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Abstract 

This thesis examines the operation of the regime of patient empowerment in practice by studying 

the model of shared decision making as a technology of power. Patient empowerment is considered 

as an essential part of the future health care system in Denmark in which the model of shared 

decision making assumes a key role in securing the involvement of patients in the course of 

treatment. Therefore, this thesis aims at examining the present frontrunners of patient empowerment 

in order to provide reflective criticism on future focus points when implementing management tools 

for the exercise of patient empowerment nationwide. Thus, the research question asks: ‘How is it 

that the model of shared decision making has assumed a key role for the patients' recovery-process 

and how does it constitute the framework for treating the patient? Further, what is the relationship 

between the explicit aims of patient empowerment and the operation of the regime in practice?’ The 

empirical constructed data making up the foundation for analysis in the thesis is based on six 

interviews and three observational studies supplemented by documents including a strategy and 

scientific papers on patient empowerment and the recovery perspective.  

First, I analyze how the Mental Health Care of the Capital Region tries to establish a ‘decision-

making’ patient inventing a group of patients sharing the same interests and powers having the 

ultimate purpose of being able to master their own illness. 

This is followed by an analysis showing how the different practices and techniques are being 

applied in the course of treatment in order to empower the patients to entering into dialogue and in 

seeking to make them act like decision-makers. Thus, in the course of treatment, patients are to take 

over the functions of gaining educational insights on the recovery-process being encouraged 

through motivational and self-evaluating techniques. 

Subsequently, an analysis shows how the model of shared decision comes to promote certain forms 

of identities fostering the patient and nurse to identify themselves with specific capabilities. Hence, 

being governed through the locus of freedom, the patient comes to identify himself with capabilities 

of responsibility, control, and motivation. The capabilities being fostered regarding the nurses are 

characterized by a more facilitating identity. 

Finally, a critical analysis is made based on the three-dimensional governmentality analysis 

diagnosing the current issues of patient empowerment by showing how the operation of the regime 

of patient empowerment in practice conflicts with central ambitions of the explicit aims of 

conducting patient empowerment. Issues pronounced in the current way of conducting patient 

empowerment through the model of shared decision making involve the cooperation, or lack 

thereof, between nurse and doctor; the risk of leading to even more inequality in the course of 

treatment; and structural barriers being embedded in the model of shared decision making. 
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CHAPTER 1

Introduction

Everybody wants patient empowerment
   The Danish Minister of Health, Nick Hækkerup, 2014

”

”
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1.1 Problem Area 

1.1.1 Political Focus on Patient Empowerment 

Welfare states’ encounter with the citizen is characterized by a steady tension in the relationship 

between state and citizen in which control and obligation is in stark contrast to autonomy and 

freedom. This tension gives rise to a constant search of finding new creative ways of governing that 

can secure the formation of qualified and self-responsible citizens. (Villadsen 2010: 10). One of 

these initiatives is patient empowerment. (Mik-Meyer 2013: 133) 

The concept of patient empowerment has become the symbol of a new paradigm within healthcare 

in which patient centered care has come to define one of the fundamentals of a future successful 

driven healthcare sector. Recently, this was expressed by the Danish Ministry of Health & 

Prevention allocating about £40m over a period of four years to strengthen patient empowerment. 

The Minister of Health & Prevention, Nick Hækkerup, wants to develop a national strategy in order 

to create a culture within the healthcare sector whereat healthcare personnel is to empower patients 

as well as their relatives. (MHP 2014) 

“Patient empowerment must be considered as a serious part of the health service. We 

need a change in culture so we get better at talking and listening to the patients.” 

(MHP 2014) 

Pronouncing that patient empowerment is of high priority to The Ministry of Health & Prevention, 

Hækkerup points out that patient empowerment is to strengthen the equality in the health care 

sector, improve the quality of treatment, increase the comfort of the patient, improve the patient 

satisfaction, and, as a matter of fact, improve the productivity having a positive effect economically. 

(MHPa 2014: 2) (DR 2014) In fact, Hækkerup (2014) argues at a conference on 'Patient 

Empowerment in Practice 2014' that 'everybody wants patient empowerment' and that he could not 

see any disadvantages of implementing it.
1
 Thus, while Hækkerup is able to highlight plenty of 

positive aspects of patient empowerment, he, at the same time, stresses out the current issues 

existing in the healthcare sector in explaining why a change must be implemented. 

                                                 

1
 On the topic of 'Patient Empowerment in Practice 2014', the conference held in Nyborg October 30th has been the biggest so far in 

Denmark gathering the most relevant actors in the healthcare sector. 
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With reference to a review produced by a committee on mental health care appointed by the 

government and the most recent analysis within the field, The Ministry of Health & Prevention 

proves the lack of patient empowerment by showing that 25 % of the patients’ express their 

dissatisfaction with the missing communication from the practitioners
2
 in consultations. At the same 

time, however, the study further concludes that steps have been taking in the right direction towards 

patient empowerment, yet; still much is to improve (RHP 2014). In relation to this, the underlying 

problem is said to be the way the Danish healthcare sector is organized and governed through 

incentives, structures and habits that do not allow patient empowerment due to a system being 

treated like a 'manufacturing company' (Mandag Morgen 2014: 9) having too little focus on quality 

defined on the premises of the patient (MHP 2013). 

In fact, patient centered care is not a new phenomenon and was discursively constructed more than 

20 years ago. Despite that local initiatives established at the regional hospitals in recent years have 

proved significant results in changing routines, working procedures and organizational settings; the 

decisive breakthrough for the implementation of patient empowerment nationwide has been absent. 

Hence, the missing results of patient centered care have been difficult to match up to the political 

ambitions. (MM 2014: 4) 

However, according to Jess Søgaard (DR 2014), professor of health economics from Aarhus 

University, it seems reasonable to believe in an actual change this time with patient empowerment 

being implemented as a natural part of the treatment on a national level and not just through 

individual local initiatives as has been the case so far. He argues that the time is right due to two 

factors. The healthcare sector has matured since the early 1980s being willing now to undertake the 

changes necessary, and, most importantly, the political will for change exists. 

As a matter of fact, patient empowerment has succeeded to the point that the understanding of the 

concept today not only includes 'sharing information' but also encompasses organizational and 

cultural changes giving the patient actual influence on their own course of treatment. (Mandag 

Morgen 2014: 2-3) (DR 2014) Nevertheless, Søgaard (DR 2014) argues that it is still absolutely 

necessary to define a relatively diffused concept such as patient empowerment for the purpose of 

                                                 

2
 When applying the term ‘practitioner’ in the thesis, it is used as an umbrella term referring to nurses, psychologists 

and doctors. 
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improving the course of treatment, not from a medical point of view but from the patient's point of 

perspective. 

To understand patient empowerment in the Mental Health Care, the thesis will follow the definition 

applied in Mental Health Care of the Capital Region and will thereby be the following: 

‘Empowerment focuses on processes in which human beings can improve their ability to develop, 

cope with, control and handle their resources. Therefore, patient empowerment is all about 

strengthening and supporting the resources and competences of the patient’ (RHPa 2014: 25).  

1.1.2 Curing a Patient in the Mental Health Services 

Within the last decade, there has been a significant increase of the population being diagnosed with 

mental health illness. In relation to this, the mental health services have experienced an increase in 

the population of patients receiving treatment. Consequently, the mental health services face 

substantial issues ranging from insufficient focus on early intervention and rehabilitation; to limited 

involvement of patients and its relatives; to a tendency of having too much focus on medical 

treatments. The development has implied a great pressure on the mental health services facing 

scarce resources, however, still being assigned to the same predefined standards according to law in 

terms of quality of treatment. (MHPa 2013: 11) 

The general development of the treatment offered to patients with a mental health illness is heading 

for less intrusive treatments being characterized by an increasing focus in the treatment on 

prevention, recovery and inclusion. However, the treatment nationwide across sectors and across 

different fields of mental health varies in terms of values, culture and the general approach to 

treating a person with mental health illness. Further, the treatment offered in mental health care 

cannot measure up with the treatment provided in the somatic field. (MHPa 2013: 10) 

Therefore, the current government decided in 2012 to set up a committee for the purpose of 

improving the current conditions for patients in the mental health care. Based on the committee’s 

suggestions, the government made a plan of action containing plenty of initiatives with the purpose 

of offering an improved treatment to patients with a mental illness. (MHPa 2013: 5) 

These initiatives include among others a focus on involving the patient and its relatives more 

systematically in the entire process and providing a more coherent treatment to the patient 

improving the correlation between the different institutions (at regional and municipality level) 

involved in the patient’s course of treatment. For instance it was implemented by September 2014 
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that the patient has free choice of place of treatment and the right to be diagnosed within 60 days
3
. 

Likewise, it is discussed whether the current concept of quality should be expanded and include a 

parameter of patient involvement in the course of treatment. On the whole, the government asks for 

a change in culture in treating patients in mental health care wanting to renew the focus for human 

beings with mental health illness. (REG 2014).  

1.1.3 Empowerment through Shared Decision Making  

One of the most widespread methods of patient empowerment has been shared decision making 

(SDM), in which the patient and practitioner is supposed to be considered as equal partners giving 

the patient a high degree of self-determination: ‘SDM is understood as an approach in which any 

treatment-related decision is taken in cooperation between patient and practitioner’ (Korsbek et. al 

2014: 2). Whereas SDM has been carried out in practice the last decades within the somatic area, it 

is still a relatively new phenomenon within the area of mental health. Therefore, research on mental 

health care is still to conclude on the effects so far in terms of quality of treatment, patient 

satisfaction and efficiency. (Korsbek et al. 2014: 2-3) 

Even though methods of SDM have been applied for some years in the field of mental health care, 

there are still many barriers to successfully implementing and running SDM. It requires the total 

focus and dedication from the management, personnel who is educated and suited for the task, an 

environment and culture for the SDM to take place, and patients that need to know about the new 

terms of treatment. Still, research shows that culture and social background is one of the main 

challenges to a successful implementation of SDM. Likewise, it is proven that the more alike 

patient and practitioner seem to be, the better SDM seem to work. (Pedersen 2011: 160-161) 

In the field of mental health, the main issues have traditionally been the large amount of dropouts 

from treatments, a bad relationship between patient and practitioner and the different perception of 

the patient’s state of mind leading to little patient satisfaction with the actual treatment. This can be 

due to many reasons but is mainly explained by the argument that patients have not been involved 

sufficiently regarding to their expertise, experience and self-determination. But as mental health 

care today increasingly integrates a 'recovery' approach with the overall ambition of the treatment to 

make the patient become able to master their mental illness and create a meaningful and satisfying 

                                                 

3
 By September 2015, it will be 30 days. 
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life with values focusing on hope, meaning and self-determination, SDM is today more widely 

considered   as an essential part of mental health care. (Deegan & Drake 2006, Korsbek et al. 2014) 

1.1.4 The Downsides of Empowerment 

From an academic perspective, the idea of empowering citizens has met severe skepticism. The 

development in recent years is being described as citizens being subject to increased self-

government governed and organized by welfare states as a modern way of ruling. Likewise, several 

studies claim to observe this trend in the healthcare sector in which the patient is expected to carry 

out one’s freedom within the framework set up by a given institution (Villadsen & Mik-Meyer 

2013: 1-2. Hence, in this way of governing, freedom becomes a way to conduct power by governing 

at a distance how others are to conduct themselves. (Dean 2010: 48) 

According to Mik-Meyer (2013: 132-133), the idea of patient empowerment leads to problematical 

issues because it asks for a change in the typical roles of the practitioner and patient. Hence, with a 

change of roles follows a demand for new sorts of knowledge and a new and different distribution 

of responsibility between patient and practitioner, which further gives rise to an increase of 

uncertainty. Further, in explaining the underlying reasons for the present development, Mik-Meyer 

(ibid) argues that patient empowerment can be seen as an ethically correct treatment in line with the 

thoughts of New Public Management trying to govern the patient through dominating values of the 

modern welfare state such as responsibility, freedom, motivation, will and control. 

Pedersen (2011) implies that patient empowerment is an invention for the strongest patients in the 

hope that it sooner or later will become a natural part of all future treatments and thereby becomes 

preferable for less socioeconomically advantaged patients. Following that argument, this could 

imply that giving the patient more power in one's own treatment only would benefit the most 

socioeconomically advantaged conflicting with another objective of the current Government 

fighting inequality in the healthcare system MHPa 2014: 2). 

Consequently, implementing an entire new paradigm within the field of mental health care focusing 

not only on deficit but also bringing in the patient's resources into the treatment in line with the 

overall recovery-orientated approach, it leads one to question how and why these 'resources' 

possessed by the patient is being used as a tool in the treatment through the model of SDM and the 

potential implications that eventually might follow. Likewise, one is to question what to do in cases 

where the patient either does not want, or for that matter, is not able to engage in patient 
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empowerment. Therefore, I aim at addressing the following research question: 

1.1.5 Research Question 

How is it that the model of SDM has assumed a key role for the patients' recovery-process and how 

does it constitute the framework for treating the patient? Further, what is the relationship between 

the explicit aims of patient empowerment and the operation of the regime in practice? 

1.2 Ambition of the Thesis 

My aim of the thesis is to study the regime of patient empowerment analyzing how the model of 

SDM within the field of mental health care has come to ascribe meaning and importance. Further, it 

is to discuss its potential implications by analyzing how the power of patient empowerment is to 

imply on the course of treatment affecting patients as well as practitioners
4
. 

In other words, the overall ambition for this thesis is to uncover the logics behind the regime of 

practice of patient empowerment, and, if possible, ‘to demonstrate a discrepancy between the 

explicit, calculated and programmatic rationality and the non-subjective intentionality’ (Dean 

2010: 60). Hence, the ambition is to deduce the utopian element of government that lies within the 

practice of patient empowerment having the belief that governing is not only necessary but also 

realizable. Further, I strive towards exercising a form of criticism
5
 by clarifying the otherwise 

implicit ways of conducting power by reflecting on the possibilities of doing things in alternative 

ways raising questions to the way of governing, to the authorities, and the way power is exercised. 

(Dean 2010: 76-83) 

Throughout this thesis, the overall approach to the research question is characterized by my 

theoretical framework, which draws on concepts originating from the literature of governmentality 

(Foucault 1979, Dean 2010, Rose 1999, Cruikshank 1999). Govermentality is considered as a 

specific form of conducting power and rule in modern societies in which SDM in this case is 

regarded as a technology of power being defined by Foucault as ‘technologies seeking to control 

                                                 

4
 When studying the model of SDM, the focus in this thesis has been given to nurses and psychologists being the main 

users of the model of SDM. 

5
Criticism is about practicing a critique seeking to make the rationalities explicit which mainly is embedded implicitly 

in technologies of power such as the model of SDM. 



11 

 

individuals conduct and make them subject to specific goals or forms of dominance’ (Villadsen 

2007: 160). I consider SDM as a technology of power being applied with the purpose of forming the 

treatment in a specific way inspired by the recovery approach having implications on the patient's 

treatment. Therefore, the aim for this paper is to explore how this technology of power is being 

applied and exercised through different practices and techniques in order to empower patients in 

their course of treatment, shaping both the conduct of the patient as well as the nurse, by fostering 

certain abilities, which they are supposed to identify themselves with.  

Hence, this study goes beyond a traditional governmentality analysis by offering reflective criticism 

on how the regime of patient empowerment is actually operating in practice being based on 

observational studies and interviews collected at OPUS
6
. 

Choosing to study a unique case of patient empowerment as it is carried out in practice, the results 

of this project becomes relatively context-dependent. Therefore, the empirical constructed data 

making up the foundation of the thesis is subject to natural limitations having implications in terms 

of universality and applicability to the rest of the healthcare sector internationally as well as 

nationwide. 

In relation to this, conclusions drawn from this study might not be of same relevance to the somatic 

field due to different methods of empowering patients including the way of carrying out methods of 

SDM. Likewise, the total number of test subjects that takes part in the thesis makes generalizations 

rather difficult. 

However, the thesis gives an in-depth knowledge of an otherwise closed forum establishing insights 

into a field of patient empowerment in mental health care with  the potential of contributing to 

valuable experiences about SDM. Furthermore, from an international point of view, results can be 

of interest in terms of comparative studies of patient empowerment in the field of mental health 

care. 

Even though patient empowerment is depending on various factors in terms of succeeding, the 

thesis has not given focus to organizational settings in the health care sector, potential technological 

solutions, or to physical surroundings enabling empowerment to take place by breaking down the 

                                                 

6
 OPUS is a unit at the Center of Mental Health in Ballerup consisting of a team of practitioners doing outreach work 

offering an early treatment to patients between 18 and 35 with bipolar disorders and/or severe depressions. 
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barriers that exist in the Danish health care system. However, discussing patient empowerment, 

these topics are highly relevant and mutually dependent on each other and cannot stand alone. 

(Pedersen 2011) Yet, the areas are also quite comprehensive. Therefore, other studies are to 

conclude how these aspects do influence patient empowerment. 

