planning and conducting the testing activity, and reflecting together on success
and challenges using a reflection template (see Figure 21). On top of regular check-ins, we emphasised the possibility of
contacting us in case of doubts or problems, in order not to leave the project group alone in the process.

To ensure understanding of the above, we prepared introductory slides to the importance of testing and to the different
perspectives. In particular, we contextualised the testing questions from the model, making them relevant to the case (see
Figure 22). Aware of the limited number of new patients coming in on a weekly base, we also presented alternative ways of
gathering feedback, such as testing with former patients or colleagues.

Testing Weeks 1-2 Testing Week 3 Testing Week 4

( N ( \ ( \

—>
LOOK
VALUE FEASIBILITY — INTEGRATION
AND FEEL

—>

| J o J | J

Figure 20: Test plan inspired by Stickdorn et al. (2018, p. 214)

Figure 21: Reflection template used after each testing phase
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VALUE

LOOK AND FEEL

The testing should provide answers
to the following:
+ What needs should the one-pager meet?
« What information will make the experience
more secure, clear and meaningful?
* How much should the one-pager contain?
« What information should the one-pager
contain to be useful?

The testing should provide answers
to the following:
+ What should the one-pager look like so it
feels calm, clear, and trustworthy?
+ What tone and visual style are appropriate
for the topic of waiting time after surgery?
+ How can we make the content short,
simple and clear?
o What format should the one-pager have?
(Physical, online, visual, text)
 In what order should the information be
presented?

FEASIBILITY

The testing should provide answers
to the following:
« How does the one-pager fit into the current
patient pathway before and after surgery?
+ Who should provide or refer to it so that it is used
in practice?
« How can it support existing touchpoints without
creating extra work?
« How do we ensure that the content complements
what the patient already receives from the
hospital, department or outpatient clinic?

\.

INTEGRATION

What is the overall patient experience
when we bring together value, feasibility,
look and feel, and integration?

Figure 22: Adapted questions for the respective testing phases

.................................................................

DISCLAIMER: Each of the following check-ins introduces a new testing perspective, which the project group
then had 1-2 weeks to test, until the next check-in. For the reader’s sake, we have, however, included both the test
plan and the results in the respective check-ins to avoid confusion. This means that there was a time gap between
the introduction to the testing focus and the discussion of the results and evaluation of the process.

..............................................................

56



07 - DELIVER

(7.1.1 CHECK-IN 4)

Value

Check-in 4 marked the first check-in focused on testing. Therefore, we provided the general introduction to the selected
testing model, as well as an overall plan on how to proceed across the different phases. In line with the intention to focus on

one aspect at a time, we then took a closer look at testing perspective value. Starting with testing the value has been
defined as “often a great starting point”, as for example building a good look and feel without verifying its value might result
in waste of resources (Stickdorn et al., 2018, p. 213).

As mentioned in 6.2 Development of the One-Pager, the project group had created a survey to collect patient feedback.
This was self-initiated by the nurses after discussing during the workshop what a successful one-pager would include. As
the questions presented in the one-pager feedback survey largely aligned with the ones we had prepared for testing the
value, we agreed to use it for the purpose.

Results of testing the value

During the testing period, one patient had completed the survey and provided positive feedback. While the result was
positive, the response rate was still low. Prior to the check-in, the nurses had already discussed ways to increase the
number of responses. This made the meeting feel more like a shared discussion with distributed ownership, in which the
nurses had already taken the initiative to address a problem, reducing our need to intervene. We saw this shift as positive,
since it showed their ability to apply the capabilities we had introduced.

The reflection template supported discussion on the process. One point that emerged was colleagues' interest in and
curiosity about the project. On top of that, the nurses expressed pride in the one-pager creating value internally, but, of
course, they were unaware whether it had done so for the patients, as survey response rates were still low. We therefore
agreed to leave the survey open, test it with colleagues, and make follow-up calls to the patients who had received it.
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(7.1.2 CHECK-IN 5)

Look and Feel

Check-in 5 focused on testing the look and feel of the one-pager. Aware that the value had not been fully tested, we chose
to proceed in parallel with testing the look and feel while gathering further feedback. Although this can be considered risky,
the positive feedback from colleagues, as well as the single patient response, indicated a positive direction. On top of that,
given the relatively low use of resources, the risk associated with the idea failing was low. Lastly, the strict timeframe
required us to move further to ensure we tested the different perspectives before the end of the project.

To test the look and feel, prior to the check-in we designed another version of the one-pager that differed significantly
from the original (see Figure 23). The new version was intended to present a more organic look and feel, with
differences in tone of voice, visual language, and the distribution of information. By testing two different versions, we
aimed to gather feedback on which tone of voice and type of communication could better support patients. The nurses’
response to the second version was positive. They appreciated being challenged and one quoted “we had actually
expected that you would make a version”. They were a bit sceptical of the colours and the missing logo, emphasising
that it would not be appropriate to deliver to the patients, as it lacked professionalism. We agreed on this and
emphasised our intent to only test this on colleagues or previous patients. To support the collection of feedback, we
handed out an evaluation scheme for them to use while testing the two versions, including criteria such as clarity,
credibility, professionalism, and readability (see Appendix Q).

Figure 23: Alternative version to the one-pager developed by us
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Results of testing the look and feel

The project group took the opportunity of a regular meeting with colleagues to test the look and feel, and asked participants
to fill out the evaluation scheme that we had provided. In total, they received eight completed evaluation schemes (see
Appendix Q), which showed that the template worked well as a tool for collecting input from the participants. It also proved
useful for transferring the feedback to us, as we were not present during the feedback collection, and for documenting the
responses for later review. We therefore considered it a relevant and effective tool.

