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Abstract

Objective: Patient-reported outcome (PRO) measures in community-based healthcare play a significant role in the emerging
field of digital health. This qualitative study explored healthcare professionals’ (HCPs’) experiences of integrating ‘MyPROfile’
as a dialogue tool in consultations in community healthcare.

Methods: Adopting a qualitative approach with a social constructivist perspective, the study utilised qualitative interviews,
participant observations, and focus group interviews. Data were analysed using reflective thematic analysis, guided by the-
ories on institutional logics.

Results: In the analysis, we identified two distinct institutional logics related to HCPs’ experiences integrating PRO measures
into their existing practice. Frictions emerged as HCPs integrated the PRO-based dialogue tool, highlighting frictions
between an existing Care logic rooted in a holistic health promotion paradigm and the introduced PRO logic. According
to the HCPs, the PRO-based practice was perceived as divergent from holistic, narrative-based care, emphasising a shift
towards a more reductionist and evaluative model of care.

Conclusions: The study underscores the importance of understanding institutional logics in integrating technologies like PRO
measures in healthcare settings. The identified frictions necessitate reflexive venues and collaborative relationships to align
differing logics for successful integration. Additionally, incorporating citizens’ perspectives is vital for developing effective
rehabilitation and prevention programmes. Moving forward, stakeholder engagement in reflective discussions and work-
shops is crucial to bridge the gap between the introduced technology and the existing health promotion paradigm, ensuring
a seamless and meaningful integration of PRO measures in community healthcare settings.
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Introduction
Over recent decades, healthcare has increasingly prioritised
person-centred care, placing greater emphasis on self-
reported health measures. This transition has led to the
widespread adoption of patient-reported outcome (PRO)
measures.1,2 PRO is defined as: ‘any report of the status
of a patient’s health condition that comes directly from
the patient, without interpretation of the patient’s response
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by a clinician or anyone else’.3 PRO is designed to
capture measurements of any aspect of health status dir-
ectly from patients4 and was initially developed for
research purposes. Still, the application of PRO mea-
sures has expanded across healthcare settings world-
wide.2,5 In Danish contexts, the initial application of
PRO measures primarily occurred within the hospital
sector.6,7 Still, in recent years, there has been a
notable expansion towards their utilisation in community
healthcare settings.8,9

PRO measures are utilised across healthcare settings
with a broad range of purposes and ambitions.6,10–12 PRO
measures can inform clinical practice, support health
service programming, direct performance measurement
and improve quality.13 Several reviews, including rando-
mised controlled trials, have demonstrated that PRO mea-
sures in clinical settings support patient–clinician
communication, increase patient satisfaction and enhance
the detection of functional and mental health issues
among patients.14–17 Moreover, PRO measures can
inform clinical decision-making, facilitate self-management
and increase involvement experiences.7,17–21

Despite the potential benefits of applying PRO mea-
sures, evidence indicates that consistent and standardised
use of PRO measures in rehabilitative community health-
care settings has not been extensively adopted.22,23

Empirical evidence underscores that the predominant impe-
diments to integrating PRO measures in chronic care are
deficiencies in knowledge, misconceptions, healthcare pro-
fessionals’ (HCPs) attitudes, organisational dynamics and
technological infrastructure.17 A comprehensive system-
atic review investigating the facilitators and barriers to
implementing PRO measures within outpatient rehabilita-
tion settings revealed a prevalence of barriers over facil-
itators, aligning with an observed underutilisation of
PRO measures.22 Significantly, impediments to PRO
implementation were identified at the individual level, pri-
marily manifesting as a lack of recognised value and
knowledge in HCPs.22,24 Such identified impediments to
PRO implementation align with the existing scholarly lit-
erature in social science implementation, accentuating the
intricate nature of the processes involved in implementing
and adopting organisational innovations such as PRO
measures. Moreover, scholarly contributions, such as
those by Supper25 and Bureau,26 underscore the pivotal
role played by HCPs as catalysts in effecting transforma-
tive changes. Consequently, a critical imperative emerges
to explore HCPs’ perspectives on and utilisation of PRO
measures, aiming to discern the latent potentials and chal-
lenges inherent when PRO measures are introduced in a
new setting, namely community healthcare. This under-
standing is crucial as it can guide future applications of
PRO measures in community healthcare settings, ensuring
effective integration and optimal outcomes.

Aim
This qualitative study aimed to explore how HCPs experi-
ence and integrate the PRO-based dialogue tool
‘MyPROfile’ in health consultations in community health-
care, focusing on their experiences of frictions.