The knowledge produced in this thesis contributes to the current field of knowledge on patient 

empowerment, especially in the field of mental health care, by reflecting on the implications of the 

model of SDM in which research so far has been scarce (Korsbek et al 2014: 2-3). At the same time, 

it offers an alternative approach to the research field of mental health care compared to the 

traditional scientific approach by drawing on concepts from social constructivism. The conclusions 

of the thesis supplement the current research in the field analyzing how SDM as a technology of 

power constitutes the framework for treating patients governing on the conduct of the patient as 

well as the nurse. Thus, in the future process of implementing and running patient empowerment, 

the conclusions drawn from this thesis recommend a reconsideration of the current elements in the 

model of SDM conflicting with central ambitions of conducting patient empowerment. 

Finally, this evidence based thesis will contribute to the research within governmentality studies 

supplementing the field with an analysis of the power of patient empowerment in mental health 

care. 

1.3 The Case of Ballerup 

In order to answer the research question of the thesis, I am conducting a case study. Case studies are 

highly suited in governmentality studies with the possibility of achieving in depth knowledge on 

context dependent circumstances making it possible to reflect on the operation of the regime of 

patient empowerment. In addition, in a field in which knowledge is relatively scarce, case studies 

are an excellent way of collecting data with the potential of getting valuable insights and, 

eventually, a new perspective on the subject matter. (Yin 2012: 4-5) 

Regarding the choice of case for the thesis, it has been fairly important for me in the selection 

process to find a place of treatment in which patient empowerment is of high priority. Due to the 

many barriers that still exist in the Danish health care system to successfully implementing patient 

empowerment, a case in which patient empowerment is not being highly prioritized would not be 

fruitful for this thesis when aiming to point at the potential consequences of conducting patient 

empowerment drawing on the model of SDM. 
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The choice of case fell on the Mental Health Center Ballerup. Even though the Mental Health 

Center Ballerup is far from ideal empowerment-wise in terms of organizational settings and 

physical surroundings, informal conversations with professionals with a medical as well as a social 

science background representing different organizations gave me the impression that Ballerup is 

regarded as a frontrunner in the Capital Region in empowering patients. Likewise, the Capital 

Region is seen upon as the leading region nationwide. Hence, the Mental Health Center Ballerup 

must be considered as a suitable case meeting the criteria’s of paying full attention to SDM from the 

managerial to the practitioner level even having their own research center on recovery. For example, 

the staff at the center has as far as possible been regularly introduced to tools, techniques and 

methods regarding treatment to the model of SDM. 

The case I am going to study is the way the Mental Health Center Ballerup exercises patient 

empowerment focusing on how the model of SDM is carried out in practice at the department of 

OPUS. The OPUS-team offers ambulant treatments to young patients in the age of 18-35 with 

incipient psychosis or psychosis-like symptoms taking forms such as consultations, medication, 

supervision and education as well as preparational tools. As patient you are affiliated to OPUS on a 

two year term. (RHP, 2012) 
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1.4 Reading Guide 

In chapter 1, I have presented the problem area of the thesis including an introduction to the 

research question. Afterwards, the ambition of the thesis has been presented followed by an 

introduction to case study chosen for the thesis. 

In chapter 2, I want to present the strategy of analysis. This includes an introduction to the concept 

of governmentality and the theoretical concepts being applied in the analytical framework. This is 

followed by reflections on the scientific theoretical approach and thoughts upon how the empirical 

data for the thesis has been socially constructed. 

Chapter 3 consists of a three-dimensional governmentality analysis. First, I analyze how the model 

of SDM is to shape its possible subject positions through a regime of enunciation drawing on the 

recovery perspective. Afterwards, I study how power is exercised through practices and techniques 

when applying the model of SDM. Finally, I examine what kind of subject that the model of SDM 

transforms the nurse and patient into. 

In chapter 4, on the basis of the three-dimensional analysis, I conduct a critical analysis presenting a 

diagnosis for the regime of patient empowerment examining the relationship between the explicit 

aims of the regime of patient empowerment and the operation of the regime in practice. 

In chapter 5, the conclusion and the thesis’ perspectives are presented having the purpose of 

answering the formulated research question of the thesis. 



CHAPTER 2

Strategy of Analysis

Everybody wants patient empowerment
   The Danish Minister of Health, Nick Hækkerup, 2014 ” Empowerment is a power relationship, 

a relationship of government; it can be 
used well or badly.
Cruishank (1999: 86) ”

”



16 

 

2.1 Governmentality as Analytical Framework 

Wanting to analyze the regime of patient empowerment focusing on the model of SDM, the thesis 

draws on a conceptual framework inspired by the governmentality literature originating from the 

scientific theoretical perspective of social constructivism. The first section contains a brief outline 

on the concept of governmentality mainly focusing on the analytical aspect of the concept 

neglecting the historical aspect of governmentality studies. This is followed by a discussion of how 

my analytical framework is composed and suited to answer the research question of the thesis. The 

second section contains a brief introduction to the thesis’ understanding of social constructivism and 

how that is to imply on the focus points of the analysis, and, consequently, for the conclusions 

drawn for the thesis.  

2.1.1 Governmentality 

The concept of governmentality origins from the work of Foucault (1979), and, with that as point of 

departure, Foucauldian inspired successors such as Dean (1999), Cruikshank (1999) Rose (1999) 

and Mik-Meyer (2012, 2013) have further contributed to the concept developing an actual analytical 

approach. Hence, studies of governmentality are characterized by a specific way of analyzing power 

inspired by Foucault in his description of power and rule in modern society.  In contrast to more 

traditional ways of understanding power
7
, Foucault argued that power is omnipresent. Power is not 

simply a property of the state but is exercised in decentralized relations on free individuals with the 

purpose of conducting conduct. Furthermore, power is inevitable since it appears as an elementary 

force that is present in all social relations. Foucault points out that power is not simply repressive 

but rather productive and that power and knowledge are inextricably related. (Villadsen 2010: 11) 

Reflecting on the characterization of how modern power is prevalent in Western societies, the 

concept of governmentality must be understood as an embedded part of Foucault's historical outline 

of power (Villadsen 2010: 11). According to Foucault (1979), the concept of governmentality is 

characterized by three elements. Firstly, the concept is linked to a 'very specific albeit complex form 

of power, which has as its target population, as its principal form of knowledge political economy, 

and as its technical means apparatuses of security' (Foucault 1979 (1991): 102). These apparatuses 

                                                 

7   Traditionally, the concept of power was examined with an approach based on political state 

theory or from a Marxistic point of view focusing on the repressive aspects of power. 
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of security are composed by new institutions, techniques and calculations trying to maintain the 

well-being of the population drawing on the inextricable relationship between power and 

knowledge. Secondly, governmentality covers a new tendency of power in the Western society 

termed 'government', which, steadily, over a long period of time has become dominant to forms of 

power such as sovereignty and discipline, and tries to govern on the conduct of free individuals. 

Thirdly, the state has become gradually governmentalized meaning how governing has transformed 

into a strategic exercise of power in which the state seeks to foster, shape and stimulate any 

potential subject. (Villadsen 2010: 14) 

Thus, within the concept of governmentality lies a distinctive rationality drawing on new ways of 

governing reflected in historical events and derived as an expression of collective thinking 

(Lindgren 2005). In other words, 'The concept of governmentality can be regarded as the broad 

diagnosis of the specific rationalities and instruments used in governing in Western societies 

(Villadsen 2010: 15). Consequently, the purpose of governmentality studies becomes to examine 

how knowledge and power is mutually linked in specific ways having certain consequences for the 

specific ways of governing in modern Western societies (Villadsen 2010: 15). 

2.1.2 Analyzing 'Government' 

The above-mentioned concept of power is the foundation for analyzing and understanding 

'government' as it is applied in governmentality studies. In trying to narrow the meaning of 

'government' down to something less abstract, I will make use of the definition of the term by 

applying the phrase the 'conduct of conduct'. Still, the word conduct leaves one free to interpretation 

in many directions whether one looks at it as a verb or noun. Nevertheless, 'putting these senses of 

'conduct' together, government entails any attempt to shape with some degree of deliberation 

aspects of our behavior according to particular sets of norms and for a variety of ends' (Dean 1999: 

18) However, encapsulating the different meanings of the definition and yet expanding the short 

definition of 'government' as conduct of conduct Dean sums it up below: 

'Government is any more or less calculated and rational activity, undertaken by a 

multiplicity of authorities and agencies, employing a variety of techniques and forms of 

knowledge, that seeks to shape conduct by working through desires, aspirations, interests 

and beliefs of various actors, for definite but shifting ends and with a diverse set of relatively 

unpredictable consequences, effects and outcomes' (Dean 2010: 18) 
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Following Dean's line of reasoning, there are 'several immediate implications that orient research 

into such an area' (Dean 1999: 18). For instance, human conduct is seen upon as an object that is 

subject to regulation and control in order to reach specific predefined goals. Further, the way of 

governing consists of aspects of morality meaning that authorities based on 'rationalities' and 

specific types of knowledge claim to know what appropriate behavior is like for the individual as 

well as the community. (Dean 1999: 18-19) 

Trying to govern on the conduct of conduct through morality and ethics, it becomes closely related 

to the notion of self-government giving rise for the individual to start questioning and 

problematizing how one is conducting oneself, and, eventually, how one, if so, should improve. 

Hence, the concept of 'government' as conduct of conduct comes to include practices of the self. 

Finally, in order to include morality and ethics in relation to practices of the self, it is a precondition 

that it involves an actor, at least to some degree, with a locus of freedom. (Dean 2010: 45) 

Ultimately, 'government concerns the shaping of human conduct and acts on the governed as a 

locus of action and freedom. It therefore entails the possibility that the governed are to some extent 

capable of acting and thinking otherwise (...) Liberal ways of governing thus often conceive the 

freedom of the governed as a technical means of securing the ends of government' (Dean 1999: 23-

24). Thus, having this view on government as conduct of conduct, it becomes essential in applying 

a governmentality approach to ask 'how do we govern?' and 'how are we are governed?' (Dean 

2010: 39). These two questions make up the focal point for any governmentality analysis including 

this thesis. 

The approach differs in some way from more traditional ways of analyzing government and 

collective thinking due to a shift in analytical focus. In contrast to earlier studies within the field of 

cultural history and sociology 'studies of governmentality (...) are more concerned with how thought 

operates within our organized ways of doing things, our regimes of practices, and with its ambitions 

and effects' (Dean 1999: 27). In continuation hereof, 'the analysis of government is concerned with 

thought as it becomes linked to and is embedded in technical means for the shaping and reshaping 

of conduct and in practices and institutions' (Dean 1999: 27). 

Analyzing ‘government’ becomes slightly easier working with a conceptual framework making an 

otherwise complex analysis more accessible by distinguishing between different levels of 

‘government’. Therefore, the thesis will operate with the concepts of regime of practices, practices 

of government, technologies of power and technologies of the self. In the following, the concepts, as 
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they appear in this thesis, are elaborated. 

 

Figure 1. A re-making of Kjærgaard & Larsen (2010: 10). 

The figure above shows the mutual relationship between the different elements of government. At 

the highest level, government occurs within different overlapping regimes of practices. A regime of 

practice is described as a definite area in which government of a given field occurs being 

characterized of certain organized ways to exercise government in areas such as healthcare. (Dean 

2010: 71) 

Moving to a lower level of the figure and a more concrete concept of the different sorts, a regime of 

practice is composed of separable technologies of power whose function is to implement the ideas 

into thought out activities that actually realize the ‘government’ into everyday practices. In between 

regime of practices and the technologies of power, one will find practices of government. Practices 

of government are composed of multiple technologies of power, and, all together these different 

practices of government are to create what is known as one regime of practice within an area, such 

as healthcare in this study. The individual practice of government is seen as important in realizing 
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the ambition, or one could say the telos
8
, of governing. (Dean 2010: 55) 

For this thesis, as already indicated, I consider the regime of practice as the area of healthcare in 

which the governing takes place. Within this regime of practice one will find different practices of 

government in which I consider patient empowerment to make up one of these practices. Going one 

level further down, the model of SDM is considered to be a technology of power. 

Technologies of power are defined by Foucault as ‘technologies seeking to control individuals 

conduct and make them subject to specific goals or forms of dominance’ (Villadsen 2007: 160). 

According to Dean (1999: 46), what further characterizes technologies of power is the way that they 

are in possession of an inherent utility oriented rationality. Hence, it becomes a way of exercising 

power ‘seeking to combine questions of governing, politics and administration with the body, life, 

the self and the individual’ (Dean 1999: 46). 

Technologies of power serve two purposes. Hence, technologies of power objectify the subject 

through a sharing of specific knowledge together with an exercise of practical management. At the 

same time, the technology of power creates new objects being subject to knowledge. ‘Thus, there is 

a mutual stimulating relation between technology and rationality, between power and knowledge 

(Villadsen 2007: 160).’ In addition, it should be noted that technologies of power are active in the 

sense that they not only shape and transform the conduct of others, individuals also form the 

technology of power. (Villadsen 2007: 161) 

Finally, in relation to the concept of technologies of power, the concept of ‘technologies of the self’ 

has gained more relevance as government becomes more distanced and increasingly takes form as 

governing on the individuals’ self-government. With the concept of technologies of the self as an 

analytical tool, it becomes possible to analyze how individuals draw on instruments and procedures 

to form and create an identity. Hence, ‘technologies of the self function as tools that the individual 

can apply in order to isolate specific aspects of oneself and make that subject to self-government’ 

(Villadsen 2007: 161). 

2.1.3 The Analytical Framework 

A governmentality analysis seeks at exploring the conditions under which a regime of practice 

                                                 

8
 The telos of government would be to isolate the ultimate intentions and utopian objectives. 
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operates and reflects upon these actions that can seem obvious, but, in fact, is not given beforehand 

by nature. Therefore, in order to answer the thesis’ research question, I have designed a three-

dimensional analytical framework suited to governmentality studies inspired by Dean (2010: 61): 

1. Consider governing as rational and as a thought of activity 

2. Focus on technical aspects 

3. Study the creation of identities 

The three-dimensional analytical framework is supplemented by a critical analysis in which a 

diagnosis of the current regime of patient empowerment is made comparing the relationship 

between the explicit aims of the regime of patient empowerment with the operation of the regime in 

practice. 

In considering 'governing as rational and as a thought of activity' (Dean 2010: 73-74), the first 

analysis focuses on ways of thinking within the regime of patient empowerment, and how 

knowledge and rationalities is embedded to the model of SDM. Further, the analysis focuses on 

aspects of how to transform the thoughts of SDM to technologies of power making subjects, 

domains and issues maneuverable and how this, eventually, shape truth in specific forms to which 

the individual subscribes. (Dean 2010: 74) The analysis is based on a recently developed strategy by 

the Mental Health Care of the Capital Region on patient empowerment and cooperation 'On the way 

to patient empowerment in the field of mental health care, (RHPa 2014) supplemented by medical 

scientific literature on recovery and SDM. In conducting the analysis, I consider patient 

empowerment as a regime of practice and the model of SDM as a technology of power. Further, I 

apply the concepts of ‘text in action’ and ‘standardization’ when studying the strategy paper in 

examining how the link is being created in seeking to transform thoughts into action.
9
 

Whereas the first analysis focuses on how the model of SDM shapes its possible objects and subject 

positions through thoughts and rationalities, the second and third part of the analysis examines how 

the model of SDM intervenes in trying to shape the conduct of conduct. Hence, the second analysis 

has an in depth focus on the more technical aspects of the regime of patient empowerment. Here, 

the model of SDM is in focus analyzing the strategy of power examining by which means, 

practices, techniques and mechanisms power is exercised. (Dean 2010: 73) 

                                                 

9
 The meaning of these concepts will be elaborated in the section of ’The Constructing the Empirical Data’. 
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In 'studying the creation of identities' as the third and last part of the analysis, focus will here be 

directed towards the strategy of subjectification in analyzing how subject positions are presumed in 

the model of SDM and how that is applied in order to promote a special kind of behavior in 

supporting the recovery of the patient to which the patient and nurse is able to identify themselves. 

(Dean 2010: 74-76) 
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2.2 The Construction of Empirical Data 

Although governmentality studies take a theoretical, even a philosophical stance at times, 

conducting the actual analysis, it should be mostly concerned with practice-oriented and case-

related material focusing on how it manifests itself in everyday practices. (Dean 2010: 54) 

Therefore, being interested in the operation of the regime in practice and the constitutive effects of 

the model of SDM on the patient as well as the nurse, I have chosen the methods of interviews and 

observational studies because they are 'well suited in describing phenomenon’s in its context, and, 

on this basis, provide an interpretation giving an improved understanding of the phenomenon' 

(Justesen & Mik-Meyer 2010: 17). Hence, much of the empirical data used in this thesis is collected 

at the Mental Health Center Ballerup.  

