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8 Health Care Communication
Technology and Its Promise of
Patient Empowerment

Unpacking Patient Empowerment
through Patients’ Identity
Constructions

Laura Visser, Inge Bleijenbergh,
Yvonne Benschop and Allard van Riel

A major development affecting the organization of health care today is the
implementation of technologies in daily care provision, especially those that
focus on improving communication between patients and health care pro-
fessionals (Schwamm 2014; Bishop et al. 2013; Krist and Woolf 2011; Ded-
ding et al. 2011). Implementing communication technology is often seen as
a promising avenue for dealing with the current wicked challenges faced
by health care systems in many countries in the Global North (i.e., com-
bining aging populations, increase of patients with long-term illnesses, cost
reductions and increased quality of care). These expectations are based on
the assumption that technology can give patients a more central role, by
empowering them to become better informed and involved patients, striving
for what is often called ‘integrated care’ {(Kodner and Spreeuwenberg 2002).
Although there is much speculation about the empowering benefits of tech-
nology, we know little of how the technology is actually used and what the
implications for patients are (Berwick 2009; Davies 2012). From a Critical
Management Studies perspective, however, we know that ‘empowerment’ is
often a more complex issue than generally assumed (Alvesson and Willmott
1996; Hardy and Leiba-O’Sullivan 1998; Henwood et al. 2003), one not
easily or necessarily achieved through implementing technology. Therefore,
we argue that it is important to critically analyze claims of increased empow-
erment and see what actually happens when communication technologies
are introduced in health care to question if they actually provide a better
alternative for long-term illness management. This chapter will provide this
critical analysis and ask, based on an empirical study, how patients’ role in
health care is affected by using health care communication technology.

To understand the use of technology and its effect on roles of patients, we
are especially interested in examining how the use of communication tech-
nology affects patients’ identity constructions. We use patients’ identities as
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a way to unpack the supposed empowering effects of the technology, taking
a critical approach to the idea of patient empowerment through technology.
As a result, we show the complexity of using communication technology
and its effect on health care management. To understand patients’ identities,
we make a distinction between identity work and regulation (Alvesson and
Willmott 2002) as we see patients’ identities both in the light of the day-to-
day work they do to construct their identity (i.e., identity work) and how
these identities are regulated by the larger social and organizational context
of the health care technology and health care management in general (i.e.,
identity regulation). While our empirical question is related to understand-
ing patients’ empowerment through technology, the related theoretical ques-
tion asks how identities are constructed in environments that are explicitly
meant to be empowering. In other words, the context of this technology
might create a ‘wicked’ environment in which identity work of patients is
messier than the empowered identity constructions assumed by the advo-
cates of health care technology. As we will discuss in the coming sections,
our case provides an interesting environment in which to link to a recent
debate around the instability and incoherence of identity work (Daskalaki
and Simosi 2018; Beech et al. 2016; Brown and Coupland 2015; Carollo
and Guerci 2017) and to further question the division between (controlling)
regulation and (empowering) identity work.

The communication technology we examine is that of Personal Online
Health Communities (POHCs). The online communities allow an individual
patient to communicate with her or his own health care professionals in a
secured online space. As such, the POHCs are designed to give patients eas-
ier access to their health care professionals, no longer bound by restrictions
in time and space or by a gatekeeper (e.g. secretary), which existed before.!
We collected data from a pilot project set up by ParkinsonNet, an organiza-
tion aiming to improve the lives of patients with Parkinson’s disease. We
followed 18 patients, who we interviewed and who allowed us to follow the
communication on the POHC.

In the next sections, we will discuss our position in the literature, our
methods for data collection and analysis and the findings based on that
analysis. In the final section of this chapter, we discuss the theoretical and
practical relevance of our findings.