Methods
The study uses a qualitative approach with a social con-
structivist perspective, which underscores the contextual
nature of knowledge and knowledge production, as well
as the importance of reflexivity.27 We view PRO-based
practice as a social practice in which participants negotiate
meanings within their local contexts. This approach empha-
sises that our understanding of the findings is shaped not
only by the data collected but also by the interactions and
relationships that inform the research process. As research-
ers, we are aware of our role as co-creators of knowledge,
recognising how our perspectives influence the interpret-
ation of results. The consolidated criteria for reporting
qualitative research were used to guide the study’s report-
ing. The study was conducted by a multidisciplinary team
comprising a public health scientist (female, PhD), a psych-
ologist (female, PhD), a political scientist (female, PhD) a
nurse (female, MD) and an anthropologist (male, PhD).

Study setting: ‘MyPROfile’

Danish healthcare is politically and organisationally
managed on a state, regional and municipal level. The
state is responsible for the overall regulation of health and
elderly care. Five administrative regions are primarily
responsible for organising and managing hospitals
(somatic and psychiatric) and primary practitioners.
Additionally, 98 municipalities handle diverse primary
health services, including disease prevention, health promo-
tion and rehabilitation outside hospitals.28 In 2019, the
initiative ‘MyPROfile’ was implemented in eight munici-
palities in Denmark, aiming to enhance patient activation
in people with chronic conditions. ‘MyPROfile’ is a
PRO-based dialogue tool with a twofold purpose:

1. Increasing citizens’ sense of involvement in health con-
sultations through the systematic and active use of PRO
measures and

2. Strengthening citizens’ engagement and knowledge
about their health and health competencies is expected
to lead to a higher level of self-management.

‘MyPROfile’ is managed by HCPs in community-
based prevention and rehabilitation programmes. The
‘MyPROfile’ builds upon a core of two internationally vali-
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dated questionnaires measuring health-related quality of life
(SF-12) and patient activation (PAM-13).29–31

The PRO questionnaires are sent to citizens via e-Boks, a
trusted Nordic provider of secure platforms and digital post-
boxes. They are electronically filled out before their first
health consultation in prevention and rehabilitation pro-
grammes, upon completion of the programme and during
a follow-up consultation approximately 12 months later.
PRO data are transferred to the community health centre
in real-time, and ‘MyPROfile’ is available to the HCPs
before the health consultations. During health consulta-
tions, a printout of ‘MyPROfile’ serves as a dialogue tool
between citizens and HCPs. In line with the importance
of training and skill-building for HCPs concerning integrat-
ing PRO measures in clinical practice, HCPs underwent a
training programme in person-centred communication and
coaching focusing on self-management.32,33 This pro-
gramme included ‘hands-on’ courses that equipped HCPs
with the skills to systematically incorporate PRO data.
The training emphasised interpreting PRO responses and
facilitating PRO-based discussions, enabling HCPs to
engage meaningfully with citizens. Follow-up webinars
featuring real-life cases reinforced learning and encouraged
knowledge sharing, further enhancing their capacity to
utilise MyPROfile in daily practice.

Data collection

The first and last authors, both of whom have substantial
experience in qualitative data collection and analysis, con-
ducted data collection at three community health centres
in three singled-out municipalities in Central Denmark.
These three municipalities were selected based on different
socio-geographical profiles. We generated data through
individual semi-structured interviews with 15 HCPs, par-
ticipant observation during 11 health consultations and
three focus group interviews with 16 HCPs. Given the rela-
tively limited number of HCPs experienced with using
‘MyPROfile’, we opted for convenience sampling,33 invit-
ing all eligible individuals who had worked with
‘MyPROfile’ for a minimum of 6 months via email, tele-
phone or face-to-face to participate in individual and
focus group interviews. Upon being invited, participants
were provided with details about the purpose of the research
as well as information about the researchers. The partici-
pants and researchers had no prior acquaintance before
the study began, and recruitment proceeded until the
researchers determined that enough data had been collected
to allow for a thorough and robust analysis.

The individual semi-structured interviews lasted 28–
67 minutes (mean 45 minutes) and were conducted from
May to June 2021. We developed an interview guide based
on a review of relevant literature and clinical experiences.
The themes of the interviews were broad and focused on the
HCP’s personal experiences of ‘MyPROfile’. Subsequently,

five main themes were raised during the interviews:
‘MyPROfile’s’ influence on (a) community health education
practice, (b) interactions, relations and communication with
citizens, (c) organisational issues suchasworkflowsand struc-
turing of rehabilitation programmes, (d) professional compe-
tencies and (e) job satisfaction.

The participant observations were performed from
September to December 2021, and the focus group inter-
views were conducted from December 2021 to January
2022 and lasted 72–78 minutes. All interviews were
recorded and transcribed verbatim. The participant observa-
tions were conducted during health consultations in two
community health centres. We observed both initial and
concluding consultations across various prevention and
rehabilitation programmes. Field notes were taken, either
during observations or immediately afterwards. The partici-
pant observations formed the basis for understanding the
context in which ‘MyPROfile’ were integrated and were
actively incorporated into subsequent focus group inter-
views. During these interviews, HCPs were asked to
discuss selected observations regarding integrating PRO
measures. Prior to these interviews, we developed an inter-
view guide based on a review of relevant literature and pre-
liminary analysis from earlier individual interviews and
participant observations. The following key themes were
discussed during the focus groups: (a) Benefits of using
PRO measures in health consultations, (b) Barriers to
using PRO measures in health consultations, (c) Citizen
engagement in using PRO measures, (d) PRO measures
as a dialogue support tool and (e) Competing activities,
context and values.

