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The case of the
disappearing codesign phase

What worked for us was the frequent short meetings, and
keeping in close contact. And I think for the patients and
relatives to be there kind of held the staff to account, and
to their action points. I mean they did divvy things up…
there was something about, definitely for staff because of
that thing that I said before about that humanistic kind
of connection that it really drove them to complete
actions. (Interview #08)
I think I would probably do more co-design events and sort
of do more feedback as you go along really. I think
definitely I would have benefitted from more co-design.
(Interview#05)

I think that it worked because it was collaborative and there
were mixed groups of people doing the work, they held each
other to account. And kept people on track where perhaps it
might have slid… I think that it's harder to do the co-design or
collaboration after that initial problem solving phase because
I think health professionals are used to being in charge of
making things happen.(Interview #10)
I think there's a very big recognition of co-design as a way to go
forward with things, but a lot of the services are steeped in
the processes they've already got. And I think they're finding it
hard to see where does it fit in with what we currently do. And
it's about that medical model I think, where you've got the
patient [and] carers who are just the receivers of service,
‘what do they know?’ (Interview#07)
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We got together and we discussed the narratives and
we tried to identify, in collective discussion, where or
how things could be improved, but when it then came
down to what they were actually going to do, those
decisions were taken by the frontline managers, the
nursing managers, and their line managers. So there
was certainly no co-design at that point... I think you
can then identify how the hierarchies worked within
the organisation, co-designed up to a point, and then
it reverted back to a much more hierarchical way of
organising things... a workshop with a draft action
plan which was then taken away and worked on
behind closed doors. (Interview#02)

Service designers & health care
organisations
‘Service design is entering the fields of organisational studies and
social change with little background knowledge of their
respective theories and principles’ ... (and practices??)

[The co-design group was] nerve
wracking ... I was sitting across a
[meeting] table from a woman that I
knew, I’d looked at her scan and I was
going to have to tell her that her
cancer had come back in the next clinic
… and she’s telling me how brilliant her
life is …
(Adams et al, forthcoming)

Much is to be gained from effective integration of evidence-based
and user experience-based approaches to design for healthcare
services (Hagen, 2014).
Requires ‘some collaboration and open thinking’ to bridge the
different philosophical stances of the two approaches, there is
great value in integrating ‘the human-centred tools and values of
user experience design into existing processes and models that
already have leverage within organisations’ (ibid.).

‘our own expectations (as participatory designers) about
trajectories of change can also be naive when working in
unfamiliar and complex organizational contexts. The slow (and
uneven) progress from ideas to implementation, and the way
that project proposals have been adapted and fused with other
inputs to stimulate the actual changes, challenged our own
morale and confidence about the impact of the work.’
Sangiorgi, (2010) International Journal of
Design; Bowen et al, (2013) CoDesign

Types
• Process evaluations
– formative
– summative

Evaluation

• Small-scale feasibility trial
• Randomised controlled trial
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EBCD in Australia
• EDs in seven hospitals in NSW
– 3 EDs (stage 1)
– 4 EDs partnered with another department (stage 2)

• variation in implementation:
– 16-40 patient interviews (mean 24)
– 21-53 staff interviews (mean 37)
– 0-41 hours of observation (mean 10)

EBCD in Australia
Common improvement priorities in all seven EDs:
• Patient and carer comfort and privacy
• Physical space for staff and patients
• Communication and information flow
For example:
• Designated nurse to manage waiting room and communicate
with patients
• ‘Informed waiting’ training for all staff
• ED redesigned to ensure both triage nurse and clerical staff have
clear view of the waiting area
Piper D, Iedema R, Gray J et al (2012). ‘Utilizing Experience-based Co-design to improve the experience of
patients accessing emergency departments in New South Wales public hospitals: an evaluation study’. Health
Services Management Research, vol 25, pp 162–72.
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Co-design in emergency departments
•

demonstrated a number of strengths
including:
– allowing project staff to learn new skills;
– enabling frontline staff to better appreciate the
impact of health care practices & environments
on patients & carers;
– engaging service users in ‘deliberative’ processes
that were qualitatively different to traditional
forms of engagement;
– enabling the service to implement solutions that
met the wishes, advice and insights of patients
and frontline staff (Iedema et al., 2010)

•

however, where preparation, recruitment
of patients and engagement of front-line
staff were not possible or not consistent,
co-design worked less well (Piper et al,
2012)

Developing the support package
• Support package developed through ongoing co-design
meetings.
• Carers and staff reviewed package and decided how, where,
when and by whom it would be delivered
• New scripted 25-minute film (on DVD), grounded in carer
experiences using their quotes/stories about situations that may
arise. Healthcare professionals on film offering advice and
strategies on how to cope in these situations
• Written resource provided alongside DVD

The aim
To develop and test a carer support package in the chemotherapy
outpatient setting using EBCD
• Understand support provided by healthcare professionals to
carers
• Develop a short film depicting carers’ experiences
• Bring healthcare professionals and carers together in codesigning components of an intervention for carers
• Develop and implement a carer intervention.
• Explore feasibility and acceptability, impact on carers’ knowledge
of chemotherapy and on their experiences of providing informal
care.

Carers of patients receiving outpatient
chemotherapy

Leaflet

DVD

Group
consultation
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Delivering the intervention
• Delivered by a chemotherapy nurse in one-off consultation of no
more than five carers
• Provided an opportunity for carers to watch a DVD developed
specifically for this purpose
• Engage in conversation facilitated by chemotherapy nurse
• Carers given ‘Take care’ leaflet and sections explained
• Carers’ role in process acknowledged and opportunity to talk
about effects and own concerns
• Carers given own copy of DVD and leaflet and encouraged to
consult throughout chemotherapy process

Outcome measures

Getting to the CORE: testing a co-design technique to optimise psychosocial
recovery outcomes for people affected by mental illness
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