Identity Work and Regulation

Critical literature has a long tradition in showing how people’s organiza-
tional identities are constructed through an interplay between regulatory
control and identity work (Alvesson and Willmott 2002). In many studies
on organizational identities, Alvesson and Willmott’s (2002) model, which
relates identity regulation, identity work and self-identity to each other, is
drawn upon (e.g. Brown and Coupland 2015; Gotsi et al. 2010; Watson
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a distinction between identity regulation at the organizational (and societal)
level and identity work at the individual level (Ybema et al. 2009). Iden-
tity regulation is seen as a way through which organizations exert control,
as identity regulation sets standards for appropriate behavior (e.g. how to
‘professionally’ communicate a diagnosis to a patient) that organizational
members are influenced by. Importantly, organizational members do not
just undergo this regulation, their constructed identities are also an effect
of the identity work done in a relational process to identity regulation.
Individuals engage in conforming and/or resisting identity work, meaning
they comply with the regulation and/or find ways to subvert or circumvent
the regulation on their identity construction (Alvesson and Willmott 2002;
Zanoni and Janssens 2007). Identity work is defined by the active partici-
pation of individuals in “forming, repairing, maintaining, strengthening or
revising [identities]” (Alvesson, Lee Ashcraft and Thomas 2008, 626). As
such, identity work is a constant activity that individuals engage in to ensure
that their constructed identities align with norms. Both the organizational-
level identity regulation and the individual-level identity work are, there-
fore, important for identity construction.

Identity Work in Changing Environments

When we relate this theoretical framework to our empirical case, there is
an important difference to note, especially when it comes to the notion of
empowerment. In the framework constructed by Alvesson and Willmott
(2002), identity regulation through organizational practices are positioned
as maintaining the status quo whereas identity work sits on the opposite
side as the individual’s attempt to disrupt this. Although a potentially use-
ful distinction, it also creates a separation between identity regulation as
controlling and identity work as potentially empowering. In our empirical
context such a separation seems less useful as we have a case where the
POHC:s form a regulatory environment that itself is geared to change and
the disruption of norms: identities are expected to change through regula-
tion in POHCs. As empowerment is no longer solely up to the individual
patient, but part of the organizational agenda (and therefore, identity regu-
lation) as well, we suggest that the concept of empowerment becomes more
ambiguous, potentially leading to the exacerbation of conflicts and tensions
in individuals’ (ambiguous) identity work.

To further understand the ambiguity of this identity work, we link up with
and contribute to a recent debate that attempts to complicate the concept of
identity work, by challenging the assumed coherence and stability of iden-
tity work (Carollo and Guerci 2017; Beech 2011; Beech et al. 2016; Das-
kalaki and Simosi 2017). As the concept is commonly used, identity work
explains ways to repair and adjust one’s self-identity in a changing context,
aiming to restore a sense of coherence (e.g. when a manager goes through a
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that identity work is mostly geared toward constructing a coherent sense of
self and instead argues that some might feel comfortable sitting in a space
of ambiguity and constant questioning and restructuring of their sense of
self (Beech et al. 2016; Clarke, Brown and Hailey 2009; Carollo and Guerci
2017). For example, Beech et al. (2016) show that individuals (in their
case, indie musicians) constantly engaged in identity work that was self-
criticizing and at times, self-deprecating, and this questioning was part of
their self-identity. This literature is useful to help understand patients’ iden-
tity constructions when using communication technology, because POHCs
also present a context of change, where patients’ identity work is affected
by the environment (but also strongly affects the environment). Moreover,
patients with chronic degenerative diseases (such as Parkinson’s disease) are
constantly changing themselves as their disease progresses, increasing the
‘wickedness’ of their identity work. As such, it might be more useful to see
patients’ identity construction on the POHCs as a process of “self-questioning
[that is] ongoing and unresolveds; it [is] not a means to an endj it [is] an end
in itself” (Beech et al. 2016, 519). We will use this lens of ambiguity and
tensions to explore the complexity of patients’ identity constructions when
using the assumed empowering context of POHCs.

Methods

To answer our research question (how the patient’s role is affected by using
health care communication technology), we draw on data from 18 patients
with Parkinson’s disease using a POHC. These patients represent a sample
from one hundred patients who joined a pilot project on POHCs in the
Netherlands from 2011 to 2013. The criterion for selecting patients was the
frequency with which they used their community. By focusing on frequent
users (which applied to only a third of the participants in the pilot project),
we ensured to have enough data to analyze patients’ identity construction
using communication technology. The data collection consisted of in-depth
interviews with patients and long-term observations of their POHCs. The
combination of two types of data collection allows us a multisided under-
standing of patients’ use of their communities. The local hospital’s medical
ethics committee approved the research project before starting.