The magnitude of the three data sources was as follows:
Field notes from participant observations totalled 25 A4
pages, focus group interviews amounted to 54 pages, and
individual interviews comprised 253 pages, all in Word
with 1.5 line spacing.

Analysis process

We facilitated data management using the qualitative soft-
ware programme NVivoTM.34

The first and last authors conducted the data analysis in
collaboration with the research team. We utilised a reflexive
thematic analysis approach, drawing inspiration from the
method outlined by Braun and Clarke.35,36 Initially, we
read through the transcribed interview data and field notes
multiple times to become familiarised with the data and
wrote down initial concepts. We then systematically
coded interesting features throughout the dataset and gath-
ered data relevant to each initial code. After grouping our
data into meaningful categories, we began identifying
themes. At this stage, we observed consistent resistance
among the HCPs towards PRO-based health consultations.
We found a strong resonance between the resistance identi-
fied in the codes and a possible theoretical framework.37,38
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The nature of the resistance, strongly resonated with ele-
ments from an institutional logics perspective.39 At this
point in the analysis, we therefore decided to draw on ele-
ments from an institutional logics perspective. Thus,
inspired by an institutional logics perspective, we identified
two overarching themes: Care logic and PRO logic. We
then re-coded all the material, identifying key assumptions
that the HCPs ascribed to the two logics. We sorted the dif-
ferent initial codes into potential sub-themes and collated all
the relevant coded data extracted within the identified
themes. Next, we reviewed, refined and named our pro-
posed themes and sub-themes. Finally, we selected compel-
ling extract examples that captured the essence of themes
and subthemes.35 To ensure a robust integration of data
across sources, we triangulated between interviews, field
notes and theoretical frameworks. We used an iterative
process, continuously comparing findings from the differ-
ent data sources to refine our themes. In terms of investiga-
tor triangulation, each step of the analysis was revisited by
multiple researchers, who engaged in critical discussions to
ensure consistency in coding and theme development.40

Additionally, preliminary interpretations of the results
were presented to a steering group comprising representa-
tives from community healthcare services to ensure that
our findings resonated with practice.

Theoretical framework

This study employs the conceptual framework of institu-
tional logics to examine the process of creating meaning
among stakeholders engaged in implementing PRO mea-
sures within consultations between HCPs and care-seeking
citizens in community healthcare settings.39,41,42 Thornton
and Ocasio41 define institutional logics as representing his-
torical sociocultural patterns comprised of symbolic repre-
sentations and material practices.41 These sociocultural
patterns are embedded within fundamental assumptions
and values, shaping how significance is attributed to every-
day actions and personal and collective institutional
experiences.41 For individuals in institutions, institutional
logics establish a foundational symbolic framework, fur-
nishing both comprehension and structure to the social
environment, thereby delineating the appropriateness of
institutional practices and their objectives.43 In introducing
new practices like PRO-based consultations, institutional
logics provides a symbolic framework that equips stake-
holders with a vocabulary to define the suitable form and
role of PRO measures in community healthcare. In
complex organisational settings, multiple institutional
logics may co-exist and sometimes these may give rise to
frictions, as meanings and practices collide.42,43

Investigating the characteristics, functions and frictions of
institutional logics involves scrutinising the process of
meaning-making and pinpointing the core assumptions
that stakeholders draw upon when delineating PRO’s

appropriate form and utility (or absence thereof) within
healthcare consultations.

Findings
We interviewed 20 HCPs, 11 of whom participated in both
individual interviews and focus group sessions. We also
observed 11 health consultations by 5 HCPs (Table 1). In
our analysis, we found no meaningful differences in the
experience of using PRO measures among the various pro-
fessional groups. For instance, it did not appear that nurses
had different perspectives on PROs compared to dietitians.
Instead, the participants seemed to form a relatively unified
group in their views, with no significant divergence based
on profession. Therefore, in reporting our findings, we do
not distinguish between the different professions.

Our analysis showed that the HCPs were ambivalent
towards PRO-based health consultations. Thus, most parti-
cipants could point to some positive aspects of using PRO
measures, such as ‘the citizens being more prepared for the
consultation’ and ‘a better overview of the citizen’s health
status’. Nevertheless, a distinct resistance to PRO-based
health consultations was most prominent across the empir-
ical material. Our analysis shows that the HCPs describe
PRO-based practice as fundamentally different from their
existing practice. As one of the HCPs said:

It is two completely different worlds. You have this data-
world and then you have a world close to the citizen’s
everyday life.