The staff who had been testing the two versions indicated a preference for the second version, although they noted that it
should be adapted to Rigshospitalet’s colours and recommended minor changes. We therefore agreed to update the visuals
to match Rigshospitalet’s guidelines and send them an editable version, allowing the project group to take responsibility for
adjusting the content based on feedback and to practice the iterative nature of a service design process. Although the
project group collected a good number of responses, we missed the patient perspective on this topic. In hindsight, we could
have emphasised further the need for collecting feedback from previous patients.
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(7.1.2 CHECK-IN 6)

reasibility

To test the feasibility of the one-pager, it was necessary to evaluate questions such as who should provide or refer to it for
practical use, and how it can support existing touchpoints without adding extra work. We therefore focused on mapping
with the project group the use of the one-pager across the patient pathway to create a clear reference point for future use
regarding roles and responsibilities. This also aligned with the desired outcome of the case, namely, defined roles,
responsibilities and contact points as well as a clear and shared understanding of the pathway.

The purpose was for the project group to take ownership of all processes required for the one-pager and to continue the
work going forward. To support this, we prepared a mapping template based on insights gathered over the last two test
weeks and from the first mapping of the patient pathway. We structured the template around three time frames: one-time
processes that must be in place before the patient pathway begins, actions that occur during the patient pathway, and
ongoing feedback and improvement processes to support future refinement of the one-pager. We also mapped the
additional information provided during the pathway to avoid overlap or information gaps.

Results of testing the feasibility

The project group reacted well to the mapping exercise and was quick to take responsibility for the different touchpoints,
leading to a clear distribution of who was in charge of what, with URO mainly in charge of preparing and distributing the
one-pager and ONC taking the lead on checking feedback on the one-pager survey, suggesting changes, and aligning with
URO to implement edits. They also agreed to have a monthly check-in during the next couple of months. This workflow
allows for continuous learning and iteration. The final mapping is shown in Figure 24.
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Figure 24: Finalised mapping of main responsibilities and information materials
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7.2 The Final One-pager

As agreed during check-in 5, the project group was responsible for refining the content in the new editable version of the
one-pager. As we discussed integration, we prompted questions about how the one-pager would work across the
departments when including tests of value, look and feel, and feasibility. Therefore, we asked them to keep all three in
mind when producing the final one-pager. We agreed with the project group to keep the survey, which tested value, open
to continue gathering feedback and refining accordingly. Taking all the collected data into account resulted in the final
version of the one-pager (see Figure 25), successfully handed out to the patients. With the one-pager being handed out in
the URO department, it suggests that the solution had moved toward implementation.

What observed and discussed during the meeting highlighted general satisfaction with all the work done. In particular, the
nurses mentioned that they had shared all the data with the departments. Reflecting further, they also enjoyed being
challenged by both other versions and new tools, since it forced them to think thoroughly about their practices and what
they took for granted. The meeting ended on a positive note, with one of them quoting:

“This project has given us some tools for

how we can facilitate things going forward.”

Figure 25: Final version of the one-pager developed by the project group
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7.3 Scaling

From the beginning of the project, the focus was intended to be only on the testicular cancer patient pathway, due to its
simpler journey. However, the overarching goal was to adapt the solution and capabilities built throughout the process to
other patient types and even other hospitals. As we had entered the Deliver phase, we wanted to discuss scaling types
with the project group to ensure they had the right tools and capabilities for scaling after our collaboration. According to
Moore et al. (2015), there are three types of scaling when organisations want to create social change. The three types are
scaling up, scaling out and scaling deep. Scaling up involves changing rules, policies, and laws, and is therefore out of
scope in this context. However, by implementing the one-pager in their everyday practice and aligning on distribution, this
may represent a first step to scaling up.

Scaling out is about replication and increasing the number of people, employees, and organisations impacted by the
solution (Moore et al., 2015). Scaling out is therefore closely related to the project's context, since the project group saw
the opportunity to implement the one-pager in other hospitals that transfer patients to Rigshospitalet, as well as across
other cancer patient groups. We discussed with the project group how they would approach replicating the one-pager in
other hospitals. One of the head nurses explained an upcoming conference, including the other regional hospitals within the
urology department, and said she planned to introduce the one-pager as a first step toward implementing it. One of the
nurses interrupted and said, "That's a good idea; then we just must change the phone number." Another nurse mentioned
being part of a network group across the Centre for Cancer and Organ Diseases that worked on patient transitions, where
her mission was to make the one-pager a default format for all patient types. These thoughts and actions showed a strong
motivation on their part to succeed in scaling by applying tools and approaches learned throughout the project.

Lastly, scaling deep focuses on changing values, relationships, and behaviours to shift culture over time (Moore et al., 2015).
Scaling deep relates to our research question, as through the project, we have sought to enable nurses to build capabilities to
implement and sustain change in the future. To succeed with that, the nurses will need to incorporate the processes, tools
and methods into their daily work life. Over time, this can lead to a shift in behaviours, changes in relationships and cultural
values, for example, being comfortable to test unfinished ideas. As we wanted them to succeed in scaling deep over time, we
conducted a survey. The aim was to help them reflect on and evaluate the process and the tools used, to identify what had
been valuable to them and what had not, and inform a final deliverable that could support future efforts. Further information
will be presented in the following section.

7.4 Evaluation Survey of the Process

To enlighten the final deliverable, we conducted a survey to gather quantitative insights from the project group, which had
them reflect and evaluate the process. This was both in terms of listing barriers and supporting factors such as structural
elements, information provided and tools applied. Lastly, we included an overall assessment of the process and their take
on how well equipped they felt for the future. It gave us concrete insights and feedback on what we had done well, what we
could have done differently, and what had worked well. The feedback was valuable and gave us an indication of what the
deliverable should include.