In addition, having focus on the underlying thoughts and rationalities of recovery and SDM in 

examining how the model of SDM has assumed such an important role in the recovery perspective, 

the empirical data is supplemented by a strategy paper developed by the Mental Health Care of the 

Capital Region (RHPa 2014) on patient empowerment in the spring of 2014 'On the way to patient 

empowerment in the field of mental health care’ and scientific literature on recovery and the model 

of SDM. (Deegan & Drake 2006; Korsbek et al. 2014) 

In the following, I will discuss the social constructivist approach having implications on the 

construction of empirical data when studying documents and conducting interviews and 

observational studies. 

2.2.1 Social Constructivist Approach 

Social constructivism is of the belief that knowledge is considered as socially and culturally 

constructed being a result of human interaction. In relation to this, culture and context is important 

aspects in understanding how knowledge is constructed and is to be understood. Therefore, the 

social reality appears depending on the conceptual framework applied when observing. This also 

implies that no meaning can be predefined, and that meaning is created only through relations 

between subjects and objects. (Esmark et al. 2005: 15-21) 

The concept of ‘social reality’ leads one to a central point in social constructivism being that 

'everything within the settings of social reality is contingent' (Esmark et al. 2005: 22). In other 

words, nothing is predetermined because everything eventually could be different. The concept of 
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contingency is further related to the conception of the 'real' world, which leads us back to the very 

first point that from a social constructivist perspective, one would not consider reality as a 

representation but merely a construction. When the collected empirical data for the thesis only can 

appear as empirical data through a conceptual framework, the analytical observer must regard the 

empirical data knowing full well that the analytical perspective is constructed as well. (Esmark et al. 

2005: 21-23) 

Therefore, drawing on social constructivism conducting a governmentality analysis, it is essential to 

be aware of the fact that analyzing social reality through a governmentality inspired conceptual 

framework has certain implications of how social reality is constructed shaping the empirical data in 

a specific way through the observers point of view. Therefore, the art of conducting an analysis 

becomes strategically in the sense that it involves making choices having consequences for the 

knowledge produced. (Andersen 1999: 13-16) 

Consequently, the conclusions drawn for this thesis about patient empowerment and the model of 

SDM becomes a result of the criteria’s I have chosen to define. This realization is important in order 

to create better awareness on how the conceptual framework is to imply on my socially constructed 

empirical data. Further, it helps me in being aware of potential blind angles that follow with the 

theoretical framework chosen. (Andersen 1999: 14-15)  

In other words, drawing on the perspective of social constructivism being totally aware of my 

position in constructing the empirical data, it makes me capable of considering natural conventions, 

categories and truths as they were contingent. (Andersen 1999: 14-15)  Therefore, in line with the 

overall ambition of this thesis, this approach allows me to reflect on the way that the model of SDM 

is governing making me capable of, ultimately, practicing a form of criticism by reflectively 

questioning the way of exercising power. (Dean 2010: 80-83) 

The chosen theoretical perspectives stem from an ongoing process in interaction with the socially 

constructed empirical data. Whereas, on the one hand, the theoretical perspectives have 

continuously been reconsidered based on the actual empirical issues at stake, the theoretical 

perspectives, on the other hand, have also had an influence on the categorization of the constructed 

empirical data. 

2.2.2 The Study of Documents 

Having a constructivist approach, it is important to understand the distinction between the 
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conception of a document as a topic and a resource, respectively. Considering a document as a topic 

implies that the purpose of conducting a document analysis not is to achieve a more correct 

understanding of a phenomenon but rather to gain information on a given subject. (Mik-Meyer 

2005: 194) 

Studying documents with a constructivist approach, an important presumption to undertake for the 

understanding of documents is to say that documents contain a potential of acting. In other words: 

documents act in the social interaction and cannot be considered as an objective text reflecting 

reality. Therefore, in studying documents, it becomes important from a constructivist point of view 

to conduct the analysis by also including the general context in which the document is read. This is 

related to the fact that meaning is seen upon as a relational phenomenon implying that the 

understanding of documents can claim many different meanings depending on the approach by 

various actors. (Mik-Meyer 2005: 199-200) 

Furthermore, according to Rose (1999: 206-207), one must be aware of how standardization is 

applied in the strategy paper in order to convince the reader. Any process of standardization is 

subject to an ideological or theoretical touch. Rose argues that standardization is characterized by a 

definite way of constructing a document with the purpose of leaving the reader with an 

interpretation of that the document represents cold facts. (Mik-Meyer 2005: 201) 

Hence, in studying the strategy paper of the Capital Region of Mental Health Care, the document 

will be considered as a topic not reflecting the objective truth but rather as having a potential of 

acting being somehow biased in a certain way for the benefit of the recovery perspective. 

2.2.3 Interviewing as Method 

An interview can be characterized as an exchange of words between two persons. However, an 

interview, in contrast to a regular conversation, is conducted under the circumstances that the 

purpose of collecting data is to answer a formulated research question. Further, the interview 

follows a somewhat structured guide for the purpose of collecting useable data relevant for the 

research question. Finally, the interview is different in the sense that the distribution of roles is 

predefined as one interviewing and the other being interviewed. Following the social constructivist 

perspective, the data collected by the interviews cannot be regarded as the objective truth but rather 

as a result of a situation in which the interviewer and interviewee together actively create certain 

material. (Justesen & Mik-Meyer 2010: 54-55) 
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The interviews conducted for this thesis is done following a semi-structured plan including an  

interview guide with already prepared questions touching on general topics having the opportunity 

of, however, deviating from the interview guide in the case that the interviewee brings up relevant 

topics. Hence, semi-structured interviews is a method well suited for the combination of an 

explorative approach while still having some sort of predefined direction with the purpose of the 

interview. Conducting the semi-structured interviews, I will draw on the understanding of Gillham 

(2005), which implies a more standardized approach in interviewing meaning that all interviews 

conducted having the same analytical purpose must be alike driving the interviewees to reflect on 

the same topics. (Justesen & Mik-Meyer 2010: 56-57) 

2.2.4 Conducting the Interviews 

When conducting the interviews, the semi-structured interview guide has been based on predefined 

topics being influenced by the conceptual framework of governmentality. The interviews are 

conducted with the very same patients and nurses that I also observe during consultations. 

Taking the circumstances into consideration of the patients' mental health condition, I have chosen 

to let the patients choose where to be interviewed since I find it important that they were 

comfortable during the interview. Besides, I am of the conviction that letting the informant’s choose 

where to hold the interview will result in the best possible result. It was the case for all three 

patients interviewed that it took place right after the observation of their consultation in a free office 

at the Mental Health Center Ballerup. In the case of the nurses, the interviews were conducted at 

their working place due to practical reasons. The interviews were recorded by a dictaphone and 

afterwards transcribed in order to make use of it in the thesis' section of analyses and discussion. 

The analysis conducted on the basis of the interviews is with my theoretical perspective as reference 

point making the analytical approach less tied to one specific way of doing the analysis but leaving 

room for free use of methods and techniques. Interpreting the interviews through the thesis' 

theoretical framework might contribute to new ways of understanding the predefined topics set up 

for the interview. However, the approach might also have the consequence that only the one 

analyzing the interviews with that specific theoretical perspective is able to come up with a similar 

analysis of the same interview. (Kvale & Brinkmann 2009: 261-266) 
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2.2.5 Observational Studies 

Observational studies is a method making it possible to observe how given interactions unfold in 

practice instead of only getting the practice described through interviews. 'It gives a special 

opportunity of analyzing how the context impacts humans' actions and attitudes making a deeper 

understanding of the explored phenomenon possible' (Justesen & Mik-Meyer 2010: 100-101). 

Having a social constructivist approach, the focus of the observations has been on the relations 

between the acting participators looking at how the social context impacts the actual interaction 

with the model of SDM as the overall reference point (Järvinen & Mik-Meyer 2005: 97). The 

theoretical framework of the thesis claims an important role to the preparations of conducting the 

observations being regarded as contributive, even decisive, to the observational studies realizing 

beforehand that any study, by nature, cannot be neutral. (Justesen & Mik-Meyer 2010: 105) 

The observations made for this thesis is conducted as passive observations allowing no contact with 

the patient or the nurse. The observations took place at the nurses’ office at The Mental Health 

Center Ballerup with me sitting in the corner of the room trying to attract as little attention as 

possible during the consultation (Justesen & Mik-Meyer 2010: 106) The data collected is based on 

relatively open observations focusing on the role of SDM in taking notes making use of a scheme 

having categories such as 'what do I hear'? 'What do I see'? And 'what do I think'? The observations 

are recorded using a dictaphone and subsequently transcribed making sure that I have not missed 

any relevant material when taking notes. 

2.2.6 Selection of Informants 

The empirical data collected for this thesis is based on six informants; three patients and three 

nurses
10

, respectively. Due to anonymity, the names of the nurses and patients used in this thesis are 

made up. 

                                                 

10
 To be more precise: One of the nurses is educated psychologist; however, in applying the model of SDM and in 

treating patients in general, their tasks a much alike. Therefore, for the sake of simplicity, the psychologist will be 

referred to as a nurse in the rest of the thesis. 
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Nurses: 

 Marie 

 Julie 

 Sarah 

Patients: 

 Allan 

 Mike 

 Victoria

The selection of informants happened through the head nurse of the department at OPUS. Having 

been introduced to the objective of the thesis, the head nurse chose two colleagues herself that she 

regarded suitable and relevant to the thesis’ ambition of studying patient empowerment. Hence, the 

informants made up by the nurses are characterized as being relatively open towards the ideas of 

patient empowerment. The nurses’ curiosity and willingness to carry out the methods of patient 

empowerment has come to strengthen the quality of the data collected. 

In the view of the circumstances of working with vulnerable human beings, it has been challenging 

to get access to any patients for collecting empirical data. Consequently, the informants made up by 

the patients are not a result of critical criteria’s set up beforehand but rather a consequence of the 

small number of patients willing to participate in the study. However, with the acceptance of the 

patients signing a declaration of consent, it proved successful to get access to three patients wanting 

to participate in the study. Wanting to participate in the study, it somehow indicates that the 

informants are to be characterized as belonging to the less vulnerable part of the patients at OPUS.  

In terms of the empirical data, it has been an advantage interviewing patients with relatively more 

surplus of mental resources being capable of reflecting on their course of treatment and their 

thoughts upon patient empowerment.
11

 

2.2.7 Ethical Reflections on Conducting Observations and Interviews 

In my choice of topic and research question, I did some overall reflections on the purpose of my 

thesis. Besides having a massive interest in the topic of patient empowerment due to a job-related 

background in the healthcare sector being interested in how this new paradigm is to change the 

traditional way of treating patients, it has from the beginning of the process been important to me 

that my qualitative case study should be of relevance not only to the academia but also at the more 

                                                 

11
 Unfortunately, the recordings of the consultation as well as the interview with Mike have been lost. Therefore, the 

section of analysis and discussion does not contain any quotes including Mike. However, field notes were taken during 

the consultation being included as a part of the socially constructed empirical data. 
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practical level in contributing to a better, or at least, more reflective way of conducting patient 

empowerment  and shed light on potential critical aspects. 

In relation to this, it has been important for me to respect the scientific standards presenting valid 

and reliable data. Therefore, this thesis strives towards transparency and aims at presenting accurate 

and representative results. This approach is reflected throughout the entire thesis and in the way I 

have addressed the interviews as well as the observational studies. (Kvale & Brinkmann 2009: 271-

279) 

In order to comply with the ambitions of the thesis, it has been an underlying premise not to have 

any negative impact, whatsoever, on the patients course of treatment. Consequently, I have 

throughout the process drawn on the experience of the staff at the Mental Health Center Ballerup 

having research experience in the field of mental health care discussing how to approach the 

patients’. 

After having received the final acceptance in terms of conducting observational studies and 

interviews from the management of the Mental Health Center Ballerup,  I began to formulate the 

formal and legal approvals necessary to collect the empirical data with the 'ethical guidelines for 

nursing research in the Nordic countries' as a reference point (Northern Nurses' Federation 2003). 

Before conducting the observational studies and interviews, the informants signed a declaration of 

consent, which was presented to them by their own nurse. The fact that the patient’s nurse asked 

them whether they wanted to act as an informant in the study might have had an effect on their 

willingness to participate. 

The declaration of consent included information on and purpose of the thesis, orientation about 

voluntarily participation with the right to withdrawal without any consequences, and security given 

about anonymity and secure processing of confidential information. Throughout the process of 

collecting data, it has been possible for the informants to reach me through phone and/or mail, and 

the informants have been notified about the thesis being subject to scientific standards such as the 

publication of the thesis' results. (Kvale & Brinkmann 2009: 89-92) 



CHAPTER 3

Governmentality Analysis: 
Becoming a Decision-Making Patient

Shared decision making is a necessary evil 
in order to maintain the motivation and 
compliance to the treatment. If I take con-
trol and decide what is going to happen, the 
patient can simply just stop showing up and 
quit taking  medicine. Then we would have 
lost. All of us.
Sarah, nurse (2015)

”

”
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3.1 The Creation of the ‘Decision-Making’ Patient 

Now I turn focus towards analyzing how the model of SDM is to shape its possible subject 

positions through a regime of enunciation drawing on the recovery perspective. (Mik-Meyer & 

Villadsen 2013: 17) Working from the assumption that there are no such thing as ‘decision-making’ 

patients prior to the application of technologies of power; the ‘decision-makers’ comes to be the 

object as well as the outcome of the will to empower. (Cruikshank 1999: 71-72) Therefore, the 

analysis focuses on how the invention of a group of patients sharing the same interests is constituted 

having the ultimate purpose of being able to master their own disease. 

In the following, the strategy is analyzed with the purpose of showing how the Mental Health Care 

of the Capital Region tries to establish a ‘decision-making patient’. This is done by studying how 

the Mental Health Care of the Capital Region seeks to implement their plan of strategy of patient 

empowerment drawing on the underlying thoughts and ideas of recovery. Further, it is examined 

how the model of SDM is applied in order to make issues related to the patient maneuverable. 

The analysis shows how the Mental Health Care of Capital Region tries to make the patient become 

a decision-maker through the model of SDM by articulating the new role of the patient drawing on 

thoughts and ideas from the paradigm of recovery. Applying the model of SDM, focus of the 

treatment becomes for the nurse to create a decision-making patient through dialogue by 

empowering the patient applying the conversation as a frame of reference in governing the course 

of treatment. 

3.1.1 Implementation through the Establishment of Ultimate Aims 

The Mental Health Care of the Capital Region has in the spring of 2014 developed a strategy for 

how to empower and cooperate with the service users
12

 at all levels in the area of mental health 

care. The plan of action is named 'On the way to user participation in the field of mental health 

care’ in which the overall goal is formulated by the Regional Council aiming at ‘creating a field of 

mental health in which the service users participate actively and systematically in one’s own course 

of disease' (RHPa 2014: 6). The plan of strategy is based on the belief of patient empowerment in 

the field of mental health care, and draws on the theoretical perspective of recovery.  

                                                 

12
 service users of mental health care include patients - adults as well as children and their family 

and network 
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The underlying line of thought behind the plan of action is that patients should be treated as patients 

engaging in an equal relationship. Thus, they are supposed to have a decisive say in the course of 

treatment and is expected, in order to recover, to take self-responsibility for the treatment. (RHPa 

2014: 5) Hence, the plan of strategy is formulated for the purpose of ‘placing the service users of 

mental health in the center of attention. Their wants and needs must constitute the focal point for 

each patient’s course of treatment, and in the way we develop treatment methods and how we 

organize as an organization’ (RHPa 2014: 5).  

Aiming at implementing the formulated strategy including the stated objectives, I will consider the 

strategy paper as a ‘text in action’ in analyzing how patient empowerment is articulated for the 

purpose of studying how the underlying thoughts and ideas of patient empowerment manifest itself 

in seeking to transform and improve the way that patients are treated in today’s practices. As 

already indicated in the former section, applying the concept of ‘text in action’ implies that I 

consider the strategy as being ‘active’ having certain intentionality’s in order to fulfill the stated 

objectives. 

The strategy paper has a two functional purpose being directed towards employees and managers in 

many centers of mental health care in the Capital Region, and, at the same time, having its focus on 

patients, their relatives and network. The strategy considers the process towards patient 

empowerment as collaboration from both sides in developing the desired culture. 

The intention is to implement the strategy at three levels in the organization of the Mental Health 

Care of the Capital Region being at the level of treatment and rehabilitation
13

, at the organizational 

level
14

, and at the level concerning development
15

. Further, the aim is that the stated objectives must 

be reflected in the organizational processes through common goals being put into practice through 

local and cross-disciplinary activities and improvements. 

An important aspect of implementing a strategy concerns the specific stated objectives that one 

seeks to achieve, and, in continuation hereof, how that is to secure the strategy being actually 

carried out in practice.  In order to be able to work towards an ultimate aim, the service users, 

employees and managers have formulated the strategy’s criterion for success. 