In the analysis, we identified two main themes: Care logic
and PRO logic (Table 2). In the following, key assumptions
ascribed to Care logic and PRO logic respectively are
described along with associated subthemes and illustrated
by participant quotes. To comprehend how the two prac-
tices function as competing logics, we will outline the
key assumptions that HCPs attribute to their current prac-
tice (Care logic) and the new practice (PRO logic). This
will help us to understand the meaning HCPs ascribe to
PRO-based health consultations.

Care logic

Striving for holism through narratives

Across the empirical material, our analysis displayed that
the HCPs, to a great extent, lend themselves to a holistic
care tradition. They all emphasised the importance of focus-
ing on the wholeness of a citizen within a social and cultural
context. As seen in the following quote, the HCPs stressed
the importance of considering the uniqueness of the individ-
ual citizen’s needs in community healthcare.

With the PROfile, one quickly becomes biased, and then
you don’t approach the citizen openly. And I think our
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primary task is simply to take off those glasses and meet
them with respect, trying to see them openly and just
listen to what they have to say.

Another HCP explained:

The most important thing to me is acknowledging the
human before me. I need to show that I’m interested in
them as a person, the whole person.

More HCPs focus on restoring power and responsibility to
citizens and encouraging them to take an active role in their
care, which was perceived as a key aspect of the holistic
care tradition.

Thus, they refrained from treating citizens as passive
recipients of care. They saw it as their task to provide citi-
zens with the tools and resources to manage their health and
encourage them to take an active role in making decisions
about their health and care. The HCPs highlighted the
importance of encouraging citizens to be the leading
driver of changes in their health.

Accordingly, our analysis showed that focusing on the
citizens’ everyday lives was an essential part of this holistic
approach because it helped ensure that care was tailored to
their needs and priorities. Thus, the HCPs emphasised the
importance of considering the dynamics of the citizen’s
everyday life. In the health consultations, they highlighted
‘life narrative’ as the most distinguished form of conversa-
tion. According to HCPs, citizens’ life narratives allow
them access to their everyday lives. This is because narra-
tives provide a rich and detailed insight into a person’s
experiences, preferences and challenges, which, according
to the HCPs, could be difficult to capture through standar-
dised PRO questionnaires. A HCP said:

We might need to discuss something more significant for
the citizens. And something that can be more significant
is, in fact, everyday life. It’s about how their everyday
lives are and how they can make them work and cope
with their chronic illness. It’s all those life stories that
don’t appear in the PROfile.

Table 2. Findings.

Care logic PRO logic

• Striving for holism through
narratives

• Path to health:
empowerment and
professional-citizen
relationship

• PRO – a misplaced and
unwanted practice

• Balancing the PROs in
healthcare and addressing
concerns of reductionism

• PRO measures as a
fastidious evaluative
practice challenging
holistic healthcare ideals

Note. PRO, patient-reported outcome.

Table 1. Participant characteristics.

Characteristics

Participant
observations
(N= 11)

Individual
interviews
(N= 15)

Focus group
interviews
(N= 16)

HCP profession

Nurse 3 6 6

Physiotherapist 4 3 3

Dietitian 2 4 4

Other 2 2 3

HCP gender

Male 4 1 2

Female 7 14 14

HCP age (years)

<30 2 3

30–40 3 6

41–50 4 3

51–60 6 4

>60 0 0

Rehabilitation/
prevention
programme

Cancer 2

Diabetes 1

COPD 2

Heart disease 2

Lifestyle
changes

4

Note. A total of 20 HCPs participated in both individual interviews and focus
group discussions. However, some participants took part in both types of
interviews, which may result in overlapping counts. Therefore, the numbers
presented in each column do not represent distinct individuals and may
slightly overestimate the total number of participants. HCPs, healthcare
professionals; COPD, chronic obstructive pulmonary disease.
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Path to health: empowerment and
professional-citizen relationship

In the journey toward holistic health, empowerment and
mastery emerged as essential pillars of care, deeply con-
nected to the nature of professional-citizen relationships.
Among HCPs, there was broad agreement that reasonable
care revolved around empowering citizens, recognising
them as the primary experts in their lives and, thus, key
actors in defining and achieving a healthy life. As one
HCP expressed it:

They are the bosses of their own lives.

To support citizens in creating a positive care trajectory,
HCPs agreed that the focus should be on health initiatives
that help citizens flourish within the context of their every-
day lives. As another professional noted:

Because, you could say, our primary task, as I see it, is that
we are well-being facilitators here. It’s about ensuring that
the citizens who engage with us have the best possible well-
being according to their resources.

Mastery was seen as a necessary precondition for flourish-
ing. It was understood as the ability to harness and manage
one’s hidden, yet powerful, life capacities. HCPs frequently
emphasised that it was not their role to dictate what citizens
should do, but rather to help them discover their capacities
for change. As one HCP explained:

It’s they themselves who hold the key to making changes;
it’s not us who should tell them what to do.