Based on the survey responses (see Figure 26/ Appendix R), we had an oral discussion with the project group to elaborate
on certain elements that surprised or intrigued us. The ideation workshop scored highest in terms of the structural
elements that were supportive of the project. They added further comments, such as it helps when there is a facilitator,
simple tools that guide the activities, making it tangible, and knowing what the output should be helps us understand how
to approach the activity.

However, practical support and test tools had scored lower than other tools. They had lacked some support in testing tools
and methods, highlighting that we, as facilitators, may have stepped back too soon and not guided them well enough. This
was specifically related to the testing of the two versions of the one-pager conducted with colleagues, as they were in
doubt about which questions they should ask to get further insights, as well as some practical questions on the evaluation
scheme we had prepared. This also indicated that a future evaluation scheme should include more guided elements.
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To what extent has the following physical tool being supportive in the project?
1=Not at all; 5=To a very high extent; X=Have not used it in the project
BLUEPRINT EVALUATION MATRIX
. 2
2 1
1
1 2 3 4 ) X 1 2 3 4 )
MINI-HANDLINGSPLAN 1 MINI-HANDLINGSPLAN 2
3
2 2
1 1 1
1 1 1
1 2 3 4 o) X 1 2 3 4 o)
MINI-HANDLINGSPLAN 3 REFLECTION SHEET
3 2
1 1 1
1 1 1
1 2 3 4 5 X 1 2 3 4 5
\.
-
3,2
To what extent do you feel able to
take the initiative for improvements in
your own practice after this project?
1 2 3 4

Figure 26: Partial survey results — physical tools and preparedness for future projects
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The blueprint was one of the tools that had scored highest; we were curious to get them to elaborate on this. They
elaborated this with it being a relatively simple tool to quickly get an overview of the pathway across the departments,
giving insight into how much the patients go through. They also enjoyed the physical element of being able to move actions
and stakeholders back and forth. It created a shared understanding across the departments.

As seen in Figure 26, when asked how capable they felt of being able to take initiative and drive similar projects in the
future, the average result was 3.2. Their reply revolved around the fact that the actual ability to take initiative had not
changed due to the project. However, the tools and methods had given them some capabilities to drive the process, and it
had been invaluable to have us guide and facilitate the process.

The survey and further elaborations highlighted that most of the tools given and applied throughout the project were
understandable, easy to apply, and added value to the process. However, it also highlighted that some of the tools could
be improved in terms of including more guidance or clearly communicating the output. Furthermore, throughout the
whole project, we had observed how the project group had perceived the tools in practice, what had worked well, and
what had not.

We asked the project group how they would feel most supported post-project to continue applying the capabilities learned
and implement change in the future. They mentioned an ideal solution would be to be given all the tools and templates we
had applied throughout the project in the form of a physical toolkit, with descriptions including purpose and intended
outcomes, so they would not forget how to apply them. They explicitly mentioned they wanted it to include all the required
supplies, making it accessible and ready to use in their everyday work. The toolkit is presented in the following section.

65



|
SN

7.5 Final
Deliverable

N @f

-




The final deliverable developed for the nurses is a toolkit that aims to support the
application of the gained capabilities, including step-by-step guidance to collaboratively
implement new ideas. The templates used during the process have been further refined for
the toolkit based on the previous evaluation meeting with the project group. We added
particular attention to providing additional guidance and supporting templates for testing,
as it was the one that highlighted the most challenges. Additionally, we incorporated
feedback indicating that having a facilitator was effective by adding some additional tools
to ensure distributed responsibility to drive progress.

The toolkit encompasses tools that have proven effective in guiding the project group to
understand challenges, explore opportunities, and develop and implement ideas in a
complex healthcare context. Specifically, we included the following activities and tools:

1. Mapping of the patient journey, supported by the blueprint template

2. Brainstorming session

3. Prioritisation of ideas, supported by an evaluation matrix

4. Execution plan, supported by templates to support idea definition, identification of
resources and barriers, as well as the definition of concrete steps towards testing

5. Testing guidelines, supported by evaluation schemes to fill-out to ease the process of
gathering feedback on ideas

6. Reflection activity, supported by reflection sheets

The above is intended to be used either as a whole or in selected parts, depending on
the context, with the freedom to adapt the tools and templates to specific needs.
Iteration is further emphasised, as the toolkit encourages continuous revisiting and
application of the tools.

The toolkit is developed in a physical format and consists of the following elements:

« Information manual: guidelines on the toolkit as a whole and on the different activities,
including their purpose, the required mindset, expected results, estimated time,
required materials, and detailed step-by-step instructions;

» Printed Templates: supporting templates for the different activities;

* Materials: supporting materials, including post-its, pens, dot-voting stickers, a timer,
and Blu-Tack;

« Role Badges: Badges indicating the role of people during the activities (facilitator,
helper, or participant), as well as the main tasks of each.

» A space to share inspirational thoughts or quotes after the use of the toolkit.

A picture of the physical toolkit is presented in Figure 27. Figure 28 represents an overview
of all the elements included in the toolkit, while Figure 29-32 highlight the main elements.
Lastly, the full toolkit instructions and templates can be seen in Appendix S-X.

Although the toolkit stems from a request of the project group, we see potential in it being
used and serving the needs of other projects and nurses. Therefore, when creating it, we
focused on making the activities clear to those who approach the activities for the first
time, providing detailed instructions and all the necessary materials in the box.
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Figure 27: The physical toolkit
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Figure 28: Overview of the toolkit elements
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Figure 29: Instructions, activities, and tools inside the toolkit — part 1
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Figure 30: Instructions, activities, and tools inside the toolkit — part 2
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Figure 31: Instructions, activities, and tools inside the toolkit — part 3
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Figure 32: Instructions, activities, and tools inside the toolkit — part 4
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(7.6 CHECK-IN 7)

[ he handover

CONTEXT:

The purpose of the last check-in was to present the project group with the toolkit. Originally, we had planned to meet in
person, but due to some last-minute cancellations and one nurse being online, the check-in ended up being online.