                                                 

13
 Service users and, if possible, their relatives will be involved in their own course of treatment. 

14
 Service users and their relatives will be involved in the operation and development of the organization. 

15
 Service users and their relatives will be involved systematically in developing the field of mental health. 
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These objectives are characterized by the ambition of involving the patient much more in the course 

of treatment. For instance, it is formulated (RHPa 2014: 22): 

- that the communication with the service users must be improved becoming more patient-

friendly. 

- that the service user’s should be co-producer’s of the written plan of the course of treatment. 

- that the service user  must not be regarded as a diagnosis but as a human being with an 

illness.  

The strategy must be seen as a part of a process, which was initiated years ago. Thus, the purpose 

becomes to contribute to a further development of the present available treatment options in 

constituting an improved framework for how patient and practitioner is to work towards a common 

goal of supporting the patient in their recovery process 

In order for the plan of strategy to be executed, it is formulated how a follow-up is to take place to 

evaluate on the process of implementation. Consequently, the process of putting the stated 

objectives into practice is subject to binding goals according to a yearly produced plan of action and 

performance contract containing concrete objectives and guiding principles on how empowerment 

is to be developed and integrated in practice. Further, The Mental Health Care of the Capital Region 

makes use of other similar follow-up methods already implemented such as the LUP-study
16

 and 

directly patient-feedback. By applying these measures altogether, the Mental Health Care of the 

Capital Region tries to make a connection between the strategy and the actual everyday practice 

(RHPa 2014) 

3.1.2 Convincing on the Belief of Patient Empowerment 

In trying to implement the strategy of patient empowerment and cooperation in seeking to create a 

decision-making patient, besides achieving the formulated objectives through the establishment of 

ultimate goals, it is also indicated and articulated - directly as well as indirectly - in the strategy how 

the recovery perspective is vital for the patient in the course of treatment. 

The plan of action is published by the department of Mental Health Care in the Capital Region on 

the initiative of the Council Region for the purpose of implementing a strategy of empowerment 

and cooperation for the service users of mental health care. The strategy is developed under the 

                                                 

16
 LUP is a yearly nationwide study of patient experiences for the purpose of improving quality of treatment.  
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auspices of the steering committee of patient involvement in the Capital Region represented by 

service user representatives and managers working with mental health care in the Capital Region. 

(RHPa 2014: 26) 

The strategy has been under development in a couple of years starting out with workshops focusing 

on generating ideas moving on to central and local based hearings on the topic of empowerment for 

the purpose of qualification and implementation. Throughout the strategy, it is mentioned how 

service users, employees and managers throughout the process have been regularly involved (RHPa 

2014: 26). 

Being produced by a steering committee in the Mental Health Care of the Capital Region on the 

initiative of the Council Region, the document must be understood and read within the institutional 

framework it has been developed. Even though the institutional circumstances do not necessarily 

have to determine the meaning that the implied actors producing the strategy ascribe to the 

document, it is still hard to avoid that the institutional setting of the document is reflected in the 

privileged way recovery and the model of SDM is being referred to. (Mik-Meyer 2005: 198) 

For instance, the dominance of this perspective is obvious looking closer at the aim of the model of 

SDM. Without articulating the potential consequences of patient empowerment, the goal in the 

strategy paper is formulated as ‘to support that all patients and residents have self-determination on 

everything concerning their own course of treatment’ (RHPa 2014: 12). Likewise, it is striking to 

observe how formulations in the strategy paper are closely related to the actual institutional practice 

applying the exact same terminology emphasizing the selfsame values. (Mik-Meyer 2005: 197) 

In analyzing how the stated objectives are formulated, one must also focus on the more technical 

aspects looking into the actual layout and linguistic technicalities in the plan of strategy. This can 

serve as a way to persuade the recipient on the credibility of the text with the function of leaving an 

impression to the reader’s mind that the text consists of facts rather than fiction. (Mik-Meyer 2005: 

201-202) 

Thus, in analyzing how the formulated objectives are seeking to be implemented, it becomes 

important to critically approach the way that authorities and organizations apply strategy papers 

containing specific forms of knowledge and visions of what is trying to be achieved wanting to 

leave a convincing impression of the validity of the knowledge making up the foundation of the 

formulated objectives   (Dean 2010: 74-77). 

For instance, in describing the focus areas of ‘SDM’ and ‘recovery’ and their objective, it is 
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presented in quite absolute terms reflecting an unwavering support to the ideas of recovery and the 

methods of SDM. At the same time, the list of focus areas and the following list of initiatives get to 

function as a principal guideline rather than suggestions to further inspiration: 

 Shared decisions 

o Objective: ‘The focus area must support that patients have self-determination in 

everything concerning their course of treatment. Relatives and network can be 

involved to the extent requested by the patient’ (RHPa 2014: 12). 

 Recovery – focus on hope and opportunities 

o Objective: ‘The focus area and the following initiatives must support the service 

user’s possibilities of recovering and to strengthen a recovery based culture and 

practice in the Mental Health Care of the Capital Region’ (RHPa 2014: 14). 

That being said, the strategy paper underlines that patient empowerment is a process of 

development meaning that new targeted methods need to be developed with a demand of 

continuously discussions on possibilities and challenges in every single case (RHPa 2014). 

Besides being subject to standardization, it is comprehensively underlined how the strategy has 

received a wide spectrum of support in the process. Apparently, this includes both representatives of 

the service users and managers of the Mental Health Care of the Capital Region. Undoubtedly, the 

involvement of many different actors representing various different interests sends a strong and 

persuasive signal to the recipient. Likewise, also contributing to high credibility, the strategy is 

composed of plenty of strategic formulated statements. By leaving the author in the background and 

making him function as a messenger, it gives the text more credibility and gives an impression of an 

official document. (Mik-Meyer 2005: 202) 

For instance, expressing a line of thought from the new recovery-paradigm with an unprecedented 

focus on how to empower the patient, it is explicitly articulated how patients are considered as 

having their share of responsibility regarding the course of treatment: ‘In order for a patient with a 

mental illness to recover, it is from a recovery perspective fundamental that the person concerned 

take matters into one’s own hands, and actively participate and take responsibility for the recovery 

process’ (RHPa 2014: 5). 

Thus, the content of the strategy has been presented revealing how the Mental Health Care of the 

Capital Region attempts at implementing their objectives in seeking to invent a group of patients 

with the interests of and powers to becoming a decision-making patient being able to master his 

own disease. 
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3.1.3 The Transformation of Everyday Practices 

Having been introduced to the content of the strategy for empowering service users in mental health 

care in the Capital Region, and the attempts of implementing the strategy, focus is now narrowed 

down and directed towards how these thoughts making up the foundation for the strategy is 

reflected in the actual way of governing. Therefore, I take a closer look at the model of SDM for 

analyzing how the underlying thoughts behind recovery manifest itself in the actual practice, and 

how the model of SDM create certain forms of truths in defining the new roles of patients in the 

course of treatment. 

SDM in a Recovery-oriented Process 

The model of SDM is, as indicated above, a focus area gaining much attention when wanting to 

conduct patient empowerment. In fact, ‘SDM is the very central model for clinical decisions in a 

recovery-oriented perspective’ (Korsbek et. al 2014: 2). According to Deegan and Drake
17

 (2006), 

this can very well be related to the fact that ‘choice, self-determination, and empowerment are 

fundamental values for people with disabilities, including people with psychiatric disabilities. SDM 

is a clinical model that upholds these values’ (Deegan & Drake 2006: 1636). 

However, before dwelling on SDM, in order to fully understand the potential implications of the 

model, it is essential to understand the fundamentals of a recovery-oriented perspective. 

A recovery approach has a broader focus than what has traditionally been the norm in the field of 

mental health. Whereas the patient’s resources and ability to master one’s disease now has become 

the focal point in the course of treatment, focus is less on the patient’s so-called deficits. The overall 

objective drawing on a recovery approach is to create a meaningful and satisfying life focusing on 

values such as hope, meaning and self-determination. (Deegan & Drake 2006) (Korsbek et. al 2014) 

Therefore, recovery has to be seen as a personal process in which ‘goals and objectives are 

formulated by each individual’ (Korsbek et. al 2014: 2). Last but not least, it is emphasized that a 

service user is not only a recipient but also an active agent in terms of the general treatment 

meaning that patient involvement is a crucial part of the recovery process. Hence, the thoughts and 

ideas behind a recovery perspective compose the underlying foundation to the model of SDM. 

(Deegan & Drake 2006) (Korsbek et. al 2014) 

                                                 

17
 Deegan is psychologist and Ph.D. She is one of the pioneers of the model of SDM and the recovery perspective. 

Drake is a Professor of Psychiatry at Dartmouth. 
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Returning to the model of SDM, from a recovery perspective, the patient is now to be considered as 

an expert. In other words, while the practitioner is an expert when it comes to the actual treatment, 

the patient is a ‘personal’ expert in terms of life values and experiences with the disease. According 

to Deegan and Drake (2006: 1636), ‘it [Editors’ note: the model of SDM] helps to bridge the 

empirical evidence base, which is established on population averages, with the unique concerns, 

values, and life context of the individual client’. 

Therefore, according to the ideas of the recovery perspective, with help from the model of SDM, 

the practitioner and patient are operating on an equal footing. (Korsbek et. al 2014: 2) Thus, ‘SDM 

[…] assumes that two experts – the client and the practitioner – must share their respective 

information and determine collaboratively the optimal treatment‘(Deegan & Drake 2006: 1636). 

Thus, considering the model of SDM as a technology of power, it activates a regime of enunciation 

shaping specific forms of truths shaping the practitioner as well as the patient. Hence, I will now 

look closer into how the underlying thoughts and ideas of SDM attempt making issues and topics 

related to the practitioner and patient maneuverable. 

The quotes above illustrate how the model of SDM is to establish a dialogue between patient and 

practitioner in which the actual conversation is to constitute the fundamentals of further decisions in 

the future course of treatment. Hence, the model of SDM comes to redefine the more traditional 

settings of a consultation between patient and practitioner.  

Therefore, the purpose of the SDM model becomes to create a decision-making patient through 

empowerment, which the practitioner can seek by encouraging the patient to enter into dialogue, 

which makes up the foundation for the rest of the treatment. Thus, ‘SDM […] acknowledges two 

kinds of expertise, and requires the two experts to explicitly establish consensus on what the 

problem is, what the treatment goals are, and how they will know when the goals have been met’ 

(Deegan & Drake 2006: 1637). 

However, the model of SDM works on both sides. In order to govern through this tool, the 

practitioner is subject to a fine balance between a so-called ‘reflective listening’ and, at the same 

time, refraining from older methods of traditional professional competency and paternalistic ways 

of treating patients. (Villadsen 2007: 161) 

As Deegan & Drake (2006: 1638) put it, the new role of both patient and practitioner is captured: 

‘SDM requires the type of therapeutic relationship needed to help the client manage co-occurring 

substance abuse, to avoid or minimize medication side effects, and to develop practical solutions to 
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using medications in ways that support recovery’. 

Consequently, operating with a new set of values and a different belief of the relationship between 

patient and practitioner, the necessary tools and decision aids is needed in order to give word to a 

new phenomenon. Therefore, exercising patient empowerment through the model of SDM based on 

a recovery perspective, it calls for a new vocabulary. ‘In the SDM paradigm, the language of 

medical authority, compliance with therapy, and coercive treatments disappears in favor of terms 

and concepts like education, working alliance, individual experience, informed choice, 

collaborative experiments, and self-management of illness’ (Deegan & Drake 2006: 1637). 

Whatever this change of role for the practitioner and patient as well as the relationship between 

practitioner and patient has to imply due to a new paradigm of treatment wanting to create decision-

making patients with same interests and powers for the purpose of making them capable of 

mastering their own disease, it will be further elaborated in the second and third part of the analysis 

as well as in the section of the critical analysis. 

3.1.4 Sub-Conclusion 

The first part of the analysis has addressed the model of SDM as a rational and thought out activity 

contributing to the production of specific forms of truths shaping the practitioner and patient with 

certain interests and powers. This has been done by analyzing the strategy of the Mental Health 

Care of the Capital Region 'On the way to patient empowerment in the field of mental health’ and 

the underlying ideas derived from the field of recovery studies. 

First, the analysis reveals how the strategy functions to invent a group of patients of decision-

makers sharing the same interests and powers having the ultimate purpose of being able to master 

their own illness. Hence, it is shown how the strategy through the application of the recovery 

perspective attempts shaping the subject positions by articulating the new role of the practitioner 

and patient in the course of treatment. In relation to this, the analysis reveals how the overall goal of 

the strategy of wanting to create a decision-making patient is trying to be achieved through an 

implementation taking place with the establishment of ultimate aims. 

Following, the focus is narrowed down concentrating specifically on the model of SDM in practice. 

The analysis reveals the underlying thoughts and ideas behind the model of SDM including the 

recovery perspective being characterized by values such as choice, self-determination, and 

empowerment. Further, in explaining why and how the Mental Health Care of the Capital Region 

values the model of SDM, the analysis shows that SDM is to prefer in terms of clinical decisions 
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having the qualities of considering patient and practitioner on equal footing upholding the values of 

the recovery perspective. 

Finally, it is studied how the link is trying to be achieved between thoughts and action in seeking to 

transform the everyday practice. The analysis proves how the model of SDM is to function through 

dialogue making the patient maneuverable in terms of the content of topics and issues discussed for 

the ultimate purpose of creating a decision-making patient. 
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3.2 Empowering Patients through Power 

Now I turn focus towards analyzing how power is exercised through practices and techniques when 

applying the model of SDM. Considering the model of SDM as a technology of power, I am of the 

conception that ‘power runs through all of the elements of power technology and gives it a distinct 

strategy’ (Mik-Meyer & Villadsen 2013: 17). Therefore, the focus is directed towards ‘all of the 

elements’ that serves a specific purpose to the course of treatment. 

In the following, the second part of the three-dimensional governmentality analysis will be 

presented. First, I will examine how dialogue is used as a tool making up the foundation for 

treatment. This is followed by an analysis of how the different practices and techniques are being 

used in order to empower the patient for entering into dialogue making them act as decision makers.  

The analysis shows, when applying the model of SDM, how the patient becomes subject to the 

knowledge produced entering into dialogue. Further, the study reveals how the power of 

empowerment is exercised. Thus, patients themselves are supposed to take over functions such as 

education, motivation and self-evaluation in the course of treatment for the overall purpose of 

maximizing the possibilities of creating decision-making patients. 

3.2.1 The Dialogue as the Foundation for Treatment 

As already mentioned in the previous analysis, the model of SDM is the very central model for 

clinical decisions securing that both the practitioner and patient share decisions on the course of 

treatment. Also, being embedded in the model by upholding the values of the recovery perspective, 

it is ideal in terms of empowering the patient because it prepares the ground for dialogue and active 

involvement seeking at creating the decision-making patient. In fact, working under the regime of 

recovery, the dialogue between practitioner and patient is fundamental and makes up the foundation 

for the course of treatment. 

The dialogue in this case serves multiple purposes: It is during the dialogue that the nurse gets 

valuable knowledge of the state of mind of the patient. As a nurse you want to get to know about the 

issues experienced by the patient. At the same time, it is also during the dialogue that the actual 

treatment takes place in which the nurse tries to offer guidance and provides relevant information in 

supporting the patient to recover. Ultimately, on the basis of the dialogue, the nurse and patient 

together are supposed to formulate the goals of the treatment through the model of SDM. 

“No matter if it is a somatic disease or whatever, you will not get anywhere if you do 
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not involve the patient. Of course, you get to a certain point but you do not succeed in 

the same way as if you made the decision together. And that is the same case 

throughout life and also in my position as leader. If my employees do not choose to 

follow my direction, they might do it because I tell them to but not because they want 

to with all their heart.” (Julie, nurse) 

In other words, the model of SDM is to establish a dialogue between patient and practitioner in 

which the actual conversation is to constitute the fundamentals of further decisions in the future 

course of treatment. Hence, seen from a governmentality theoretical perspective, the idea of SDM 

can be considered as a subtle way of reconfiguring the traditional settings of the consultations. 

Thus, when the patient is asked to talk, the patient contributes to a knowledge production for which 

the person concerned can become subject to. Consequently, it becomes possible to govern the 

patient on the basis of the knowledge produced in dialogue. (Villadsen 2007: 160-161) 

3.2.2. Getting the Decision-Making Patient Involved 

Being dependent on creating dialogue when treating patients, it requires certain tools and techniques 

for the practitioners to make patients tell about their mental illness. Not only embedded in the actual 

model of SDM, but also characterized in the related treatment methods at OPUS, as a precondition 

for entering into dialogue, they all have a common objective of involving the patient in the course 

of treatment for the purpose of creating a decision-making patient. 