Parkinson’s Disease and the POHC System

The POHCs used by our sample of patients were set up by the Parkin-
sonNet foundation. ParkinsonNet aims to improve care for patients with
Parkinson’s disease by finding innovative ways to organize the current
complex and multidisciplinary care provision process (ParkinsonNet
2012). The technological system of the communities provides patients and
health care professionals with a menu of options (ParkinsonNet 2012).
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These options consist of sections called ‘files,” ‘diary,” ‘meeting,” ‘apps,’
‘problem list’ and ‘team.” Patients use the diary and meeting sections most
frequently. The ‘diary’ section allows patients to provide updates on their
well-being. In the ‘meeting’ section, patients or health care professionals

can start a virtual meeting and invite specific health care professionals to
participate.

Collecting the Data

We combined interviews with 18 patients with observations of their POHCs.
For the interviews, we used a topic list, which focused on how patients
experience the use of their POHC, how they experience their relationship
with their health care professionals, and how they experience their role in
the care provision process. Since all patients were Dutch native speakers,
interviews were performed in Dutch and lasted between 45 and 90 minutes,
with an average duration of 60 minutes. After the interview, we asked all
interviewees permission to observe their POHC. All interviewees, except for
four, gave the interviewer permission to access their POHCs. Some patients
stipulated that they would only give access to the POHC for a limited
amount of time. These patients stated that they preferred not to be observed
constantly, but allowed the interviewer temporary access to save the neces-
sary data. The patients who gave permission for observations only granted
access to the first author and added her to their virtual team on the POHC.
This allowed her to receive notifications and read new postings. Patients’
data were anonymized before the first author shared them with the other

authors. The names used in Table 8.1 are aliases to protect the privacy of
the interviewees.

Table 8.1 Overview of Characteristics of the Patients

Name User since ~ Number of Number of ~ Number  Number of
health care diary entries  of virtual ~ documents
professionals meeting

entries

Adam Oct 2011 6 6 12 2

Kristina ~ Apr 2012 4 22 13 4

Camille  Feb 2013 4 11 1 1

Sarah Jan 2012 5 108 11 4

Julia Dec 2011 6 33 8 26

Victor May 2012 § 4 7 8

Nora Nov 2011 N 8 26 3

i This patient has posted a large number of documents in her capacity as a patient advocate.
These documents are not related to her own health, but are meant for distribution among
the patient population.
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Analyzing the Data

We analyzed the verbatim transcripts of the interviews and patients’ writings
on their POHCs using a critical discourse analysis approach. Going beyond
the superficial content of quotes, we analyzed how patients phrase their sen-
tences in the interviews and on the POHCs. Critical discourse analysis allows
for the examination of power processes embedded in use of language by pay-
ing close attention to not only what was said (or not said), but also to how it
is said and how it is embedded in a specific place and time (Alvesson 2010). It
enables us to reflect on how language constitutes patients’ identities and rela-
tions with others (Fairclough 1993). Therefore, we treat the text produced by
our interviewees not as a reflection of a stable reality, but as language created
in that specific context in relation to the interviewer (Alvesson 2010).

When analyzing how patients talked about their use of the online com-
munities three themes emerged, namely reflections on the frequency of their
postings, the content of their postings, and intersections of online and offline
space. Using these themes as guiding principles, we analyzed how patients
displayed hesitations, assertiveness and/or contradictions in discussing those
themes. In this chapter, we analyze quotes from seven different patients that
best expressed the main findings, but represented patterns in the entire sam-
ple. We translated the Dutch quotes to English only in the last stage of writ-
ing, trying to preserve the subtle character of the used language (including
grammatical errors and punctuation) and to identify (in the analysis) when
Dutch expressions have a slightly different meaning than English ones.