Two nurses attended the handover, one from URO and one from ONC. We shared our screen and took them through the
information manual and the tool templates. Lastly, we also showed them the physical box, including all the materials.
Despite the limitations of online meetings, such as not being able to experience the toolkit first-hand, the nurses seemed
very excited about the deliverable. One of the nurses commented that, despite not usually being a visual person, she really
appreciated all the visual work, as it made it easy to understand and communicated it in a nice way. Further elaborating, it
really fitted the process type. The other nurse said she really liked it all being physical, especially the badges, so you could
be reminded of the role you had, and the specific task allocated to it during the session. They also mentioned that it
seemed very intuitive and compared it to a game: when you know the ‘rules’, it is easy to play. On top of that, they both
made positive comments on the box, including all the materials.

Since the meeting was online, it was not possible to hand over the toolkit in person. As a result, one of the nurses asked if
we could send it digitally as soon as possible, since she wanted to present it at a development seminar across several
departments. The other nurse nearly interrupted and said, “I would like to borrow it mid-June”. Both comments showed high
engagement in applying the toolkit, both to spread awareness and use it for upcoming projects, slowly adapting it to their
everyday work routines. When we mentioned that for now, we had only made one box, and therefore, they would have to
share it, they said, “Well then, we have an excuse to see each other more often, and work together in the future”. This
validated that the project had also facilitated closer connections and improved collaboration. The meeting therefore ended
on a positive note, and upon further reflection, we felt we had succeeded in balancing service design tools with adaptation
to their context.

Moreover, to ensure the toolkit's use, we strategically planned a handover with the internal service designer and
anthropologist at the Centre for Cancer and Organ Diseases. In this way we could include them in our process, to ensure an
adaption and usage of the toolkit after our departure. We additionally planned a celebration at the hospital with everyone
involved in the project, to celebrate all the good work, effort, learnings and outcomes. This was not only to show
appreciation toward the involved ones. It was also a strategic decision, as building capabilities requires learning from failures
and successes; in the latter, it is especially important to celebrate to sustain the drive for change (Amabile & Kramer, 2012).
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(7.7 KEY TAKEAWAYS: DELIVER)

O In the Deliver phase, there was a shift in the check-ins, making our role

O

o O O O O

as facilitators more invisible, as they took more ownership, resulting in
shared discussions.

Testing the different aspects of the one-pager helped the project group
practice iterations and understand its value.

Through mapping the process of the one-pager, it became clear that the
nurses were willing to take responsibility for the various touchpoints to
ensure the one-pager's implementation was feasible.

We observed a shift in the nurses’ mindset, as they took risks in handing
out an unfinished one-pager, which contrasted with previous worries.

The final one-pager was made.

Through the evaluation of the process, we gained insights into what had
worked well and what had lacked throughout the project, informing our
final deliverable for the nurses.

The final deliverable included an information manual with guidelines on
how to apply the selected tools, as well as templates and materials for
the chosen tools.
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Discussion

In this chapter, the project will be discussed in relation to
the case and the research question. It will critically reflect
on the process and the applied approach, and examine
how internal capabilities have been enabled in practice
and how they may be sustained. Furthermore, the
chapter outlines key learnings and presents suggestions
for future research.

The chapter is divided into the following sections:

8.1 Approaching the Case
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8.1 Approaching the Case

The initial phase of the project was intentionally open and exploratory. The case addressed three background reasons
and four desired outcomes, addressing both patient and staff-related issues. Rather than defining a narrow problem from
the outset, we wanted to understand the broader context of the case: the hospital system, the transition between
clinics, and the multiple actors involved.

8.11 THE COMPLEXITY OF SYSTEMS AND ITS BOUNDARIES

Our approach was informed by systemic design thinking, seeking not to view it as isolated parts but rather as flows and
processes that include all relevant actors (Buchanan, 2019). We therefore explored the interdependent relationships
among patients, nurses, support departments, organisational structures, and cultural dynamics. This perspective led us
to explore both specific touchpoints, such as the green folder, and the less visible layers of coordination, responsibility,
and dynamics within the system, for example, in interactions during check-ins. Being present at the hospital throughout
the project further deepened understanding of the context.

However, the ambition for a holistic understanding quickly revealed its limitations. As the process unfolded, it became
increasingly clear that fully understanding such a complex system was neither feasible nor desirable within the scope of
the project. With both focusing on patient and staff-related issues, it was ambitious to further investigate the
surrounding actors, for example, the leaders of the two departments. This raises questions such as: what does it mean
to understand a system, and are we as designers obligated to understand the whole system?

Service design aims to holistically shape a service by understanding the needs of all the relevant stakeholders across the
entire organisation (Stickdorn et al., 2018, pp. 25-26). However, while a systems thinking approach provides insight into
the complexities and interdependencies in a system, it does not inherently reveal which parts of the system should be
prioritised. As a consequence, the focus of the design process is shaped by those interpreting the system, ultimately
influencing the outcome (Buchanan, 2019).

Reflecting on the project, we recognise that our interpretations also shaped how the problem was shaped and
approached. In hindsight, this revealed some limitations in how we defined the boundaries of the case. It could have
been beneficial to allocate more time to understanding the emergence of the case. By doing so, we would have become
aware that the case regarding the patient issues was based on assumptions rather than existing patient data.
Additionally, we might have gained insights into earlier initiatives to solve the case issues, allowing us to build on existing
knowledge and value created. This could have influenced the time spent on the Discover phase, which aims to explore
underlying issues. At the same time, these insights emerged during the process, indicating that our approach was
effective. These insights therefore still provide a valuable learning in approaching similar cases by focusing on the case's
origins before moving to extensive research methods.