Empowering through solicit Dialogue in a ‘cozy’ environment 

Generally, when practicing SDM, the consultation is characterized by a practitioner taking charge of 

the conversation having a plan for today’s schedule. A recurring motif in the conversations is the 

identification of problems. In practice, this takes form as the nurse re-expressing the issues of the 

patient. Afterwards, the nurse is to give the patient the relevant tools to handling the issues. (field 

notes) 

Therefore, a regular consultation between nurse and patient can consist of many questions of all 

sorts of character. In this process, many questions are raised from nurse to patient like ‘what do you 

think?’ ‘What do you feel?’ ‘What are your needs?’ At times, the consultation can even be perceived 

like as the roles of nurse and patient has been switched when the patient for instance is asked to 

evaluate on the practitioner and is asked what he feels, thinks and prefers in terms of a given 

treatment method (thoughts from field notes). 

It is evident that I’m always curious and questioning whoever patient I am talking to. I 
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try to ask the patient constantly what knowledge and insights they want to gain. This 

includes whether they want to focus on voices, thoughts and delusions. Or, potentially, 

if there was something else that would be even more critical.” (Sarah, psychologist) 

Even though, the consultation takes place at the office of the nurse, it is characterized by a nice and 

positive atmosphere. Besides talking about the patient’s issues, the consultation is just as much 

composed of chit chat in a friendly manner. Just like Allan [patient] puts it, I have also observed 

during the consultations that the relationship between nurse and patient is relatively close. (field 

notes) 

“It is much like talking to friend just without being it. Even though, it is a professional 

relationship, of course, it is a very normal conversation.” (Allan, patient) 

It is obvious that the patient is supposed to feel comfortable by creating a somehow cozy 

domesticity. For instance, the table was set with Christmas specialties such as biscuits, mandarins 

and coffee. Another consultation was characterized by a patient sitting drawing making her feel 

more comfortable and relaxed talking about her issues. Describing the relationship with her nurse, 

Victoria [patient] emphasizes the friendly and to some extent personal relationship. 

“We have a friendly relationship. Sarah is more down to earth and not that much of a 

psychologist. She is more being ‘down with the kids’ to some extent but without really 

being it. But in the way that she understands. A little bit like an older sister.” 

(Victoria, patient) 

Thus, in order for the patient to become decision-makers in the recovery-process, the settings for 

creating a dialogue in which the patient can tell his or her experiences are definitely present. 

Empowering through Education 

In trying to successfully empower the patients at OPUS through the model of SDM, it has become 

central to the course of treatment that both practitioner and patient have the same understanding of 

the concept of patient empowerment within the perspective of recovery. In preparing the patient for 

entering into dialogue with the practitioner, the center of OPUS offers different possibilities of 

getting knowledge and perspectives about mental illness. Thus, working within the same conceptual 

framework having the same point of departure, it should lessen potential misconceptions about the 

purpose and idea of patient empowerment accommodating the risk of non-compliance and improper 

treatment. 

Hence, when a patient gets enrolled at OPUS in the Mental Health Center Ballerup, it is an 
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important part of the treatment that the patient feels well equipped for the treatment to come. This 

includes an introduction to the treatment methods and the recovery perspective in general. This is 

followed by voluntarily participation in working groups meeting every once a week getting an 

opportunity of learning even more about the underlying thoughts and ideas of recovery talking with 

other like-minded patients. 

Likewise, the nurses receives regularly educational courses on recovery aiming at strengthen the 

employees’ knowledge and skills in recovery oriented initiatives. According to one of the 

employees, it is of vital importance to keep the staff educated in order to be able to offer the desired 

treatment. 

“It is extremely important to possess the theoretical knowledge and all the time 

getting inspired and get insights to new approaches to be able to have a theoretical 

discussion with your colleagues. Then you will be up to date. Otherwise, you risk 

becoming an old dog that just keep on running [not learning new tricks].” (Marie, 

nurse) 

In trying to establish a common ground on the understanding of recovery in order to empower the 

patients by increasing compliance to the course of treatment, OPUS has to some extend succeeded. 

Both nurses and patients underline the importance of patient-centered care taking the situation of 

the individual patient as a starting point showing all the considerations that go with it. 

“It means that I try to understand the perspective of the patient. On that basis, I will 

offer the possible nursing and care that is accepted by and fits to the individual 

patient.” (Marie, nurse) 

Marie elaborates and underlines that nothing can be decided by her alone. Further, the need of 

communication is considered important in order to get the patient to follow the course of treatment. 

Likewise, Marie emphasizes that they must follow the pace in the course of treatment requested by 

the patient. (interview, Marie) 

Whereas the patient-centered care approach drawing on the recovery perspective can be considered 

as a change compared to traditional treatment methods, it seems natural to the patients that they 

make up the center of attention. 

“It is obvious that it is you, it is all about. It is not Julie [nurse] having a problem; it 

is me having an issue. Therefore, it needs to be me being the locus for attention of the 

conversation.” (Allan, patient) 
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Allan adds that that it is about the nurse asking the patient what to talk about and what the patient 

can contribute with. However, Allan stresses that being involved in the course of treatment might 

sound easier than it actually is. 

“In the beginning, you have to get to know the person before you start confiding with 

the right problems. Besides that, you have to get used to that you are working together, 

which is quite weird. I believe this process is a kind of period of an adaption.” (Allan, 

patient) 

Thus, being educated in the recovery perspective is a never-ending learning process, which over 

time is supposed to make the patients become comfortable in entering into dialogue and eventually 

act as decision-maker. 

Motivating the Patients to feel well Equipped when entering into Dialogue 

In preparing for the consultation with the nurse, the patient is asked to use an application, 

Momentum, developed to mobile devices. Momentum is an app developed for users in mental 

health making it possible to develop personal mastering strategies and watch movies about how the 

recovery process of former patients. Momentum is developed as an important tool for the patient to 

be prepared and become empowered for the purpose of securing influence over the course of 

treatment. 

Julie [nurse] is also of the conviction that Momentum is useable in order to get the patient to open 

up and tell about given issues. Further, she comments that it contributes to improving the 

relationship between practitioner and patient. 

“Momentum is really good in making the patient prepare for the consultation. The 

patient takes co-responsibility for the conversation. I think it is excellent and will 

make the relationship better also in terms of doctor and patient.” (Julie, nurse) 

Additionally, each patient is provided peer support. Peer support is seen as a central element of 

recovery and is given to the patient by a former psychiatric patient, whose own experiences form 

the basis for helping the patient with the purpose of creating hope. Hence, the purpose of the peer 

support becomes to exchange their experiences of having a mental illness, and, at the same time, 

function as the living proof that it is possible to get safe and sound through the course of treatment 

and get on with one’s life. Thus, the peer support is supposed to appeal to the element of hope 

inside the patient, which makes up an important part of the recovery believing that the person 

concerned can get to master their own disease. 
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Empowering the Patients through Self-Evaluation 

The staff responsible for the treatment immediately involves patient as well as its relatives in 

structuring the course of treatment. The process is characterized by collaboration between nurse and 

patient in achieving the shared goal of making the patient become able to master his own disease. 

Already from early on in the process, the model of SDM is being applied in order to secure a united 

approach. 

 “When I start-up a patient, I usually talk to the patient and his relatives – if they want 

to talk – and explain the possibilities for treatment: How we do things and how the 

course of treatment should be designed. In that process, I always ask to their wishes in 

order to make it our common goal to cure the patients.” (Sarah, psychologist) 

In relation to this, the patient is also asked to evaluate on the nurse’s ability to involve the patient. 

Therefore, Momentum has been developed in order for the patient to be able to prepare for the next 

consultation including the evaluation of the nurses’ performance. Allan [patient] wonders why 

Momentum has been designed so that he can prevent Julie [nurse] from being able to see his 

comments on Julie’s performance: 

“It is a choice that has been made. The app has been made to you. If you think I have 

been an idiot, and you do not think you have been heard like you wanted to be then 

you are very welcome to write it down. You do not have to think about me seeing it. 

This is about you. At the same time, it might make you think that you also yourself 

could become more precise. Of course, you are always welcome to tell me if you do 

not think the treatment works. Then we just toe the line. It is all about being together 

about getting you back on track.” (Julie, nurse)  

By giving Allan the opportunity of evaluating the nurses’ ability to involve him in the course of 

treatment, the evaluation itself comes to function as an exercise of patient empowerment. By 

completing the evaluation, it gives Allan an idea of that he has been heard regardless of potential 

shared decisions made in the actual consultation. Further, as Julie says, the evaluation forces Allan 

to rethink whether he could become more precise in telling about his issues. In that sense, the 

evaluation is applied as being a part of the actual treatment with the purpose of improving the 

patient’s skill to enter into dialogue elaborating on potential issues to which the patient in the end 

will become subject to anyhow. 
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3.2.3 Empowering through the Power of Cognitive Methods 

The above mentioned practices and techniques are supposed to make the patients feel well equipped 

in terms of entering into dialogue acting as a decision making patient in the course of treatment. 

Thus, the consultation between nurse and patient in which the dialogue is supposed to take place 

makes up the framework for reaching a shared decision. 

In general, the consultations are characterized by the nurse having a problem/solving approach 

working on turning negative thoughts into positive thoughts for the ultimate purpose of supporting 

the patient’s recovery by providing guidance. Hence, in treating patients, the dialogue gives rise to 

certain questioning techniques forcing the patient to reflect upon potential negative thoughts. 

“I can ask what that specific life would give to you [the patient]. How would your life 

become better? Which elements do you think would be present? Then you can go work 

on some mechanisms and make adjustments.”(Sarah, psychologist) 

Trying to help the patient recover by mastering his own disease, Sarah makes use of cognitive 

methods when treating the patient. For that purpose, cognitive models and schemas are being 

applied. Hence, the knowledge being produced through dialogue during the consultations becomes 

subject to these psychiatric based tools in guiding the patient. 

“We make use of cognitive tools. We have some defined tools that we use 

therapeutically because we are a center of cognition. We make an agenda together in 

which we work with some subsidiary goals and problem/solution lists, which are 

defined in unison.” (Sarah, psychologist) 

However, Sarah points out that applying a cognitive model, it also has its downsides. Even though 

the decisions are made together with the patient, the model itself, according to Sarah, does not 

represent equality. 

“To me, the cognitive model represents a form of asymmetry in terms of power 

relations. Somehow, the therapist applies the tools and the patient needs to translate it 

into practice. However, we try to do it in a way that the patient all time has a sense of 

what is actually happening.” (Sarah, psychologist) 

Thus, besides the attempts of empowering patients through different practices and techniques, the 

use of cognitive methods in the treatment itself during the actual consultation also becomes an 

expression of power. Hence, applying these cognitive methods, it indicates somehow an asymmetry 
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of knowledge leading room for the nurse to somehow manage the patient’s self-government. 

Whatever this unequal relationship of power has of implications will be further elaborated in the 

third-dimensional analysis, when I study how the model of SDM is being used as a strategy of 

subjectification. 

3.2.4 Sub-conclusion 

The second part of the analysis has addressed the strategy of power analyzing how power is 

exercised through the model of SDM. The focus has been on the different practices and techniques 

that constitute the model of SDM in analyzing how patients become subjects to the power 

exercised. The analysis has been done on the basis of the empirical data collected through 

observational studies and interviews with nurses and patients, respectively. 

First, the analysis shows how the patient is being involved through dialogue making up the 

foundation for the course of treatment. Hence, it is in the process of dialogue that the patient 

contributes to a knowledge production for which the patient subsequently becomes subject to. 

Following, the analysis shows how empowerment is exercised through patients, for instance, by 

letting patients take over functions such as participation in working groups receiving educational 

courses gaining insights of the recovery perspective. Further, techniques of motivation and self-

evaluation are being applied for the purpose of making the patient feel hope and engagement in the 

recovery process. Altogether, the empowerment of the patients is designed to maximize the 

possibilities of the patient to become a decision-maker for the purpose of being able to master his or 

her own illness. 

Finally, the analysis reveals how the use of cognitive methods, schemas and certain questioning 

techniques also contain elements of power when being applied in the course of treatment for the 

purpose of empowering patients. This is to contribute to an unequal relationship between patient 

and practitioner in terms of power. 
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3.3 The Power of Shaping Nurses and Patients 

Having shown how power is exercised through the model of SDM drawing on rationalities of the 

recovery perspective creating certain truths to which the individual subscribes, I now direct focus 

towards showing what kind of subject that the model of SDM transforms the nurse and patient into. 

Hence, the model of SDM comes to promote certain forms of identities. However, the model of 

SDM is not to determine the forms of subjectivities. Rather, the model of SDM is to foster and 

ascribe the nurse and patient, respectively, certain capacities and abilities to which they are 

supposed to identify themselves with. (Dean 2010: 74-76) 

Dissociating oneself from traditional treatment methods in favor of modern treatment methods in 

mental health care inspired by the recovery perspective, the application of the model of SDM 

contributes in changing the truths to which the individual subscribes. Eventually, drawing on this 

new perspective in terms of the course of treatment, it now consists of two equal experts aiming at 

reaching shared decisions. Consequently, it is to change the fundamentals of the general treatment 

including the relationship between practitioner and patient. 

In the following, the third and last part of the three-dimensional governmentality analysis is 

conducted. First, I will focus on the patients studying the identities being fostered through the 

model of SDM. This is followed by a similar analysis concerning the nurses. 

The analysis shows how the model of SDM is to foster capabilities and abilities such as 

responsibility and motivation in trying to make the patient become able to master their own illness. 

Likewise, in treating the patients, the model of SDM foster the abilities of the nurse to act more like 

a facilitator in the course of treatment. This is both related to the new role of governing on the 

patients’ self-government but also in terms of the relationship between patient, nurse and doctor. 

3.3.1 Shaping the Patient in the Spirit of Recovery 

The intention of empowering patients is somehow to shape their conduct into a certain behavior.  In 

this case, the patient empowerment is conducted based on the beliefs of recovery having the 

ultimate purpose of making the patient capable of mastering their own disease. In practice, this is 

done by making use of the model of SDM empowering each patient by ascribing patients certain 

behavioral patterns leading to increased self-government having the locus of freedom to choose the 

objective and direction of the treatment. (Villadsen 2007: 160-161) 

By using dialogue as a mean in order to create a decision-making patient, who is ‘expert’ in his own 
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life and is ready to take self-responsibility in the course of treatment, the model of SDM causes a 

specific form of truth about the self-image of the patient and how he is supposed to act at all. Thus, 

in contrast to former potential encounters with health professionals, patients are now forced to see 

themselves as a partner in an equal relationship with the practitioner. Further, this implies that the 

patient must take on the responsibility that such a change bring becoming able to enter into dialogue 

acting as a decision-making patient, ultimately, being able of mastering their own illness. 

Governing through freedom 

Making it possible to manage patients by installing self-governing-capabilities, the patients must be 

governed through their freedom being considered an actor having the locus of action and freedom. 

Hence, in treating patients, applying the model of SDM, it functions in the way that it forms the 

freedom of the patient by shaping the room of maneuvering. Thus, the freedom of the patient comes 

to be seen as a technical mean in realizing the objectives of supporting the recovery of the patient. 

(Dean 2010: 50). 

 “The ideal site of origin would be that we both together plan the course of treatment 

and set up common goals. Or my patient formulates the goals himself and I support by 

suggesting how we can reach that aim. This is done on the basis of the patient’s 

latitude and with the purpose of expanding that room of maneuvering. My patients 

have their own lives. Therefore, the possibilities that a given patient is not seeing are, 

by nature, not a possibility. It is all about opening up new possibilities, which gives an 

impression of having some options to choose from.” (Sarah, psychologist) 

The nurses make the patients feel that they have a choice in the course of treatment giving them a 

sense of freedom in choosing whichever objectives they might have. Nevertheless, freedom 

becomes an obligation in the sense that patients are treated for the purpose of managing and 

developing themselves being able to conduct techniques of self-mastery in relation to their mental 

illness. (Rose 1999: 62) 

However, with that being said, drawing on the recovery perspective, an essential part of the 

treatment is for the patient to create their own course of treatment being a unique and personal 

process. Therefore, the purpose of the exercise of power is not to determine the actions of the 

patients.  
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“It might be the case that a given patient has certain goals and ambitions for their life, 

which I would not have chosen myself. Nevertheless, the treatment is about giving them a 

feeling of content and happiness in life.” (Sarah, psychologist) 

Rather, the patient is to determine the goals of the course of treatment within the given framework 

together with the nurse. Nevertheless, in the following, it will be shown how the model of SDM is 

to secure that patients foster capabilities such as motivation, control and responsibility to the course 

of treatment in pursuing the ultimate goal of recovery being able to master their own illness.  

The Feeling of Motivation and Control 

When treating patients through the model of SDM drawing on the recovery perspective, in order for 

the patients to become able to master their own mental illness while maintaining compliance to the 

course of treatment, it requires willingness for the patients to participate trying to make them 

become interested in their own empowerment. (Cruikshank 1999: 76-81) 

Turning the empowerment of patients into the object of governmentalization, the objective of 

empowering patients must be balanced compared to the need of letting patients taking care of 

themselves mastering their own illness. Hence, the goal comes to align the interests of the patients 

with the will of empowering. (Cruikshank 1999: 79-80) 

“If we are to define what the patient must be working with for the next two years while 

having a bad state of mind then we are going to lose our patient. Therefore, it becomes 

evident that SDM is a necessary evil in order to maintain the motivation and compliance 

to the treatment. If I take control and decide what is going to happen, the patient can 

simply just stop showing up and quit taking medicine. Then we would have lost. All of us. 