Care, in this logic, was understood as a social practice
where HCPs explored citizens’ lives, helping them articu-
late their hidden capacities and, in doing so, laying the
groundwork for mastery. A HCP described this process:

And then we need to figure out what they need our help
with. We should help them try to put things into words.
That’s also what can help them move forward, making it
easier for them to manage the situation.

Equally important in promoting mastery was the nature of
the professional-citizen relationship and the distribution of
power within it. HCPs highlighted that meaningful meet-
ings and dialogues, built on strong professional-citizen rela-
tionships, were critical for fostering mastery. As one HCP
put it:

There has to be a relationship. Because otherwise, we can’t
change anything

However, not all relationships were viewed as equally pro-
ductive. Productive relationships were often explicitly
framed as being based on equality, where different forms
of knowledge were recognised and valued. HCPs empha-
sised that effective care required acknowledging both
their medical expertise and the citizen’s unique lived
experience. As one HCP stated:

And the relationship is the most important thing, and for a
good relationship, it needs to be equal.

Such relationships were not merely about mutual recogni-
tion but about ensuring that the citizen’s unique knowledge
position as the expert of their life was fully acknowledged.
This meant giving citizens the power to define what mat-
tered and what interventions could be beneficial. As one
HCP emphasised:

I firmly believe that citizens decide what their needs are.
I’m not here to dictate whether we talk about one thing or
another. My job is to make space for them to talk about
what they want, ensure they are heard, and allow them to
ask about what they need. Then, we need to find a
program that suits them if that’s what they need.

When this kind of power distribution was achieved, citizens
left the meetings empowered, taking the first steps toward
mastering their lives on their terms. As one professional
metaphorically described:

We really want the citizens to leave here feeling like they
were the king or queen of the conversation, that what
they brought mattered.

However, the path toward empowerment and mastery was
seen as potentially fraught with challenges. HCPs viewed
their role as one of protective companionship, offering
ongoing support while avoiding an over-focus on failures.
Instead, they focused on the citizens’ resources and suc-
cesses to ensure that setbacks did not derail their progress.
One HCP expressed this approach:

When we talk and delve into problems, I think it’s essential
to remember that it’s just as important to talk about
resources. If we only talk about problems and forget the
rest, it doesn’t help the citizens much; they might leave
with more significant problems than when they arrived.

PRO measures were explicitly mentioned in achieving
health via mastery and empowerment as providing a sali-
ently different and crucially counterproductive arrangement
of knowledge and practices.
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PRO logic

PRO – a misplaced and unwanted practice

In the interviews with the HCPs, it was saliently agreed that
PRO-questionnaires and the data they could produce consti-
tuted products meant for a different scenario, such as a hos-
pital. A HCP uttered:

What has struck me is that my feeling is that it’s all based on
the hospital world hospital environment, with a focus on
problems and diagnoses, and that it leans more towards col-
laboration between doctors and other hospital staff.

Embedded within such perceptions of PRO measures as a
tool for hospitals were ideas of health being something
clearly defined as a problem, usually understood in terms
of specific disease causalities, in which an isolated
somatic problem could be defined and remedied via medi-
cine or training. In such perceptions, the HCPs emphasised
a distinction between more soft values and more hard
values, the former being framed as the kind of information
providing insights into the citizens’ lives as ‘wholes’, and
seeking such information could provide an understanding
of the resources and capacities that could allow them to
flourish and master their lives (as seen in the prior
section). Contrastingly, PRO measures were seen as produ-
cing more hard values understood as numbers, stripping
away what was seen as the complex but also potentially
resourceful lives of citizens, focusing instead on the speci-
ficities of a particular problem in need of fixing via defined
generic interventions and continuous monitoring. A HCP
explained in a focus group interview:

It was different before when we didn’t have MyPROfile;
more citizens left here cheering with their hands in the
air. It was our job to ensure they felt boosted. I think no
one was left dissatisfied when we finished with them.
Now, numbers are being put on things. When numbers
are assigned, it becomes something else. It becomes quan-
titative instead of qualitative; there was a different softness
in the qualitative

Our analysis further displays that according to HCPs,
PRO measures appear to contradict the values and practices
that are deeply embedded in a community healthcare
setting. Our analysis demonstrated, how PRO measures
may be at odds with existing values in such settings.

Balancing the PROs in healthcare and addressing
concerns of reductionism

During our analysis, it was evident that HCPs had reserva-
tions about the potential for PRO measures to hold an
overly dominant position in their interactions with citizens.

As seen in the following quote, this reluctance emanates
from their perception of PRO measures as possessing
reductionist qualities, where collected data oversimplifies
individuals, subjecting them to predetermined categories.