8.1.2 THE LACK OF PATIENT PERSPECTIVES

When exploring the patient's case-related issues, it became evident to allocate more time to understand the case's
emergence. Through the conduct of patient surveys and interviews, we expected to identify challenges in the transition
between URO and ONC. The expectations were based on the staff's description of potential issues. Contrary to our
expectations, the findings indicated a relatively high level of satisfaction. On a practical level, we questioned whether our
methods had been sufficient or whether additional research might have uncovered less visible challenges. More
importantly, it challenged a deeper assumption about the role of design. What if change is not needed? And to what
extent are we constructing problems on behalf of others, when the service may already be working well enough for
those who directly experience them?

Both our process and the nurse’s mindset reflected a tendency to look for problems, for example, patients lacking sufficient
information during their waiting time. However, through the process, it became evident that there lies great value in also
acknowledging what works well and the existing values, such as the information they already have. This made us
reconsider how we approached the system. Rather than viewing it mainly as something to be fixed, we started paying more
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attention to existing value within it. Recognising what works was not a passive observation but an active design decision
that shaped whether and how we chose to intervene. For example, by understanding what worked well with the green
folder, we were able to leverage these insights to inform the final one-pager.

Despite indications of high patient satisfaction in our data, we still agreed to move further with a patient-focused solution.
Given the potential consequences of overlooking patient challenges, we made an ethically grounded choice not to
conclude that no issues existed. This decision was grounded in our acknowledgement that the sample was not necessarily
representing the average testicular cancer patient. Furthermore, the pathway coordinator revealed some challenges the
patients are facing, making us recognise that aspects of the patient pathway still needed improvement. This enabled us to
shift our focus to enabling capabilities, positioning the nurses as key actors in continuing to address patient needs.

At the same time, the patient perspectives were only partially integrated into the development process. While we
focused on introducing the methods and how to apply them, we were not responsible for recruiting patients to test the
one-pager. During the ideation workshop, where the one-pager idea was developed, patients were not involved as the
session originally focused on staff issues. Throughout the project, we had emphasised the need for co-creation, further
highlighting the importance of including those affected by the service (Sanders & Stappers, 2012, pp. 15-35). However, a
limited number of patients tested the value of the one-pager. Therefore, it can be argued that we failed to help the
nurses co-create the one-pager with the patients.

This highlights a constrain in our approach: while stepping back and focusing on building capabilities, it reduced our
ability to actively engage and ensure the inclusion of patient perspectives. However, rather than representing a failure, it
can be understood as a broader learning process. This project can be understood as a pilot, where the experiences
gained by the project group provide a foundation for more informed approaches in future initiatives.

8.2 Review of the Research Question

The explorative process revealed repeated attempts over time to address challenges within the case, yet with limited
success. This suggests that the challenges were less related to willingness or initiative to drive change, and more about the
capabilities required to implement and sustain it. This brings us back to the research question: How can a service design
approach enable nurses in cancer departments to develop internal capabilities for implementing and sustaining change?

8.2.1 ESTABLISHING THE CONDITIONS FOR REAL CHANGE

A natural starting point is to consider why previous initiatives had not been sustained, in order to understand which
capabilities may have been lacking. Based on discussions with nurses and coordinators, several constraints emerged,
including limited time, unclear responsibility, competing priorities, and challenges related to feasibility. Initiatives were
often perceived as too extensive, while responsibility for driving them forward remained diffuse, leading to a lack of
follow-through. While these insights pointed toward structural challenges, they were primarily based on participants’
perspectives, and a deeper exploration of the underlying causes was not pursued.

Instead, we decided to focus on guiding and facilitating the process aimed at achieving implementation within the project
timeframe. This approach allowed us to observe what supported or hindered the integration of new practices in real
time. This choice reframed of our roles as designers. Rather than directly solving all identified challenges, our
contribution became enabling those within the system to address them over time.

At first glance, such recurring challenges may suggest that capability building should primarily be addressed at the level of
hospital leadership or formal organisational structures. However, this raises a more fundamental question of responsibility:
who ultimately drives and sustains change in everyday clinical practice? Nurses operate within structural constraints,
carrying significant responsibility for prioritising clinical tasks, which, combined with high workloads and limited time, may
restrict their capacity to engage with improvement efforts (Fry, 2019; Lin et al., 2011; Pakarinen et al., 2023, p. 5). From this
perspective, and considering that the previous initiatives were limited by time, it may seem counterintuitive to focus on
enabling nurses themselves to drive change, while we, as designers, deliberately stepped back.
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However, change literature and similar initiatives emphasise that sustainable change cannot be introduced solely from
the outside; it must be continuously shaped, adapted and embedded by those enacting it in practice (Alvesson &
Sveningsson, 2025, p. 32; Junginger & Sangiorgi, 2009; Lin et al., 2011; Patricio et al., 2019). In this sense, and as
reflected in our experience of shifting responsibility, nurses should not be seen as recipients of change, but active
carriers of it.

This creates a tension where the system, in this case, depends on nurses to sustain change, yet does not always provide
the conditions necessary for them to do so. This questions whether capability building should be understood as an
additional task, or as something that must be embedded within existing practices. In this project, one distinguishing
factor compared to previous initiatives was the explicit allocation of time within nurses’ existing working hours from the
outset, alongside a clear distribution of responsibility. This suggests that engaging in change processes requires
dedicated time, not as an add-on, but as an integrated part of everyday practice. At the same time, it highlights that
while internal ownership is essential, it may require structure and support, particularly in the early stages.