I believe it [SDM] is the requisite for having such long term course of treatments with 

such a difficult group of patients. We must establish the goals in cooperation. We must 

also agree on what to talk about today. Otherwise, I would not get anything out of my 

patients. Then it would just be me talking.” (Sarah, psychologist) 

Thus, in order to support the patients in the course of treatment, the nurses are to solicit the 

participation of the patients using it as a mean in treating patients lacking the knowledge or the 

eventual desire to help themselves. Hence, by working together towards a common goal reached 

through SDM, the will of the nurses and patients interests becomes consistent. Consequently, it is 

done in order for the patient to maintain the motivation for the course of treatment increasing the 

possibility of compliance. (Cruikshank 199984-85) 
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For instance, when conducting SDM, it becomes important for the nurse to secure the continuous 

motivation of the patient to the course of treatment by confirming the ‘obliged’ freedom of the 

patient to choose the content and direction of the course of treatment. Otherwise, the nurse risks 

losing the patient showing lack of compliance to the treatment provided. 

o Nurse: We can be of the conception that something might be good for you, Sofie. But if you 

are not motivated and do not feel it is a good idea then I think it is totally crazy that you are 

planning on starting. 

 Patient: I just gave in to the pressure. Not by you, but more by the others because I 

do not get any other options. It is like this: You can get this or nothing. 

o Nurse: In terms of medicine, it is difficult to find additional initiatives. 

 Patient: But I know there are many different forms of anti-depressant and not only 

one drug. 

o Nurse: That is completely true. 

 Patient: Why is it not something that you can test? 

o Nurse: It is because, it is assessed in proportion to your level of anxiety and the fact that you 

in general think too much. In relation to that, the anti-depressant will not have any effect. 

But it will help with a little dose of antipsychotics. That being said, it might occur that we 

find something to be a good idea that you do not. Even though you have fought against it 

the last ten years, now you are grown-up and it needs to be you making these decisions on 

which pills to put in your mouth. 

 Patient: but I am not a grown-up. 

o Nurse: No, I know that. But I need to appeal to the fact that it is you making the decisions 

about what medicine to take. Even though you are not a really grown-up. 

(consultation 2, Victoria and Sarah) 

 

Even though the patient expresses immatureness in making such decisions and shows her resistance 

towards the model of SDM, the patient is forced to make a choice. In relation to this, the nurse 

emphasizes the need of the patient’s motivation in relation to the further course of treatment when 

making a decision. 

Likewise, related to the aspect of fostering the patient’s motivation as decision-maker in relation to 

the course of treatment, the conversation also comes to express how the nurse makes the patient 

being in control when making the final decisions. At the same time, growing accustomed to the 

comfortability of being in control when taken decisions, the model of SDM transforms the patient 

into a subject in which the ability of being in control is admired in seeking the ultimate goal of 

being able to master ones mental illness. 

The Feeling of Duty and Responsibility 

In relation to the value of control, the model of SDM also governs through responsibility. This is 
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done by inculcating a conception of how to treat the schemas that the nurses apply in the course of 

treatment.  Thus, the conversation below (consultation 1, Allan and Julie) is a proven result of how 

the nurse comes to use the schema as a mean in the course of treatment having the purpose for the 

patient to conform to the advice of the nurse. 

o Patient: Speaking of schemas, I filled that one out on sleep. It was fun to see the 

difference in how many cigarettes I smoke compared to the sleep I get. 

 Nurse: Okay. So you could actually see a correlation? 

o Patient: Also in terms of how my mood is at night compared to how much I have 

slept. There is actually a difference. It is quite funny. 

 Nurse: Exactly. Can you tell me what it tells you? 

o Patient: When I pass ten hours of sleep, I become moody at night. When I get 7-8 

hours of sleep, it works out the best. Below that, I will also become pretty moody 

and feel unwell. 

 Nurse: So you cannot stand not to sleep? 

o Patient: Apparently not. So let us say we try and get 8 hours of sleep. 

 Nurse: And then you keep at ten cigarettes. Not more than that. 

o Patient: Yes. I will try and keep it at that. Even though it means I will have to kill more 

time. 

Applying the schema as a mean in the course of treatment making the patient aware of the issue of 

getting too much versus too little sleep and smoking too many cigarettes having a negative impact 

on his mood, the patient comes to realize that he should follow the advice of the nurse. 

When filling out the schema, the patient not only feels responsible for himself in the course of 

treatment having made the decision together with the nurse, the patient also feels held responsible 

for the nurse and the recovery process itself. Thus, the technology of SDM comes to take a moral 

form. (Rose 1999: 26) Hence, if the patient does not apply the schema as he has obliged himself to 

do in front of the nurse during the consultation, or if the patient does not follow the shared decision 

reached conforming his behavior on the advice of the nurse, the patient will not live up to his 

responsibility. Ultimately, the patient feels obliged to follow the shared decisions reached. 

In that sense, the model of SDM is characterized by pastoral powers. This is expressed in the way 

the patient needs to sacrifice himself for the sake of the nurse and the course of treatment. Further, 

by applying the model of SDM the purpose is for the practitioner to get to know the inside of the 

patient’s minds and their innermost secrets in order to be able to direct on the course of treatment. 

(Foucault 2000: 333) Thus, applying the schema, it makes use of techniques forcing the patient to 

confess on their personal matters eventually becoming subject to the new knowledge produced in 



53 

 

dialogue. Hence, it becomes possible for the nurse to govern on the patients’ self-government 

leading the conversation in a specific direction. (Villadsen 2007: 158-159) 

The notion of responsibility towards the nurse and the treatment itself is encouraged through the 

model of SDM partly by the nurse advising the patient to improve his habits, and partly by the 

values reflected in the recovery perspective such as the patient’s self-determination in making 

decisions being an elementary part of the course of treatment. In general, characterizing all aspects 

in the course of treatment, the element of responsibility makes up an elementary part in trying to 

create a decision-making patient being capable of mastering his own illness. 

Furthermore, another possible function of the model of SDM is that the patients internalize the 

norms about responsibility as a part of their self-understanding making the patients not wanting to 

fail for the sake of feeling ashamed ‘playing their part in the games of civility’ wanting to be a 

‘good’ patient (Pedersen 2011: 160). Hence, the patient strives unconsciously towards a state of 

mind in which it is desirable living up to one’s responsibility both regarding the patient himself as 

well as the relationship with the nurse. Thus, the model of SDM installs a self-governing capability 

of being a dutiful patient living up to the responsibility of taking care of the course of treatment for 

the ultimate purpose of being able to master one’s mental illness. The feeling of a shame occurs 

because the patient feels subject to the shared decisions made on the course of treatment during 

consultations. Hence, the shared decisions come to function as a contract between nurse and patient, 

which must be respected. (Rose 1999: 73-74) 

These values altogether contributes to fostering the patient with capabilities and abilities that 

eventually transforms the patient into a decision-maker being capable of mastering his own illness 

as an obedient and well-functioning citizen. However, how this new form of treatment in which the 

patient is being held responsible for the course of treatment fostering abilities such as motivation, 

control and duty, will be further elaborated in the section of the critical analysis. 

3.2.2. The Nurse as Facilitator 

The dominant values of recovery in creating a meaningful and satisfying life for the patient are 

made up by hope, meaning and self-determination also being reflected in the model of SDM having 

the capability of upholding these values. Having these values as reference point, it implies a new 

role of the practitioner changing the fundamental premise of treating patients. Hence, treating 

patients through the model of SDM, it implies new tasks for the practitioner concerned having 

responsibility of the management of the patient’s self-government leading to new forms of risks and 



54 

 

uncertainty. (Mik-Meyer 2013: 132-134) 

As already shown in the previous analysis, applying the model of SDM implies that the foundation 

for treating patients is composed of the dialogue created between practitioner and patient. However, 

whereas knowledge is still defining for the course of treatment, the knowledge to which the patient 

is subject to during treatment is changing. This is related to the way that the model of SDM seeks to 

empower patients. Thus, Julie [nurse] emphasizes how her patient is to set the agenda for the 

consultation. 

“To me, patient empowerment is about working together. Now, I can mention Allan 

[patient]. In fact, Allan starts the consultations by setting the agenda. Of course, I 

also have my own agenda but I just adjust mine to his.” (Julie, nurse) 

In contrast to traditional consultations, the dialogue established through the model of SDM 

functions to produce new knowledge encompassing additionally aspects of the treatment such as 

knowledge of the whole person and their personal relations. Like one of the patients, Allan, 

expresses it:  

“I do not really see any barriers of what we can talk about. It can be anything. I think 

I can bring up whatever I feel like.” (Allan, patient) 

However, applying the model of SDM inviting the patient to enter into dialogue without having any 

predefined boundaries for the object of knowledge for which the patient is subject to, it becomes 

difficult to handle a potentially endless amount of information. Consequently, applying the model of 

SDM in wanting to create a decision-making patient being self-determined and expert in one’s own 

life, the conception of the practitioner also has to change corresponding to the new requirements in 

the course of treatment. Hence, the recognition of the practitioner as being the expert having 

authority and legitimacy in treating patients managing a defined scientific area of knowledge is 

weakened.  Instead, the nurses’ job becomes more to act like a facilitator in the course of treatment. 

(Mik-Meyer 2012: 18-22) 

Working under these changed premises having only indirect influence on whether the treatment will 

progress as desired, the uncertainty of the practitioner’s treatment increases because the success of 

the patient’s recovery becomes assigned to the patient himself and his relatives. Being dependent on 

the patient’s will for taking responsibility of own progress in the course of treatment, the 

responsibility of the practitioner comes to take new forms. It is not to say that the practitioner is 

subject to less responsibility. As a matter of fact, the new form of responsibility just becomes more 
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diffuse having the role of governing on the patient’s self-government. (Mik-Meyer 2012: 18-22) 

Likewise, contributing to the role of acting like a facilitator in the course of treatment, in trying to 

conduct indirect government of the patient, the relatives also come to assume an important role. 

Therefore, the network to the patient is being actively involved in the course of treatment. 

”We try to involve them [the relatives] where it is relevant, and we have much contact 

with the relatives as well. Three times within half a year, we meet up and talk to the 

relatives. They are important being the patient’s network. Many of them are young and 

still live at home.” (Julie, nurse) 

However, applying the model of SDM, the relatives also claim responsibility for the course of 

treatment. According to Julie, being the nurse, it can be quite challenging accommodating 

everybody’s request. 

“The patient’s relatives also want a say in the agenda between practitioner and 

patient. They think that now where everybody should be involved then they also have 

some inputs. In relation to that, I have sometimes thought that the relatives might have 

had a good point, but it has not been the right moment to bring in exercise for 

instance. I heard you [the relatives] but you are not to set the agenda in the course of 

treatment.” (Julie, nurse) 

Furthermore, the role as facilitator is not only limited in terms of the new role between nurse and 

patient. Hence, the model of SDM also makes the nurse subject to a new form of mediating role in 

which the nurse comes to act as facilitator between the patient and the doctor. The conversation 

between Victoria [patient] and Sarah [psychologist] reported from their consultation (pp. 53) proves 

how the doctor does not make use of the model of SDM when providing medical treatment. Thus, it 

becomes the task of the nurse to act as an intermediary having the responsibility of reaching a 

shared decision aligning the interests of the patient, herself and the doctor. 

Thus, the capacities and abilities to which the nurse is supposed to identify herself is changing 

making the role of the nurse taking other forms towards becoming more facilitator-oriented. 

Consequently, drawing on the recovery perspective applying the model of SDM, the new premises 

of treatment give rise to many new issues requiring the practitioner to accept the new role being 

characterized of new forms of responsibilities. Hence, it becomes the job of the nurse to act as 

facilitator both in terms of being depended on the patient’s will and motivation to recover (Mik-

Meyer 2013: 133-134) and in the relationship as facilitator between patient and doctor as well. 
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Furthermore, the treatment also implies the involvement of the relatives to the patient. 

How these new circumstances leading to different forms of risks and uncertainties making the 

situation uncontrollable with an increase of possible issues related to the patient combined with 

undefined boundaries of the nurses’ tasks, will be further elaborated in the section of the discussion. 

(Mik-Meyer 2013: 133-134) 

3.3.3 Sub-Conclusion 

The third analytical dimension of the governmentality analysis has addressed the creation of 

identities in analyzing what kind of subject that the application of the model of SDM seeks to 

transform the practitioner and patient into. The focus has been on analyzing which form of identities 

that are fostered through the model of SDM. This has been done by analyzing the new role of the 

patient and nurse, respectively. 

First, the analysis shows how the patients become manageable governing through their freedom. 

Hence, by installing self-governing capabilities, it becomes possible to make the patients feel 

motivated and in control of the course of treatment. Further, the patient is supposed to identify 

himself with the capability of feeling responsible for the course of treatment being encouraged 

through the model of SDM by internalizing the norms of duty as a part of their self-understanding. 

Following, the identities being fostered regarding the role of the nurses are more characterized by a 

facilitating identity. The nurses are not only supposed to act as a facilitator in the relationship with 

the patients helping the patients to manage the patients’ self-government. The nurses also come to 

possess an intermediary role in the relationship between the patient, herself and the doctor having 

the position of aligning the interest of all parts. Hence, treating patients through the model of SDM 

does not mean less responsibility to the nurse, the responsibility just takes other forms leading to 

new risks and uncertainties in the course of treatment. 

However, the model of SDM is not to determine the forms of subjectivities. Therefore, the exercise 

of power in wanting to empower patients are not to determine the content of the course of treatment 

or their actions for that matter, it is rather to determine that they will act for the ultimate purpose of 

making the patients capable of mastering their own illness. 



CHAPTER 4

Critical Analysis:
The Diagnosis of the Regime of Patient Empowerment

I do not feel like they listen to me. Then it 
becomes pointless whether I say yes or no 
because they will decide anyway. I know that 
I am asked to a certain degree. I just do not 
feel that I have had a choice. 
Victoria, patient (2015)

”

”
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4.1 Intentions Conflicting with Reality 

Having gone through the analytical dimensions in the governmentality analysis in studying the 

regime of practice concerning patient empowerment, I now turn focus towards discussing the 

implications on conducting patient empowerment through the model of SDM. Therefore, the critical 

analysis aims at diagnosing the current issues of patient empowerment by reflectively criticizing the 

way that patient empowerment is conducted in practice. 

In the following, a critical analysis will round up the three-dimensional governmentality analysis 

discussing the relationship between the explicit aims of patient empowerment and the operation of 

the regime in practice. First, I will identify the utopian elements of governing in the regime of 

practice. This is followed by a discussion of how that is to affect the practitioner as well as the 

patient in terms of the treatment provided. Finally, barriers to the model of SDM, and the regime of 

patient empowerment in general, are discussed. 

The critical analysis shows how the assumption of an equal relationship between practitioner and 

patient implies a focus on the socioeconomically advantaged patients causing unequal treatment 

provided to patients. Further, the barriers of the model of SDM are shown both in terms of structural 

circumstances working against the objectives of patient empowerment and in the way that the 

model of SDM does not embrace the collaboration between patient, nurse and doctor. 

4.1.1 From Political Objectives to Output in Practice 

Government is characterized by an overall embedded belief that the objectives of politicians, in fact, 

can be realized in practice. Thus, the assumption is that patient empowerment can be exercised 

effectively achieving the formulated goals such as improved quality and equality of the treatment 

provided, increased patient satisfaction as well as increased efficiency. Being convinced that 

patients can be empowered successfully being capable of mastering their own mental illness, it is 

taken for granted that a transformation of subjects is possible by forming them and their capabilities 

through the values of the recovery perspective. Hence, the change of treatment methods occurs on 

the basis of certain scientific knowledge having the assumption that it is able to provide solutions to 

how treatment of patients can become better. However, letting patient empowerment rely on 

assumptions about how things ideally are supposed to improve the treatment assuming this change 

to actually take place, the art of governing comes to contain utopian elements. (Dean 2010: 76-77) 

Furthermore, the aim of conducting patient empowerment has been done on the basis of two 

different agendas reflecting that politicians and practitioners operate within two different paradigms 
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containing incomparable parameters of governing. Whereas politicians talk of patient empowerment 

in relation to increased efficiency also containing the potential of improving the general quality of 

treatment and patient satisfaction, the practitioners talk about patient empowerment in relation to an 

actual improvement of the treatment provided being, in this case, a personal and unique process, 

which according to the conviction of the recovery perspective is not manageable and 

undeterminable. 