Results

As mentioned above, our analysis revealed three themes linked to the
patients’ identity work. We successively discuss the number of postings, the
content of postings and online-offline intersection.

Number of Postings

Patients show variations in the number of postings in the different sections
of their POHCs. Some use their diary to present updates multiple times a
week; others only use the virtual meeting space to ask questions. To illus-
trate how the number of postings is a topic that patients explicitly reflect on,
we first introduce Adam, who started using his POHC two years ago, and
posted 12 times in the virtual meeting. He uses his diary much less often,
only having posted six diary entries. When asked about the frequency of his
postings, he states:

To me it’s also about not too much . . . Because if you ask too many
questions to . . . but then they [health care professionals] will also think
‘here’s that nuisance again.’
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Adam talks about what the result would be if he makes ‘too much’ use of his
POHC: his health care professionals thinking “here’s that nuisance again.”
Even though the POHCs are supposed to allow patients to ask questions when
and where they want to ask them, Adam clearly identifies a norm here: there
are limits to posting. If we delve into this, we note that patients discuss limits
to the number of postings mostly in relation to the activity of asking ques-
tions. The POHC system is set up in such a way that when patients ask ques-
tions (in the virtual meeting section), their health care professionals receive a
notification, setting the expectation for receiving a response. In contrast, when
patients write in the diary section, health care professionals do not receive a
notification and generally a response to these messages is not required nor
provided. Therefore, patients who talk about limiting the number of postings
refer to the activity of asking questions in the ‘virtual meeting’ section. Inter-
estingly, while writing in their diary, patients are regulated by a different norm
from what we have seen so far: informing your health care professionals as
frequently as possible. We illustrate this with the excerpts below:

It’s been a while since I last wrote something in my diary
Camille, diary

From today on, going back again to writing a short diary entry regularly
Had no energy to write for a couple of days. Wasn’t feeling well at all
Sarah, diary

Already 16 days since I last wrote
Kristina, diary

Already been a while since I last wrote in my diary, but was in Portu-
gal for 4 weeks, next time I'll write there as well, if there’s ever going
to be a next time

Julia, diary

In these excerpts, we notice the role of the design of the POHC in shaping
norms. The label ‘diary,’” literally translated from Dutch, actually means
‘day journal,” implying one should write in it on a daily basis. Indeed, as we
see above, patients start some of their diary entries referring to the regularity
with which they write in this section of their POHCs. These postings often
contain justifications and apologies. Julia even apologizes for not posting
while she was on vacation, promising that next time she will also update her
diary from over there. These excerpts expose an interesting development:
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patients usually do or share with their health care professionals. Progression
of symptoms are generally discussed in a more limited way, for example,
during the biannual consultation with the neurologist. The availability of
the diary section in the POHC, and the implicit suggestion that it should be
used on a daily basis, seems to impose extra duties on patients.

The patients, therefore, relate to strict norms around the number of post-
ings. Even though the POHCs are meant to facilitate increased frequency of
contact and empower patients to choose when and about what to contact
their health care professionals, their identity work suggests the coexistence
of other regulatory norms, which, in a sense, limits the possibilities offered
by the technology.

Content of Postings

Patients do not only carefully reflect on the number of postings, but also
on the content of their postings. The design of the POHC does not allow
for nonverbal communication, meaning that what patients say cannot be
nuanced by other methods of communication. Therefore, patients con-
sciously reflect on how the content of their postings comes across to their
health care professionals. What is considered appropriate content is con-
ceived of differently by different patients, as we illustrate below.

One concept that came up frequently during the interviews and the obser-
vations of the POHCs, is that of ‘complaining.” Victor brings this issue up
during an interview. He started using his POHC a year and a half ago, and
makes the following statement:

You are . . . very consciously thinking . . . should I bother him [the neu-
rologist] with this, yes or no? [I: Do you hesitate when posting?] Yes.
[silence] Yes . .. I am not someone who complains quickly.