Taken together, this underscores that change is not something that should be introduced from the outside, but as
something that must be developed and sustained from within (Alvesson & Sveningsson, 2025, p. 32; Junginger & Sangiorgi,
2009; Lin et al., 2011; Patricio et al., 2019), shaping how responsibility and capability-building are approached in practice.

8.2.2 ENABLING CAPABILITIES IN PRACTICE

By enabling nurses as active carriers of the change process, it became visible in practice how the nurses increasingly took
initiative and responsibility. During the ideation workshop, the nurses took ownership of the project by collaboratively
planning how to develop and test the one-pager. Similarly, when feedback from initial testing was limited, nurses
independently discussed how to increase response rates and identified patients for follow-up. These instances indicate a
gradual shift in responsibility, from designers facilitating the process to the nurses actively taking ownership themselves.
More importantly, it demonstrated that the nurses began collaborating across departments without our involvement.

The ideation workshop also marked an important step toward enabling capabilities related to experimentation and
iteration. Initially, this approach proved challenging as the nurses were used to developing fully finished solutions before
testing. Introducing the idea of testing early and working with unfinished concepts required a shift in mindset. Through
continuous explanation and facilitation, we were able to clarify the rationale behind this approach, which appeared to
increase their willingness to engage with it. This was reflected in their ability to develop a testable version of the one-
pager within a few days, something they themselves noted had not occurred in previous projects. One nurse highlighted
this when evaluating the project, by stating that “being pressured to test an unfinished product” had been the most
valuable learning. While this suggests that new ways of working were beginning to take hold, it also indicates that such
capabilities did not emerge independently but required continuous prompting and guidance.

Similarly, the structure of the last check-ins was designed to support capability-building. While these sessions included
brief introductions to practices such as testing and scaling, the primary focus was on prompting the nurses with
questions that required them to reflect and take action between meetings. In this sense, tools and methods were not
introduced as outputs, but as inspiration to guide and support their work in practice. However, this approach revealed
limitations. In hindsight, we might have stepped too far back when introducing some of the tools. When evaluating the
overall process, nurses revealed that the steps in the testing phase were unclear and lacked our support, leaving them
uncertain how to approach the process and ensure sufficient feedback. This may have contributed to the limited
feedback on the value of the one-pager, as more guidance from our side could have strengthened the outcomes. This
suggests that while responsibility can be shifted, it needs sufficient support to be effective. In this case, the tools were
rather adopted, which, according to Dorst (2015), means that when techniques and methods are applied in a field,
without substantial changes.
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Taken together, these observations and feedback from nurses suggest that capabilities were enabled not only through
the introduction of the tools, but through how responsibility, time and action were structured. Nurses were given space
to act independently, while facilitation was used to guide and support the process. This approach contributed to
moments of ownership, cross-departmental collaboration, and progress, ultimately resulting in the development and
implementation of the one-pager.

8.2.3 SUSTAINING CAPABILITIES AND CHANGE

While we argue that we enabled the nurses to develop internal capabilities to implement change within the case context, we
question whether these capabilities can be sustained, embedded in their everyday practice, and scaled across departments.

These questions feed further into a discussion if service design lacks implementation strategies, which can prevent
service concepts from moving beyond the design stage. Service implementation does not simply involve handing over a
finished design; it requires organisational change and adaptation and should be viewed as a continuous process,
emphasising the need for continuous observations (Alvesson & Sveningsson, 2025, pp. 32-33; Overkamp & Holmlid,
2016; Stickdorn et al., 2018, p. 33). Acknowledging our limited timeframe, we strategically developed a toolkit aimed at
supporting and continuing capability-building after our involvement. The toolkit was based on the tools the nurses
themselves found valuable, and was designed to be accessible, with clear guidelines and facilitation role cards to
support independent use. In this sense, it aimed to strengthen both the application of the methods and the nurses’ ability
to drive and facilitate change processes. However, as this outcome emerged during the project, insufficient time was
allocated to test the toolkit without our involvement. While individual elements were applied throughout the process, the
toolkit itself was primarily evaluated through initial feedback rather than sustained use. This limits our ability to measure
its long-term impact.

Furthermore, we question whether we have made a change in the system. Existing literature describes change as a process
of making something different or becoming different over time (Alvesson & Sveningsson, 2025, p. 5), shaped by dynamic
system interactions that influence each other and are unpredictable (Buchanan, 2019; van der Bijl-Brouwer & Malcolm,
2020). This makes it, according to Morelli et al. (2021, p.87), hard to measure the effect of change. As capability-building
and interventions often lead to shifts in mindset or new ways of collaborating, they could rather be measured through
qualitative insights, such as observations of practices and the collection of perspectives and insights from included actors.
However, this would require more time. Therefore, to support continuity, we collaborated with internal service designers at
Rigshospitalet, who planned to take over the responsibility of the toolkit. This was a strategic decision, creating potential
for ongoing adaptation and scaling, allowing the initiative to extend beyond our involvement.

Ultimately, we have attempted to develop internal capabilities to create long lasting change. According to van der Bijl-
Brouwer (2022), service design cannot control change; it can, however, enable positive change, which can act as a
leverage point for broader systemic change. Further elaborating, service designers should create space for change to
emerge by designing conditions and infrastructure that foster it and by providing employees with space to build
capabilities and take ownership (van der Bijl-Brouwer, 2022). Therefore, it can be argued that through the project, we
created the conditions for the nurses to develop capabilities to further implement and sustain change. This is further
strengthened by the overall evaluation of the process, quoting a nurse, “The project with you has been invaluable, giving
us the tool and courage to proceed”.