And sometimes, I can feel that particularly the patient acti-
vation measures make it a bit artificial. It quickly becomes
like I’m putting them in a specific box.

HCPs emphasise that PRO measures only provide ‘facts’ or
‘fragments’ of information and do not offer the rich ‘expla-
nations’ or ‘stories’ that are crucial for understanding the
individual’s overall health and well-being. They believe
that a narrow focus on PRO measures alone can result in
a reductionist practice, which oversimplifies complex
needs and experiences and may lead to a limited under-
standing of the citizen’s health concerns. A HCP said:

I’m having a hard time recognizing the citizen in
MyPROfile. The citizen is so much more than a question-
naire; you simply can’t reduce a person to a piece of
paper. I believe that it goes against our values because the
citizen is being reduced to a number and put into a box.

Our analysis revealed a consensus among HCPs that the use
of PRO data could lead to a narrowing of their practice and
limit their ability to demonstrate professionalism when
interacting with citizens. A HCP uttered:

I think some of the resistance comes from the fact that we
have many years of experience with these conversations.
We’ve developed questioning and listening techniques
that we’ve found effective over a long time. So we
believe we have a very broad approach to meeting the citi-
zens, and then this PRO form comes along, which we feel
narrows down the interaction with the citizens. And that’s
what we find limiting.

Thus, the HCPs, to a great extend, opposed the standardized
PRO practice because they perceived it as not allowing
flexibility in the meeting with the citizen. Another HCP
stated:

I think it becomes a bit too rigid. It affects the flexibility that
should be there when meeting with the citizens. I don’t
necessarily need to go through all these areas because
there might be other challenges that need to take priority.
The other stuff shouldn’t ‘pollute the conversation’. It can
take us off track from what we’re really there to discuss.

Furthermore, the HCPs experienced health consultations
based on PRO measures as fixed and limiting because
‘MyPROfile’ was seen as prescriptive and did not consider
each citizen’s unique needs and circumstances.
Additionally, they found that ‘MyPROfile’ set an unnatural
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agenda, as they felt that the focus on these measures
restricted the scope of the conversation and prevented
them from exploring other essential issues that may be rele-
vant to the citizen’s everyday life and overall well-being.

It’s hard if you’re used to moving freely in a conversation,
just sensing and listening to where the citizen wants to go.
Then MyPROfile comes in and sets an unnatural agenda, so
there is no room for the citizen’s agenda.

PRO measures as a fastidious evaluative practice
challenging holistic healthcare ideals

The material further revealed that PRO measures were per-
ceived as a fastidious evaluative practice, which, by focus-
ing on specific local bodily conditions either remaining
stable, progressing or deteriorating, in turn also opened pos-
sibilities for citizens to fail, which stood in radical contrast
to the ideals of working holistically as advocated by the
HCPs. A HCP explained it like this:

As a professional, you start with the belief that whatever the
citizen does or can do is okay, alright, good, and we can
work from there. But with this PROfile, where citizens
are placed high or low if they end up at the bottom of the
scale, it makes the citizen seem wrong in some way.

Another HCP framed PRO measures and the data it could
produce as a ‘stamp’ or ‘label’:

I think the PROfile assesses the citizens. It’s like labelling
them, a sort of sticker we put on them.

In such utterances, labels or stamps were seen as fixed and
reductive. As a label maker, PRO measures would force
citizens and professionals to orient their work towards
narrow health categories. According to the HCPs, by fol-
lowing the narrow confines of PRO measures, citizens’
multiple capacities and resources would have to fit with
the streamlined goals of PRO and its demand for progress
for them to be deemed resources. This potentially results
in resources not fitting with PRO becoming overlooked
and disowned. According to the HCPs, this could lead to
disempowerment and feelings of meeting a schema rather
than the citizen or feeling of ‘working for the system
rather than the citizen’. PRO measures were seen as pro-
moting asymmetrical power relations in which the norma-
tive power to define and evaluate the citizen’s health was
vested with the professional rather than the citizen as
intended. A HCP said:

What I need as a professional is to meet the person and for
the person to meet me, not a form. I don’t want to signal to
the citizen that I’ve already decided who they are because

I’ve read it from their PROfile. That’s why I put the
PROfile in the background.

Moreover, the interface and built-in algorithm in
‘MyPROfile’ in which health state, progress or deterior-
ation was presented with numbers further exacerbated
such feelings of evaluative normativity by making pro-
blems measurable. A HCP explained:

So, the citizen gets a number in the PROfile, and of course,
it’s better to be at 68 than at 29, for example. In that way,
the citizen gets an assessment of where they stand, and I
think that goes a bit against what we are actually trying to
work on

Numbers within ‘MyPROfile’ were seen as opening the
door to potential individual stigmatisation because their
generic numbers permitted comparisons between health
course participants. One HCP said:

And it’s about how, as a citizen, you’re ranked, you’re
ranked to others, you’re ranked according to recommenda-
tions. So, in that way, I also think it’s an evaluation and
kind of a ‘fault-finding’ approach.