(Victor, interview)

The excerpt shows the conscious thought process going into posting on the
POHC. When asked if he ever hesitates, Victor links his hesitation to com-
ing across as a complainer. As such he, and other interviewees, identify a
norm of not complaining about issues related to their illness. Even though
Parkinson’s disease has had an enormous impact on these patients’ lives,
they suggested on multiple occasions their desire to avoid expressing nega-
tive emotions around this impact, for fear of coming across as a complainer.

We compare his identity work with another patient named Nora. She has
been using her POHC for over a year. Nora also hesitates about complain-
ing, saying earlier in the interview that she would rather be a bit ‘tough’
than complain. Below she relates the lack of face-to-face contact to making
it more difficult to nuance her postings:

[Ter frra tn fnno intavnntinmal T ama thaes an marr sohnla maccne laenna~blan
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electronic [system], you have to put that into words, if you want to include
that aspect. [. . .] With that surgery on my foot, I make a little bit of a
dramatic . . . how should I put it . . . story out of it. [laughing:] because
it needs to be a taken a bit serious of course. So I use my negative mood
to really emphasize my worries, like gosh, I am really worried about that.

(Nora, interview)

Nora states that she finds it easier to avoid coming across as a complainer
by interacting face-to-face with her health care professionals. This allows
her to display ‘self-mockery’ and her ‘whole person’ through which she can
both express emotions and nuance them simultaneously. She states that she
“should be taken a bit serious of course” while she starts laughing. She
frames her storytelling as a way to express fears (“emphasize my worries™)
and convince her health care professionals of the severity of her symptoms.
Such emphasizing ensures that her health care professionals take her seri-
ously. In fact, with her use of the word ‘should,” Nora voices an expectation
that she has of her health care professionals; they should take her seriously.

As such, as patients consciously consider the content of their posts, the
idea of complaining frequently comes to the surface. In this online space,
patients reflectively navigate the thin line between reaching out to their
health care professionals and disturbing them with too much irrelevant or
inappropriate information.

Intersection of Online and Offline Spaces

As we have seen in Nora’s case, the online space does not exist separately
from the offline space where health care provision takes place (i.e., the doc-
tor’s office). To understand how the offline and online spaces intersect, we
need to provide more background information about the common pattern
of interaction between Parkinson patients and their health care profession-
als. Almost all patients have biannual appointments with their neurolo-
gist for which they tend to save up questions. Most patients also see other
health care professionals, but the intensity of contact with them varies and
fluctuates.

In this section, we move on to Kristina. She has been using the online
community for about a year and a half and mainly uses the diary section to
keep track of how she is doing. She wrote one of her diary entries in prepa-
ration for the first meeting with her new neurologist. The title of this diary
entry is “Is everything actually fine?” and in it she writes:

Tomorrow first time to Dr. [name neurologist]. Knowing myself, T will
say that everything’s going fine. It is going fine, but I haven’t been

clanmima vorall as e Liamniann 4+l emasrame o ammass o e et dor
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The excerpt indicates that Kristina is aware that she will probably find it
difficult to articulate that she has not been sleeping well lately, during the
face-to-face meeting with the neurologist. Although she does not articulate
it specifically, her reasoning behind this behavior might be similar to the
patients we discussed before: she wants to avoid coming across as a com-
plainer. She recognizes she is inclined not to discuss her well-being openly,
and counteracts this tendency by making this comment in her diary. Through
this statement, she (deliberately) loses the opportunity to pretend she is fine
in the offline consultation room. In a rather complex way, Kristina uses the
online space to change her offline behavior. She avoids transgressing the
norm of coming across as a complainer, but is still able to transfer that she
is not doing ‘fine.” During the interview, Kristina shows another example of
impacting her activities in the consultation room through using her online
community:

Before I go there, I write down some things [on the POHC], that I want
to discuss for a bit. So he has . . . he prints it out and has it there with
him. And that’s what I also think is very convenient. Because, I think,
if I come in myself with a piece of paper, then I always think ‘that’s so
[self-important].” But then he has that piece of paper with him [. . .] and
just the other day as well, I had forgotten something and then he said as
well ‘we haven’t talked about that yet.’