8.3 Our Learnings

The Master's in Service Systems Design holds that “change can only be achieved through a deep understanding of the
complex systems that services operate in” (Aalborg Universitet, n.d.). By immersing ourselves in the system and
collaborating with Rigshospitalet, we expanded our perspectives and our own capabilities as service designers. Referring
back to our personal learning goals, the project has allowed us to not only to investigate which methods and tools that can
support hospitals in navigating complex change processes, but also how. Through check-ins, feedback and reflections, we
became aware of how to adapt the methods and tools to their context, enabling them to develop internal capabilities.
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This further developed our skills in the co-creation process, when navigating diverse expertise and different mindsets,
which both challenged us, but also revealed that experience from earlier projects could be applied. Since the project led
to a toolkit, with the aim of sustaining capabilities to further implement change, we would argue that we have created an
adaptable solution that can be scaled out to other complex systems and organisations. Ultimately, the collaboration with
Rigshospitalet enabled us to create meaningful change, creating value for both patients and healthcare professionals.

Our learnings, reflections and insights can further be translated into some practice-based considerations for supporting
change and building internal capabilities in healthcare in the future:

BEFORE STARTING THE PROCESS:

Engage the right people early: Involve a diverse group of stakeholders from the beginning, including motivated
professionals, potential change agents and internal designers if available. Early engagement builds ownership
and ensures different perspectives are considered from the beginning.

Align on the need and readiness for change: Make sure there is a shared understanding that change is needed
and openly address concerns early. Acknowledge that change requires time and effort.

Create shared understanding of the project: Ensure that all participants understand the background, purpose, scope,
possibilities and limitations of the project. Misaligned expectations early on can create friction later in the process.

Agree on practical ways of working: Clarify communication channels (e.g. email, Teams, physical meetings) and
align on roles and how collaboration will take place. Set up time in people’s calendars early, while keeping it realistic
and flexible, and communicate that it's not expected to participate in every session.

Plan access to patients early: When involving patients, organise access as soon as possible. Collaborating with
nurses or other staff who have already established relationships can make recruitment more feasible and ethical.

DURING THE PROCESS:

G 6 0 O

Adapt to context, do not simply apply methods: Service design approaches need to be adapted to the healthcare
setting. Take time to understand each other’s perspectives, build shared language, and find common ground.
Respect the high-stakes nature of healthcare, while also gently challenging existing practices.

Be patient with the process and with resistance: Service design may feel unfamiliar or abstract to healthcare
professionals. Resistance or confusion is not necessarily a barrier, but a part of the process. Allow time for building
trust and understanding.

Stay flexible and expect change: Plans will shift, often on short notice. Build flexibility into the process and be
prepared with simpler alternatives or backup approaches.

Make insights visible and discussable: Present data and insights in clear, tangible ways. Create space and time
for stakeholders to question, interpret, and challenge findings together. This supports shared understanding
and ownership.

Highlight what already works: Healthcare professionals operate under high pressure. Actively recognising
and valuing what works well can strengthen motivation and create a better foundation for change.
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@ Co-create solutions, not just ideas: Develop and plan solutions together with stakeholders. This strengthens
relevance, feasibility, and ownership, increasing the likelihood that changes will be sustained.

@ Gradually transfer ownership: Over time, let go of control and shift responsibility for the work to internal
actors, such as healthcare professionals or internal designers. Plan for what happens after the project ends
to ensure continuity.

AFTER THE PROCESS:

@ Reflect together on the process: create space for collective reflection on what worked, what did not, and what
could be done in the future. This supports learning beyond the project itself.

Acknowledge the effort and celebrate progress: Recognise the contribution of everyone involved. Even small
steps can require significant effort in a healthcare context, and celebrating progress helps reinforce engagement
and confidence.

8.4 Future Research

While this project has generated valuable insights and a nuanced understanding of building internal capabilities, it has
also revealed limitations and areas that remain unexplored to implement and sustain change. This creates opportunities
for future research to further develop and strengthen the field. Several areas emerged throughout the study, where a
selection is highlighted below.

Change initiatives take time and require ongoing observation to ensure their success. As this project was conducted
within a limited timeframe, following similar initiatives over the years could provide a deeper understanding of how
change is sustained in practice, and how internal capabilities develop, stabilise or fade over time.

There is also a potential to further investigate specific service design tools and approaches. Testing and comparing
specific methods, could provide greater clarity on which approaches are the most effective in supporting capability
building.

Another relevant area is to focus more on those who are less motivated or more resistant to change. This project was
characterised by high engagement, but future research could explore how different levels of motivation and group
dynamics affect the ability to implement and sustain change.

The role of leadership could also be further explored. While this study mainly focused on head nurses and nurses, further
research could investigate how leaders, organisations, and policy shape the conditions for change and how they can
support or hinder the development of internal capabilities.

Additionally, further research could explore the role of technology in supporting change processes. While this project
mainly focused on relational and physical approaches, future research could explore how digital tools and infrastructures
enable or constrain the implementation of new practices.

Finally, it would be relevant to investigate whether these approaches are specific to healthcare or if similar patterns can
be found in other sectors. This could help clarify the extent to which our findings depend on context and how service
design can contribute to capability building across different fields.
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This project was conducted in close collaboration with five nurses from two cancer departments at Rigshospitalet, with
the aim of understanding how change is experienced in everyday clinical practice. In a healthcare context characterised
by complexity, high workload, and interdependent systems, the ability to initiate and sustain change is both critical and
challenging (Braithwaite et al., 2017; Halvorsrud et al., 2019; Pakarinen et al., 2023, p. 5). Through this lens, our aim was
to explore the potential role of service design in enabling and supporting sustainable change processes.