Hence, the embedded duality of the concept of patient empowerment makes the purpose of the use 

of the model of SDM self-contradictory in the sense that politicians aim at governing practitioners 

as well as patients with a model emphasizing the importance of a unique process of no predefined 

determination. Consequently, in trying to govern patient empowerment applying the model of SDM 

while having two different points of origin with different underlying purposes of conducting patient 

empowerment, the outcome in practice risks being inappropriate compared to the formulated 

objectives of the strategy of empowerment. 

4.2.1 Empowering under Challenging Circumstances 

Applying the model of SDM is done on the assumption that practitioner and patient enter into an 

equal relationship in which they together are supposed to reach shared decisions on the course of 

treatment. However, taking into consideration the state of mind of the patients when being enrolled 

at OPUS, empowerment is encouraged under challenging circumstances. Nevertheless, even though 

the practitioner might have a feeling of to what extent the patient is capable of being involved in 

making decisions, the practitioner is still encouraged to empower patients to the absolute limit 

containing the risks of the consequences that follows with empowerment. 

Mastering the Balancing Act of Traditional and Modern Treatment Methods 

Applying the model of SDM, it makes certain demands about how to undertake the new role of the 

practitioner. While adapting to the new premises of the treatment working under changed 

circumstances, the practitioners must find their standpoint. Therefore, the practitioners are 

constantly challenged in their everyday work being subject to a fine balance of navigation between 

offering traditional and/or modern treatment methods.  

“I believe we are in the middle of a process. Definitely. It will not change before long. 

This is also related to the general conception in the entire profession that one can 

doubt whether it is to let down the patient if we choose not to be too paternalistic […] 

Our traditional mindset says that we [practitioners] know better. In the case where a 
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given patient behaves psychotically, we know that the patient needs medicine, and it 

will be for the better.” (Julie, nurse) 

When treating patients applying the model of SDM, the practitioners find themselves in a gap 

between making decisions on the course of treatment based on the recovery perspective and more 

traditional ways of treating patients. Thus, when treating patients, it becomes a question of being 

able to mastering the balancing act of navigating between traditional and modern treatment 

methods. Therefore, in order to govern through the model of SDM, the practitioner is subject to a 

fine balance between a so-called reflective listening and, at the same time, refraining from older 

methods of traditional professional competency and paternalistic ways of treating patients. 

(Villadsen 2007: 161) This balancing act between traditional and modern methods is a constant 

challenge in treating the patients. 

Furthermore, making up the premises for the actual treatment having implications on the 

practitioners’ decision on to which degree the patient should be empowered, the practitioners are 

forced to make assessments upon whether the patients should be involved in decisions at all. Sarah 

[psychologist] emphasizes that many of the patients at OPUS are not capable of making shared 

decisions. Therefore, to her, it is always a balance of how bad the status is for the given patient. 

“It totally depends on which patient I deal with. At OPUS, you can say that we deal 

with a group of patients having severe mental illness. Therefore, many of them also 

come to us asking for answers and ask us to take control because they are so much 

falling apart.” (Sarah, psychologist) 

Constituting a core value of the recovery perspective, patient empowerment makes up an 

elementary part of the treatment at OPUS. However, governing the treatment through the model of 

SDM, it becomes challenging applying the model of SDM in cases in which patients are too weak 

to be involved in decisions concerning the course of treatment. Especially, working with a group of 

patients having severe mental illness, the question whether the patients are capable of being 

involved becomes highly relevant.  

 “That is why it is important that we operate in teams and can keep one another in 

check. This is also the case if the patient gets too ill and needs to be committed to a 

mental institution. In that case, it is of no use to exercise patient empowerment. It is 

not working. But it is important to get back on track in terms of involving the patient 

as quick as possible. In situations like this, it is possible to involve patients too much 

for the sake of equality and patient empowerment.” (Julie, nurse) 
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An ‘Equal’ Relationship with an Asymmetry of Power 

Applying the model of SDM encouraging patient empowerment knowing full well the cautions that 

should be made in terms of empowering a given patient depending on his state of mind, the model 

of SDM comes to contain a self-contradictory element when the relationship between practitioner 

and patient, according to the recovery perspective, at the same time, is formulated to be equal from 

the very beginning.  

Allan [patient] expresses how the assumed equal relationship between practitioner and patient is to 

be understood as figuratively and acknowledges the fact that he is the patient needing help from the 

practitioner possessing the knowledge necessary to help him reach his goal. 

“I know my limits. I was able to do something before, which I am not able to at the 

moment. That makes me an expert in terms of elaborating on what that could be. Julie 

[the nurse] is an expert in contributing with things that help me. In that sense, I guess 

we are experts in two different ways and try to help each other in the best possible way 

to reach a common goal. This relationship is as equal as things allow.” (Allan, 

patient) 

Likewise, Julie [nurse] also recognizes the assumed equal relationship between practitioner and 

patient as being something articulated. 

 “The more ill and the less knowledge the patient possesses, the more asymmetric the 

power relationship is going to be. In that case, I must take more and more charge and 

bring in my system to the course of treatment because it will be too dangerous for the 

young human being, otherwise.” (Julie, nurse) 

Thus, governing through the model of SDM by encouraging patient empowerment building on the 

assumption that practitioner and patient is equal partners being two experts reaching an agreement, 

it comes to contain utopian elements in the sense that the treatment of the patient, in fact, not only is 

characterized by an unequal relationship between practitioner and patient in terms of knowledge 

but, ultimately, it also becomes in terms of power. 

Therefore, still aiming at applying the model of SDM as a point of departure even in cases in which 

it may not be suitable due to a patient incapable of making shared decisions, the intention of patient 

empowerment risks counteracting the desired effect of providing increased equality to the course 

treatment. Hence, treating a patient on the assumptions that they enter into an equal relationship 

with the practitioner, it can have fatal consequences in situation in which it is not the case due to the 
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state of mind of the patient. 

Becoming Powerless of Empowerment 

Patient empowerment is conducted in the belief that it should contribute to a more equal treatment 

of patients by making the treatment happen on the premises of the patients involving them as equal 

partners compared to the practitioner. However, applying the model of SDM, instead of providing 

equal treatment to each patient, the treatment provided differs depending on the resources of the 

patient treated. 

Although, all patients at OPUS can be categorized as vulnerable searching for a place for treatment 

due to mental illness, the mental condition of the patients may cover a wide field. Since the degree 

to which the patient is involved in the course of treatment depends on the status of each individual 

patient, the treatment offered to the given patient takes various forms. Hence, applying the model of 

SDM, the progress of the treatment is all of a sudden in the hands of the patients having completely 

different qualifications for taking responsibility for the treatment. Therefore, planning the treatment 

based on the abilities of the patient, the model of SDM comes to give preferential treatment to the 

more socioeconomic advantaged patients. 

For instance, when structuring the course of treatment together with the patient, Sarah 

[psychologist] always asks as a point of origin ‘what would you like to happen in order for you to 

feel better?’ ‘What kind of issues is present?’ ´What is difficult and what is on your mind?’ 

(interview, Sarah) However, drawing on the model of SDM for clinical decisions made, it seems 

problematic in cases in which the patient is not capable of making decisions on the future course of 

treatment. 

“They [weaker patient] are being involved in the same way as the other patients but 

they just cannot handle the empowerment, but I involve them. Of course. But it is a 

more asymmetric relationship. But it is still important that they get involved and it is 

extremely important that we try to change that relationship. The more you change on 

the relationship the more equal the relationship will become. In fact, you can say it is 

two separate tracks. The more I get them geared up the better they can use the 

involvement.” (Marie, nurse) 

Consequently, arranging the treatments on the premises of the socioeconomic advantaged patients, 

it has negative implications on the less powerful patients. For instance, their weakness can be 

expressed in the way that the patient lacks knowledge about the recovery perspective; it can be 
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expressed in the lack of ability to express the objectives of the treatment; it can be expressed in the 

way that the patient seeks to act as a ‘good’ patient responding what the patient thinks the 

practitioner wants to hear (Pedersen 2011: 160); and it can simply be expressed due to a very 

critical state of mind. Whatever the reasons might be and (almost) whichever state of mind, due to 

the model of SDM, these patients are obliged to face a choice deciding on their further course of 

treatment. 

Likewise, being an imbedded part of the model of SDM, the social background of the relatives to 

the patient also comes to play just as an important role in the course of treatment. Consequently, the 

extent to which the patient’s relatives can contribute to the course of treatment further affects the 

treatment given to the patient. (Hansen 2014) 

Therefore, in wanting to conduct patient empowerment through the model of SDM, it is highly 

important to be aware of the risk of leading to even more inequality in cases in which patients and 

their relatives for that matter are not capable of being empowered. By giving preferential treatment 

to the more socioeconomic advantaged patients, you risk making the relatively weaker patients 

powerless of empowerment. 

4.3.1 When SDM does not Involve the Doctor 

Having decided to conduct patient empowerment drawing on the model of SDM for clinical 

decisions made on the course of treatment, the involvement of practitioners as well as the patient, 

respectively, constitutes a naturally part of the model (Deegan & Drake 2006). Likewise, the stated 

objectives for patient empowerment are not to consider the patient as a diagnosis but as a human 

being with an illness, and, for the patient to take an active part in all decisions made and to be a co-

producer of the content of the very first consultation in the course of treatment (pp. 35; RHPa 2014: 

22).  However, the model of SDM is mainly used as a model in the relationship between patients 

and nurses in the course of treatment and seems not to be an integrated part of the treatment in a 

more medical context between patient and doctors.  

The Diagnosis as the predetermining Factor 

Aiming at applying the model of SDM in the course of treatment, the collaboration between patient, 

nurse and doctor is challenged by considerations taking in favor of medical concerns. Furthermore, 

making it even more critical, the diagnosis made by the doctor and the medicine provided in 

relation to this takes a significant importance to the patient. (field notes, Deegan & Drake 2006: 

1636) 
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“She [the nurse] says it is just a label [the diagnosis]. It can be taken off. Then I say 

that I have heard that story since I was 8. It is just not possible. You cannot just 

remove your label. When they finally remove it, they just put it on again right away. It 

is much easier when you have a label to be placed in a box in their system. And I 

really do not agree with that.” (Victoria, patient) 

Having diagnosed the patient, it makes up the foundation for the rest of the treatment. Hence, the 

diagnosis is decisive in terms of future decision making in the course of treatment. Consequently, 

applying the model of SDM wanting to empower patients in their recovery process for the purpose 

of increased compliance to the treatment, the willingness of the patients to accept their diagnosis 

becomes even more important for the possibility of reaching shared decisions in the future course of 

treatment.  

”It is still the doctors that make the diagnoses. The first course of treatment is 

produced solely by the doctors, who are not able to create it together with the patient. 

Subsequently, then it only becomes something that must be accepted. This happens 

without the agreement of the patients, who does not want the definitive diagnosis. 

Somehow, this diagnosis comes to establish the fundamentals for future treatment to a 

great extent. These decisions are out of the patient’s decision-making process, which 

to some extent is all about collecting or categorizing symptoms in a certain way that 

fits the system.” (Sarah, psychologist) 

Thus, having already made a diagnosis, the fundamentals of the future course of treatment in which 

any clinical decision is to be decided together with the patient is based on a medical judgment 

provided solely by the doctor. In relation to this, as Sarah also recognizes, the diagnosis comes to 

affect the rest of the treatment having possible implications on the shared decisions reached 

between practitioner and patient. Therefore, applying the model of SDM, even after the diagnosis 

has been given, the shared decisions made are indirectly affected of matters being out of the hands 

of the patients giving rise to potential issues in the course of treatment. 

Shared Decisions decided by the Doctor 

Subsequently, during the actual course of treatment, being applied as a therapeutical tool, the model 

of SDM is used in consultations between nurse and patient. However, when it comes to visitations 

between patient and doctor, the model of SDM is being replaced by a more paternalistic model of 

decision making. At least, Victoria [patient] sees the relationship with her doctor as something 

completely different making it difficult to make shared decisions on the course of treatment. 
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“You do not have a personal relationship with the doctor. They just show up 

sometimes and assess you and make a note of something and then you think after all: 

How did they get that out of it?!” (Victoria, patient) 

Victoria continues arguing that the doctor does not give her any real options in deciding on the 

course of treatment. 

“The relationship to my doctor is non-existing. At least, I do not like them. But it is a 

matter of decision-making. The doctor only gives you an ultimatum and you can either 

say yes or no. You do not get other options.” (Victoria, patient) 

These statements revealing the difficulties of applying the model of SDM in practice in the 

relationship with the doctor correspond with another patient, Allan, who also recognized earlier on 

in this thesis, how the process of opening up is a matter of time developing a trust in another person 

ultimately improving the relationship with the practitioner making it easier to reach shared 

decisions together. Taking that into consideration, the circumstances in which the doctor operates is 

not quite appropriate in terms of making decisions together with the patient. 

Further, and in relation to the different relationship between patient and doctor, the model of SDM 

is challenged being faced with decisions made on medicine. Since medicine makes up a salient 

point in the course of treatment, the model of SDM risks falling short. For instance, Victoria 

[patient] does not agree on the diagnosis given to her. Hence, she is skeptical towards the medicine 

suggested. However, the doctor has overruled both nurse and patient in terms of the needs of the 

patient in the course of treatment. (field notes) 

“I do not feel like they listen to me. Then it becomes pointless whether I say yes or no 

because they will decide anyway. I know that I am asked to a certain degree. I just do 

not feel that I have had a choice. Therefore, I just end up saying yes because I do not 

get any other options. That makes me disappointed because, after all, it is my life and 

me that have to cope with it.” (Victoria, patient) 

Thus, the objectives of conducting patient empowerment are challenged when applied in practice in 

the collaboration between patient, nurse and doctor because the field of medical science is difficult 

to relate to cognitive working tools including the model of SDM. Hence, decisions in the 

relationship between patient and their doctor are mostly taken by the doctor exclusively and the 

model of shared decision is thereby outruled by a paternalistic model. 
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4.4.1 The Embedded Barriers of Patient Empowerment 

Wanting to empower patients in their course of treatment in order to make them able to master their 

mental illness, the practitioners face certain barriers that affect the possibility of patient 

empowerment and the usability of SDM. On the one hand, different practices and techniques are 

being applied in order to empower patients with the model of SDM assuming a key role. However, 

on the other hand, surrounding circumstances being imbedded to the current health care system are 

to work against the aim of empowering patients making it difficult to achieve the desired objectives. 

The Structural Iron Hand 

As also touched upon in the introductory section, OPUS as a place for treatment, and the field of 

mental health care in general, is subject to specified laws and regulations having an impact on the 

framework under which treatment is provided to the patient. Sarah emphasizes how these 

circumstances put up barriers affecting the possibility of success in conducting patient 

empowerment. 

“We have an overall framework, which can be difficult changing. We have many 

patients [at OPUS], and many tasks in general, there is a limited amount of time, 

there is limited opportunities of moving the treatment out of this place and maybe 

expand into the real world or support the patients in some of the stuff that is out of our 

work frame.” (Sarah, psychologist) 

Likewise, Marie [nurse] underlines the aspect of time as an elementary part of treating patients. 

According to her, the model of SDM is much less useful if the time necessary is not prioritized to 

the treatment (interview, Marie). According to both Marie and Sarah, the increasing demand of 

registrations from politicians is seen upon as one of the biggest time consumers compared to the 

patient.  

“If I should outline one thing, I do not find involving, it will be all our registrations, 

which take away time from the patients. It happens in a way that makes it much 

alienate to our patients.” (Sarah, psychologist) 

Moreover, registrations not only take up time potentially spend together talking with the patient. 

They are also conducted in an unwelcoming way establishing a gap instead of collaboration 

between patient and practitioner. Once again, it becomes obvious how there exists a gap between 

the underlying thoughts of the recovery perspective and the operation of the regime in practice. 

Likewise, the formulated vision in the strategy on patient empowerment is not consistent with the 
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reality that the healthcare personnel face saying ‘that the communication with the services users 

must be improved becoming more patient-friendly’ (pp. 35; RHPa 2014: 22). 

For instance, the journals used in the course of treatment make use of a medical terminology not 

being adjusted to the terminology applied in the recovery perspective. The language used is not only 

challenging for the patient to understand making it difficult for the patient to engage in discussions 

about the course of treatment, the terminology also does not correspond with the values of recovery 

maintaining a picture of the patient as being assigned to the practitioners. 

“When they enter into their journal, they experience that they are described as 

patients or as [practitioners]. It is described in a medical terminology, which can be 

very far from the reality that out patients experience. That can be very heavy because 

they feel alienated from what is written down.” (Sarah, psychologist) 

Besides these structural circumstances implying barriers to conducting patient empowerment, one 

can question whether the course of treatment, in general, could be planned more on the premises of 

the patients taking the ambitions of the current paradigm of treatment of patient-centered-care into 

consideration. Hence, in conducting patient empowerment, the current set up of the model of SDM 

still upholds barriers maintaining a limited room for patients’ decision making competence. 