(Kristina, interview)

Kristina describes how she uses her POHC to post an overview of issues she
would otherwise bring in print. She signals that her questions are not that
worthy of attention when she states that she feels “so self-important” when
she comes to the consultation and brings out a piece of paper. However,
through Kristina’s words, it becomes clear that the neurologist is deserving
of this importance because he can bring a printout of her issues. By appre-
ciating that he uses a printout, she ascribes him the importance necessary to
possess such physical evidence of her problems. In these excerpts, we wit-
ness Kristina engage in identity work that is specifically geared to impacting
her offline identity. The POHCs create a complex environment in which
patients’ identities are regulated by both online and offline spaces. As a
result, patients’ identity work now interacts with both worlds at the same
time. The POHC disrupts the common, face-to-face communication with
the neurologist and offers space to reflect on oneself as a patient, engaging
in identity work that downplays certain issues, but also makes sure that
some issues are discussed, as we see Kristina doing. Although she partly
leaves it to the neurologist to bring up her issues, Kristina navigates the
identity regulation embedded in the POHC in a way that is comfortable to
her. Where she, in the past, left it completely up to the neurologist to initiate
the conversation, she now gives stronger suggestions online for what she
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Discussion

Based on the excerpts analyzed above, we can conclude that patients’ iden-
tity work is based on reflecting on what they post, how frequently and to
whom. Their identity work is done in interaction with the identity regula-
tion embedded in the care provision through POHCs, However, we find that
the disrupting ways of working introduced by the POHC have blurred the
regulation of their identities. Although the POHCs are supposed to lead to
empowerment, patients’ identity work does not automatically follow this
identity regulation. Our analysis shows that the communication technology
comes with ambiguous norms dictating that patients should provide more
information, without asking more questions. Therefore, the material struc-
ture of the POHC also restricts patients’ identity work because the website
sends email alerts for certain postings (virtual meetings) and not for others
(diary entries), patients make decisions about what and when to post based
on the level of intrusiveness for health care professionals. Equally ambigu-
ous is the norm that emotional elements (in patients’ words ‘complaining’)
should not appear in postings unless one explicitly includes humor into
accounts of daily life. Lastly, the offline integration of online communica-
tion shows that by posting about certain topics online, patients create space
for discussing these topics during the offline consultations. Although the
online space seems to take away some barriers to address certain issues,
there is a layer of ambiguity as the initiative to discuss those issues still
remains with the health care professional.

The POHCs, being the vehicles through which this empowerment is sup-
posed to be organized, present a new regulatory context. Regulation on
POHG:s is not done by an external actor (such as a secretary), as was the
case before, but by the presence and design of the technology. This makes
POHG:s highly empowering at first sight (individuals are free to act as they
wish) but it simultaneously creates a responsibility for the patient to become
empowered. Phrased in theoretical terms, although some argue that such
‘blurred lines’ provide space for actively resisting restricting norms (Flem-
ing 2007), we argue that in empowering contexts—where individuals are
encouraged, but left to their own devices to become empowered—the idea
of empowerment moves away from a ‘right’ that individuals possess to
a ‘duty’ that they themselves are made partly responsible for. Therefore,
we can theorize that identity regulation through POHCs in combination
with patients’ identity work produces a complex web where especially the
responsibility for this empowerment becomes a site for contestation.

The contestation over responsibility for empowerment becomes clear
through examining the increased ambiguity of patients’ identity work. When
using the POHCs, patients displayed identity work that often showed ten-
sions, further substantiating the idea that identity work is not always aimed
at developing a coherent self (Beech et al. 2016). The ambiguity is central



114 Lawura Visser et al.

more active, and use some of the options that the POHCs present to con-
tact their health care professionals, patients also remain wary of bothering
their health care professionals ‘too much.” As the regulation of what ‘good
patients’ do and are is disrupted by the introduction of the POHCs, inco-
herence, ambiguity and self-questioning became an integral part of patients’
identity work. Part of their identity work involved creative ways of embrac-
ing this ambiguity, for example by writing on the online communities about
experiences that the neurologist could later bring up for discussion in the
offline consultation room.