Through an in-depth case study focusing on the transition between the two departments, we uncovered a critical
paradox. While the nurses demonstrated a high degree of engagement, initiative, and willingness to improve their work
practices, these efforts rarely translated into implemented change. Our findings indicate that the challenge was not
rooted in a lack of motivation, but rather limited access to shared structures and practical tools to move ideas from
concept to execution. In this sense, the primary barrier to change lied in the capability rather than the intent.

Accordingly, the project focused on strengthening nurses’ internal capabilities to navigate and sustain change processes
independently. By positioning the nurses as active drivers of the project, being responsible for ideation, planning, testing
and implementation, while we acted as facilitators, the process itself strengthened their ability to drive change. Practices
such as iteration, testing, mapping and scaling were introduced and embedded through action. This participatory
approach not only resulted in a concrete improvement of collaboration across departments, but also fostered a stronger
sense of ownership and confidence among nurses to lead future initiatives.

Importantly, the impact of the project extends beyond the immediate case. Through ongoing experimentation with
service design methods, a tangible toolkit was developed to support the nurses in carrying these practices forward in
their everyday work. In doing so, the project contributes to building internal capabilities for change, reducing reliance on
external facilitation.

Overall, this study demonstrates that in healthcare, meaningful and lasting change should not only be introduced from
the outside but be developed and sustained by those working within the system. Service design, in this sense, is not
only a profession, but a mindset and an approach that can, and should be, adopted by healthcare professionals
themselves. It is ultimately the people operating in the everyday realities of a service who determine whether change
takes hold (Alvesson & Sveningsson, 2025, pp. 32-33). By equipping them with the tools, structures, and confidence to
shape their own practices, small, consistent actions over time can create the foundation for deeper, systemic change.
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Appendix A: Al Declaration

GENERATIVE Al TECHNOLOGY USED FOR THE REPORT:
Grammarly, PerplexityAl, Copilot

Description of how generative Al has been used:
The Al tools mentioned above have been used to enhance grammar and sentence structure in the report to improve its
flow and clarity.

GENERATIVE Al TECHNOLOGY USED DURING THE PROCESS
Grammarly, Perplexity Al, Chat GPT, Copilot

Description of how generative Al has been used:

The Al tools mentioned above have been used during the process as a support to the development of materials for the
case, including presentations, printed materials, and the final delivery. In particular, their use has supported the translation
from English to Danish and viceversa as well as as a brainstorming support.
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Appendix B: Project Description (Anonymised)
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Appendix D: Final Survey Design
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Appendix E: Survey Results

97



11 - APPENDIX

98



11 - APPENDIX

9



11 - APPENDIX

100



11 - APPENDIX

Appendix F: Example of consent form
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Appendix G: Draft of Patient Pathway
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Appendix H: First Draft of Patient Mapping
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Appendix I: Finalised visualisation of patient pathway
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Appendix J: Example of Invitation to Interview
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Appendix K: Final Interview Guide
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Appendix L: Printed Cards

Nysgerrig

Skyldig

Ny

Stottet

Fritids-
aktiviteter

$ 5
&

Rejse, fysisk aktivitet, mad,
natur, musik

Behandling
& Forlgb

P SN
(Q)

Kontakt med hospital, ventetid,
overblik, skift i personale

Lettet

Afsky

Mentalt
helbred

®

Tanker om livet, tankemylder
copingstrategier, koncentrationsbesvaer,
svnforstyrrelser, ensomhed

Selvtillid

A1/
2

Maskulinitet, udseende,
kontroltab, fale sig anderledes,
styrke, tro p sig selv

Selvsikker Skamfuld

6

Vred Trist

s
NN

Forvirret Tryg

? ?

Fysisk Relationer
helbred

|+ d2d

Smerter, zendret appetit, ek af Samtale med partner, venner,
symptomer, bivirkninger, savn, familien, naboer, informere familien,
kropsforandringer reaktioner

Fremtid Arbejde/
studie

» ﬁ{:..

Tilbagefald, arvelighed, overlevelse, Sygemelding, produktivitet,
livszendringer, sat pa pause pmaerksomhed fra kolleger,
arbejdstider, hiemmearbejde

Frygt/
Angst

@@@

Jalous

Sexliv &
Fertilitet

\

Sexlyst, fertiitet, intimitet,
partners reaktion,
kropsopfattelse

Stotte og
feelleskab

Stottegrupper, Krzeftens bekzmpelse,
sociale medier, ligemzend
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Appendix M: Field Notes from Observation
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Appendix N: Interview transcripts

All interview transcripts are securely stored in a restricted-access folder on Microsoft Teams (SharePoint) to ensure
confidentiality and prevent unauthorised distribution. Access to these materials is granted only with the consent of the
respective participant. Interested parties may contact the authors to request access.

LINK: Transcripts

CONTENT:

» 1_Patient_Interview_Transcript
o 2_Patient_Interview_Transcript
o 3_Patient_Interview_Transcript
o 4_Coordinator_Interview_Transcript
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https://aaudk.sharepoint.com/:f:/r/sites/Thesis2026/Delte%20dokumenter/General/02_Report/Transcripts?csf=1&web=1&e=AhqhUK
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Appendix O: Visual Timelines of Patient Journeys
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Appendix P: One-pager survey
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Appendix Q: Feedback from Look and Feel Testing
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Appendix R: Evaluation of process - survey results
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Appendix S: Toolkit: Instruction Manual
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Appendix T: Toolkit: Blueprint
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Appendix U: Toolkit: Evaluation Matrix

126



11 - APPENDIX

Appendix V: Toolkit: Execution Plan
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Appendix W: Toolkit: Testing Sheets
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Appendix X: Toolkit: Reflection Sheets

129