For instance, in another time related perspective, the length of the course of treatment at OPUS 

corresponding to two years does not seem to show much consideration for the patient. Rather, the 

current termination of the course of treatment appears inappropriate being determined on other 

parameters than the needs of the patient. 

“I see many patients becoming unwell when the course of disease is to be finished 

because they do not feel ready to going back to their own doctor. Ideally, one could 

say, the course of the treatment could be planned on the premises of the patient having 

the opportunity [in the treatment] of varying in intensity but also in time.” (Sarah, 

psychologist) 

Likewise, one could also question why the model of SDM only prepares the ground for decisions 

made together with the practitioner after the diagnosis has been given having already set the tone 

for the future course of treatment. Hence, Sarah, being the psyhologist, not only calls for the 

involvement of patients earlier in the process in the course of treatment, she also misses the 

involvement of patients at a more general level expanding the current conception of the model of 

SDM. Thus, according to Sarah, it is obvious that patients and their relatives should be involved in 
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how to establish and plan the course of treatment. (Sarah, interview) 

“The underlying construct is that we talk and talk about how treatment in general 

should be planned. But it is all the time a matter of someone having a surplus of 

mental resources and some expertise, who are to make the decision. Where are the 

patients when you talk about patient empowerment in mental health care? Where is 

their voice? There are a lot of associations indicating that they are not being heard or 

accommodated. It is a discussion that takes place at a level of decision-making 

whereat out users cannot take part. I see this as very problematic.” (Sarah, 

psychologist) 

Consequently, the current barriers being embedded in the paradigm of patient empowerment and in 

the model of SDM ask for a change in the way these internal and external circumstances affect the 

course of treatment by working against the very same goal of patient empowerment. 

4.5.1 Sub-Conclusion 

The section of critical analysis has discussed the relationship between the explicit aims of the 

regime of patient empowerment and the actual outcome in practice by diagnosing the model of 

SDM and the paradigm of patient empowerment in general. This has been done by reflectively 

discussing the implications on patient empowerment drawing on the former sections of analysis. 

First, the analysis shows that patient empowerment is done under challenging circumstances. The 

strategy of patient empowerment is developed on request from the politicians in the Capital Region 

in the belief that patient empowerment, in fact, can be exercised in practice achieving the 

formulated goals of the strategy. However, governing through the model of SDM assuming an equal 

relationship between patient and practitioner in cases in which there still exist an asymmetry of 

power, the treatment provided risk falling short having conflicting effects. Thus, applying the model 

of SDM, instead of providing equal treatment to all patients, the treatment provided comes to be 

defined on the premises of the patient making the treatment become more dependent on the abilities 

of the patient. Hence, the model of SDM, inevitably, favors the socioeconomically advantaged 

patients and relatives risking making the weaker patients even more powerless of empowerment. 

(Hansen 2014) 

Following, the analysis reveals how medicine makes up a salient point to the model of SDM being 

mostly applied as a therapeutic tool clashing with decisions made in medical contexts. In relation to 

this, the medicine provided to the patient is dependent on the diagnosis given having a 
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predetermining factor to the patient. Therefore, aiming at shared making decision in terms of 

medicine in wanting to increase the patient’s compliance to the treatment, the model of SDM 

challenges the relationship between doctor, nurse and patient when the doctor finds it necessary 

from a medical view to overrule the patient and nurse, respectively. 

Finally, it is shown how the model of SDM and the paradigm of patient empowerment still uphold 

structural barriers being embedded to the health care system asking for a further revision of how 

patient empowerment is conducted and whether the current scope of patient empowerment should 

be extended. 



CHAPTER 5

Conclusion
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5.1 Conclusion 

This thesis examines the regime of patient empowerment by analyzing how the model of shared 

decision making (SDM) has assumed such a key role for the patient’s recovery-process and how 

that is to constitute the framework of the treatment of patients. On that basis, the relationship 

between the explicit aims of patient empowerment and the operation of the regime in practice is 

discussed. 

In short, the answer to the research question is that the model of SDM functions through power by 

fostering capabilities in encouraging a decision-making patient and facilitating practitioner, 

however, conflicting with central ambitions of the explicit aims of conducting patient 

empowerment. 

In order to be able to provide an adequate answer to the formulated research question, I have 

conducted a three-dimensional governmentality analysis followed by a critical analysis.  In the 

following, the conclusions drawn will be presented together with a discussion of the future 

perspectives of the results of the thesis. First, the analytical approach of the study is presented 

together with a brief sum up of the necessity of a thesis on patient empowerment. 

5.1.1 Conducting an Analysis of Patient Empowerment 

The regime of patient empowerment is examined in this thesis because of the political attention 

given to the need of involvement of patients in the course of treatment. The problematization of the 

lack of involvement has come to make up a burning platform creating the possibility of 

implementing standards nationwide to be followed in the course of treatment securing patient 

empowerment for the ultimate purpose of, in this case, making the patient become able to master 

their mental illness. 

According to the Ministry of Health & Prevention, patient empowerment is encouraged because it is 

supposed to strengthen the equality in the health care sector, improve the quality of treatment, 

increase the comfort of the patient, improve the patient satisfaction, and, finally, to improve the 

productivity having a positive effect economically. (MHPa 2014: 2). 

In fact, the ambitions of conducting patient empowerment are already exercised in some places at a 

locally based level in which there has been given a lot of focus from the managerial as well as the 

employee’s perspective. Hence, the case chosen to study in this thesis making up the foundation of 

the empirical data constructed is a place for treatment being considered as frontrunners having 
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already implemented many of the elements needed in order to conduct patient empowerment. Thus, 

the case is highly suited as case study for the ambition of problematizing the conditions of 

government when conducting patient empowerment applying the model of SDM. 

In order to answer the thesis’ research question, I have conducted 6 interviews with three different 

patients and nurses. Additionally, I have conducted a total of three observational studies following 

one consultation of each of the very same patients and nurses. Furthermore, the empirical data is 

supplemented by a strategy paper developed by the Mental Health Care of the Capital Region and 

the underlying scientific literature on recovery and SDM supporting the strategy. The empirical data 

has been socially constructed through a governmentality perspective. 

The analytical approach to the thesis is inspired by Dean’s (2010: 61) multi-dimensional analysis of 

regime of practices. Within that analytical framework, concepts from the governmentality literature 

have been chosen for the purpose of exploring the regime of patient empowerment and the model of 

SDM being considered as a technology of power. Consequently, the analytical perspective has had 

implications on the focus points of the analysis, and, ultimately, the conclusions drawn for the 

thesis. 

5.1.2 Making the Patient Become a Decision-Maker through Power 

The purpose of the strategy developed by the Mental Health Care of the Capital Region is to make 

the patient become a decision-maker by empowering the patient. This is done by inventing a new 

group of patients of decision-makers sharing same interests and powers having the ultimate purpose 

of being able to master their illness. Drawing on thoughts and ideas from the paradigm of recovery 

in articulating the new role of the patient and practitioner, the model of SDM comes to assume a 

key role in this process. Hence, the function of the model of SDM is to secure that decisions are 

reached together. Thus, applying the model of SDM, focus of the treatment becomes for the 

practitioner to create a decision-making patient through dialogue. 

In wanting to create a decision-making patient through the model of SDM, the conversation 

between patient and practitioner is being applied as a frame of reference in governing the course of 

treatment making the patient maneuverable. Hence, applying the model of SDM, the patient 

becomes subject to the knowledge produced when entering into dialogue. Furthermore, being 

related to this, the power of patient empowerment becomes even more obvious in wanting to 

empower patients through different practices and techniques. Thus, patients themselves are 

encouraged to take over functions in the course of treatment such as educational learnings on 
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recovery, motivational aspects of becoming a decision-maker and self-evaluation on their general 

performance in the course of treatment. Furthermore, the use of cognitive methods in the treatment 

itself during the actual consultation also becomes an expression of power exposing an asymmetry of 

knowledge leading room for the practitioner to somehow manage the patient’s self-government. 

Thus, patient empowerment becomes a relationship of power for the overall purpose of maximizing 

the possibilities of creating decision-making patients. 

In seeking to foster a decision-making patient being capable of mastering his or her own illness, the 

power exercised through the model of SDM foster certain capabilities and abilities to which patient 

and practitioner identifies themselves with. Thus, by governing through the patients’ locus of 

freedom, self-governing capabilities are installed having the purpose of making the patients feel 

motivated and in control of the course of treatment. Further, the patient is encouraged to feel 

responsible towards the nurse and the treatment itself being a dutiful patient having the 

responsibility of taking care of the course of treatment. 

Likewise, in treating the patients, the model of SDM work on both sides fostering the abilities of the 

practitioner to act more like a facilitator in the course of treatment. The practitioners are not only 

supposed to act as a facilitator in the relationship with the patients (Mik-Meyer 2013: 133). The 

nurse also comes to possess an intermediary role in the relationship between patient and doctor 

having the role of aligning the interests of all parts. This does not imply less responsibility for the 

practitioner; however, it just takes other forms leading to new uncertainties in the course of 

treatment. 

5.1.3 When Practice Conflicts with the Intentions of Patient Empowerment 

Government is characterized by a belief that the objectives of politicians also can be realized in 

practice.  However, the art of government contains utopian elements in the sense that patient 

empowerment relies on assumptions about how things ideally are supposed to improve treatments 

assuming this change to actually take place. Therefore, when patients and practitioners have two 

different conceptions of patient empowerment, the outcome of patient empowerment might become 

self-contradictory. Consequently, the operation of the regime of patient empowerment in practice 

conflicts with central ambitions of the explicit aims of conducting patient empowerment. 

In seeking to create a decision-making patient assuming an equal relationship between patient and 

practitioner fostering certain capabilities through the power of empowerment in order for both 

actors to undertake the new roles in the course of treatment, the model of SDM operates under 
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challenging circumstances. Consequently, the model of SDM comes to imply a focus on the 

socioeconomically advantaged patients causing unequal treatment provided to patients having the 

consequences of making weaker patient powerless of empowerment. Further, the model of SDM 

upholds barriers working against the objectives of patient empowerment being exposed in terms of 

structural circumstances maintaining the traditional patient role. Likewise, the model of SDM is 

challenged by not embracing the collaboration between patient, nurse and doctor. Being applied as a 

cognitive tool, the field of medical science is difficult to relate to the model of SDM having the 

consequence that decisions made in terms of medicine risk being something exclusively decided by 

the doctor. 

5.2.1 The Perspectives of the Thesis’ Results 

This thesis provides knowledge about how the regime of patient empowerment operates in practice 

by studying the model of SDM as a technology of power. Applying the model of SDM in a 

recovery-process in the everyday practice, the analyses prove conflicting elements when compared 

to the explicit aims of conducting patient empowerment. Therefore, it is encouraged to reflect on 

the conclusions drawn from this thesis in the forthcoming work of strengthening the current work of 

patient empowerment and in spreading the effort at a national level. Therefore, in providing a 

national framework in which patient empowerment most likely enters into the concept of quality 

being applied as a management tool when treating patients, the issues raised in this thesis regarding 

the risk of inequality and imbedded barriers of patient empowerment in the model of SDM must be 

regarded reflecting appropriate standards and guidelines in the future course of treatment. 

Still, further research is needed on the model of SDM in order to draw final conclusions on the 

consequences of conducting patient empowerment. However, taking the explicit aims of conducting 

patient empowerment into consideration, there are certain aspects of the model of SDM that needs 

greater attention research-wise. 

Especially, the potential implications of inequality regarding patient empowerment must be taken 

serious directly conflicting with the ambition of providing equal treatment to patients. Additionally, 

the role of the relatives in the course of treatment must be further studied assuming an important 

role being used as a resource. Hence, it would be relevant to look into the consequences of the 

treatment when it not only comes to involve the patient but also functions as an intervention within 

the family. 

Likewise, when implementing the model of SDM, it is necessary to further examine the relationship 
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between and statuses of nurses and doctors being influenced by internal rivalry having 

consequences for the possibilities of implementing the recovery perspective including the model of 

SDM in a greater organizational perspective. In relation to this, it would be relevant studying the 

barriers of conducting patient empowerment drawing on the recovery perspective from the doctor’s 

point of view. Furthermore, the ambition of making treatments more efficient and improving the 

quality of treatment by conducting patient empowerment must be reconsidered compared to the 

current application of the model of SDM having imbedded structural barriers working against the 

ambitions of patient empowerment. 

Finally, the model of SDM makes up a central element in conducting patient empowerment; 

however, it does not cover the entire range of factors relevant to the discussion of patient 

empowerment. Therefore, the conclusions that have been drawn from this thesis makes up a 

foundation for studying how the model of SDM is related to other factors of patient empowerment 

such as organizational settings, potential technological solutions, physical surroundings and/or the 

implications of stigmatization being a patient in the field of mental health. 
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Appendix A 

Interview guide, patient. 

 

1. Vil du starte med at fortælle lidt om dig selv? 

2. Hvad forstår du ved patientinddragelse? 

3. Hvad mener du om at inddrage patienten mere i behandlingen? 

4. Hvordan mærker du, at der er et politisk fokus på at inddrage patienten mere i  

behandlingen? 

5. Hvad føler du har ændret sig, hvis overhovedet noget, i forhold til tidligere behandlinger  

uden ligeså stort fokus på patientinddragelse? 

6. Hvor meget føler du, at du bliver inddraget I behandlingen? 

7. Hvilke barrierer føler du, at der kan være i forbindelse med at blive inddraget 

8. Hvordan ser du relationen mellem dig og din læge? 

9. Hvordan føler du, at lægen imødekommer dine ønsker til behandlingen? 

10. Hvordan bliver I enige om en fælles beslutning om den videre behandling? 

11. Hvad mener du, at fælles beslutningstagning betyder for behandlingen? 

12. Hvordan blev du introduceret til app'en, Momentum? 

13. Beskriv gerne de overvejelser du gjorde dig, da du sammen med lægen besluttede at bruge  

app'en i det videre behandlingsforløb 

14. Hvad har din oplevelse været omkring brugen af Momentum? 

15. Hvordan benytter du dig af Momentum som værktøj før en kosultatation? 

16. Hvordan bruges Momentum under selve konsultationen? 

17. Hvordan fungerer Momentum lige efter en given konsultation? 

18. Hvordan synes du Momentum klæder dig på mht. at træffe valg om din behandling? 

19. Hvis du skulle være kritisk over for Momentum, hvad ville du så fremhæve som positive og  

negative ting ved app'en? 

20. Hvordan oplever du forskellen fra at bruge Momentum i behandlingen til ikke at bruge  

app'en? 

21. Er der noget her til slut, du har lyst til at spørge om? Noget du har lyst til at uddybe eller  

har kommentarer til? 
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Appendix B 

Interview guide, nurse/psychologist. 

 

1. Vil du fortælle mig lidt om dine lægefaglige baggrund 

2. Hvad er dine hidtidige erfaringer med patientinddragelse? 

3. Hvad forstår du ved patientinddragelse? 

4. Hvad mener du om at inddrage patienten mere i behandlingen? 

5. Hvordan mærker du, at der er kommet et større politisk fokus på at inddrage patienten mere  

i behandlingen? 

6. Hvad føler du har ændret sig, hvis overhovedet noget, i forhold til tidligere behandlinger  

uden ligeså stort fokus på patientinddragelse? 

7. Hvor meget føler du, det er muligt at inddrage patienten i behandlingen? 

8. Hvor går græsen for at inddrage patienten i behandlingen? 

9. Hvilke barrierer føler du, der kan være, i forbindelse med at inddrage patienten i  

behandlingen? 

10. Hvordan ser du relationen mellem dig og din patient? 

11. Hvordan oplever du selv din evne til at imødekomme patientens ønsker til behandlingen? 

12. Hvordan bliver I enige om en fælles beslutning om den videre behandling? 

13. Hvordan opfatter du din og patientens rolle? 

14. Hvad mener du, at fælles beslutningstagning betyder for behandlingen og muligheden for at  

'recover'? 

15. Hvordan blev du introduceret til app'en, Momentum? 

16. Hvilke overvejelser gør du i forbindelse med dit valg om at bruge app'en i  patientens  

behandlingsforløb? 

17. Hvordan introducerer du Momentum til patienten? 

18. Hvordan oplever du, at patienten typisk tager imod Momentum? 

19. Hvad har din oplevelse været omkring brugen af Momentum? 

20. Hvordan benytter du dig af Momentum som værktøj før en kosultatation 

21. Hvordan bruges Momentum under selve konsultationen? 

22. Hvordan synes du Momentum som redskab bidrager til at skaffe fælles beslutninger om  

behandlingen? 
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23. Hvis du skulle være kritisk over for Momentum, hvad ville du så fremhæve som positive og  

negative ting ved app'en? 

24. Hvordan oplever du forskellen fra at bruge Momentum i behandlingen til ikke at bruge  

app'en? 

25. Er der noget her til slut, du har lyst til at spørge om? Noget du har lyst til at uddybe eller  

har kommentarer til? 