According to some HCPs, the nature of PRO measures has
led to discrepancies between how the citizens experienced
their lives, their health problems, their engagement in
health programmes and ultimately, their outcomes and
the numbers produced by PRO measures. To avoid disem-
powering the citizen, one HCP remarked how she some-
times chose to leave ‘MyPROfile’ out of the health
consultation. These discrepancies occurred when PRO
measures showed little numerical progress, but the
citizen expressed having experienced progression by par-
ticipating in the intervention:

Sometimes, I’ve actually chosen not to bring up the
PROfile. Suppose a citizen feels like they’ve made signifi-
cant progress or are really on the right track, and I see the
citizen’s score is just scraping the bottom of the scale. In
that case, I’m afraid it could demotivate them and blow
their confidence, so I don’t bring it up.

Some HCPs remarked that the normative and evaluative
numbers also served a goal far from what they saw as the
interests of the individual citizen. Here, numbers were
seen as ways to monitor health programmes in general
and ensure that organisational goals were met.

But I know we have some higher-ups in the system who like
to see numbers, and sometimes, that’s what we’re strug-
gling with.

8 DIGITAL HEALTH



Discussion
This paper specifically investigated where frictions emerge
when HCPs situated in community healthcare settings inte-
grate and use a PRO-based dialogue tool in health consulta-
tions. We raised this question because, as inferred in this
paper, the HCPs in our study predominantly found such
integration and use to be a salient challenge. Drawing
inspiration from theories of institutional logics, we have
conceptualised this challenge as resulting from a clash
between two opposing approaches: a Care logic and a
PRO logic. This can be understood through two key
themes identified in our research: Care logic, which
includes ‘striving for holism through narratives’ and ‘path
to health: empowerment and professional-citizen relations’;
and PRO logic, which includes ‘PRO – a misplaced and
unwanted practice’, ‘balancing the PROs in healthcare
and addressing concerns of reductionism’ and ‘PRO mea-
sures as a fastidious evaluative practice challenging holistic
healthcare ideals’.

Our study underlines the crucial role of institutional
logics in shaping the meaningfulness of instruments like
PROs when implemented in community settings. As
noted by Akmal et al.,43 Reay & Hinnings,44 Terkildsen
et al.,39 and Vickers et al.,41 organisational settings often
hold diverse institutional logics due to multiple stake-
holders with different professional backgrounds.
Therefore, integrating new tools may lead to frictions stem-
ming from the symbolic values and assumptions underlying
the concept or tool, particularly when various professional
stakeholders (e.g. innovation, administrative staff and clin-
ical professionals) need to collaborate in the integration
process.42,43 We agree, but our study adds that frictions
may also emerge when tools are simply transferred from
their original context to a new setting where they are
intended to be used. As we have demonstrated, even
though the professional background of the stakeholders in
our study is clinical, resembling those in other studies
where PRO measures have been successfully implemented,
a shift in setting constitutes a shift in institutional logics. As
shown, this results in very different perceptions of the
meaningfulness of the tool.43 When examining the largely
negative and constrained perceptions of PRO measures
among HCPs in our study, we note a contrast with the
more positive views held by health professionals especially
nurses working in hospital settings.45–47 We argue that the
limited capabilities attributed to PRO measures should not
be seen as an inherent quality of the tool. Instead, they
reflect differences in institutional logic. In this context, a
tool like a PRO measure is inscribed with specific meanings
that are perceived as alien or even negative within the com-
munity setting. Additionally, the generic nature of tools like
SF-12 and PAMmay not fully align with the needs of HCPs
for facilitating person-centred interventions if not further
tailored to the needs of patients. While these tools provide

a broad overview of health status and patient activation,
they may lack the specificity and direct actionability
required for more individualized, value-creating care path-
ways, further contributing to the constrained perceptions
of their utility.

In our study, we show that HCPs perceive PRO mea-
sures as ‘alien instruments’ that introduce problematic
evaluative reasoning in health consultations, contradicting
their goals. Instead of supporting a holistic approach to citi-
zens’ psychosocial issues, HCPs view PROs as reductionist
tools that oversimplify complex needs to fit within health-
care system constraints. The literature review reveals that
the friction points identified in our study are generally
viewed more positively in settings like hospitals, where
PROs have been implemented more widely and for longer
periods.48,49 The differences between hospital care and
municipal care for health promotion and rehabilitation are
significant and must be considered when drawing conclu-
sions. While context certainly matters for the logics sur-
rounding PRO measures, it is important to recognise that
the context can also influence outcomes. Factors beyond
institutional logics, such as available resources, staff train-
ing and patient/citizen engagement, may further impact
the effectiveness of PROmeasures in different care settings.
The perception of PROs as inherently reductionist contrasts
sharply with existing research from hospital settings. Many
studies indicate that HCPs recognise PROs as tools that
support a holistic approach and enhance focus on patients’
psychosocial issues.50–54 A systematic review of HCPs’
attitudes toward PRO measures found that they help iden-
tify health problems, including psychosocial issues and
facilitate open discussions on sensitive topics.55