We want to emphasize that the introduction of POHCs is not merely
driven by ‘humanistic’ ideals of liberating patients from organizational
power processes. The other side of introducing the POHCs is one of
increased efficiency and cutting costs. Empowering patients through encour-
aging them to play an active, self-managing role in their care, is expected
to come with financial benefits. The limited research on empowerment at
the organizational level has argued that organizations saying they promote
‘empowerment’ need to be examined in light of neoliberalist ideals (Flem-
ing and Sturdy 2009). Empowering discourses may merely mask new forms
of organizational control, ultimately aimed at further tying individuals to
organizations to increase profit (Fleming and Sturdy 2009; Fotaki 2006;
Ezzamel and Willmott 1998). From a neoliberalist standpoint, patients tak-
ing on some of the care may save professionals some time (and thus, money)
and may increase the quality of the care itself because it is explicitly adjusted
to the patients’ individual needs and desires. Although we were specifically
interested in the micro-level of patients’ identity work, this economic dis-
course, and its ties to neo-liberal celebrations of the individual and the
market (Gleadle, Cornelius and Pezet 2008), could provide an interesting
avenue for future research.

Lastly, we want to reflect on ways on moving forward with technology
in health care, as it seem inevitable that technology such as this will be part
of the future of health care provision, especially for management of chronic
illnesses. Chronic illness, and the frequent doctor and hospital visits that
might accompany it, do lend itself for some kind of technology implementa-
tion based on convenience. We noted that patients appreciated being able
to contact their health care professionals from their own space at times that
were convenient to them. This might create a sense of some empowerment
for patients, but we also feel we need to think beyond this ‘convenience’ to
address the other issues that we have raised in this chapter. We feel that it is
important to bring in the perspective of the health care professionals in as
well, because their practices help to (re)produce patients’ roles. Although we
have no simple recipe for patients’ empowerment, we recommend that users
of this technology (both health care professionals and patients) engage in an
open dialogue, to voice their expectations and wishes with regard to using
the system. As opposed to setting up user guidelines (which could be seen
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create a space where both parties can express their ideal use of the com-
munication technology. Although we have no illusions that such conversa-
tions are devoid of power, they might make each party more aware of the
assumptions they hold about the abilities the other parties have in terms of
using the technology. This dialogue might create innovative ways of manag-
ing care and supporting patients in the navigation of their chronic illness to
ultimately have a more meaningful impact on patient empowerment.

Note

1. Previously, a patient would have to go through the process of contacting a sec-
retary, setting up an appointment and ultimately talking to a health care profes-
sional over the phone or face-to-face at a time that was convenient for both.
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Section 3

Silent Voices
Making the Invisible Visible

One aim of diverse critical approaches and raising wicked problems for dis-
cussion is giving a hearing to silent voices and making visible unnoticed, and
even marginalized, and stigmatized, groups and their experiences. The third
section of the book is devoted to listening to these voices and comprehend-
ing how the approach to wicked problems can support taking these special
groups and particular experiences into account at the political level and in
everyday encounters. It is also questioned here if the approach to wicked
problems is just another way to marginalize.

Ruth Strudwick makes visible one of the marginalized cultures in health
care, the culture of blame among specialist radiographers within the NHS.
She illustrates how the blame culture is constructed and maintained at a
personal and cultural level. The blame culture turns out to be an unnoticed
wicked problem that has an impact on the safety and quality of services.
Kristina Brown’s chapter continues the theme of uncovering hidden dynam-
ics in a study of the darker side of interorganizational teams that draws
on social psychology to offer valuable insights into mandated groups. In
the third chapter Elizabeth Pyle, Deanna Grant-Smith and Robyn Mayes
give a voice to indigenous people by portraying the wickedness of the defi-
cit discourse in Australia and Australian Indigenous Affairs policy. They
also raise the critical point of the risk of re-marginalizing when relying on
the discourse of wickedness. Will Thomas makes a stimulating contribution
to the discussion on making the invisible visible by critically exploring the
complexity of dependency, claiming that there is both necessary and unnec-
essary dependency. Scrutinizing the experiences of individuals with chronic
disease enriches the understanding of wicked problems.