Moreover, numerous studies demonstrate that PRO mea-
sures aid HCPs in addressing sensitive issues with
patients,56–58 ultimately supporting patient-centred commu-
nication in hospitals.14,16,59 In contrast, our study found that
PROs were viewed as evaluative practices that assign nor-
mative power to HCPs, leading to a problem-oriented
focus rather than a resource-oriented one. This finding
differs from studies suggesting that PROs can positively
influence the patient–clinician power balance.53,56,57,60,61

These contrasts underscore the need to recognise how
context significantly affects the integration of PRO mea-
sures across different settings.

This discrepancy should not be seen as inherent qualities
of PRO measures but as a product of the Care logic identi-
fied in our study, including its grounding assumptions and
values, which resonate with health promotion ideals. This
logic aligns with Antonovsky’s holistic approach to
health.62 HCPs’ resistance to PRO measures can be exam-
ined through Antonovsky’s salutogenic model, emphasis-
ing holistic health factors rather than specific disease
causes. The friction between PRO’s quantifiable metrics
and the Care logic of HCPs, rooted in a health promotion
paradigm, may explain their resistance. Antonovsky’s
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focus on the sense of coherence further elucidates how PRO
challenges the meaningfulness and predictability these pro-
fessionals associate with their existing health promotion
practices.62

Implication for future practices

Although diverse institutional logics can create frictions, as
evidenced in our study of PRO measures, they do not have
to hinder integration efforts. Collaborative relationships can
help mitigate these frictions.44 Terkildsen et al.42 emphasise
the need for institutions to provide reflexive venues where
stakeholders can discuss and align differing logics. When
institutional logics are illustrated, differences may become
the subject of collaborative reflection and stakeholders
can negotiate and align, ultimately promoting the manage-
ment of identified frictions.

We agree and, as a way forward, propose that integrating
PRO measures in a community healthcare setting requires
the establishment of reflexive venues. It is crucial to hold
stakeholder workshops that focus on critically assessing
both the logic of the tool being integrated and the logics
that HCPs draw upon. These workshops should be provided
early in the implementation phase to effectively address the
integration barriers described in this paper. Additionally,
citizen participation is essential in this process; engaging
citizens ensures that their perspectives are considered,
ultimately enhancing the relevance and effectiveness of
PRO measures within a health promotion framework.
Given the importance of a participatory approach high-
lighted by Foster et al.,63 it is equally vital to involve front-
line staff in the development of PRO measures, ensuring
that their insights and experiences contribute to the creation
of effective interventions.

Strengths and limitations

Our analytical inspiration from an institutional logics per-
spective allowed us to view the challenges in applying
PRO measures in community healthcare settings in terms
of the sense that HCPs make of PROs rather than a lack
of understanding of or training in using PRO measures.

While our study provides valuable insights, it has certain
limitations. Data were collected during the initial year of
health professionals’ use of the PRO system, possibly not
fully capturing the evolving attitudes over a more extended
period. Resistance patterns and health professionals’ per-
spectives may change as they gain more experience with
the PRO tool. Another limitation of our study is that the
logics underpinning the PRO tool are solely viewed from
the perspective of the HCPs. Consequently, this paper
does not assess how citizens participating in the prevention
and rehabilitation programmes perceive the PRO frame-
work. While convenience sampling facilitated efficient par-
ticipant recruitment, it may limit the generalisability of our

findings and introduce bias, as the sample may not represent
the broader population of HCPs or citizens. Future research
should utilise more diverse sampling methods to capture a
wider range of perspectives.

Conclusion
This study examined the experiences of HCPs in integrating
‘MyPROfile’ as a dialogue tool within community health-
care consultations. Our empirical findings reveal
significant frictions arising from the clash between the
existing Care logic – rooted in a holistic health promotion
paradigm – and the introduced PRO logic associated with
PRO measures. HCPs reported that this transition funda-
mentally altered their practice, shifting from a holistic,
narrative-based approach to a more reductionist and evalu-
ative model.

Furthermore, our findings highlight the necessity of con-
sidering citizens’ perspectives on PRO use, as these insights
are vital for developing effective rehabilitation and preven-
tion programmes. The identified frictions underscore the
importance of understanding how institutional logics
impact the integration of PRO measures in healthcare set-
tings. To address these challenges, we recommend estab-
lishing reflexive venues and fostering collaborative
relationships among stakeholders. Engaging in reflective
discussions and workshops may help bridge the gap
between the introduced tool and the existing health promo-
tion paradigm, enhancing the integration of PRO in com-
munity healthcare settings.
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